FAMILY PLANNING SERVICES PROJECT

. 660=0094

SUMMARY
!
. The following Project Paper (PP) developed in accordance with S¥ATE 213510,
is for a project of family planning service delivery to be carried out in Zaire.
by the Department of Public Health (DPH) in collaboration with the Natiomal
Committee for Desired Births (CNND) and several private-sector institutiocns such
as the National Workers Union (UNTZA) through CASOP (the union's social service
arm), the Church of Christ of Zaire (ECZ) and selected industry health services,
It is a five-y=ar project with an estimated AID contribution of $3,940,000;
a Government of Zaire (GOZ) contribution of $3,907,000 (lecal currency equivalent
a CNND contribution of $358,000 (local currency equivalent); and $1,715,000
to be contributed by other donors (Total - $9,920,000).

' The PP draws its rationale from the CDSS which provides the basic analysis
of the impact of demographic factors om the development of Zaire, the fourth
largest country- on the African continent. Zaire's population of approximately
30,000,000 is growing at about 3% per year. This rate of growth implies critical
family health problems stemming from short birth intervals and high parity. It
also places a substantial burden on a society that, with a presently stagnant
or deteriorating economy, is not able to employ productively many of its human
rasources or to afford the social investments needed to improve the quality
of life of its-growing population. The CDSS concludes that, through the -
informational/educational activities of various institutions, particularly the
CNND, a demand for family planning services has been created that at present

exceeds the supply.

Family planning is not new to 2aire. Child spacing is traditional, but with
modernization many of the traditional methods have fallen into disuse, Conse-
quently, induced abortion is increasing (according to reports by health scctor
officials) and there s a growing demand for family planning (as documented by
Tulane's AID-financed research in Zaire). Zaire's family planning program has
its political and legal foundation in the 1972 pronounceme its of Preaident Mobutu
and the 1973 "Ordonnance 73" (Presidential decrae), whfch created the Natioval
Committee for Desired Births to carry out a prcgram of family planning infor-
mation and services. The progress that has been made since 1973 is unique 1in

Francophone West Africa.

The objective of the proposed project 1s to assist the GOZ in coordinating
the efforts of those who have initiated family plananing activities, in strength-
ening and expanding the efforts to include family planning iu ongoing waternal
and child health programs, and in increasing eