CLASSIFICATION

PROJECT EVALUATION SUMMARY (PES) — PART |

Report Symbol U-447

1. PROJECT TITLE

2 PROJECT NUMBER
696-0113

3. MISSION/AIO/W OFFICE
OAR/Kwanda

Maternal Child Health and
Family Planning

4, EVALUATION NUMBER (Enter the number maintalned by the
rsporting unit e.g., Country or AID/W Adininistrative Coce,
Flsce: " ear, Serial No, beginning with Na, 1 each FY)

[ REGULAR EVALUATION [J SPECIAL EVALUATION

8, KEY PROJECT IMPLEMENTATION DATES 6. ESTIMATE?668453T
FUNDING S
A, First B. Fina! C. Finel )
PRO.AG or Obligaton Input A, Total $ _9_;_8:2.0____
Equivalent Expected Delivery 6.650
Fr_81 FY_R7 Fy_88 8. Us, $ 20,02

7. PERIOD COVERED BY EVALUATION
From (month/yr.) 8/84
To (month/yr.) 8/87

Date of Evaluat]
Review " 19 November 1987

8. ACTION DECISIONS APPROVED BY MISSION OR AIDAV OFFICE DIRECTOR

A, Lis 2ezistons end/or unresolved lssues; cite theea Itsms nesding further study. Bb“.‘:::‘::%gF C. DATE ACTION
(NOTE: Misslon declslons which anticipate AID/W or reglonal office actlon should AESPONSIBLE TO BE
wacity type of document, o.0., slrgram, SPAR, P1O,which will present detalled request.) FOR ACTION COMPLETED
A3. Assist ONAPO with assessment of training/TA
needs for newly appointed Financial Manager OAR/R 2/88
in necessary financial mgt., accounting, MSH
and reporting procedures, as appropriate.
A4. Designate someone at ONAPO as GOR Project ONAPO 5/88
Manager, to serve as a counterpart to the
A.I.D. Project Officer.
AB. Recruit technical assistance to assist ONAPO
and MINISAPASO study FP recurrent costs and OAR‘R 1/88
prepare a plan for GOR recurrent cost support
for FP activities,
AS5. Standardize ONAPO systems for control of
c4. finances, vehicles, equipment and supplies, ONAPO 6/88
using the recommendations of project-funded OAR/R
consultants. May use project-funded TA.
Cl. Develop a strategic work plan and budget
for the prervision of short term technical ONAPO 11/87
assistance for improved FP service delivery OAR/R
through PACD.

8. INVENTORY OF DOCUMENTS TO BE REVISED PER ABOVE DECISIONS

D Projsct Paper D Other (Specify)

Iimplementation Plan
ag., CPI Network

D PIO/T

D Finsnclal Plan
: I Othar (Specity)

D Logical Framework

D P1O/C

D Pr;.))oct Agresment D Plo/mpP

10. ALTEANATIVE DECISIONS ON FUTURE
OF PROJECT

A. D Continue Project Without Change

B. D Change Project Deskgn and/or
&] Change Implementation Pian

C. D Discontinue Project

11. PROJECT OFFICER AND HOST COUNTRY OR OTHER RANKING PARTICIPANTS
AS APPROPRIATE {Names and Titles)

Carina Stover, HPNO Project Officer

Deborah Prindle, REDSO/ESA PDO. Co-leader of team
Justin Nsengimana, MINIPLAN, Co-leader of team
Drocella Niyonsara, Off. of the Presidant

Prosper Nyandagazi, MOH; N. Burton; and R. Camacho

1. Emerson Meiaven, AID Rep.

AID 1330-18 (3-78)

w20 19€7]



n2.

D3.

El.
E2.
E3.
E4.

E6.

F2.

Recruit project-funded short term technical
assistance to assist ONAPO and MINISAPASO to
develop a national FP human resources strategy
and training plan to serve all public and
private sector facilities. The training plan
should provide regular refresher courses

for all levels of personnel.

Recruit project-funded short-term technical
assistance to assist ONAPO in the develop-
ment of a work plan until the PACD.
Recommendation slightly modified.

Design and conduct an evaluation of the
effectiveness of existing IEC program and
identify the most important groups to be
targeted by IEC activities to plan an IEC
strategy aimed at priority target groups.

Start negotiatione with ORINFOR for an increase
in radio air time, including the right to air
each program several times, and to air its FP
theater programs during the regularly scheduled
Tuesday night theater slot.

Use project-funded technical assistance
to develop evaluation capability within
ONAPO’s Research Section. Organize in-country

training workshop be organized for this purpose.

OAR/R
ONAPO
MINISAPASO

OAR/R

ONAFO

ONAPO
MINISAPASO

ONAPO
OAR/R

Best Available Document

1/88

1/88

1/88

12/87

1/88



FINAL EVALUATION OF THE
MATERNAL CHI4D-HEALTH-7- FAMILY PLANNIN(
RWANDA (696-0113)
AUGUSY, 987

SO .
Aobhe e O
[
FINY o~ h
L ) )
b7 70 2
”



Table of Contents

I. Executive Summary
II. List of Acronyms
III. Evaluation Methodology

Iv. The Project Environment

A. Change in Family Planning Policy at the National Level
B. Institutional Capacity for Operationalizing Policy
C. Socio-Economic Issues Affecting Project Achievements
D. Other Donors’ Activitiges
V. Progress to Date towards Project Objectives
A. Project Goal
B. Project Purpose
2. Achievement of Outputs
1. Information, Education and Communication
2. Research and Policy Development Studies
3. Training
&inLSarvice - Delivery::
5. Commodity Management
6. Faciiities Construction and Renovation
Pu\,.Del,.i_xesx,,@x&W, 4
£.7 validity of Adsu ons made during Project Design
VI. Summary of Recommendations For Implementation by PACD

VII. Future Directions

L. " Resotrce A1T6EA¢ Ion/Mahagement

B. Sustain the Momentum of GOR Population Policy Reform

C. Continue Grass Rools Mass Education in Family Planning
D. Extend and Improve Family Planning Services Nation-wide

VIIT. Studies Needed to Plan Future FP Interventions and Solicit
Donor Support

ANNEXES
A. Evaluation Team’s Terms of Reference
B. List of ONAPO Research
C. List of Persons Contacted
D. President’s July 1, 1987 Speech
E. Map of Rwanda's Health Facilities
F. Annual Evolution of New Acceplors Since 197G
G. In-Country and External Training Funded by Project

Page Number
1

6
7
8

8
11
13
18

22

22
22
22
23
25
27
30
38
39

45
48
49
50
51

53



-1 -

I. Executive Summary

The Rwanda Maternal Child Health/Family Planning Project (696-0113) was
originally obligated in 1981 with an LOP funding level of $6.25 million. The
project was first evaluated in 1984, and on the basis of the findings, it was
given a no-cost two year PACD extension, through 9/88. Supplementary funds in
the amount of $400,000 were added in July 1987 to increase LOP level to $6.65
million over the seven year total life of project. The present external
evaluation was undertaken in August 1987 (year 6 of implementation, one year
prior to PACD) by a six person team including a REDSO/ESA Project Development
Officer, two family planning consultants recruited by A.I.D., and three
officials selected by the GOR representing the Ministries of Plan (MINIPLAN)
and Health (MINISAPASO), and the Presidency of the Republic.

The team found that the project environment has changed considerably over
the years, evidenced on the positive side by progress in population policy at
the national level (Presidential support to reduce family size from an average
of 8.5 children per household to four), and accelerating availability of
multi-donor resources in support of family planning activities (notably UNFPA
and IBRD complements to A.I.D. investments). In view of this more complex
context for FP in Rwanda, it is recommeiaded that ONAPO and MINISAPASO

collaboratively establish.a, Dener. .Coardination Commiitee,; including
‘#gﬁﬁgggz"ééTVEEbebm”eachﬁFP donor resident in country, to meet quarterly to
review all donors’ work plans and budgets, and ensure complementarity in FP.

activities.

On the other na.d, institutional capacity for implementing the new
population policy is still greatly underdevelopped, particularly MINISAPASO
capability for delivering family planning services. One-major problem in this
regard that needs to be corrected is that respomsibility for MCH/FP has been
assigned to a low organizational level within MINISAPASO. To establish

sufficent;waight: of suthority:bikind the strengthentyg s
MCH/FP services within Lealth facilities nationwide, the team recommends that
the MINISAPASO Director General of Public Health be given direct

responsibility for MCH/FP, by directive from the Minister of MINISAPASO.

In addition, a large array of socio~economic issues conlinue to hamper
the rate of growth of contlraceplive prevalence; these factors must be
explicitly taken into account in the design of any future new family planning
project. Of these, demand for c¢hild labor (especially for carrying water and
fuel wood, and for agricultural activities) is a major hinderance to
widespread acceptance of reduced family size. For this reason, in any future
new project, it is recommended that one component provide resources for NGO's
to combine rural water projects and training in techniques for agricultural
intensification with dissemination of FP education and services.
Misconceptions about the effects of using contraception need to be addressed
more directly in future mass education campaigns, and gender-specific roles
and networks need to be exploited as part of a stiategy for targeting specific
regions and at-risk groups for FP information. Widespread reliance on
traditional healers offers potential, in a future new project, for training
these healers to provide FP counselling and distribution of oral and barrier
contraceptives, though weakness of the professional midwifery tradition,
caused by Rwandan women's preference for giving birth alone, presents an
obstacle to paramedical MCH/FP service declivery. Further, conservatism of the

ﬁ?:h



ONAPO’s research to date (also supported by UNKPA) has been successful in
developplng the data base needed for national population policy, and to

increase public awareness of the severe demographic crisis confronting
Rwanda. The National Fertility Study was a particularly important project
output. Though efforts are underway to provide much needed improvements in
service statistics collection, handling and analysis, ONAPO has successfully
developped a pool of FP users' statistics for use in tracking drop-outs, rate
of new acceptance, and change in contraceptive choices. The team recommends
that research through PACD focus on evaluation of the experimental/innovative
contraceptive distribution programs now beginning with A.I.D. centrallyffuqded
support (e.g. Columbia University community-based distribution program and
SOMARC social marketing effort) to identify modes whlch could be replicated
more widely in a future new project.

Though a great deal of training in IEC and (more recently) FP service
delivery has taken place under the project, the team estimates that only 140
medical assistants and nurses have received some forw of FP training, still
short of the 250 person target in the original PP. A project-funded buy-in to
A.I.D.'s centrally-funded INTRAH project is the core of national FP training
activities for paramedics and nurses. The team recormends that ONAPO and
MINISAPASO collaboratively place the greatest emphasis until PACD on the
,c11n1ca1 training of physici q_,}r Laptae:; in. EP.
“and " counseIilng.‘inclﬁd{n: 1:%::§r¥£:§agng2herﬁgtﬁz%;zzzgtce statlstlca
(currently under-reported). As soon as possible, ONAPO should report fuliy- to
MINISAPASO on the number of healih services personnel trained in FP, by name.
of. facility in which they are working; &nd the  contelit ol ¥ pingtendl
staff member has received. Project- funded technical assxstance ‘should be
recruited to evaluate the impact of A.I.D.’'s bilaterally and centrally-funded
. FP training to date, and to assist ONAPO and MINISAPASO to develop a national
FP human resources strategy and training plan to serve all public and private
sector facilities.

MINISAPASO is responsible for the delivery of health care nation-wide.
FP services are reportedly delivered in the public sector through a network of
133 facilities, and in the private sector by 50 facilities, a total of 183
service sites, however the real number offering modern contraceptives is
probably not more than 130 nation-wide, as this enumeration undoubtedly
includes Catholic facilities only using the Billings methed. The percentage
of reproductive age women using contraception varies greatly from region to
region, and from urban to rural areas. For example, in 1985, it was estimated
that 30% of women aged 15-49 werc using contraceptives in Kigali (though this
is probably a much inflated figure), but only 2.3% in the Gikongcro region
(relatively under-served, especially by non-Catholic health centers). The
staffing of health centers also varies greatly, in both number of personnel
and skill level. From intake to service delivery to follow-up there is little
uniformity and not enough supervision. The Leam recommends that a major focus
of A.1.D. and ONAPO collaboration through PACD be the improvement of FP
service delivery, with a strategic work plan for use of project-funded
technical assistance towards this end. As part of this work plan, pilot
studies should be developped to test patient acceptance of different modes of
FP service delivery: variation in hours of service, segregated FP versus
integrated MCH/FP service delivery formats, delivery of services by different
types of medical personnel and by male versus female providers, and by centers
with or without FP counsellors. Standards for service delivery need to be
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medical profession in Rwanda will slow the introduction of community-based
distribution of contraceptives by volunteer health workers as, for the most
part, medical professionals believe that pills should only be distributed by
clinics, hospitals, and pharmacies by prescription. Other factors limit
access to FP information and contraceptives, notably: strength of the Catholic
Church and its importance in the health sector, low levels of literacy and
school entrance, logistical constraints preventing access to service delivery
sites, pro-natalist bias and attitudes to pre-martial sexuality (which deny
access to FP services to an unmarried woman and even a married woman who is
still childless, or who does rot. have her husband’s consent to obtain FP.
services).

On the whole, the team found that original end-of-project outputs were
unrealistic on several counts, as acknowledged by the July 1987 PP Amendment
No. 1, given that ‘Rwanda only began development of a national FP policy and
institutional capacity in 1981 with the founding of the National Population
Office (ONAPO) and the onset of project activities. Specifically, ONAPO
researci capacity was overly diffused by the+PP target of accomplishing 25-35
studies by PACD, schedules for the construction of an FP training center and
four health centers were unrealistic as sites were not identified nor plans
prepared during project design, and expectations for the number of
contraceptive users to be recruited by.PACD were overly-optimistic (PP target:
of 84,500 by 9/86). Though contraceptive prevalence is still a low 1.7%
nacion-wide (24,697 users), the number of new acceptors is gaining momentum
annually, and a target of 6.4% contraceptive prevalence by 1991 (end of the
next Five-Yeatr Plan ‘period) ‘séels achievadble, if a'fﬁiﬁfﬁ“ﬁéﬁ’i&oﬁ%&“6&ﬁ“?
continue the training of service providers and the extension of services to
under-served areas through NGO's, community volunteers, and other innovative

means.

The evaluation team has reviewed each of the six project componenis: mass.
education*iﬁ”faiily'plannihti*?ﬁﬁﬁlhfiéﬁ”ﬁéle?”ﬁtﬁﬂfﬁ%ﬁg%a%ﬁ5§B§Fﬁbﬁfg“
research, training, family planning seitvice delivery, commodity management,
and facilities construction and renovation. Major findings and
recommendations relative to each project component are summarized below.

Mass education has been the project’'s most successful component, as 30%
of Rwandan women have now been exposed to FP informalion through radio or
direct contact with ONAPO personnel. The IEC program, however, now needs to
enter a more specific phase in which the public is steered towards service
delivery sites and the behavioral change needed to increase contraceptive
prevalence. The team recommends that ONAPO identify the most important groups
to be targeted for IEC activities, and focus on use of face-to-face
interaction and radio, the most effective low-cost mecans thus far identified
for quickly and convincingly spreading FP information. ONAPO should use
A.1.D. technical assistance through PACD {o develop evaluation capability’
within the ONAPO research section, and these new evaluation skills should be
used to improve the IEC program’s effectiveness. For example, ONAPO should
evaluate the ways that local government officials are transmitting IEC
messages, and the effectiveness of radio programs already broadcast, and use
this feedback to improve all IEC investments through PACD and in future.
ONAPO should also immediately begin negotiations with ORINFOR to increase
radio air {ime for FP messages, as this requires a long lead time.
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established, especially for pre-method counselling, supervision, use of
gynecological exams, and follow-up. It may be appropriate to take regional
differences in facilities, personnel skill levels, logistics, and cultural
practices into account in setting these standards. A standardized home visit
program, to expand the data base on causes for contraceptive abandonment
should be developped within the context of this strategy for service
delivery. In preparation for a future new project with a strengthened NGO FP
component, ONAPO Regional Representatives should survey all Protestant health
facilities to determine the level of services being provided, and the amount
of FP training received and still needed by their personnel.

Purchasing and management of project-funded commodities needs
improvement. Prior project-funded consultancy recommendations along these
lines have still not been implemented adequately. The team recommends that,
prior to PACD, ONAPO standardize its systems for control of finances,
vehicles, equipment and supplies drawing upon these prior recommendations for
guidelines. As first priority, ONAPO should improve car pool management. and
introduce mileage controls. Contraceptive handling should be reassessed
particularly vis-a-vis quantities and frequency of orders for outlying rural
centers. Only small quantities are currently kept on hand, requiring
inefficient and frequent restocking, and producing an overly diverse supply
of oral contraceptives in.limited quantities..  Control.of.expiration detes
however, will need to accompany changes which increase the efficiency of
restocking. Contraceptive storage will be greatly improved after completion
of the UNFPA-financed ONAPO warehcuse now under coustruction. .

The project's construction component (31% of the project budget) has been
fraught with delays and cost over-runs caused by inadequate pre-implementation
planning, GOR adoption of an overly costly new prototype for rurel health
centers (actually a mini~hospital), and lack of adequate provision for the
architectural and construction management skills nceded for use of host
country. contracting.- Despite multi-year delays  Th Coastiuct Ton sbtivi ey
construction plans were never reviewed by sectoral experts, thus design
deficiencies in both the training center and the health/nutrition centers will
hamper their effective utilization in future. For example, the training
center has no break-out rooms for small group work, and inadequate and
inefficient support facilities for the number of trainees to be housed, though
cost savings from more efficient architectural des@gn would probably have
allowed these elements to be financed within budget limits. In the case of
the heslth/nutlrition centers, they will be difficult to operate, as they have
nc staff housing, though excessive in-patient beds were provided. The team
recommends that construction be included in any future new project only if it
is essential to allow NGO's to open new FP facilities in under-served rural
arevas. FEven Lhen, proposed sites will need to be carefully sclected, and only
designs apprupriate to small scale MCH/FP centers should be considered for
donor support.

Delivery of inputs has been problematic, as problems in financial
tracking and planning were identified relatively late in project
implementation, and the pesition of ONAPO Finpancial Manager has been vacant
throughout most of project implementation. Among other financial management
probiems, conslruction’s shure of funds was allowel to increase at the expense
of other budget items more cenlral tu Lhe project purpose, notably, techaical
assistance and local costs of project activities. Additional complications
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were caused by: frequent turnover in A.I.D. project management, hiatuses in
project-funded advisors’ residence, delay in GOR provision of counterparts for
training, lack of a plan or accounting for GOR inputs to project activities,
and lack of a strategy for use of A.I.D. centrally-funded interventions (with
resulting confusion and discontinuity). In addition, externalities unforeseen
during project design have limited project outputs, especially number of
contraceptive users. These include: the strength of Catholic Church
opposition (which caused the B0% drop—out in IUD use in Butare Region in 1984,
as reported by CNAPO statistics and during an interview with the ONAPO
representative at CUSP, Butare), and a hiatus from 1983-1984 in use of
depo-provera in Rwanda during international controversy over contraceptive use
of this drug.

As the resident advisor’s position again became vacant in early August
1987, little over a year before PACD, the team recommends that remaining:
technical assistance funds be programmed only for short term technical
assistance, using repeat visits and multi-purpose consultancies to maintain as
much continuity as possible through PACD. To address the project’s financial
problems, and set the stage for a future new project, ONAPO should continue to
press the Presidency to appoint a Financial Manager, and A.I.D. should provide
training in project firancial management and reporting procedures appropriate
to. his/her skill level as soon es this vacancy .is.filled. Further, the ONAPOQ
Directrice should designate one of her staff members as GOR PrOJecl anagér;
as a counterpart to the A.I.D. Project Officer, with respon81b111ty for
coordinzting all A.I.D. project activities through PACD, reporting on progress
and problems’ ‘and planning future activities. As input to the: June la,mﬁ
budget exercise, project-funded technical assistance should be recruited to
assist ONAPO and MINISAPASO to prepare a plan for GOR recurrent cost support
for FP activities which explains, in detail, the operating costs of the GOR's
plans for FP training and service delivery nation-wide.

The final sections of the evaluation report:recommend fiture: dirsctiors
for donors’ FP investments, and design studies needed for any new project.
Overall, the team recommends three main emphases in future: sustain the
momentum of GOR population policy reform, continue mass education in FP, and
extend and improve FP service delivery nation—wide. To undertake these
activities, future support will need to be divided hetween ONAPO, MINISAPASO,
and the private sector (especially Protestant NGO’s), as service delivery will
nced to increasingly become a public/private partnership effort. The team
recommends that support for ONAPO be concentrated on policy studies, national
strategies and guidelines for FP personnel training and service delivery,
region-specific action plans for FP mass education, improved IEC
strategies/materials for face-to-face interaction and radio, and a slrategy
for private sector FP counselling and contraceptive distribution. MINISAPASO
should be supported in its role as major provider of FP services nation—-wide
through assistance with management, training, and logistical support (in part
for work with private sector providers). A third share of future donor
support should be channeled directly towards the private sector for FP
counselling, mass education, and service delivery, especially NGO's willing to
intensify out-reach in under-served areas. Pilot initiatives to expand
community-based services, social marketing, and FP services through
traditional healers, birth attendants, and private pharmacies could all be
considered for support under this rubric.
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ITII. Evaluation Methodology

A six person team was brought together by USAID/Kigali and the
Government of Rwanda (GOR) from August 7-21 to undertake a formative external
evaluation of the MCH/FP Project prior to the last year of project
activities. After the departure of one participant on August 21, and another
on August 26, remaining team members worked until August 28 to refine and
finalize the draft English version of the evaluation using feedback provided
by USAID/Kigali, and to translate the document into French. A major output of
the evaluation report was to be identification of the structure and focus for:
future ATID/GOR collaboration in the family planning sector, after the current
project’'s PACY. (See "Evaluation’'s Terms of Reference" in Annex A)

Though constrained by time availability, complex logistics, and the need
to prepare both French and English versions of the evaluation report, the’ team
was able to conduct intensive interviews with ONAPO’s central office over the
initial 2 1/2 days, to spend 4 1/2 days visiting public and private health
clinics, hospitals, related training and research facilities, regional ONAPO
offices, and selected local government authorities in five regions (Kigali,
Gitarama, Gisenyi, Ruhengeri, and Butare), and 1/2 day to interview other
donors and NGO’s active in the MCH/FP sector. (Persons contacted are listed
in the Annex.) Discussions in Kigali, include] meetings with,.tha Ministen.of
MINISIPASO and the Directrice of ONAPO. The remaining time available for
intensive group work was devoted to review of the project-related documents -
provided by USAID/Kigali and ONAPO, report drafting, and team meetings.

The team recognizes that the constraints cited above have defined the
evaluation as more qualitative than quantitative, but the report is designed
to address the overall context of project activities and the broader project
environment. As a large number of prior audits,  technical assistance and
short term consultancy reports had previously been prepared on selected
aspects of project -activities, plus-ithe December 1984 iidtsrn évaluation
report, the team decided to concentrate on review and synthesis of this
secondary data with a view Lowards implementetion improvements still needed
and promising future inlerventions. The team wishes to express appreciation
for the logistic support and documents provided so willingly by ONAPO and
USAID/Kigali, and we hope that this report will assist both partners to define
directions for the future of MCH/FP in Rwanda.

Team Mcmbers

Dr. Nsengimana Justin, Directeur de la Preparation et de ]l'Evaluation des
Projetls au Ministere du Plan (GOR Team Leader)

Deborah Prindle, REDSO/ESA Projecl Development Officer (A.I.D. Team Leader)
Nadine Burton, Depuly Executive Director of American Social Heulth Association
Ruth Camacho, M.D., President of R.W. Camacho Associates

Mme. Niyonsaba Drocella, Directrice des Affaires Sociales a la Presidence
]Ja Republique

Mr. Nyandagazi Prosper, Directeur de 1’Administration el des Finances au
Ministere de la Sante Publique et des Affaires Sociales
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IV. The Project Environment

A. fhange in Family Planning Policy at the National Level

In 1981 when ONAPO was created, the GOR still under-estimated the
severity of the enormous development constraint imposed by the nation’s high
C.7% annual rate of demographic increase. Early planning documents written
shortly after independence referred to Rwanda’s demographic problem, but did
not take the next step of planning remedial action. Pro-natalism is
culturally anchored deep in Rwandan society, as it is linked to the social
needs of an essentially agrarian population, and is still supported by a legal
and social system that will cortinue to resist change over time.

. In creating ONAPO, the GOR took tha first step towards development of a
national population policy. Over its six year life, ONAPO has used muss
information campaigns and several research activities to assist the GOR to
better understand the impact of uncontrolled population growth on the quality
of life in Rwanda. As a result, the President has become increasingly
outspoken in support of ONAPO and its national population program. (See text
of President’s speech of July 1, 1987 in Annex D)

-+ As input for the preparation for the fourth Five Yesr Plan ‘(FFYP)
1987-1991, ONAPO has drafted a national population policy which sets a target
of 15% contraceptive use by Rwandan women by 1991. If this goal could be-
achieved, the estimated current rate of population growth woulgadggrggs from
3.7% to 3.5% per annum, and’ ‘the mean rumber of children per ‘Women would' fﬁl]
from B.5 to 8.0. Thcugh laudable, this goal is ambitious, and will require a
concerted effort on the part of MINISAPASO and ONAPO if FP services are to be
provided to this number of women.

In contrast, the evaluation team believes that 4% contrace tive
prévalence would be & Bidh wors realistic target For fd§i‘"é$3”’uf€ﬁ”
optimistic assumptions. The following table prepared by the team illustrates
this scenario by extrapolating continuation of current percentage gains of new
acceplors per year and assuming a significant decline in the current rate of
annual discontinuation of contraceptive use. Calculations are based on
ONAPO's 1984--1985 Service Stalislics Analysis and its statistical projections
for 1987. In our calculations we have assumed that the number of new
acceptors per year will continue Lo grow at a sustained rate of 30X per

annum. An important caveat should be noted- a severe epidemic of either AIDS
or malaria could change attitudes negatively, by providing an incentive for a
larger number of births, to ensure that a sufficient number of children
survive to provide parental social security. This figure is fairly optimistic
if we consider that family planning services are already offered in 183
facilities nationwide, wilth few new centers due to open over the next few
years; we have assumed that the bulk of this new growth will come from the
catchment arcas of existing centers. We have also assumed that annual
drop-out in contraceptive use can be reduced from the current rate of 33% to
20%. 1t is possible that this coeuld be achicved if analysis of Butare data on
reasons for contraceptive drop-out{now underway) can be used to develop an
effective action plan for reducing the drop-out rate nationwide. 3imilar
studies will also need to be conducted in other regions where the drop-out
rate is a serious concern.
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Since we have arrived at an estimated contraceptive prevalence target of
6.4x by 1991, even with this very optimistic scenario, we believe ONAPO could
only reach the 15% target proposed for inclusion in the FFYP if a considerably
more aggressive program is set in motion to accelerate current trends. New
acceptors would have to be recruited at a much faster pace, and continuation
rates would need to improve dramatically.

While it is understandable that the GOR and donor community are anxious
to promote quick expansion of the family planning program in Rwanda, the
realities of popular reaction to this new concept , and barriers to service
delivery imposed by conservative elements of the Catholic Church and the
limited number of health facilities and personnel, combine to force us to
adopt a more realistic view of the future, thus the evaluation team suggests
that ONAPO adopt the targets presented in Table 1, for inclusicn in the
1987-9] Five~Year Plan.

Even so, innovative measures for the distribution of contraceptives will
need to be introduced, e.g. community-based distribution by volunteers, or
social marketing ventures of considerable magnitude. In a-dition, the array
of easily available contraceptive methods will need to be diversified. A few
percentage points increase in use of 1.U.D.’s, Norplant, and male/fcmale
‘voluntary sterilization'could have a profound effect on continuation’ “Fate
calculations. Though Presidential support has been obtained for education and
information campaigns cn all contraceptive methods, legislation permitting
widespread access to voluntary sterilization has still not been eggqtod

Future deveélopment of Rwandan population policies will need to consider all of "

these important issues.
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Table 1

Potential Scenario for Increase in

Family Planning Activities in Rwanda

under the 1987-91 Five-Year Plan

89 t+ 90 ' 91

! 84 ' B5 ' 86 ! 87 ! 88 ! !

! ! ! ! ! ! ! ! !

New ! 8587x ! 107G5%! 15780%! 20514 ! 26668 ! 34668 ! 45069 ! 58590 !

acceptlors ! ! ! ! ! ! ! ! !

' ] ! ! l ! ' ! ’

Rate of . ! ! ! ' ! ! ! ! !
increase of ! ' ! ' 4 ! v ! '

rew acceplors ! ! ! ! ' ! ! ! !
based on ! !26%% ! 4T%x ' 30%x ! 30% ! 30% ' 30% ! 30% !

previous ! ! ! ' o ! ! ! ' !
year 1 ' ! ' ' ' ! ' !

0 ! l ! ' ! | ! ]

Tota] ' l l ' ' l l 0 l

cuwrrent ! 11421#' ,20699x%! 24697§}43QABQ ! 42270 ). 6J5QQ,€Q85295W3w115}D M
users ! v H ! 1 ' v ! !

| ] ' ! l | ' ! l

Rate of ¢ ! H ! ' ! H ! !

increase of.: ! ! ! b t ! 4 e ‘2
currenl users ! 'oBl%x ! 19%x ' 46% ' 17% ' 46% ' 39% ! 35% !

based on ! ! ! ! ! ! ! ! '
previous year ! ! ! ! H ! ! ' !

! ! ! ' ! . ! ! H !

Drop-oul ! v 7%k ! 33%x ' 20% ' 205 ' 205 ' 20% ' 20%

rate . .. ! ! ! 4, $ ! ] 2 ]
l ] ' ' b ' v ! l

Theoretical xx! ' 1.4% ' 1.6 ' 2.3%x ' 2.65 ' 3.7% ' 4.9% ! 6.4% !
contraceptive ! ! ! ! ! ! ! ! !

prevalence ' ! ! ! ! ! ' ! '
' ' ' ' ' ! ' ' '

Number of 11455000'1455000' 15088351 1564662 1622554 1682588!17448441! 18,9403
reproductive ! ! ! ! ! ! ! ' !

agce women ! ' ' ! ' ! ' ! !

! ! ! ! ! ! ' ! '

X Real numbers

% Calculation based on 1,445,000 women of reproductive age in 1886
and a population growth rate of 3.7% per yrar. Analysis of ONAPQ
scervice slatistics for

calculations.

1985 and 1986 provided the basis for these
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B. Institutional Capacity for Operationalizing Policy

After five years of project activity, two or three governmental agencies
have ulready taken steps to provide education and services in population and
family planning. ONAPO, the principal agency for population activities
coordination, has provided leadership for mass education campaigns, research,
and the training of staff. Indeed, it is now estimated that 85X of the
population is aware of the existence of ONAPO and the demographic pressures
facing the country. Hcwever, only a much smaller percentage know about
contraceptive methods and where they can obtain FP services.

Now that Rwandans are beginning to request more information about
services, MINISAPASO, the agency responsible for the provision of all health
services, has a key role. MINISAPASO must greatly strengthen its management,
staffing, and supervision problems at all levels of service delivery, as it is
responsible for staffing most of the private and public health facilities.
Though government sources indicate that there are 183 health facilities which
provide (or have the capacity {o provide) family planning services, it is
doubtful that they will be able to offer effective family planning services at
all of these facilities given the limited trained personnel currently
available. Of course, the array cf services provided will largely depend on
the contraceptive methods available at each site. - The more medically-
oriented the method, the more trained the staff need to be. While the skills
necessary to provide injectables do not require the same level of training as
those needed for insertion of IUD's, MINISAPASO is reaponsxble for training
“staff to be aware of signs which’ inply choosing one method over: “aother ‘and to
provide follow-up care and counselling in the event of side effects from
contraceptive choice. Where medically trained staff are unavailable, only
- distribution of barrier methods may be possible.

AIDS, malaris and diarrheal disease are critical national health problems
which wxll require an incteasing number ‘of ‘Hedlth ‘personndl’’ Por patisnt care.
These competiag human resource requirements will become critical as more
demand for family planning services is generated. Detailed studies should be
conducted to nnsure that adcquate personnel will be available to staff the 183
health facilities with their varied preventive and curative functions.
Furthermore, an inventory of the number of health facilities, their condition,
and Lheir usable equipment, will define the types and aumber of services that
can be provided in the future.

Other ministries have the potential for providing leadership especially
in creating demand for services. Among these, MINEPRISEC has begun delivering
course material in demography and family planning at the secondary school
Jevel. Curricula have been prepared and some teachers have been trained in
their use. While this affects only 2% of the population, it is nonetheless
the 2% which will have leadership roles in Lhe future. But more emphasis is
slill needed on the largest group of students, those in elementary schools.
INTRAH has assisted the GOR to make a start on this, by helping to develop
educational materials for the 7th and gth years of primary school. More
effort is neceded Lo assure that the curricula prepared for this age group will
not only include information regarding demographic issues, but also
appropriale conlent on family planning in the context of family heallh and
family responsibilities. Teacher training to ensure that proper teaching
methods are used for delivery of this material will be critical in primary
school family planning education. lUnless a commitment is made to provide this
type of education to future generations, Rwanda will continue to face even
greater population preasure in the future.
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Aside from medical students, University students are not, at present,
exposed to curricula in family planning and there is no plan to educate all
students in demography and family planning as well as family lLealth. With
adequale assistance and training, MINESUFRES should be able to provide this
type of education. Furthermore, the UNR student health service should be
providing a variety of counselling activities and family planning services.

The UNR Faculty of Medicine, though presently not too active in family
planning, can begin to assume a more important role. As part of a larger
issue, more instruction should be given to students on community health topics
so that they are prepared to meet the needs of the Rwandan population.

MININTER has also participated in past educational efforts, primarily by
giving permission to the nations’ burgomasters, CCDFP’s, and local government
officials to participate in mass education campaigns. This ministry can build
upon its past efforls and expand into new more in-depth activities.

As for the other ministries, there is mo doubt that many can play a
lurger role than they have in the past. The Ministry of Defense, with both
women and men in the most at-risk age, can take a larger role in :he education
of its employeces and the delivery of family planning services to them. The
Ministries of Youth (MIJEUCOOP) and Agrieulture (MINAGRI) have .started.small
efforts in the direction of family planning education. It is evident that
much more can be done. However, it is doubtful that there is sufficient
Rwandan expertise within these ministries or witlin ONAPO to provide the
technical guidance to greatly expand these activities withsat @dditional
Lraining. While concerted effort by all relevant ministries is crucial to the
success of the GOR demographic policy, a plan for its implementation must also
>e developped. Part of this plan should be a program to train key members of
the various ministries in family planning information dissemination.

The ‘historic importance of the Catholic Church in thé“detiveiy of ‘HeaTEH
services is at the same time the major constraint in private sector service
lelivery. Some Catholic groups, nonetheless, do provide limited family
planning services. Because they are discretely provided, and thus
undocumented, it is difficult Lo ascertain their impact. BUFMAR, an NGO which
procures drugs and medical supplies for private religious health care
facilities is severely handicapped in ils abilily to provide leadership in the
provision of educalion, supplies and services for family planning activities,
due largely to its 80% Catholic membership.

Many Proteslant groups offer family planning services as part of their
usual health services., For example, ADRA, an Adventist organization, is
providing family planning services at B sites. ADRA is currently working to
open activities on two new sites and, given nceded resources, could add at
ivast one site per year Lo its FP service delivery system. CARE has also
expressed interest in expanding its development aclivities in FP and could
targel areas wherc rural water supply projects will soon be underway, to
establish a linkage between eliminating need for child labor to carry water
and reduction in family size. ADRA has also opened a private university in
Gisenyi which will Lrain intermediary level health care providers, and family
planning will be included in the curriculum. ARBEF, recently organized as a
nalt.ional NGO umbrella organization to represent Protestant NGO's active in the
health sector, purportedly will take an active role in family planning
activilies. Since ARBEF has just been established, however, it still has not

\
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defined its program, and it is not clear what role the organization will be
able to play in future. With donor technical assistance, ARBEF could consider
playing the following roles in design of a new project: (1) develop a
national strategy for Protestant NGO activities in family planning and
integrated rural development to reduce need for child labor; (2) recommend
priority sites for the opening of new private sector FP facilities in Rwanda,
based on an analysis of under—-served areas within the country; (3) find new
approaches for FP service delivery for logistically isolated areas where new
facilities would not be cost-effective; (4} help members to prepare NGO
sub-project proposals which could be funded by donors in future; and (§) serve
as a clearing—house for IEC materials, training, the sharing of technical
assistance, and contraceptive Jistribution in support of members’ new
initiatives in FP.

At present, private medical practice has just been authorized. There is
a movement a foot to implement this new law which allows physicians to
establish private practices. When this new policy becomes operational, it
would be worthwhile to explore the role these physicians could play in
increasing nation-wide FP service delivery (e.g. through providing GOR credit
to open private health facilities in under-served parts of Rwanda).

In summary, ‘many‘institutions have the capacity: to provide -more support
for future family planning activities, but there is an acute need for more
training, at all levels, for personnel in both. govermment and the private
sector. Availability. <2 suff:cxent pumber of trained personnel is
significant constraint oh the opening of new FP service delivery s1t"mythough
funds for construction of new public health facilities are available from the
World Bank. I1f personrel needs can be mel, support for the construction of
new private sector health service facilities, to increase the number of sites
offering FP services in under-served areas, could be considered during design
of the new A.I.D. project.

C. Socio-Economic Issues Affecting Project Achievements

(1) Demand for child labor is a major determinant of parents’ decisions
about family size. Essential houschold tasks performed by children include
first and foremost transport of water, often located many miles away in the
valleys below the homesteads, as Rwandan scltlement patterns are dispersed.
Farm families conslruct housing on their fields, and village clusters are
virtually #hsent in rural areas. Child labor is also important in cultivating
fields, carrying firewood, and leading animals lo pasture. An integrated
approuach which combines development of rural water delivery systems with mass
educalion thal explicitly links this with reduced need for child labor, and
the availabilily of family planning methods, would have a greater chance of
success in fostering an increase in contraceptive prevalence. In selected
target arcas, NGO mass educalion on family planning could be combined with
service delivery, dissemination of improved technnlogies for agricultural
intensification, and waler system cxtension and/or construction of cisterns to
trap rainy seuson flows. NGO’s already active in water development (e.g.
CARE) and integrated rural development (e.g. ADRA) have expressed an intcrest
in expanding their existing activities to test Lhis approach to increasing
contraceplive acceptance. 1In design and/or implementation of a new project,
it is recommended that NGO's be invited to prepare these types of proposals
for donor support.

/\
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(2) Misconceptions about the effects of using contraceptives were noted
everywhere during site visits, It is commonly believed, even among women
already using ~ther contraceptive methods who have attended ONAPO training
sessions, that 1.U.D.’'s can migrate within the body, even reaching the brain,
requiring surgical rewoval! Many other common fears exist, such as the belief
that women are likely to have multiple births after using injectable
contraceptives or birth control pills, or that sterility can result from using
these methods of contraception for child spacing. Further, women usually
assume that any vaginal infections, vencreal disease, or other gynecological
problems they experience are being caused by the contraceptive they are
using. This then becomes a cause of abandonment, as ONAPO no longer supplies
antibiotics or other medications to treat users who experience these problems,
and the women are unwilling to both pay for these drugs at pharmacies and
continue to put themselves at what they perceive as a risk by using
contraception. It is thus recommended that health workers receive more
training in follow-up, and pre-contraceptive counseling. Mass education
should also address these common misconceptions and fears.

(3) Attitudes towards premarital sexuality have left parents in a
quandry. On the one hand, many fathers acknowledge that their daughters are
having premarital sexual relations, though this is counter to traditional
mores which still require female virginity on: the wedding night:: Fatheris atre
reluctant to take on the economic responsibility for children born by their
daughters out-of-wedlock, recognizing that this only accelerates the
fragmentation of the family farm through the inhcritance process, since these
- children will'be éntitled to a share of’fﬁ%ir'graﬁdfhthér'i"fieYdéf"2§:”tﬁé?%
other hand, they find it equally unaccep’able to brave public disapproval by
admitting that their daughters are having premarital sex by taking them to a
- family planning clinic for services. They also fear that it will be difficult
to arrange marriages for their daughters if they are publicly known to be
using contraception. Further complicatii.g the situation, most clinics refuse
family planning services to unmarried wWos ""l'houﬁf'fﬂ l"ﬂ‘n’a’%afri%&;%&m
can be obtained from private pharmacies, at least in the country’s few urban
areas, cost is a disincentive as is the risk of public ridicule. This will be
a difficult problem to solve, but in the shor!. run, FP counselling could
advise unmarried women to have their pariners use condoms.

(4) Gender-specific_roles and networks need to be considered in
formulating a strategy for targeting specific regions and at-risk groups for
mass education activities. The evaluation team observed a sectoral level
family planning extension session, open to the general public during
mid-afternoon in an open-air amphitheater in Shingiro. Many more men were
present than women, and only the men participated in the question-and-answer
session led by the regional ONAPO doctor. Development of an effective mass
education campaign will need Lo include special attention to women's networks
for recciving and sharing information within communities, and will need to
provide sex-segregaled sessions which will allow women to speak freely with
health personnc¢l on Lheir fears and beliefs about contraception. To date,
most sessions open only to women are taking place at health centers. A
broader group of women’s organizations and networks in both urban and rural
areas needs to be integrated into the IEC program including, for example,
women’s cooperatives and savings associations, Protestant church women’s
groups, and women's groups associated with the CCDFP's. Providing information
aboul family planning for men is also important, as her husband’s permission
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is almost universally required in Rwanda before a woman can obtain
contraceptives from a health facility. In fact, most health centers will not
provide contraception until a woman has had at least one child. On the whole,
men are easier to reach institutionally than women, especially in urban

areas. For example, most of the modern sector employees targeted by ONAPO’s
proposed strategy for collaboration with industries’ dispensaries are male.
Even in rural areas, 93% of Rwandan women work on farms, and few women are in
political leadership positions at the regional, sectoral, or cellule levels.
There are no female prefects or burgomasters; only 11 of the 570 perfectoral
officials are women. Thus, to ensure that mass education FP campaigns address
women's issues, targeted activities only open to women must be planned.

(5) Reliance on the thousands of traditional healers is still widespread

in Rwanda, though their services are extremely costly in comparison with
treatment at public and private health centers. Many of them are herbali_._
specialized in the treatment of a select subset of medical and sometimes
psychological problems. Stome purport to offer cures for women’s health
problems including vaginal infections, gonnorhea, position of the foetus in
the womb, and others. The National University of Rwanda has begun
experiemntal research which chemically isolates the active ingredients of
herbal remedies observed to be effective in clinical observations of
traditional healing. Starting in September 1987, MINISAPASO plans to
collaborate with this UNR research unit to enumerate traditional healers,
identify the illnesses they treat, and analyze the economic returns that they
receive. In collaboration with ONAPQ, questions couldrbg:incoxgoraggd,;gyégsv
MINISAPASO survey form which would assess traditional healers® knowledge of -
modern contraceptive methods and their willingness to receive training from
ONAPD on family planning. If responses to the survey are positive, a pilot
training activity could be undertaken with follow-up monitoring of trainees’
effectiveness in providing FP counselling and referrals. Based on the outcome
of this trial, ONAPO may wish to consider training a wider speeed notwark.of
‘traditional healers to provide FP counselling and to distribute ora ”%%%%W“*
barrier contraceptives.

(6) Weakness of' the professional midwifery tradition presents an
obstacle to paramedical family planning and MCH service delivery. Rwandan
women prefer to give birth alone to avoid the risk of attracting the
supernatural malevolence thought to be transmitable by third parties. In case
of difficulties during the birth, a more experienced woman may be called in
for assistance, but usually at the last minute, resulting in the relative
underdevelopment of traditional midwifery skills in comparison wilth many other
African countries. UNICEF is supporting MINISAPASO in development of trained
midwives, however, so disseminalion of FP services and counscelling by midwives
may offer potential for the future.

[ )

(7 AMUtitudes of the medical profession hamper the introduction of
communily-based contraceptive distribution by volunteer health workers,
private pharmacists and {raditional healers. Al present, injectables and
birth control pills are the contraceptives of preference in Rwanda, and there
is little demand for barrier methods. Rwandan hcalth care professionals still
believe, for the mosl part, thalt pills should only be distributed by health
clinics, hospitals, and pharmacies by prescription. Unlil this atmosphere is
liberalized, first through medical training, and then by MINISAPASO directive,
access to contraceptive supplies in rural arcas will be restricted by
logistical difficulties.
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(8) Strength of the Catholic Church and its importance in the heal’ii
sector, in which it provides 40% of all health facilities nation-wide, are
major constraints on the rate of family planning service delivery in Rwanda,
particularly in regions where large territories are served only by Catholic
ins allations. In Butare, for example, women near the border of Gikongoro
pretecture must walk over 30 kilometers to reach a family planning clinic,
though the standard adopted by the GOR requires a maximum service radius of 15
kilometers. This is true especially in Butare region, acknowledged to be the
bastion of anti-contraceptive propaganda enforced by a written decree from its
bishop. At this time the eight dioceses in Rwanda span the range of strongly
conservative through somewhat liberal attitudes towards family planning,
reflecting the attitudes of their respective bishops. ONAPO will need to
continue to press the Catholic hierarchy to allow contraceptive distribution
in Catholic-run facilities.

(9) Limitations on the use of mass media caused by low levels of
literacy and restricted access to formal education are major factors which the
ONAPO IEC program is still not addressing adequately. From 1962-1986G, the
percentage of the relative cohort attending secondary school has stagnated at
only 2%, yet ONAPO’s introduction of sex education and family planning
curricula has to date only targeted this narrow spectrum of school age
children. Only about one-third of high school students' are female,  though
half of all primary school students are female. The curricula need to be
introduced into the CERAI’s (secondary vocational schools) and adapted for use
ip primary schools (which for the forseeable future will be the limjt of the.
formal educational system’s access to & broad spectrum of the population.
Two—-thirds of Rwandan women and almost half of Rwandan men are illiterate,
thus mass educsation naterials (especially those aimed at women) need to rely
on radio and face-to-face oral contaci. Recommendations cited later in this
report are designed to increase ONAPO’s usc of these two IEC methods.

!10) Logisti¢al ‘Constraints on access to service delivery sites Hre major
impediments to increase in contracept.ive prevalcnce, especially for women
using birth contreol pills, as only a one-month supply is currently distributed
at a time by health clinics. The pilot Columlbiia University/ONAPO experiment.
in distribution of contraceptives by community-based health workers should be
accelerated apd carefully monitored to determinc as soon as possible whether
this is a model which ¢éould be extended more widely in future. MINJISAPASO
should also issue a directive approving distribution of multi-meonth supplies
of birth control pills to women using Lhis method in isolated rural areas.

(11) Structure of the privatce modern health service sector includes
Protestant-run health centers and hospitals willing to expand the outreach of
their family planning services if nceded resources can be provided through
future donor family planning support. The Associalion Rwandaise de Bien-Etre
Familial (ARBEF), creatoed by Protestant NGO's with support (prior to his
appointment) from the now Minister of MINTSIPASO, may eventually become an
umbrella organization able to serve as the vehicle for this support. The
newly formed association has not yet defined ils program or structure, so at
present working directly with individual NGO's through grani programs appears
tc offer the best opportunity for near Lerm donor interventions. Private
pharmacies in rural and urban areas could be targeted for training in family
planning and distribution of contraceptives; as a first step ONAPO should
survey pharmacists’ attitudes towards and knowledge of contraceptive methods,
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and availability for training, as input to the design of training formats.
Now that physicians' private practice is legalized, this may also offer
potential for an increase in private sector FP services in future.

(12) Rural-urban differences are important Lo consider in terms of:
choice of contraceptive, relative accessibility of private pharmacies as
alternative sources of contraceptives, frequency of venereal disease, and
conservative versus more liberal attiludes towards premartial sex. Though
injectable contraceptives arc slill preferred in both rural and urban areas
over other methods, with pills in second place, the pill has become
considerablky more importaat in urban than rural areas. It is clear that a
psychological connection has been made, however, between the success of
general vaccination campaigns and the acceptance of injectable contraceptives
as anotlfer preventive health measure. In urban areas, private pharmacies are
more accessible, venereal disease is more common, and premarital sexual
activity is more open and more accepted. Future FP interventions will need to
be designed to take these rural--urban differences into account.

(13) Short post partum abstinence (8 days) coupled with a relatively
short period of breastfeeding on demand (mean duration only 6.6 months) are
the norm in Rwanda. Although breastfeeding may continue for a relatively long
period, among older women for as long as-2]1 months, the anovulatory period
during which they are protected from pregnancy is short leading to bhirth
intervals of only 15 to 25 months. UNICEF is testing cooperative labor and
child care programs designed to prolong post partum anavulation.

(14) DPolygamy, though no longer legal, is found throughout Rwanda,
affecting 18% of married women and 12X of married men (frequency increasing
with age as 20% of men over 40 are polygamous). Regional differences are also
a factor, with the incidence of polygamy increasing in the wealthier north and
norihwest portions of the country to ipnclude 30X of men over age 40. This
probably increases ‘hational fertili¥y overall by resulting in s higher
proportion of women married throughout the reproductiv. portion of their
lives. The ONAPO research unit should survey a sample of polygamous
households to determine whether wives in pulygamous households are willing to
practice contraception even if their co-wives are not acceptors.

(15) Modesty of women as a cultural norm and inadequate training of
health providers are resulting in inadequate gyncological examination
practices.  The modesty issue, along with hygiene problems, make barrier
methods 1=latively unacceptable; this needs to be addressed in mass educalion
campaigns.  For women who prefer privacy over quick service, family planning
services should be provided on a routine basis in health centers’
multi-purpose consultation rooms, rather than only in segregaled rooms (as is
often now the case), and in a fashion which prevents public observation of the
fact thaut the women is receiving family planning services. Medical personnel
should be made aware of the need to respect female clients’' privacy and
dignity in the way that coxams are conducted and statistics collected.

(16) Age of marrviage has been increasing over the past 30 years due to
demographic pressure on the land, since rural men are expectced to have access
to land and to construct a house on it hefore marrying, and the cost of bride
price is rising in both rural and urban arcas, requiring a longer period of
saving unless the purtners enler into a "de facto" union (which happens
frequenlly, especially in urban areas). Currently mean ages at first marriage

)
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are over 21 for women and over 24 for men nation-wide. This is not
necessarily a positive trend, given the suspected high prevalecice of sexually
transmitted diseases among premarital-age men.

D. Other Donors’ Activities

Aside from A.I.D., the major donors active in family planning in Rwanda
are the World Bank and UNFPA. UNICEF offers a relatively limited amount of
direct support to ONAPO., Major elements of these donors’ family planning
programs in Rwanda are summarized below as background for the evaluation of
A.1.D.’s contribulions to date, and for recommendations on A.I.D.’'s future
role in this sector.

1. UNICEF

Family planning is a minor clement of the UNICEF program in Rwanda though
the organization's 15 year strategy {recently completed) acknowledges
demographic pressure, and thus insufficient size of farm families’ fields as a
major cause of child malnutrition, morbidity, and death. Of the 214/1000
children who die before age 5, 127/1000 are under one ycar of age. UNICEF is
devoting most of its resources (a minimum of $1.1 million per year-(whié¢h
could rise up to $5 million/year, depending upon other donors' contributions
to the UNICEF budget) to primary health care, water supply projects,
immunization, nutritional surveillance, and maternal health._”ﬁs an eatk%%&gd
half of all Rwandan women give birth alone at home, no Btrong profession
midwifery tradition has developped within Rwandan society. Through a sample
group of healtlh centers, however, UNICEF has been instrumental in establishing
pilot censuses of those womem who are sought, within certain conmunities, to
assist on an adhoc basis with difficult births. ® Health centers willing to
provide formal training to upgrade the skills of these midwives receiyve .birth
attendants’ equipment kits from UNICEP'to distribute ‘td"ﬂtese“m
completion of their training.

UNTICEF is also concerned thal child spacing is becoming closer over time,
since Rwandan molhers’ farm and off-farm labor reduces the frequency of
breast- feedings/day, and ovulation and next pregnancy are nol deferred as long
as they would be if at {cust six demand feedings could be given to infants
daily. Thus, UNICEF plans to indirectly assist family planning by organizing
1,000 women's groups Lo undertake child care and farm labor collectively.
Hopefully, this will allow mothers to breast-feed on demand at the fields, and
prolong their post partum protection from pregnancy.

Direct UNICEF suppori for ONAPO activities was limited to $41,000 in 1987
which supported selected communications/extension activities: three short Llerm
1EC consultan! trainers, and the purchase of one vehicle, some videos, and
other equipment. Over the next five years beginning January 1988, UNICEF
plans to spend al least $500,000 on further mass JP information efforts, but
these funds will be shured by three organizations: CCDFP’s, the GOR Office du
Radio, and ONAPO. Funds for the CCDFP’s will be used to train some 11,000
community volunteers in family planning methods to spread grass roots
involvement in promoting family planning acceptance. TIndirectly, ofher UNICER
program elements may support other donors' assislance in fanily planning. For
cxomple, UNICEF’s functional literacy training for women could expand women’s
employment opportunities, expose them to written family planning information,
and incrementally reduce i1ncenlives for large family size.
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2. UNFPA

UNFPA collaboration with Rwanda began in 1976 with preparation for the
1978 census. UNFPA now has several assistance programs in place in the
country:

a. Basic data collection, census, demographic surveys.

b. Studies of population dynamics to facilitate the formulation of
population policies.

c. Evaluation of population policies.

d. Development of FP services inlegrated within national family health
services. ‘

e Development of IEC progrems in population and FP.

f. Family planning target programs for particular groups.

After the 1978 census, certain residual activilies lasted through 1986,
and then collaboration between Rwanda and UNFPA continued under an agreement
with 2 major components. First, a projecl was conceived to provide
institutional support to ONAPO, supported by the services of a
demographer/economist advisor, with major project activities including the
formulation of a population policy, the collection of basic data, and studies
on population dynamics. Under this project, ONAPO carried out -the 1983
fertility survey (in conjunction with the USAID MCH/FP project) and several
1986 secondary analyses on populalion models.

Secondly, ONAPO was given the responsibility for implementing an
integrated FP program whose main components include long and short-term
:raining for medical and paramedical personnel, provision of contraceptives
‘especially depo-provera), the organization of an extension seminar, and
:redit for the renovation or construction of several family health centers.

A new collsborative prograw has béen 'désigned, is alreddy bofng
implemented, and will cover the period 1987-1989. Its four components are:

(a) The New Family Health Project, being implemented by ONAPO, started
during the second quarter of 1987. It focuses on the development of FP
scrvice delivery in rural areas that are far from health facilities. For this
component, an experimental program of mobile teams will be established in
several pilot zones, and agents responsible for FP service delivery outside
health facilities will be trained. The project also has a video training
program for ONAPQ’s IEC personnel. Obscrvation visits to mobile and off-site
FP programs in other counlries are planned.

As in the past, the budget of the UNI'PA project provides for the purchase
of depo-provera and noristerat for the overall FP program in Rwanda. Norplant
will be introduced as a caontraceptive method by a specific sub-project which
will include the training of medical personnel, the establishment of 2 pilol
cenlers for service delivery, and evaluation of the first phase before
considering expansion of Lhe program to other centers.

Three other initiatives arc still being designed:

(b) Support to the Census planned for 1988. UNFPA plans to contribute
10% of the lolal cstimated cost.

A/’
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(¢) An _IEC Project which will include a pilot program of home visits
for family planning counselling and provision of contraceptives.

(d) A Project fo- the Reorganization and Development of Vital
Statistics Registration

It is very likely that these three activities will also be implemented by
ONAPO, except perhaps for the census, which is still being planned.

3. World Bank

The IBRD's five year Rwanda Family Health Project began in September
1986. Total project cost is estimated at US $ 14,451,000 of which the Bank
will provide IDA development credits in the amount of US $ 10.8 million, the
World Health Organization a grant of $725,000 towards the technical assistance
component., and the GOR a contribution of $2,922,000 from regular budget
sources.

The objectives of the project are to:

a). improve the quality and coverage of integrated MCH/FP/Nutrition
services;

b) increase the number of paramedicals and improve the quality of
their training; ‘

c) strengthen MINISAPASO management capability at the central
and regional levels; and

d) improve ONAPO’s data base for policy fomulation.

Emphasis has been placed on restructuring MCH by the addition of FP
services and by the trairing of 1400 health center staff. The project is
expected to train 200 medical-aasistants, 400 nurses (A2 and A3 levels)ifand
800 nurses aides/social workers/nutritionists. Duration of training programs
would average about 7-10 training days per staff member per year.

The World Bank target for the number of new acceptors during the
1987 -199] period is 200,000., representing 20 new acceptors per month at each
health center. 1In comparison with our projections (sce Table 1) this does not
appear Lo be feasible. The IBRD’s project design assumes that all private and
public health centers will provide family planning scrvices, and that all
nutrition cenlers (162) will promote family plamning.

The program proposes {o achieve itls objective of“strengthening fomily
health services through the implementalion of a MCH/FP/Nutrition in -service
training program for 11100 hcalth center staff, including: (1) short and
long-term foreign consultancies for curriculum development, training of
trainers and operating costs; (2) medical supplies including modern
contraceplives; and (3) the upgrading and equippiung of 30 health cenlers
including 2 staff houscs per center.

Institutional strengthening of MINISAPASO will be implemented at the
central level by providing the MCH and the Training and Studies Divisions with
equipment, logislical support and a long term WIO MCH/FP udvisor. The
decentralization process within MINISAPASO will be supported by: (1) training
regional Leams to implement in-service training programs; (2) strenglthening
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the managemen. and supervision capability of the regional staff by providing
short term consultancies,vehicles, supplies, equipment, and incremental
funding for operating costs; and (3) by building eight MINISAPASO/ONAFO
regional offices and 13 staff houses.

To relieve the shortage of paramedical personnel the project would
provide pre-zecvice training for 200 nurses aides, finance the construction of
two new A3 level nurzing schools, and provide technical assistance to improve
{eaching and curriculum development in the all the A3 schools.

The projec* will support ONAPO by providing funds for two dperational
research studies. The studies will focus on factors influencing the
acceptance and continuation of contraceptive use, and maternal and under-five
child mortality.

MINISAPASO project management capability will be strengthened by support
for 48 staff-months of consultant architectural assistance for the project
coordination office, a salary increment for a project coordinator, an
accountant, equipment, and operating costs.
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V. Progress to Date Towards Froject Ob jectives

A. Project Goal

"To complement agriculture, energy, and other developmeni projects to
help bring the demographiic situation in Rwanda into balance with development
potential and to effect a general improvement in the status of health of the
Rwandan population." (Quote from Project Paper)

The project goal is still well out-of-reach, given the limited number of
family planning acceptors (less than 25,000 nation-wide). The project's mass
education campaign has succeeded in establishing widespread awarenecss of the
need to reduce family size in view of Rwanda’s limited amount of arable land,
and ensuing food production constraints. As the project’s activities have
focussed on family planning, investments have not impacted general health
status in Rwanda.

B. Pro,ject Purpose

"To assist ONAPO and other concerned governmental entities (basically
the Ministries of Health and Social Affairs) to expand and improve;.theit.
capabilities to deliver family planning information and services to Rwandans."
(Quote from Project Authorization)

To date of this evaluation, ONAPO has developed its ‘capacity for
delivering family planning information to Rwandans, but inadequate progress
towards improved delivery of family planning services by ONAPO and MINISAPASO
is a major issue stil) to be addressed by PACD.

C.” “Achievement ‘of Outputs

On the whole, the team found that the original end-of -project targets
were unrealistic on several counts, as acknowledged in the recent PI' Amendment
No. 5, given that Rwanda only began development of a national family planning
policy and institulional capacity to implement that policy in 1981 with the
founding of ONAPO and tHe onsetl of project activities. 1In particular, the
following PP targets were not well thought out- ‘1) diffusion of research
capacity and focus by defining research targets as o large number of studies
(al least 25) rather Lhan a focussed set of substantive products targeted
towards specific objectives, (2) unrealistic schedules for the onset and
completion of construction activities though sites were not identified nor
construction plans preparcd during original PP design, and {3) unrcasonable
expectalions for the number of contraceptive users (84,000} to be reached by
the original PACD (0/8G). TIn mid-1986, a project implementation letter
extended the project's PACD by two years until 9/88. Then in July 1987, PP
Amendment No. 5 reduced all of these targets {o more realistic levels based on
empirical experience and added 400,000 dollars to the LOP funding level.

Though contraceplive prevalence is still very low nation—-wide at an
estimaled 1.7 percent of reproductive age women, the number of new acceptors
scrved is gaining momentum annually (30% from 1985- 1986, with important
regional differences attributable to the accessibility of service delivery
fucilities and the strength of Catholic Church opposition to modern family
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planning methods. First, by mobilizing Presidential support, ONAPO has
catalyzed substantial improvement in national family planning policy,
including Presidential support for training and dissemination of information
on voluntary sterilization (which was forbidden until 1980). The announced
ideal family size promoted by the Presidency is now four children per
househeld, a relatively strong statement in a traditionally pro-natalist
country, where the average number of children per mother still exceeds eight.
ONAPO has taken the lead in confronting conservative elements of the Catholic
hierarchy who contradict national policy reform by spcaking against the use of
modern contraceptives. Second, ONAPO has successfully initiated mass
education in family planning by enlisting party officials at the communal,
sectoral, and cellule levels in family planning information distribution.
Tbird, ONAPO has successfully initiated research activities, notably
Acomplet1bn of a National Fertility Study with A.I, D.: financial support and
AID/UNFPA technical assistance. Fourth, ONAPO has put ‘considerable effort
into collecting and compiling service statistics at three levels- service
delivery site, ONAPO regional and central offices. Fifth, ONAPQ is providing
a wide range of contraceptive supplies free to public and private health
centers and hospitals on a regular basis. Sixth, ONAPO has initiated the
training of FP service providers at three clinical training sites (CHK Kigali,
CUSP/UNR in Butare, and Ruhengeri Hospital) with assistance from A.I.D.’s
centrally-funded JIPIEGO project:in-thaicase of doctors’ training, and INTRAH
in the case of medical assistants’ training. Finally, in collaboration with
MINEPRISEC, ONAPO has developped pilot curricula for extending information on
sex education and familv nlanning to secondary school students.

Despite this good beginning, by PACD much remains to be done within all
of these components of ONAPO activity: (1) consolidated strategies for
training service providers and increasing the delivery of services need to be
prepared, (2) mass education materials need to be evaluated and refined and
more use of radio for mass educat;on needs to be pro ammed, (3) ONAPO .
evalustion“capability needs to'be’developed, (4) MIN SWASO“' 9 -
prototype plans for new facilities’ construction, and (5§) ONAPO and A.I.D.
project management needs to be strengthened. The first four project elements
are discussed below, and management problems are discussed in the following
section entitled "Inputs”.

1. Information, Communication and Bducation (IEC)

ONAPO has made considerable strides in mass educetion under the project.
In 1981, the majority of the Rwandan population had never heard of FP and the
subject was considered taboo. 1In 1987, it was been estimated that most had
heard about ONAPO and its mission. In addition, FP is now publicly discussed
by the President, the Ministers and local government officials, even in the
most rural areas, in communal and cell-level meetings. Although the objective
of awakening awareness of FP in the Rwandan population has been reached under
this project, considerable effort is now needed to encourage the population to
use FP methods.

In view of the low educational level of the Rwandan population, ONAPO has
launched a mass education campaign which focuses on personal relationships and
oral communication. Radio, the country’s most efficient communication medium,
and theater have been used as vehicles to deliver messages during the
campaign. ONAPO's major theme is that overpopulation is not desirable and
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will not lead to development and an improved standard of living. However, too
few radio programs are broadcast despite the fact that this means of
communication has been successful in Rwanda. ONAPO’'s weekly program lasts
only 15 min. and is limited to the 6:45 p.m. Monday time slot. The radio
programs should be modified as needed, based on periodic evaluations of the
population’s expressed FP information needs. Nevertheless, an estimated 30%
of women know avout FP through the radio or through direct contact with ONAPO
personnel. ONAPO has set up three theatre companies, but this required
considerable effort, in contrast with the small audience reached in this way.
ONAPO has also prepared printed materials to disseminate its messages. These
materials include a successful series of posters (around 20) and a useful
leaflet which visually describes FP methods and benefits. In addition, a
series of booklets have been prepared in Kinyarwanda and in French, as well as
a periodical entitled "Family, Health, and Development". These publications
are specifically directed towards the literate population, a rather limited’
audience.

Recently ONAPO began production of videc tapes, including a 20 min.
presentation cn Rwanda’s demographic situation and develoupment, prepared for
Population Week in June 1987, primarily a promotional effort for ONAPO as an
institution. Video production appears to be overly complicated, expensive,
and inefficient as: a means of.muss. communication. in Rwanda.

ONAPO’s IEC program has been designed to inform the masses on general
population and de»elopment issues, Specifically motivating the general
‘population towards a“cliange’of attitides in"favor of tha ‘use of!
contraceptives, however, has proceeded very slowly. Future efforts should now
be focused on informing people about where services can be obtained. This
conscious-raising campaign has lasted for 6 years. Now it is time to revise
the themes and help the Rwandan population internalize the message.

Behavioral change should be encouraged in updating the messages. It is likely
that the need for this reorfentation would have béen appreciated earlier fs:i:
the project, if a systematic program of mass education and information program
evaluation had been incorporated into the development of the IEC campaign. In
fact, as IEC has not been continuously evaluated, the progress of the campaign
could not be measured incrementally and no feedback could be incorporated into
the planning of future activities. It is only now that the Rwandan population
is starting to pose questions on FP and to request clear guidelines, legal
statutes, services available within a short distance of isolated rural users,
and detailed presentations on FP methods. This indicates the depth of
penetration of the messages transmitted.

It is now urgeut to redefine and to diversify the IEC program and to
ensure that this program becomes more and more linked to service delivery. In
contrast, the evaluation team observed that IEC activities are not directly
serving clinical programs. Rather, it seems that ONAPO’s IEC section plans
unilaterally, without much coordination with other sections such as
research/evaluation and family health services. Though this project component
was successful overall, in terms of mass education aimed at the general
population and local authorities, important weaknesses exist, especially over
the last few years, as the IEC division should have diversified its messages,
identified various target groups for more intensive emphasis, and coordinated
its efforts with other ONAPO sections.
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The writte:n: material serves the needs of the literate adequately, but as

they represent only a fraction of the whole Rwandan populatiwn. it would be
' preferable ‘to produce more fold-out leaflets and posters’ 1ntunded for the
illiterate population. The only leaflet of this type so far produced by ONAPO
was much appreciated in the rural areas, as it seems to meet a need by
supporting local telks led by burgomasters and lower level.officals. The
booklets which are provided to local government officials should contain more
illustrations and should be subdivided into modular units ‘more ‘easily used at
read-aloud sessions. Currently theé texts are too dense and are therefore
difficult to read. These publications wouid be more useful if they were
accompanied by lists of typical questions and answers for ‘trainsrs, to help
them better respond to questions from their audiences.

In future, ONAPO’s IEC section should follow the recommendations of the
project-funded PCS ‘consultant (M. Grieser) and solicit” INADBS“(headquartera in
Abidjan, branch office in Kigali) technical assistance to convert ONAPD
booklets to more effective illustrated modular teaching materials.

Using trainers who can serve as role models aids the acceptance of FP
messages. ONAPO should identify influential and popular:persons with small
families, cite them as models for emulation, and request that they play a key

role in FP.masg education campaigns.

2. Research and Policy Development Studies .

Research activities [ise "List of ONAPO. Researich? 2% AN’ B): are a:major
project component althougb they do not represent an important budget = =
allocation. The main goals of ONAPO’s research program, substantially
supported by UNFPA, were to develop a data base on reproductive health in
Rwanda, to support mass education on demographic issues, and to reinforce
delivery of family health services. The work carried out by the ONAPO
research sectionis thersfore divided 1in:3 distinctioategeries
separatel- below. o ~

The original project paper stated that 25-35 research studies would be
the life of the project output from this component. Planning a research
program by number of studies to be undertaken is inappropriate. The same
level of effort is not required for a National Fertility Survey as for a pilot
study carried out by only one person during e few weeks at a relatively low
cost. A more detailed research work plan should have been developed during PP
design.

(a) Research and Studies on the Development of Rwanda's Population
Policy

Fundamental research such as the National Fertility Survey (1983) has
been completed and even more importantly, this data and analysis has figured
in speeches, memoranda, evaluations, and studies on the country’s family
planning needs. Further, this research has allowed ONAPO to provide major
input to the GOR’s preparation of the third and fourth national five-year
plans, work useful for the development of the country’s health policy, which
has thus achieved one of the major project objectives.



(b) Service Statistics

Service Statistics must be used to support IEC and service delivery
programs., Statistical data collection is one of the fundamental components of
FP programs, as data permits follow-up on users in the different regions, and
should serve as the basis for program planning.

Rwanda’s system of FP service statistics was designed at project
inception. Though simple, these statistics allow ONAPO’s central luvel to
obtein useful information on contraceptive users. .. The system includes one
intake form which is kept at the health center, one coded form which is sent
to ONAPO’s central headquarters through its regional. off:ces. and summary .
tables for the monitoring of health'centers’ activitie.‘*”? These “forns' ‘are ‘sent
to the ONAPO headquarters every. lonth, and include, both the nunber of new
acceptors and of continuing contraceptive users. “Information oh continuation’
rates is monitored at the level of the service delivery site, where it is used
to track the reasons for abandonment through selected home visits.

\

However, the existing system is weak in that, as the program expands,
record keeping will become more and more difficult, especially at the
beginning of the year, when information on the total number of current users
is copied “6ver-into ‘a new registry:by:hand. ::The: ideyelopment:of. e .simolified
system will have to be considered in the near future, espec1ally in large

centers where the number of new ‘acceptors can exceed 400:per year.. The CUSP
Butare filin,{g is especially 1 designed, . as it -
determination’ 6f drop-ouf"t"a %l?!‘”"ﬁ?lj “the" “!ﬁ,
model for training purposes. Accurate tracking of annual drop—out rates for
each center is particularly important, as this information can be used to set
up IEC target programs.

!

.... The evaluation team was able to cnalyze the service statistics for 1984
and 1985, but even by Alugist 1987: "tﬂ”%d-of-yod‘l‘ ‘etatistical roport el 1008
was st111 not available. This situation should be corrected as soon as
. possible, and delays in end-of-year reporting should not be allowed to occur

in future.

An effort is underway to improve the service statistics system, as an
internal evaluation reveeled weaknesses in certain centers, such as delays in
their submission of statistics to the central level, and their incorrect
completion of patients’ intake forms (which are rather long and complex).

A new statistical intake form has been designed with assistance from the
project-funded technical advisor, and is now being pretested in 10 pilot
centers. However, this new form has the following problems: only one line is
reserved for all menstrual cycle disorders, although the treatment of patients
may differ by case; one line is reserved for leucorrheas, but there is no room
to note other sexually transmitted diseases, risking diagnostic confusion; and
the back of the form leaves no room to note blood pressure during periodic
consultations, which could have a harmful effect on the monitoring of FP
clients. In addition to the new intake form, the patient registry has aiso
been modified. - The pages of the new registry will need to be able to
withstand continuous use during a three-year period without wearing out or
tearing. In his consultancy report, CDC consultant Neal Ewen, a specialist in
service statistics and in contraceptive storage, made useful recommendations
to this effect.

I
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Overall, there should be a closer coordination of the activities of
ONAPO’s three sub~sections: service statistics, research, and the IEC planning
unit. Each year, service statistics should be the subject of thorough
analysis as a basis for the planning of mass education and FP personnel
training programs, and surveys on choice of contraceptives relative to
observed drop-out rates.

(c) Operations Research

Operations research in support of service delivery seems to be virtually
absent from ONAPO'’s research agenda. This is very unfortunate as several
important clinical and service delivery issues need to be studied in order to
provide Rwandan women with a more complete range of FP services.

Two experimental projects are now being developed, one with SOMARC and
the other with Columbia University, both geared towards diversifying service
delivery programs. These projects should be carefully monitored to assess
their success. A third operations research sub-project, funded by UNFPA, will
introduce Norplanl in Rwanda. The acceptability of this method ¢ serves
careful monitoring, as the GOR needs to identify & new long term (but not
permanent) contraceplive method, as IUD’s arc not attractive to either rural
. medical/paramedical personnel or the Catholic Churcl (which is more opposed to
this particular method than to all others).

It is possible that IUD’s could bé rendered more acceptable after a e
thorough clinical “Thvestigation of the obstacles to use of this 'method KT8
Rwanda. Research should also be conducted on rendering barrier methods (such
as condoms, spermicides and vaginal tablets) more client-acceptable. Given
the prevalence of AIDS in Rwanda, it would be desirable to help these methods
play a more important role in the future. Overall, ONAPO needs to establish a
set of criteria for deciding which FP methods to promote at each service .

delivery site

3. Training

A great deal of training in family planning has taken place during the
six years of the project. Considering the difficulty of freeing up
individuals to participate in external training without totally disrupting
services, the- training goals of the project were, nonetheless, extremely
amhitious.

The original PP identified the training outputs as follows:

(a) In—-Country Training

Training for providers of MCH/FP services was targeted at 250 medical
assistants and nurses in the original PP. There was no document or
combination of documents which clearly identified this type of training by
type of professional, by activity, and by donor agency. The best estimate
available is that, to date under USAID sponsorship, 140 medical assistants and
nurses have received some form of training. This falls short, so far, of the
number targeted in the PP,
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Efforts have focussed on improving the quality of FP services by means of
a national retraining program for paramedics conducted by ONAPO with
project-funded support from INTRAH. INTRAH has been working with ONAPO
primarily to provide training in clinical ractice and supervision. In all,
INTRAH plans to provide clinical training for 100 service providers in 1987
and 1988, but it was decided that IUD insertion will be excluded from INTRAH
training, due to lack of a sufficient number of clients to allow adequate
practice for trainees. Additional activities scheduled for 1988 are planned
to include two management courses, introduction of Family Life Education, and
a proposed study tour for ONAPO staff in January 1988 (still tentative).

From June 15-27, 1987, INTRAH conducted a "training of trainers" course
for the 10 ONAPO Regional Representatives and their assistants (who are
nurses) to:

adapt prototype INTRAH clinical training to Rwandan needs
review clinical skills of the ONAPO Regional Representatives
develop their clinical evaluation skills

develop criteria for selection of clinical training sites
establish a calendar for clinical supervision.

DN bW -~

INTRAH fourid that ONAPO cannot adequately provide logistical support..for.
training programs, and that at times there are not enough participants in
their courses, making them cost-inefficient. ONAPO’s A.I.D.-funded training
center provides -space to {Hpapg’didact;c]naterial.ig FP, but there is no space
for clinical training.” ~'Phus, When planning these traininy Prograns; wites’ for
the clinicul training will also need to be arranged.

To date, the project has placed greater emphasis on training personnel to
perform JEC functions and research than service activities. Large numbers of
inspectors of primary schools, teachers in secondary schools, and some
vocational school teachers were trained™ This’ was“a del1ibéFate choice madd
by the direction of ONAPO, as the goal was to have a major impact on school
children. It is hoped through this program to use school children to educate
their parents in family planning.

(b) Extcrnal Training

Health staff were to be trained to provide services, conduct in-service
training programs for family planning service personnel, and provide
supervision of their activities. This training was to take place in the U.S.
and third countries. The PP target for number to be trained in these
functions was 32: 10 physicians and 22 medical assistants or nurses. Again,
there was no document or combination of documents which clearly identified how
many of cach type of professional had been trained, by activity or by donor
agency. Our best estimate is that 16 physicians and 12 medical assistants and
nurses have received some form of external training under this component.

(c) Suggested Activities to Explore through PACD,
and Continue in Future

The project’s long term IEC training goals have been achieved, however,
this was a difficult task. In planning a future project, realistic goals for
long term training must be identified. Compatible language training programs
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will need to be developped. Time must be provided for development of language
skills when U.S. programs are the most desirabla. Though, for the most part,
IEC training programs have been successful in reaching their goals, it is now
time to concentrate on developing service capability in family planning.

The lack of an overall training and human resource development strategy,
planned to meet the present and long-term need for personnel to implement
national MCH/FP programs, is a glaring omission. Indeed, ONAPO's training
requests appear to be more responsive to donor requirements than to an overall
plan. At the central level, there is no formal plan for the coordination of
MINISAPASO and ONAPO training activities.

In future, in developing a coordinated strategy and long-term plan for
the staffing of health centers, it would be worthwhile to ask certain.
questions. Is the basic training of personnel adapted to the tasks to be
performed? Is the present staffing situation the right mix, given the
shortage of trained personnel? What is the optimal health provider coverage
per unit of population, and what will be the requirements 10-20 years from
now? What fraining and financial resources are needed? Some of these
questions do not appear to have been thoroughly investigated.

As the team was not able tc interview the Dean of-the UNR:S¢hosY ot
Medicine in Butare, and medical students were on vacation, it is difficult to
evaluate either the extent to which family planning training has been
integrated into the UNR medical school cqr;igglgq,gppprQQQQLuggugggggﬁ
perception of its relévancé and presentation. ~ These aie important issies fol
future assessment. In addition to its role in the training of physicians, the
Faculty of Medicine should be able to play an expanded role in continuing
education of physicians in MCH/FP.

Neither schools of nursing nor schools which train ical assj
" were inclided in our "‘sit’é“"‘iiﬂ'ﬂ%’ﬁ*ﬁ“”*"“lﬂiﬁ? v "could noféﬂﬁsﬁiﬁe%%%w
family planning instruction within their curricula. However, the World Bank
FP project includes a large component for the training of paramedics, and
activitics have already commenced with the development of MCH/FP curricula for
GOR Schools of Nursing.

While it appears that health center personnel are working well with
communities to promote family planning education and activities, there is much
thut nceds to be improved and amplified. In particular, more personnel need
to be trained to provide communily education and supervision. Not enough
feedback is being sent from the communal level to the regional and central
levels on problems encountered. Health personnel and communities lack
cducational materials and, in some cases, lack vehicles, motorcycles or
bicycles for supervisors and community educators. Perhaps most important of
all, there arc no innovative regional strategies which would take into account
major regional differences, and thus use health personnel for mass training
most effectively.

In addition, several studies arc underway which are looking for ways to
provide quality services to a widely dispersed population (e.g. Columbia
Iniversity CBD study, SOMARC tcchnical assistance, und UNICEF training of
CCDFP volunteers). Hopefully, they will identify cost-effective and
client-acceptablce ways of providing FP services. Enlisting the CCDFP
volunteers may prove to be a successful approach, but they will only be able

4
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to supply limited types of barrier methods (such as condom). Though the use of
community volunteers by ONAPO/Columbia University will begin in Ruhengeri,
because of regional differences, a broader approach to testing this method may
be necessary, with implications for selection of follow-on training sites.
Programs such as CBD have great potential as a point of entry for community
health and FP education.

Opportunities have been missed to educate women and men in FP resulting,
in part, from the lack of clear guidelines for hospital personnel regarding
their role in FP. For example, there is little or no education of women in
maternities or pediatric wards regarding FP and where to get FP services.
There is no education of men or women who are in-patients in other medical
wards such as inteinal medicine or surgery, though they are captive audiences
with medical problems which could be exacerbated by the advent of more
children.

The role of the schools and pareni/teacher involvement in FP education
and services could not be thoroughly assessed during this evaluation. It
should be noted, however, that ONAPO, with the assistance of INTRAH, has
developed modules for FP and population curricuala for secondary schools. This
is a good start. As only a very small percent of the population is enrolled
in secondary edycation, however, expanded programs for primary.schools,:
CERAI’s, and the University should be next, by priority order.

4. Service Delivery

An assessment wes made of : (1) the relationship between the regional
health services of MINISAPASO and ONAPO's regional and central operations and
.(2) private organizations, operating under government subsidy, which offer
health services. Some problem areas have been identified and recommendations
suggested. In addition, several areas for USAID technical assistance have been
identified. However, as we were only sble to visit a ‘few privite Bty
service facilities, a much more in-depth assessment of private sector FP
services would be needed as input to future design.

MINISAPASO is responsible for the delivery of health care nation-wide.
Several reports citing the number of health facilities, both public and
private, have been reviewed, but as there is no consistency among the reports,
the following statements represent an estimate of both the number of health
facilities and the number providing family planning services, using the latest
figures provided by ONAPO. However, we recognize the reason for at least some
of these inconsistencies in the reports on number of facilities providing
family planning services, after our interviews with ONAPO regional delegates.
They indicated that in their regions muany Catholic health centers provided no
contraceptive services whatsoever. A tolal of only 9 sites could be visited
of the reported 183 nationwide; of these, only 3 were private facilities (1
Catholic and 2 Protestant). All of the heallh facililies we visited offered
Tamily planning information and scrvices, with the important exception that
modern contraceptives were not availuble from the Catholic facility. Though
we cun offer some insights on services, a full scile evaluation would require
observation of more than the less than 1% of total facilities seen by the
team.

Services are delivered in the public sector through a network of
approximately 16 hospitals, 8Bl health centers and 36 other types of
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facilities, and in the private sector by 10 hospitals, 29 health centers and
11 other types of facilities. The total number of health facilities of all
types thus appears to be 183. Though all 183 are reported to be providing
family planning services, probably the real number offering contraceptives is
rot more than 130, as Catholic facilities using only the Billings method have
probably been counted.(See list of private FP facilities in Ann<x, which
includes Catholic facilities). This falls slightly short of the 143 targeted
in the PP, however, coasidering that there were only 30 facilities providing
these services in 1982, this is still a major achievement.

The main problems identified were:

(a) The respective organizational structures of MINISAPASO and ONAPO, and
the ambiguous nature of their relationship at the regional level, have limited
national capacity to deliver efficient and effective FP services. Each of the
10 regions has both a MINISAPASO Regional Director of Health Services and an
ONAPO Regional Representative. Policy has been formulated to define the
relationship between ONAPO and MINISAPASO st the central level, but to date
the relationship between MINISAPASC’s Directors of Regional Health Services
and the ONAPO Regional Representatives has not been clarified sufficiently.
There is a wide range of informal collaboration between these two officials,
both of whom are physicians.

In some of the 5 regions visited by the team, the ONAPO Representative serves
as de facto "acting director" in the absence of the MINISAPASO Reglonal
Director, in othérs hé seérves ‘as the deputy to the regional director,”” and in
some he has no duties whatsoever regarding mainstream regional health services
delivery.

Recommendation: The Minister of MINISAPASO should clarify role of the
ONAPO Regional Representative relat}Ve to the MINISAPASO
‘Regicndl Director of ‘Health Séivides

(b) The ONAPO Regional Representatives are expected to perform a wide
range of functions: administralion, training, mass education, supervision, and
clinical activities. The extent of involvement of each Representative in each
type of activity appears to vary according to individual inclinations and
aptitudes, however, the bulk of their time is spent on mass education,
administration and statistics.

Recommendation: The ONAPO Dircctriee should issue guidelines o Regional
Representatives on the percentage of time to be spent
monthly on each of their functions, to cnsurc that each
type of activity receives adequate attention.

(¢} While ONAPO has prepared job descriptions for some central level FP
professionals and for {he Regional Representatives, there are no job
descriptions for ONAPO'’s paramedics, to define their roles in family planning.

Recommendation: ONAPO should issue job descriptions for its paramedics at
the regionnl level.
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(d) MINISAPASO also has no job descriptions for its paramedics or
even for Regional Health Directors. As there are no job descriptions,
health workers are not able to situate FP goals and activities within a
comprehensive conceptual and practical MCH/FP framework. As a result,
many initiatives have been undertaken with little evidence of planning
towards obtaining stated objectives. For example no guidelines have
been issued by MINISAPASO to ensure integration of FP into the
mainstream MCH service program. Because tasks and responsibilities
have not been defined, health center personnel are inclined to
concentrate their activities on clinical and curative MCH services
rather than TP scrvices ~ad reladed counselling.

Recommendation: MINISAPASO should issue job descriptions for its
‘ Regional Health Directors and all categories of .
service providers, which clarify the role of each
type of personnel in FP service delivery,
and explain how delivery of FP services should be
integrated with more domprehensive MCH service
delivery.

{e) The health centers and hospitals refer all health service
issues and information to the MINISAPASO Regional ‘Health:Birector: who,
in turn, reports to the central level MINISAPASO Director of
Integrated Services in Kigali. A new unit for MCH activities and a
Bureau of Family Planning have been created at the central leyel of
MINISAPASO; but their relationship with ONAPO's " central ‘and tegional
activities is still undefined. Both of these new MINISAPASO units do
not appear to have developed protoccols for coordination with ONAPO, and
also have not developed norms either for the operation, supervision and
evaluation of MCH/FP services, or for ensuring compatibility between
the information systems of ONAPO and MINISAPASO.

Recommendation: MINISAPASO should issue a directive which
clarifies the relationship between the new MCH
unit and the new Bureau for FP, both within
MINISAPASO’s cenilral office, and ONAPO central
and regional offices. Implementation of this
directive should include establishment of
complementary information systems which can be
aggregated at the national and regional levels.

(f) Services can be evaluated quantitatively and qualitatively.
Quantitatively, the program has not recached one of the stated goals of
the Mrogject FPaper: B4,500 acceptors by 1986. The actual estimated
number of current conlraceptive users is 24,697 (not including those
who purchase coniraceptives at private pharmacies). The percentage of
reproductive-age women using contraceptives also varies from region to
region. For example, it is estimated that, in 1985, 30.4% of women
ages 15 -49 were using contraceptives in Kigali (a highly unlikely
number), but only 2.3% in Gikongoro region. While the total numbher of
users falls far shorl of the project target, given the low level of
education and FP information among the majority of the Rwanda
population in 1981, the sparcity of mass media communications, the
opposition of the Catholic Church, the lack of public health
facilities, and the shortage of trained and (available to be trained)
FP personnel, the PP target was highly unrealistic.
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Recommendation: Establish a more realistic target for the number
of new acceptors to be reached over the next §
years for inclusion in the Five Year Plan, and an
action plan which directs public and private
resources towards this end.

(g) The qualitative dimensions of the program are just as
important. Services are delivered with differing degrees of
competence, enthusiasm, and understanding. In spite of the extiremely
short time allocated for the evaluation, certain problems have been
identified. As mentioned above, there are no job descriptions for
physicians working in health centers and hospitals or for
para~professionals. Therefore, their FP duties are not clearly defined

Recommendation: A pilot study in 3 or 4 sites should be
introduced to test palienl acceptance of
different modalities of FP service delivery
such as:

(1) variation in hours of service, morning vs.
atfernoon vs. evening hours.

(2) Segregated FP services versus a format which

rv. integrates FP services: intorothér hbalth s aum
center activities. '

(3) Provision of services by a physician, or a
.medical ass1stant, OF a nurse.

(4) Differences in patienf acceptancs™s?
services provided by a male vs. female
provider.

(5) Comparative rates of drop-out between
centers offering in-depth FP counselling and
centers without counsellors.

(h) Staffing of the health centers is extremely varied. Some
centers have physicians and others only have medical assistants as
directors. The number of and level of training of other staff members
also varies considerably. The level of staff training in the delivery
of MCH services as well as FP differs from center to center. From
intake to scrvices delivery to follow up there is little uniformitly
among health centers and not enough supervision. A lack of uniformity
is not in itself to be criticized. If it is planned and is a means of
taking into account regional differences and different levels of skill
among hcalth providers, it can be useful. In this case, it appears to
be a deficiency in the planning process. While recognized as an
important element in the delivery of FP services, supervision is not
ulways well implemented. There is also a shortage of trained
supervisory personnel at the central level. The regional ONAPO
Representatives meet four times/year, a start in the right direction,
but there is an urgent neced for OPAPO’s central office to monitor
regional acltivities by frequent site visits to the regional ONAPO
clinics and communal health centers. There should also be more
frequent site visits and more structured supervision of the communal
health centers by the ONAPO Regional Representatives and by the
MINISAPASO Regional Health Directors. There are also other problems to
solve: availability of transportation, lack of training in supervisory
techniques, and a need for a well developed and planned strategy for
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the supeivision of health centurs offering FP services. This also leads
to weak pre-method counselling and little follow-up on consumer
satisfaction and side-effects of choice of method.

Recommendation: Each ONAPO Representative should report on the
number of FP staff in each facility s/he
supervises and the level of FP training of
each. Uniform training standards should be set
by ONAPO and a training plan for each region
should be established.

(i) Health centers are generally equipped to provide a wide range
of preventive and curative services. Newer health centers ure now also’
integrating nutrition activities, while in the past, these were
conducted at separate nutrition centers. Most centers visited by the ~
team had in-patient beds for maternity and general medicine, and some
had operating rooms for minor surgery. The new prototype governmental
health centers will all have operating rooms, in-patient maternity,
general medicine facilities, and nutrition centers. Many of the
centers visited had a low bed occupancy rate for general medicine with
a range from 0-30%, whereas maternity occupancy ranged from 20-60%. Of
npte, the center with .a full-time physician had the highest occupancy,
rate as well as the hlghest out—pat1ent load. Proper maintenance and
appearance of physical facilities also attracts clients, but MINISAPASO
does not have a plan in place for the maintenance of facilities, their
equipment, or vehicles. .

Recommendation: The prototype plan now in use for health centers
nation-wide is over-designed, especially in terms
of in—-patient beds for general medicine, nnd for
maternity. The GOR should revise the plan to
standards more appropriate to parsonnel::levels;
construction and maintenance funds available.
Also MINISAPASO should develop a maintenance
plan for all A.1.D. funded health centers.

{j) The statistical form used for FP intake is too long, but even
so, it fails to solicit some important information; the new pilot form
now being tested, which was developed with project -funded technical
assistance, has considerably more serious problems and deficiencies.
Specifically, the new form Jacks places to enter information on
venereal disease, blood pressure, results of gynecological exams, and
source of rcferral to FP services. Personncl responsible for
completing Lhese forms often confuse the columns which are designed to
track the numbers of new acceptors versus the numbers of women merely
changing their method of conlraception, leading to misleading figures
when statistics are aggregated at the regional level.

Recommendation: The pilot new FP intake form now being tested
should be modificd. A new FP intake form should
be developped to replace the currently used
forus, using guidance in this report.
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(k) While there is a desire to provide more time-savings for
patients, it may be an imprudent approach to provide FP services in an
isolated setting, especially in those communes where the Catholic
Church has taken a strong position against those services. Most of the
health centers which provide family planning services on a daily basis
have segregated family planning services from other MCH consultations.
Services are generally provided in the morning, but some urban centers
provide services in the afterncon in addition to the morning hours. 1In
theory, FP clients do not have to wait for services in turn. It is
said that they are brought to the front of the line ahead of those
waiting for curative or MCH services. This can work either way: to
encourage more participation in FP because women don’t have to wait as
long for these services (given that out-patient services at some
centers’ usually attract 150 to 200 patients daily) or, conversely, this
can create resentment in other patients as well as, in some cases,
stigmatize women coming for FP services.

Recommendation: As a service alternative, MINISAPASO should issue
directives that ensure that FP, when requested,
can be provided as part of integrated MCH
consultations, to serve the needs of women who
desire more privacy, or. who come:to.seek.services
at any time of day.

(1) There is no fee for FP services in goﬁqrnmegt‘facilitigs, and
althéigh there™fs a fee for ather medications, contbaceptives @ré" "
free. ONAPO formerly provided free medication to treat any
side-effects from contraceptive methods. This practice has now been
discontinued, a cause of contraceptive abandonment.

Recommendation: Free FP services should continue to be provided

' "Wt public  health Centera’ and~at privite health
centers if possible. In future project design,
donors should support free treatment
(including medication) for the side-effects of
contraceptive use, to discourage abandonment.
(One evaluatl jon team dissented from this
recommendation as he believed that no medication
should be subsidized in Rwanda).

{(m) There is no standard practice regarding physical examinations
at FP intake, nor any guidelines reflecting respect for the privacy and
dignity of the patient during exams. Unfortunately, because of time
constraints, there was no opportunily to examine this issue more
closely by observing the patients during the entire process from intake
through service delivery. Nonetheless, certain problems emerged.
Notably, use of physical examinations varijes from provider {o provider.
Sume conduct a complete physical examination including gynec logical
examination, blood pressure determinalion, and laboratory tests, while
others do none of the above. Furthermore, there does nol appear to be
enough consideration given to FP patients e.g. by providing a place to
disrobe privately, or a drape to cover the patient during an
examination if her clothes can not be used for this purpose,
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Recommendation: In consultation with ONAPO, MINISAPASO should
issue a directive which sets standards for the
delivery of phyisical examinations within the
overall provision of FP services, and establishes
the frequency at which examinations should be
conducted.

(n) Availability of contraceptives varies considerably, largely
due to the level of training and interest of each health facility’s
staff, though patient demand is also a factor. At present, the method
of choice everywhere is injection (62%), with oral contraceptives (31X)
in second place, and the IUD a somewhal distant third (5%). Barrier
methods have not reached any leve! of high usage but perhaps, with the
threat of AIDS, the use of condoms and other barrier methods will play
a more significant role in the future. 'terilization ‘is practiced in
most government hospitals, but usually only for medical reasons. The
procedure currently used is the mini-lap, but JHPIEGO is planning to
begin training in laparoscopy shortly.

Recommendation: Combined efforts by donors (UNFPA, A.I.D., etc.)
and trainers (UNR, JHPIEGO, ONAPO, INTRAH) are
needed to ensure: that; s more. complets.selection...
of contraceptives is made available at a wider
range of FP service delivery sites nation-wide,
to better meet client-specific needs.

(o) Follow-up on patients who appear to be dropping out varies
from health center to health center. Visits are made to some
households, but distances and the difficult terrain do not encourage
grest activity in this area. Other donors (e.g. IBRD and GTZ) are now
funding FP abandonment studies in pilot areas.

Hecommendation: ONAPO should fully review the findings of
these studies, and identify follow-on funding
for annual updales and/or abandonment studies
in other regions, if needed, after initial
results arc anulyzed.

(p) ONAPO’'s central coordination of investments in education
and/or services in other ministries such as the Ministries of Defense,
Youth, Labor, Agriculture, elc., should be strengthened.

Recommendation: ONAPO and MINISAPASO should collaborate to
prepare a strategy for ensuring regular
supervision of FP services provided wilhin all
public health facilities, including those
managed by other ministries, for example,
military camp dispensaries and health clinics run
by the Ministry of Defense.

(q) It its difficult to evaluate the role of NGO's in the private
seclor in FP service delivery. First, an insufficienl sample of
facilitiecs was included in the Leam’s site visits. Second, those
services which are available from Catholic facilities are so
discretlely provided that it is impossible to ascertain the number of
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acceptors or the quality of the services. There is no doubt, however,
that the Catholic Church has prevented FP service delivery in most (but
not all) of its health facilities. The Protestant facilities, on the
other hand, appear to be actively providing FP services.

Recommendation: ONAPO Hegional Representatives should survey all
Protestant health facilities in each of their
respective regions, to determine the level of
services being provided, and to report on the
amount of FP training already received by, and
needed by each staff member in these private
facilities. This information will be needed to
design a new FP project with a strong NGO service
component .

(r) ONAPO has recently prepared a strategy for introducing FP
education and services into the dispensaries run by private and
parastatal enterprises for their employeecs. ONAPO should continue
with these efforts.

Recommendation: ONAPO should assign a priority to implementing
this pilot project by PACD.

(s) In general, data on users is not being provided to all levels
within MINISAPASO and ONAPO for use in monitoring progrems and
services. -The data system lacks timely monitoring of tFends in the
need for services and analysis of implications for the programming of
services.

Recommendation: ONAPO and MINISAPASO should collaborately
develop a plan for sharlng and distributi
‘service stativtiesi aggregated at the” nhfﬂgﬁ
level, to all FP service providers on a regular
basis.

{(t) A plethora of short and long term advisors have been provided
to ONAPO to study the services aspect of ils programs, but advisory
activities have not been coordinated among the donors, and there is no
clear indication that recommendations are being implemented.

Recommendation: ONAPO and MINTSAPASO should organize a Donor
Coordinution Committee, to meet on a
quarter!y (or more frequent) basis to ensure
complementurity in donor--provided technical
assistanc2, training, commodities, construction,
and research in family planning.

In conclusion, although this evaluation highlights some of the
deficiencies in the delivery of FP services which must be addressed,
the evaluation team acknowledges the effort already made towards the
establishment FP services, and results obtained so far are noteworthy.
ONAPO’s present concern about Lhe improvement and extension of its FP
activities is an example of its realistic approach towards the search
for new strategies and tcechnologies for implementing national
population policy.
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5. Commodity Management

ONAPO’s purchase and storage of contraceptives and other preoject
equipment was reviewed 'wice in 1986: first CDC consultant Neal Ewen assessed
contraceptive handling; and then Alain Joyal evaluated administrative
activities involved in the management of project equipment with emphasis on
the vehicle fleet. The part of the project budget allocated to the purchase
of equipment is rather large, especially the level of funding for the purchase
and maintenancc of vehicles. Both assessments have made reconmmendations
designed to improve ONAPO’s management of equipment. Unfortunately greate’
effort should have been made in late 1986 and in early 1987 to implement thesc
experts’ recommendations.

While a program is slill small scale, it is relatively easy to manage
its equipment with simple administrative procedures, but as it expands, it
becomes imperalive to establish more complex controls. ONAPO has now become a
large organization with more than 200 employees, which needs strict
operational rules for all services and a control system in keceping with the
scope of ils program. Al a minimum, controls which normally exist in GOR
inslitutions should be rigorously implemented at ONAPO.

Management of the ONAPO vehicle fleet continues to be inadequate as the
control of mileage suggested by a project-funded consultant has not yet been
implemented. This situation is potentially problematic as the vehicle fleet
is aging and no replacement program thus far exists. In view of present
deficiencies in the management of the vehicle fleet, ONAPO may not be capable
of being pult in charge of the 1983 national census program, which would
require management of a much larger fleet.

As to management of medicine stocks, contfaceptives and supplies,
recommendations made by Mr. Ewen should be implemented. One of the main
problems is limited size of ONAPO storage facilities. This will be corrected
after the construction of an ONAPO warehouse, to be compleled during the
coming ycar with UNFPA support. Nevertheless, strenglhened control systems
are needed, and 1nventories should be conducted more frequently.

Availability of contraceptives in rural areas dous not seem to be a
problem. The health centers visited by the evaluation team had a complete
range of contraceptives stored appropriately, though stocks kept in each
cenfer were rather small. 1In fact, it is likely that quantifies ordered and
delivered are too small, requiving frequent restocking of these cenlers, an
inefficient practice. However, the present system has one advantage: small
quant ity deliveries insure belter control over expirotion datoes,

USAID and UNFPA adequalely coordinated purchase of the equipment for
renoviated and newly-buill health centers, assisted by a physician from ONAPO
and an AIDCW centrally-funded expert in medical equipment, who logelher helped
to establish complementary purchase lisls for the two donors.  As the size of
the project-funded healtlh centers is much larger than Lhe ones planned at the
beginning of the project, the equipment budget was reduced (o support
increased construction cosls, complicating the projecl’s procurement
activities and requiring donor coordinattion. It is thus of ulmost ilmportance
that use of the project’s equipment funds be well planned,
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G. Facilities Construction and Renovation

The project’'s main objectives were to provide training and
technical assistance for MCH/FP programs. Since 31% of the project
budget was spent for construction and equipment, however, more rigorous
design review by AID was needed, and a willingness to reduce the number
of healtb centers, on the part of ONAPO, would have saver project funds
for more central project components.

According to the PP, four health centers were to have been
completed before PACD. m Of the four health centers to be constructed,
only one hes been completed (in 1984), as most of the construction in
this case involved remodeling and small additions to an existing
facility and some extra equipment. Even so, to date, the center’s
operating room has still not been equipped. The remaining three health
centers will be completed by 1988.

Original conslruction completion deadlines were unrealistic and,
during project implementation, there was a change in design of the new
health centers which required many institutional actions before final
acceptance. The plan finally chosen for the three construction sites
was the new national prototype health center design defined at the
GOR’s highest levels (Conseil du Gouvernement) in 1984. It is a plan
more appropriale for a mini -hospital than a health center, as it has an
operating room and in-patient beds for maternity and general medicine.
Several specific problems, other than the delays in construction
discussed in Section D. "Inputs" later in this report, have been noted
during this evaluation:

1) Inadequuate assessment of existing health facilities was undertiaken
before sites for the health centers were approved. For example, the
Kibilizi center (already completed) is located in a village where the
Catholic Church is particularly strong in its opposition to family
planning, so very few family planning acceptors use these services,
Staffing is also 4 concern at this center because of personnel
shortages and lack of staff housing.

2) A critique of plans for the new health centers found that while the
GOR provided a prototype health center plan, this plan was oever
redrafted for each site to fit the actual ferrain. At the Nkuli new
construction site, the teum noted that no actual construction drawings
had been prepared to guide the works; only the proltolype plan was
guiding the actual construction aclivity, The rooms are dark, cold and
unwelcoming for services delivery and health education, because all
windows ar« small and high up near the ceiling on the heavy masonary
walls. "As built,"” the center is composed of four buildings separated
by large distances which make staffing and maintenance difficult and
waste what little land is available. Unless many more health providers
than normal are to be trained and assigned to the facility in future,
there is too much wasted space fer certain activities., The operating
rooms are too larpge for the type of paramedical activities usually
performed in GOR health cenlers. Laboratories are also very large,
implying that they will be used by o laboratory technician or
Jaboratory aide. As these paramedics are in short supply, it is

doubt ful that one can be assigned to cach health venter.
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Since most deliveries take place at home, few patients use health
centers or hospitals for normal deliveries. When pre—-natal exams
identify problems, the paramedics refer patients to health centers or
hospitals where physicians can render the necessary medical care.

These A.I.D.-funded health centers will all have maternities with a
delivery room and in-patient beds, as well as beds for surgery and
general medicine. As mentioned previously, at other existing health
centers visited by the team, the bed occupancy rate was extremely low,
except when a physician was in attendance.

Tt is difficult to predict when the three remaining health
centers will actually become operational, as no provision has been made
for staff housing at either the health centers themselves or in the
surrounding communities. Staff housing should have been assigned a
priority at the cost of reducing in-patient beds, since beds could
always have been added laler, as needed, through a future additlion.

2 The project ~funded training center was completed in 1986. Though
land is scarce in Rwanda, the designs for this center squandered it, by
spreading nine buildings over the site. This has caused two problems:
(1) extra cosl since construction costs rise significantly as wall area
increascs, and (2) cramped spacing between buildings, as new structures
are added to the site using other funding sources. For example, a
contraceptive warchouse is now beind constructed with UNFPA funds in a
place that will block light and air nceded for the facility’s main
auditorium. There are 60 individual rooms, each with a sink, to house
students and teachers, bul an insufficient number of showers and
toilets to serve this many beds. By eliminating walls, many of these
rooms could have been enlarged to becume double rooms, eliminating the
unnccessary expendilures for extra sinks, and allowing needed
construction of more bathrooms. Teaching space consists only of two
large auditoriums; no small break- oul rooms were designed for small
group discussions. Further, the laundry and kitchen areas were poorly
designed and e thus not very functional, and the dining room is {oo
small Lo comfortably seat the up to 60 persons housed on site.

Since the opening of the center six months ago, only three groups
have used this facility for no more than two weeks each. Of these
groups, only one participated in a fumily plonning program. Because
there is not as yet a plan for the use of the center for FP training,
ONAPO s Liying to rent the space Lo olther groups as a conlribution Lo
recurren! costs.  Preparation of a plan for using the training centler
for 'l education should be assigned a high priority in the 1987-1988
A.1.D.,/ONAPO work plun for project-funded technical assistance.

Do Delivery of Inputs

A combinal iton of factors required a twe vear PACD cxtension in Y
26, und Lthe addition of $400,000 in supplemental A.1.D. funds which was
obligated late tn FY 87. Provision of inputs has been problematic
hecause of:

‘Less than adequatce planning and negotiation prior to project

approval

u’
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~-delayed GOR provision of sites and prototype plans for construction

-delayed GOR identification of counterparts for external and
in-country training

-gaps in the recruitment of long term technical assistance
-frequent turnover in A.I.D. Project Officers
-lack of a GOR Project Manager

~complex array of S&T/POP centrally-funded interventions and
large number of discrete in—country and external participant
training events, all requiring plans and monitoring

-vacancy in the position of ONAPO Financial Manager from 1983-1987
during project implementation

-identification of problems in financial tracking and planning
relatively late in project implementation.

-no clear plan or accounting for GOR inputs to project activities.

As no construction sites were identified during project design and
negotiation of the granlt agreement, sroduction of even preliminary
construction plans was delayed until well into project implementation. In the
cas¢ of the training center, more delays ensued when the site finally
identified was found to be zoned for four story construction. Finally the GOR
provided an alternative site where the one-story complex planned within the
project budget could be constructed. As a result of these negotiations,
reviews, and changes in plans, the training facilily was completed three years
later than expected in the original PP.

GOR prototype plans for the health/nutrition centers construction
component were revised a number of times, as national standards for such
facilitics were upgraded to become specifications for mini -hospitals in rural
areas. As a result, the covenan! in the original PP which required sequential
completion and start -up of services al each site prior to the construction of
the next facility could not be honored, even with the PACD extension.
Construction cost also rose significantly, requiring a budget revision at the
expense of the training and technical assistance inputs. Even though these
three combined health/nutrition centers will come on line two years later than
scheduled in the original PI' {expected inauguration date 12/87), plans for
theiv staffing are still not in place.

0f all project- funded construction, only the renovation of the Kibilizi
health center proceeded relutively smoothly with completion only one year
later Lhan planned. Tt is very unfortunate Lhat the infrastructure component
has absorbed such a large share of project inputs (31% of funds and a
considerable amount of A.1.D. and ONAPO management time and attention), as
these activities are somewhat tungential lo delivery of improved FP scrvices
nationwide- the main thrust of the project. A greater share of the project’s
resources should have been devoted to training of FP scrvice providers already
staffing existing health centers. Jp-counlry training probably did not
require a special ONAIMO truining center, as other facilities arce available for
training activities in country (ec.g. the IWACU training center funded by the
Swiss, and another facility in Remera).

A4
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The original PP did not provide a slrategy for the use of external and
in-country training to meet project objectives. As there are few Rwandan
English language speakers available for external training, and since the
project had to build and staff a national population institution before
training candidates could be selected, considerable delays were encountered in
delivery of the training inputs. There are built-in disincentives for long
term participant trainees in the GOR system; returnees from both short and
long term training receive the same 400 Rwandan francs/month salary
supplement, and regular GOR salaries are discontinued and jobs put at risk
after a six month stay outside the country. Thus, there is a preference for
many short external training events, as a new salary supplement is earned for
each trip regardless of duration. In-country training of paramedical service
providers did not gain much momentum pending completion of the ONAPO training
center in 12/87. A wide array of in—-country training events have been
supported by the project, but they have not been systematically planned and
coordinated, so il is difficull to assess their impact.

In delivery of long term iechnical asasistance inputs, provision has not
been made for continuity, through overlap in recruitment or the planning of
interim short term assistance. In line with the original PP, the first
resident advisor focussed on developping TEC and research capacity within
ONAPO. A seven month hiatus cccurred at the end of his contract while A.I.D.
and ONAPO defined the skills needed from a follow-on resident advisor. The
evaluation team supports the decision reached at that time to recruit a
physician experienced in the planning and management of improved FP service
delivery systems, rather than a FP curriculum development specialist as called
for in the PP. Provision should have becn made, however, for interim
technical assistance to fill the seven month gap between these two advisors,
to maintain the momentum of project activities. The second advisor notified
A.T1.D. in April ’87 that she would be departing-.country by August, but again
sleps have not been taken for timely placement of a follow-on advisor. Though
adequate funds for a full year contiact for a follow-on advisor were not
available until July 1987 obligation of a $400,000 LOP supplement, technical
assistance funds available could have been programmed for timely short term
advisors to maintain continuity in project activities. As PACD will be 9/88,
the evaluation team believes that time needed for advertisemenl, recruitment,
and relocation of a new advisor would croate anolher gap of up to six months,
making it infeasible te contract for another'resident advisor. A plan neceds
to be developped for using remaining technical assistance funds to establish
the groundwork for a new project through short term technical assistance.
Repeal visits and multi-purposc consullancices should be planned to maintain as
much continuity as possible through PACD.

A.1.D. project officers turn over frequently in Rwanda., AL T.D. project
managemen! has changed hands five times over the course of the project, though
once of these hand overs involved previous shor! term duty by the current
project manager. These transitions were difficult, because the filns have
only included repular project implementation reports for the last few yoears of
the project, a great amount of business was only handled orally in Lhe early
years, and overlap often was not possiblce,

An intricate array of A 1.0, S&T/POP projects and consultants have been
usced for project implementation.  These include: (1) INTRAH training of
paramedical personnel, (2) JUPIEGO Llrauining of physicians, (3) PCS
recommendat ions on 1EC strategies, ) MSH technical assistance for management
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and training, (5) PRITECH's midterm project evaluation, (6) CDC involvement in
analysis of service statistics and contraceptive procurement planning, (7) FHI
bio-medical research, (8) SOMARC recommendations on initiation of a social
marketing program, and (9) Columbia University sub-project for community-based
distribultion of contraceptives. All of these activities, mainly consultancies
and training, were supported by A.1.D.’s central funds, except for INTRAH
training paid from the project’s own budget. In addition, a number of outside
short term consullants have been funded to provide recommendations designed to
improve ONAPO’'s management ai.d accounting. Follow-up consultancies by the
same individuals have only occurred on occasion, making it difficult for ONAPO
to implement the various sets of recommendations, particularly since the
reports arc often finalized without the benefit of the follow-on dialogue
needed to adapt the recommendations to the Rwandan context. Further,
backstlopping this wide array of institutional and individual inputs has
absorbed a large share of A.T1.D. management time, diffusing attention needed
for stralegic planning, narrowing of focus to a manageable sel of activities,
and on-site monitoring in the field. In future, USAID/Kigali should use fewer
S&T/POP resources, and maintain continuity in technical assistance by
requesling repeat or mulli-purpose consultancies by those S&T/POP resources
that are most crucial to the project.

Near the end of 1984, relatively late in project implementation, A.I.D.
became concerned about ONAPO's inadequate control over project funds for
construction and local costs (per diems for field work, vehicle fuel and
maintenance, supplies, etc.). Though a remedial consultancy by an accountant
was provided at the end of Dccember 1984, the recommended improvements in
accounting procedures were not implemented for a year. The same consultant
was then recruitad for a second consultancy in 12/8B5, again updated the books,
and finally succeeded in training ONAFO accountants to implement the new
procedures. Al this time, funds for construction and local cost expenditures
were finally separated, and transfers of funds and incorrect attribution of
expenditures betweer the accounts of A.I.D., UNFPA, and the GOR were finally
rectified. A.I.D. and ONAFO were then dismayed to discover that almost all
funds for local costs had already Leen expended, leaving litile support for
the two year PACD extension already approved. This situatijon is partially
attributable Lo the facl that the position of ONAPO Financial Manager has been
vacant since 1983, during most of project implementation. UNFPA is currently
providing almosl the only external support beyond GOR resources for the
remainder of PACD and relations between ONAPO and A.I1.D. suffered throughout
most of 1986 over this shortfall in local costs. Lack of attenlion to the
establishment of financial management procedures and Lraining ecarly in project
wunplementatson is at fault, and these abrupt remedial measures late in project
implementation have stratned relations between A.1.D. and ONAPO. As soon as a
Financial Manager i1 appointed, A.T.D. should inmediately provide training
appropriate te his or her skill level in A.I.D. financial project management
and reporting procedurcs.

As wilh previous consultancies and audits, the cvaluation tceam was
unable to obtain any reporting from ONAPO on the GOR's contribution to project
activities. For example, ONAPO is receiving 67 million Rwandan francs in
operating budgel support from the GOR this year, but Lhe budget is so general
that it is impossible to determine what funds are complement ing UNFPA versus
A.1.D. or olther donors’ activilics, and some calegories (e.g. loans to
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employees, largely for housing construction) are not eligible to meet the 25%
project contribution required in a project funded by the A.I1.D. Development
Assistance account.

Even ONAPO’s future research proposals only include a global cost
figure, with no breakdown of how this is estimated or with any attribution of
A.I.D. or GOR inputs Lo cosls. As a result, ONAPO has little grasp of the
recurrent costs necessary to sustain various levels of activity by sector.
Any new project designed for the future will require a detailed budget plan
for the GOR contribution, updated annually by A.I.D. and the GOR during
project implementation. In addition, as part of the conditions precedent to
any new project, the GOR should be required to identify a host country project
manager as a counterpart to A.1.D.’s project officer, who will serve as
A.I.D.’§ contact for coordination of and reporting on all substantive project
activilies.

E. Validity of Assumptions Made During Project Design

A number of external factors, unforeseen during project design, have
constrained project outputs, especially the number of contraceptive users.
First, strength of Catholic Church opposition to the use of modern
contraceptives was under-estimated. An estimated 80% of IUD users in the
Butare region alone dropped out in 1984 because of Catholic Church pressure to
abandon this form of contraception. This factor continues to exert
considerable influence on contraceptive prevalence rates, though the President
has challenged the Catholice Church on this lssue.

Second, international controversy over the use of depo-provera in 1983 -
1984 causced a one year hiatus in use of this method, the most popular onc in
Rwarda. Early in 1984, a U.S. Review Commission under the auspices of the
U.S. Food and Drug Administration approved the use of depo-provera for
therapeutiec but not contraceptive purposes. International press reports on
the depo provera controversy caught Rwandan attention and provoked a strong
reaction in the country. Th.wugh depo-provera is purchased by UNFPA, A.T.D.
effor s to promole family planning are extremely dependent on UNFPA provision
of this drug, as olther methods are relatively unattractive to Rwandans.
A.L.D.'s project targel for contraceptive prevalence to be achieved by PACD
relied on the acceptability and availability of injectable contraceptives
provided Ly other donors.

Thivid, the Tack of @n ONAPO Financial Manager diring most of project
implementation could not be foreseen during PP design, hut this factor has
contributed greatly to Slays in construction, the shortfall in funds for
local costs, and other problems in delivery of inputs.

Fourth, project design did take into account the prolonged absence
y J A t
during project dmplementation of participants sent overseas {or training.
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VI. Summary of Recommendations feor Implementation by PACD

The recommendations are divided among the following topics, in priority
order: management, policy, service delivery, training, IEC, and research.
Within each category, the most important recommendalion is presented first,
with others following in descending order.

A. Management Recommendations to be Implemented by ONAPO and MINISAPASO
before PACD:

1. An organizal jonal weakness which needs to be corrected is the low level
of responsibility for MCH/FP within MINISIPASO. To strengthen and integrate
MCH/FP services within all health facilities nation-wide, and within
MINISAPASO, it is necessary that the MINISAPASO Direclor General of Public
Health have direct responsibility for MCH/FP. This should be implemented by
directive from the Minister of MIPIISAPASO.

2. ONAPO and MINISAI’ASO shoulw collaboratively establish a Donor
Coordination Comittee, including representatives from each donor resident in
country and active in FP, and this Committee should be convened at least
quarterly to review all donors’ work plans and budgets to ensure
complementarity in FP activities.

3. The recently appointed an ONAPO Financial Manager should receive
training {(appropriate to the person's skill level) in A.1.D.’s financial
management, accounting, and reporting procedures.

q. The ONAPO Directrice should designate one of her staff as GOR Project
Manager, to serve as a counlerpart to the A.I.D. Project Officer. This ONAPO
staff member will be responsible for coordinatimg all A.T.D. project
activities through PACD, and for meeting regularly with the A.I.D. Project
Officer to report on progress and problems, and to plan future activities.

A, As June 1988 input to the 1989 GOR budge! evercise, A.T.D.-Tunded short
term technical assistance should be recruited to assist ONAPO and MINISAPASCO
to prepare a plan for GOR recurrent cost support for FP activities which
explains, in detail, what the recurrent costs will be for the GOR's targeted
level of FP training and service delivery nalion-wide,

6. ONAPO should standardize its systems for coonlrol of finances, vehicles,
cquipment and supplies, using the recommendations of project-funded
consultants [e.g. Joyvel, Puen, and Dupras).  As first priority, ONAI'O should

implement the recommendat ions of the Joyal management consullancy report
regarding car pool management, especially control of milceage.  Also, ONAPO
should improve stock maragement and control systems, including those at the
regronal and health facilitly level, even if more paper work is involved,

R, Poliey Recommendations

l. ONAP’O mus! resolve the difference between the 15% contraceplive
prevalence targel proposed by ONAPO for the GOR's 1987--139)1 Five Year I'lan and
the more realistic turget of 6.4% contraceptive prevalence predicted by the
evaluation Leam for 1991 on the basis of ONAMO's own service statislics,
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2. ONAPO should develop the text of a law on MCH/FP which will actualize
national MCH/FP policy, to permit health professionuls to deliver all methods
of contraception, including permanent methods. The Minister of MINISAPASO
should take the lcad in proposing this legislation for enactment.

C. Service Delivery Recommendations

1. A.1.D. and ONAPO should collaboratively develop a strategic work plan and
budget for the provision of short term technical assistance for improved FP
service delivery through PACD.

2. ONAPO should revise the new FP intake form currently being tested, to
provide space for source of referral to FP services, blood pressure
determinalion, venereal discase information, and results of gynecological
exams.

3. ONAPO and MINISAPASO should collaborate to develop a standardized home
visit program to follow-up on apparent abandonment of contraception. This
home visit program should be executed in the regions by directive from the
MInister of MINISAPASO.

q. By June 1988, for the next GOR budgetl exercise, ONAPO and MINISAPASO
should collaboratively analyze r<quirements for vehicles, motorcycles, and

bicycles for the supervision of FP services in the regions.

5. ONAPO shoutd begin training health providers in the proper storage and
filing of service statistics, using CUSP Butare's system as a model.

D. Training Recommendations

1. ONAPO and MINISAPASO should collaboratively place the greatest emphasis
in training until PACD on the clinical training of physicians, nurses, and
medical assistanls in FP and related counselling, including information on the
importance and use of service slatistics (currently under-reported).

2. ONAPO must report fully to MINISAPASO as soon as possible on the number
of health services personnel trained in FP, by name of facility in which they
are working, and the content of the {raining cach staff memeber has received.
lsing this information, ONAPO and MINISAPASO should collaborale to develop a
sational FPohuman resources strategy and training plan to serve all public and
privote sector facilities Jincluding those run by other ministries, like
military comp facilitivs),  The training plan should provide regular refresher
conrses for all levels of personnel,

3. Project -funded short term technical assistance should be recruited to
evaluale the tmpact of A 1.D.’s bilaterally funded and centrally-funded
training in FI' to date, and to assist ONAPO cnd MINTSAPASO wilh development of
the above strategy and tratnung plan.

FE. 1EC Recommendations

1. ONAPO should identify the most important groups to be targeted by TEC
activities,

2. ONAPO should emphasize face to face interaction and radio in ils mass
cducation activities.
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3. ONAPO should evaluate the ways that burgomasters, sectoral conseillers,
cellule leaders, and CCDFP’s arc transmitting IEC messages, and use the
findings to improve IEC training programs.

q. ONAPO should design and conduct an evaluation of the effectiveness of the
fold-outs, posters, brochures, and radio programs already issued, and use the
findings Lo plan an IEC strategy aimed at the priority target groups
identified above. Any data already collected by ONAPO in collaboration with
UNICEF, that would assist in evaluating FP radio programs’ effectiveness,
should immediately be analyzed.

5. ONAPO and MINISAPASO should immediately request feedback from their
Regional Representatives to compile a list of the difficult questions most
often asked about FP in mass education sessions, and should then start
training community leaders at the communal, sectoral, and cellule levels in
how to answer these questions.

. ONAPO should immediately start negotiations with ORINFOR for an increase
in radio air time, for broadcasts on contraceptive methods and more frequent
airings at varied hours with peak audiences.

7. If budget permits, ONAPO should produce more illustrated fold-out
brochures to publicize each of the FP contraceptive methods more fully, and

explain where services can be obtained.

F. Research Recommendations

1. Accelerate and evaluate experimental/innovative distribution programs to
identify successful experiences which could be replicated more widely (e.g.
Columbia University community-based distribution pilol project and SOMARC
social marketing recommendations).

2. Priorily should be assigned to usce of project -funded technical assistance
to develop evaluaticn capability within ONAPO’s Research Section. The team
suggests that ar in country training workshop be organized for this purpose.

Evalualion skills thus developped should be used primarily to improve service
delivery and 1EC programs.

oA
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VII. Future Directions

A. Resource Allocation/Management

To continue tu build on the foundation laid by the 1981-1988 MCH/FP
Project, future donor investinents could be designed to:

(1) Sustain the momentum of GOR population policy reform,

(2) Conlinue grass roots mass education in family planning,

(3) Extend and improve family planning services nation-wide.

The team believes that future donor funds could be most effective if used
to support ONAPO, MINISAPASO, and the private sector in their respective roles
in these three activities. All three components are needed, but the main
thrust should now be extension of family planning scrvice delivery, through a
public/private partnership effort.

A share of donor funds could continue to support technical assistance,
training and out-reach by ONAPO for specific activities including:

-policy studies

~development of a national strategy for FP personnel development and
training (especially Lo accelerate lraining of clinical personnel in FP)

-development of region-specific action plans for mass education and
service delivery

-improved guidelines for service delivery

-8 strategy for private sector (including communily-based) FP
counsclling and contracept ive distribution

~improved JEC materials (written materials for oral delivery and radio
programs }

strategics for working ceffectively with communal, scctoral, und cellule
leaders Lo promote FP acceptance,

resoarch Yo aapr e EC

~use of serviee statistics for improved service delivery

A second share (larger) of Future donor funds could be productively uscd
to support MINISAPASC ' its role as majsr joovider of FP services
nation-wide, with specific attention to manapgement planning, training and
supervision of service providers, and Jopistical support for work with
community leaders and private sector service providers.  As the World Rank
will already be financing o considerable amount of training, technical
assistance, and facilities development or the public scctor, other donors
will neced to develop o detailed plan for support which complements TBRD
investments,
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A third and important share of future donor funds for family planning
could support private sector activities in FP counselling, mass education, and
service delivery. 1In the near term, assistance channeled to the NGO's already
active in FP and willing and able to intensify out-reach and services, or to
open facilities in underserved areas, should be increased. Concurrently,
pilot initiatives could be designed to more broadly test and then possibly
expand community-based FP counselling and distribution of contraceptives,
social marketing, collaboration with private pharmacies to increase their
contraceptive stock in combination with ceiling prices for resale, FP training
and distribution of contraceptives through traditional birth attendants and
possibly tradilional healers, etc. More detailed ideas for future
interventions follow.

B. To Sustain the Momentum of GOR Population Policy Reform:

1. Genecral

- First and foremost, in discussion with all donors, evaluate
remaining absorpltive capacity of ONAPO research section in view
of priorities of each donor, if 1989 census will be conducled by
ONAPO. This is absolulely essential if a realistic agenda of
research and evaluations are to be funded in future.

- Continue to develop basic evaluation capacity within ONAPO, e.g.
to support design of improved 1EC programs and to improve
delivery of services to turget populations.

Study regional geographic, cultural, and religious differences
and propose ways that national FP strategies should be adapted
for cach region, and integrate findings into implementation of
future new progjects.

Population Policy and Demographic Rescarch

Continue providing secondary analysis and research support for
preparat ton of policy documents for GOR on population issues.

3. Serviee Stutistics

Continuc to train centers in proper filling and storage of
paticits’ serviee records Cuse CUSI in Butarce as model’.

Mrovide o therough {raining program in use of the forms finally
sclected Lo improve accuracy and useability of service statistics.

Analyre data fincluding service statistics) on o Himely
basis and incorporate rosulls into programs. lUse scrvice
statisties to constiruct 1o depth Tongitudinal studices

whicli track trends in patient profiles and abandonment of
contraception anhuadlyv. Note:  IDRD and GTZ arce funding
abandomment studies, so other donors’ investment may nol he
required., )

)
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3. Operations Research

- Train regional staff Lo conduct and use operations research
studies.

- Contlinue to expand community-based distribution of FP counselling
and services and social markeling of contraceptives, using

lessons learned by PACD.

- Design targetoed studies of small magnitude to answer program-
related questions.

C. To Continue Grass Roots Mass Education in Family Planning:

1. Intensify lUse of Face-to-Face Interaction (ONAPO, MINISAPASO, NGO’s)

Strengthen communication directly with women through special groups
such as cooperatives, savings associations, church women’s groups,
CCOPF women’s and girls’ associations, ctlc,

~ Also targe! other atl-risk groups for FP service distribution
through community-based volunteers.

2. Radio (ONAPO, ORINFOR)

- Intensify diffusion of all existing programs. Greatly incrcase
regularly scheduled air time devoled to family planning information
and education wilh specific messages about types of contraceptives
available, service locations, elc.

Programs could be used to provide a means of expression for
region--specific needs by providing air time for questions and
answers region by region.

Repeat coch program several times especially those which explain
meethods available and how and where services can be ebtained.

Cont inue user of theatre on the radio, song competitions, ole., to
calch people’s atlention as a lead-in to more serious programming.
fleas tmportant than the above recommendations?

3. Theatre “ONAPO®

Invest toss into use of Tive theatve, as it can nol reach large
audiences tn o cosl - and Lime effective way, butl develop theatrical
~adio propgrams which can reacli more people.

4. Printed Materials (ONAPO)

~Cont inue to produce pumerous fold-out brochures on specilics of
PF.

Illustrate materials more profusely with cartoons, continue use
of calendars and small booklets.

NN
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- Lighten the weighty monograph series by inserting pictures and
drawings.

- Seek help from INADES (central office in Abidjan, sub-office in
Kigali) to train IEC staff to convert the monographs into
appropriate modular distance-learning materials more suitable for
oral reading al mass information events.

- Add a "questions and answers' section at the end of all
major publications.

- Continue to train users of thesc malerials on how Lo answer
typical questions (including medical issues difficult
for lay spokesmen to handle).

5. Video (ONAFO)

UNICEF and UNFPA are already providing adequate support for
ONAI'O's video efforts. This is nol seen as a priority for new
doner funds, as investment in radio, printed materials, and
Tace -lo- face interaction can reach a larger target group more
quickly al lower cost.

6. Evaluation of IEC (ONAPO)

- Diversify messages/themes by:
- ldent ifying targelt groups for IEC.

Evaluating all producls to sce which ones reach target
groups most effectively.

Implementing strategies already suggested by consultants

D, To_ Extend awd Improve Family Planning Services Nation:wide:

1. Support for public sector services delivery should include the
following:

Continuce to train hospital and health center stafl in family
planning education and delivery of services.  Train move
clinicians in a wide varicly of contraceptive techniques
including at least one physician per hospital in 1UD jusevtion,
I[f necessary to provide adequat e practical experience in 11D
insertion, training should be conducted in other countries.
CINPITGO, INTRAH, ONAPO, MINISAPASO!

Train Lraditional healers in communily FP education,
referral procedurcs {for services; and distribution of condoms.
‘MINISAPASO, ONAPO, UNR;

Evaluate fomily planning carricula used by the UNR Faculty of
Medicine, and recommend improvements if needed. [JUPIEGO, ONAFO,
MINESUPRES )

N
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Develop guidelines for the delivery of MCH/FP services including
qualitative aspecis of service delivery. Use results of the
pilot operations research studies proposed in Section V. C.
"Outpuls".

Provide encouragement. and training for more women to assume
managemenl roles in ONAPO and MINISAPASO regional activities.

Conlinue to analyze need for vehicles, motorcycles, and bicycles
for supervision of FP service activities annually.:

Consider adding an administrative assistant at the regional level,
to assist the ONAPO Regional Representatives with supervision of
IEC and administrative tasks. (ONAPO)

Implement the national training plan for all I'P service providers
recommended for development by PACD in Section VI. {(ONAIQ,
MINISAPASO)

Future directions in_the private sector for services delivery should

include the following:

Develop a stlrategy for slrengthening private religious groups
already providing family planning services as well as lhose with
the potential to provide these services.

Explore capability of NGO's to provide services and communily
cducation.

Provide support to local private enterprises who wish to
develop family planning services for employees.

Develop a mechanism to coordinate NGO participation in FP on a
regular basis, e.g. within ARBEF.

Continue dialogue with Catholic hicrarchy, especially with
Lishops and priests, to promote delivery of modern contlraceptive
methods it their health facilities.

Resume providing {ree medications to treal patients with
prnecological complivations resulting from contracept ivee uge
“one team member did nol concur with this recommendation' .

Donor suppor! for construction, renovalion of health centers by
NGO's could Le usced to expand FP services in under scrved areas.
1 w0, all NGO requents Ter the upprading of facililies or the
construction of new facilitires should bhe carefully analyzed Lo
ensure that siles e well welected, and designs appropriate to
smiall scale MCIUTFDE health centers, before any decisions ovre made
on proposals.
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VIII. Studies Needed to Plan Future FP Interventions
and Solicit Donor Support

- Completion of "reasons fc ' drop out” study that was conducted in Butare
{pilot effort conducted with GTZ money). A larger nation-wide study is
planned by the Wotrld Bank, to use the sume questionaire and methodology.
Analysis of regional differences will be important.

- Comparative profile of FP acceptors between 1984 and 198BG6/1987, stralified
by region.

- Complete audit of ONAPO internal structure and staff
communications/supervision mechanisms.

.

- Identification of appropriate ministry to lead new project, and position
held by host country project manager.

- Gisenyi managementl training workshop MINISAPASO, ONAPO, and donors with
brainstorming sessions to identify the long term goals of ONAPO. This will be
particularly important if the census is given to ONAPO,

— Evaluation of IEC products currently in use.

- Development of strategy for training service providers.,

~ Assessment of private sector FP potential:

1. study of pharmacics and cnumeration of points of sales - assess
pharmacists' basic training neads.

2. enumeration of Protestanl FP services and needs assessment
3. traditional healers and midwives  assess potential for training in
[EC or «distribution of contraceptives. Keep a close watch on UNTCEF

effort. to traitn midwivos.,

Follow up carcfully on Columbia University CBD and SOMARC experiments and
assess expuansion potential.

Monitor CHK barvier methods program “to control hetero sesual transmission
of AIDS, to beller understand the poltential of FP barrier methods,

Assoss radius calchment area of service delivery points,

- Initiate contacls with parastatals and industries to expand FP services
offered by their health facilitices fmaybe army for targel proprams).,

= Study rural water programs for polential linkages Lhrough NGO's.

Assess local recurrent costs of FP oprogram as input to economie cost /benefil
analysis for a new project.
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*n September 1981, the five year Rwanda Maternal Child

Health and Family Planning Froject was approved for $ 6.25 million. The
project was exntended in mid—-1984 for two additional years, until September
1988. The purpose of the project is to assist the Government (through the
National Fopulaton Office, ONAPO; and Ministry of Health, MOH) to expand and
improve family planning information and services. The Midterm evaluation of
the project took place in August 1984.

B. PROJECT OBJECTIVES

Develop an adequate population data collection and analyses, research, and
evaluation capability;

—— Develop mass media communications, training programs and evaluational
materials;

-— Provide delivery of mch/fp information and services in the ten prefectures;
—-— Construction of four health centers to provide additional health facilities;

—— Constructions of one training center to increase training capability.

C. EVALUATION OBJECTIVES

The overal objectives of the evaluation are:
(A) To assess progress toward project objectives —accomplishments made in the

current mch/fp project;

(B) Review appropriateness of logical framework and make specific
recommendations for improving implementation of last year of project, and

(C) Assist the GOR and DAR/R in developing future plans and directions for the

follow-on family planning project.

D. SCOPE_QOF_ WORK

When discussing the issues listed below, the evaluation team will consider
project targets, accomplishments, constraints on arogress, and validity of
potential institutional structures, policy formation and future priorities;
and appropriateness of technical assistance, management, and construction and
procurement issues and their impact. Analyses will be retrospective in their
orientation.

1) Assess the project environment (including national policy) —-high priority
~- GOR support to family planning programs in Rwanda

~— lechanisms of coordination between ONAPU and MINISAPASO 7



-- Donor coordination
~- Current role of the Catholic church.
2) A;sess ONAPO and A.I.D. administration and management -high priority
~-- Financial management (project budget utilization)
- Frocurement and management of material resources and construction
-- Organization of ONAFO.

{Z) Assess the information, education and communications (IEC) components of
the project

—-- Mass media communications
—-— Training programs
—— Production of education materials

——= Integration of IEC programs in the various health, education, and social
welfare training institutions

—-— Develaopment and implementation of IEC strategies, especially for specific
target audiences.

-- Performance of consultants and centrally—-funded technical assistance.
(4) Assess the training component of the project:

~-— Effectiveness of AlD-sponsored training (long-termn, short-term, and
private sector)

.3) Assess the family planning service delivery_
Component of the project:

-— Availability of family planning services in the public and private health
sectors

—-— Organization of family planning services
-— Health personnel trained to deliver services
~— Supervision of FP services
~— Development and implementation of appropriate service strategies
~-— Logistical system
-— Infrastructure and equipment.
{6) Assess the research and data systems component of the project :
-— Development and implementation of an appropiate information system
~— Appropriate surveys and studies conducted
- Definition of a population policy
~— Research planning and prioritization

-— Allocation of research.



(7) In addition, for 1—-6 above, the team will be responsible for evaluating:
FPer formance of technical advisor and consultants to the project

—-— Making recommendations to improve project implementation

-- Making recommendation for the desiag‘of the new family planning project

including: discussion of objectives, activities, technical assistance,

management and administrative issues, policy questions,raole of the private
sector, and other important issues to be resolved.



1

7

8)

9

10)

11)

12)
13)

Anrex B

I.ist of CMAFO Pesearch
1681-1087

Fnquéte nationale sur la fécondité 1682 (USAID/WNFTA)
-Analysc des restitats
-Versior. résurée

Enquete suc la contraception traditionrelle 1684 (USAID;

Etude ce la relaticn population/développement 16€4-19€7 (UNFPA/USAIL)
a. Anzlyse de la situation actuelle par des études sectorielles :
- démegraphie
. - populaticn et emploi

- population et santé
- populaticn et alimentation

population et nutrition
populaticn et agriculture
population et scolarisation
- population, densification et vrbanisaticn
- populaticn et évolution des mentalités
b, Modéie déro-nutritionnel (Twiyongere twongera urusaruro)
c. Politiques dénographiques et politiques de population

Perspectives démographiques 1985 (USAIL/UNFPA)

Etwie des besoins ncn satisfaits en planification familiale et
en protection waternelle et infantile (WHO)

Sondage sur les attitudes et pratiques de la population &
matiére de fécondité dans les communes de Birenga et Rukira
(Kibungo) 1982-1983 (IBRD)

Evaluation de la composante population cans les préfectures
Kibungo et Kigali, (B@f II), 1983-1¢84 (IBRD)

Sondage sur les besoins des é€léves dans le domaine de 1'éducation
pour la vie familiale. (USAID)

Rapport sur 1'utilisation des différentes méthodes contraceptives,
1S4 (Rapport de stage)

Rapport sur l'utilisation des différentes méthodes contraceptives,
1685 (Rapport de stage)

Rapport d'évaluation de 1'appareil statistique de PF au Rwanda,
1986 (USAID)

Enquéte sur la comunication santé, 1985 (UNICEF)

Enquéte sur les abandons de la planification familiale & Butare
(en voie d'étre saisie), publication : Cctobre 1987. (GIZ)



14) Prorcticr et prestation Ce service ce plarificition feriliale 8
Futengeri (Rwanca), Etudc de recherche opératiornnelle (1987-1¢C8)
{Coluzhie Univcrsity}

Poseivilités ('intégration de le planification furiliale dans
les services de sacté e bace (Thesis)

N\

16, Censicérations sur le proviérme des infections gyrnécolog! ques
ders le cadre ¢'un programme ce FMI/FF d'un PVC, 1'exerple dGes
infections & chlanydia tracheratis et & Neisseria genorrhoese
au Rwanda, 1986-1987 (Thesis)

17) Perspectives démographiques ¢u Fwanca, (Rapport de stage, Tobossi).

18) Traiteperic inforretique et analyse decs cernées appliquées aux
statistiques ce FF au Rwanda. 1984, 1665 (USAID)

19) Methologie d'une enquéite sur les connaissarces, les attitudes et
les ccoporterents de la pcpuletien en matiére ce planification
familiale 3u Rwanda.

20} Encuéte sur les formations canitaires. (UNFPA)

21) Besoins prioritaires pour les recherches cpérationnelles et
cliniques en IML/PF au Rwanca. (Consultant

22) Principales varigbles intermédiaires de la féccendité
différentielle au Rwanda (Rapport de Stage).

List of Work Contributed by ONAPO to the Development of
Nat:onal Population Policy

1) Collecte et analyse des données pour la préparation du. 3éme plan
quinquénal 1682-1986 (USAID)

2) Brochure sur la situation démographique au Rwanda (USAIL)

2) Rapport du Séminaire ''Famille Population et Développement'
(USAID/UNFPA)

4) Correspondance, Note Technique ct documents de base préparées par
CNAFO pour 1'éladboration cu 4éme plan quinquénal et la politique de
population (1986-1991) (USAID).

5) Rapport du Séminzire avart le 5ére congrés cu partl (Décerbre 1985) en
wvue de sensibiliser la population (UNFPA/USAID)
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Annex C

Liet of Persorns Contacted

CMNAFC - LCirection

PABTMAMA NYIPASAFARI Caudence : Cilrcctrice Ce 1'CMARC
VATV ANA Evariste @ Chef de Scrvices ¢'Ftudes et Froprenmes

QAP0 - Pocumentation

SEMANA Frmaruel : Qtef de la Sous-section Cocurentaticn
{UXANKUBTIO Phiionéne : Courrier et Archives

CRAIC - 1.E.C.

MBCINIGABA Jean Damascéne : Chef de la Sectien I.E.C.
HAKIRUWIZFRA Célestin : Chief cde la Sous-section Sensibilisation
UWAYO Charles : Chef de la Sous-section "'Aucicvisvel
HMBAFUSEIMANA Jean Nepomuscéne : Production cu t'atériel
Dicdactique

MUNYAMBUGA Frmmanuel : Procducteur cdes émissicns radio-diffusées
MUNYAZIKWIYE Wenceslas : (hef d'Equipe Tribunes Radiophoniques
et Emission Radio

PYUNDAKOZERA Anacstase : Chef d'Equipe 'Théatre"

MIVOMBI Rita : Agent de la Scus-section Sensibilisation

Q'APO - Santé Familiale

MUNYAKAZI Alphonse : Chef de 1la Section Familiale
KAYUMBA Anastase : Agent de 1'CNAFO

BAZTFAMWABO Madeleine : Responsable cu Stock ces Precuits
Contraceptifs 4 1'CHARO

GATEBUKE Justin : Agent de 1'ONAPO

CNAFO - Secrétarist Géréral et
Pelations Puwliques

FUJAVAMARIYA Vénantie : Chargl de 1'Acdministraticn du Personnel

ONAFO - Gestion et Approvisicnnement

. NZABONIMPA Donatilla : Responsable de la Section Gestion et

Approvisiomement (actuellerent elle assure 1'interim cu Service

Administratif et Financier)

MUKABIPELI Thérése : Pesponsable de la Section Corptabilité

Générale et Trésorerie

NKULIKIYINKA Vianney : Chargé cdes Infrastructures »
NTEZIYAREMYE Albert : Responsable du Charroi \L‘/



ONAPC - Foiration

br. FAMANZI Castule @ (Ief de 1o Sove-section Forrnation et
Progranmes Scolaires

boe. NZAECKRINANA Cécile : Azent Ce la Sous-section Fermation et
Prograrmes Scolaires

CrAIC - Peclerche

Mue. MUKAMAMZI Monique : Chef de la Section Pechetclies
4. NGENPAKWMANA Mathias : taltrise en Psychoscciologie
lir. OTICUARA J.M.V. : Géograpie, ¢iplocé en Dérograpitie
tre. MIKAKAYANGE Anne-tiacie : Licenciee en Cestion

Mre., NMIKAIIIPWA Patricie : Sociologue

[r. MURAIFIZI Pascasia : Médccin

OMAPRG - Planification

Mr. NIHIBIZI Silas : Chef de la Scction Plan; fication
Mr. GAIVAYA [ceminique : Assistart ac Chef de 1o Section
Planification

ONAPO - Statistiques et Informatique

Mr. BUTERA Benoit : Agent de la Sous-section Statistiques et
Informatique.

lre. NTAMAZINA Drocella : Assistunte Sociale, Agent de la
Sous-section Statistiques et Informatique

vime. MUIKANCOGOZA Mexrie : Chef cde la Sous-section Statistiques et
Informatique

ONAPO - Assistance Technique

Mre. Maryse Pierve-Louis : Technical Advisor to ONAFO uncer A.I.D.
MCH/FP Project

CMAYO - Training Center

Mre MUKAMNUGENGA Winifrida, Intendante du Centre de Formation cde 1'
Qurc



BURMAR (Ecurerical 1C0)

Mr. Hornix, DNirector

MIMISAPASC

liinister EBIZLIWUMGU Casinir

CAPE

Mr. Mike Codfrey, llead of Vater Developrent Projects

Adventist Peveloprent and Felief Agency

Mr. James Conran, Director ALPA/Pwanda

Fr.
Ms.
Ms.
Mr.
Mr.

HH

Dr.

USAID/Kigali

Emerson Melaven, Missicn Director

Roserary Depp, Progrem Officer

Carina Stover, Project Officer/Health anc Pcpulaticn
Andrew Sisson, Project Cevelopment Officer

Léon Nsengimena, Assistant Project Officer MH/FP Project

Kibilizi Health Center

BAGWANEZA Madeleine, Déléguée de 1'GNAFO -Butare
NTAWUHUNGAKAJE Célestin, Directeur Centre BI/PF Kibilizi

CUSP - Butare

DUSHIMIMANA Abel, Directeur c¢y Centre Universitaire de Santé
Publique
HABIMANA Phocas, Service de SMI/PF du CUSP

Université Nationale cdu Rwanda
CURFHAMETRA

Mre. NYIRAMKULIZA Spéciosa, Secrétaire du Centre
Dr. KAYONGA Athanase, Médécin cu Volet Médécine et Pharmacologie
Four traditional healers at the University's Traditional Medecine Center

JHPIEGO - Butare UNR

Dr. KAGERUKA Martin, Chef de Programme Formation JHPEIGO



Corzune liineo - Shingiro Secteur

el

Fxtension sessicon led by ONAIC permithe?! dialogue with censeillers du
secteur Shingiro and soveral hundred local inhabitants.
IXULIZA Stany, Assistant lEdicat A2 Centre cde Santé Shingiro

Ferere Fospital (Fresbytervian)

Dr. [A\YIJAEC Josué, Médecin Cenéraliste

Dr. SRYCMI Isaac, MéGécin Délépuc e 1'QTUIC & Gitararna

Mr. PUANYABUZIZIRA Barnabas, Intencant de 1'HOpital Rerera Fukoms

Ms. Katrirs Knox, R.N., Infirmiére Stagiére/Cirecteur Centrc e
Santé & }ukeoa

Iieal ~ QK

Dr. MUKAWENTMANA Alexancre, Médécin Délégué Pégional ce 1'CNAFO
- Kigali

Dr. BAJINYA Vincent, Médécin de 1'QNAFC au Centre Hcspitalier de
Kigall (CHK)

Mrme. MUKAEARISA Consolata, IEC - (BHK

Mre. MBAPAJENDE Véronique, Services Ciiniques - CGHK

Mme. RANYANGIRIXKI Agnéce, Assistante Sociale -(K

Ms. Susan Allen, Researcher on AILS

Rwarnkeri Health Center
(Adventist)

Mr. MASABO Samuel, Assistant Mé&lical et Titulaire c¢u Centre de Santé

Ruhengeri Hospital

Dr. BQMNET, Directeur

Dr. SEBAZUNGU Philippe, Chef cu Service Chiruwvgie

Dr. NZAMWITA Augustin, Médécin Nélégué Régional de 1'(WAFC
- Ruhengeri

Nyundo Maternity (Catholic)

Mme. N.MZUBAHIMANA Laurence, Infirmiére Accoucheuse ot Hospitaliére
et Titulaire de la Maternité de Nyundo

Gisenyi. Hospital

Pené Wolf, Médécin de 1'Hopital Maternité
BINYANGE Martin, Médécin de 1'ONAPO de Gisenyi
. MUKASINE Louise, Infirmiére de 1'(MNAPO -Giseny?

b



ANNEX D

PRESIDENT'S JULY 1,1987 SPEECH

Le domaine de la maitrise de l'accroissement de la populatinp
i jemais maitrise il peut y avoir, tant ce domaine est diélicat et
rebelle Y tcut traitement mécanique, est pour nous Rwandais,chorgé de
begucrup d'émotion. |

Comme 1'a ccnstaté rt le disait notre grand philasophe
KAGAME , nutre raisoﬁ d'étre, celle de néﬁra peuple, n_tnujnurs cté
nos enfants. Pour nuus, c'est lj plus grande valeur que nnus ayicns,
la plus impcartante aussi; l'at@achehént,le plus fondamental, c'est 3
nos enfants que nous le.cbnsacrons.

Est-il aldrs concevable que d'un jour & l'autre le foundement
méme de nctre fagoun de.VHir‘lc monde, le sena de notre vie, puisse.
changer radicalement_?

L'explesion démographique nous a totalement pris au dépoeurvu.
Sa violcnce, sdﬁ'»hdéfgurn nnt'étéifﬂLles que pendant qu'elle se ma-
nifestait, ncus étionéjhncnre d nous demander commgnt il fﬂt jamais
possible que ce que ncﬁs'rcgefdions comme'notre,p}us grande richesse,
le sens méme de notre vié, puisse se retodrnor contre nous et mengcer
nos acquis si durement arrachts,

Mais aujcurd'hui, il faut affronter le probléme dans toute
se gravité, sans pudeur ct sars préjugés,

Il s'agit aujourd'hui de voir_ la situatiom telle qu'elle esjﬁ
c'est cela notre respunsabilité, Ce que nous pensors, ce que nous vou-
lons, c'est que c'est dans us censcienee que chacun doit trouver la

clé de son cumportement fzcc ° ce probléme nptional.

AT

q
NS



Worlcd Bunk:/Rwanda

Mr. DIIRRIL Aw, Agricultural Officer and Acting Pepresental.ive

UNICEF /I'wanda

’s. Biigé Cgun, Pepresentative



Ce 3 quoi nous continueruns & nous apposer, Ce gque Nous
refusons, c'est de violenter les consciences de nos cumpatriotes,

Ce que nous pensons c'est gque chacun, en face de sa consciencr
doit trouver la s3olution qui lui conuierme et dont il peut assumer
Sa fespunsabilité.

Mais pour qu'il puisse agir en fonction de sa cunscience,
il doit saveir qu'il peut le faire et qu'il faut le faire.

Je lance icihhn appel A 1'Eglise Catholique, aux Eglises
pratestantes, 5 toutes les communautes religieuses de notre pays,
pour qu'elles réfléchiseent, »u nom de la dignité de chacun d'entre
nous, au nom de la dignité de notre nays, & leur rdle de responsables
morgux de lag fourmaticn de la conseirnce de la population, afin qu'elles
légitiment cot arbitre supréme qu'est la conscience de chacun, pour
que chaque ccouple, puisse nnvisagér comme sa solution 3 lui celle que
ss conscience lui dictera face au nombre d'enfants qu'il veut avoir,
face aL probléme ¢grave que consyitue la croissance démographique galo-

pante pour la survie physique mdme de nos enfants.

s e s, 490
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Year
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986

Source: ONAPO, Angust 1987

pill
122
119
142
238
234
248
417
1,654
3,840
3,775

4,960

ANNEX F

Annual Evolution of New Acceptors Since 1976

hiin)
78

99
133
233
173
225
307
781
1,061
525
522

Injection Barrier Total No. of Centers
75 0 275 4
75 0 293 6
89 0 364 8
173 0 644 1
154 0 561 11
233 1 706 15
453 1 1,178 a4
1,406 15 3,856 49
3,488 199 8,587 93
5,900 565 10,765 159
9,517 781 15,780 183



E '‘aluation des Nouvelles Acceptrices (Pays Total)
( 1ler Trimestre 1987 )
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' Méthode ! Pilule ! DIU ! Injectables ! EBarriere ! Auto- ! Total !

' ; ! ! ! ! observation! !

Mois ! ! ! _ ! 2 ! !
T

Janvier ¢ 909 {48 ! 2?43 ! 42 ! 10 ! 1548 !

I [} ] ] 1 ] )

Fevrier ! 372 ¢ 35 ! 1354 ! 111 - ! 25 ! 1897 !

] ] ) ] ] ] 1

" Mars ! 465 ' 34 ! 940 ! 58 ! 212 ! 1712 !

1 ' ' 1 ' ] )
T

! 1342 ' 117 3237 ! 211 ! 247 ! S5154_ !
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ANNEY G

MCH / FP - TRAINING STATUS AS OF AUGUST 1987 .

LONG ~TERM:

PIO/P - 696-0113-1-10035: one-MS STATISTICS,Indiana University,Bloomington- Completed

PIO/P 696-0113-1-10036: one - MS SOCIOLOGY,Indiana University,Bloomington - Interrupted by death.

PIO/P 696-0113-1-30036: one - MPH HEALTH EDUCATION,Tulane University, New Orleans- Completed

PIO/P 696-0113-1-40038: one - BS Nursing,Marquette Univereity,Milwaukee - Underway

PIO/P 696-0113-1-10035bis: one~ PHD STATISTICS, Indiana University,Bloomington - Expected completion date 8/88

PIO/P 636-8113-1-30113: one- MPH MANAGEMENT OF HEALTH SERVICES,Tulane University,New Orleans - Expected completion date 8/88

SHORT-TERM:
I0/P 696-0113~1-10042: one - ICORT+FDMS, Washington DC & Pittsburgh - 2 months

I0/P 696-0173-1-10047: six- FP PROGRAM MANAGEMENT,Santa Cruz - 8 weeks
10/ 696-0113-1-10048: two - WOMEN IN MANAGEMENT,WashingtonDC - Sweeks

I0/P . 696-1-0113-1-10051: three - STUDY TOUR,HEALTH & FP FACILITIES,Mauritius - Imonth
I0/P 696-0113-1-20031:Four~ Idem as #4
I0/P 696-0113-1-20028: six - OBSERVATION VISIT OF HEALTH & POPULATION FACILITIES,WashingtonDC,Mexico,Jamaica - 3 weeks

I0/P 696-0113-1-20036+ one - Population Statistics,ONAPFP,Tunis - 3weeks
:!'.A. _6‘96‘-4-059 : one - CONGRESS ON STD,Montreat,Canada - lweek.
FIO/P 696-0113-1-30035: two - COMMUNICATION WORKSHOP,Cornell University - Sweeks
PIO/P 696-0113-1-30047: two - Population Conference in Mexico City, Mexico - 1 week
PIO/P 696-0113-1-30053: one - GRAPHIC ARTS,Tunisia - 3 months
PIO/P 696-0113-1 -30050: six - idem as #2
0/P 696-0113-1-30059: one - AMERICAN PUBLIC HEALTH ASSOCIATION MEETING,Anaheim - 1 week
I0/P 696-0113-1~-30076: four - idem as #2
I0/P 696-0113-1-40033: four - IEC,Santa Cruz - 1 month

TO/P 696-0113-1-40034: two - COMMUNITY HEALTH DEVELOPMENT,Chapel Hill - 1 month
T0/P 696-0113-1-40041: two - WOMEN IN MANAGEMENT,CEDPA WashingtonDC - § weeks



Ce ed AdbbeUdIMES

10 Training Trainers

1983 63 FP Auxiliaries
16 Contraceptive Technologies and Service Delivery
1984 228 FP Auxtliaries
567 CERAI Headmasters and Teachers
1985 291 FP Auxiliaries
365 CERAI Teachers in Child Sciences
321 MCH/FP,Biology,Demography,Geography,Civice Teachers
1986 134 FP Auxtliaries
81 Secondary School Headmasters & District Inspectors,&Professionals
from Pedagogical Offices
5 Clintecal Training Curriculuwn Development
1987 24 MiasrTmin
AN



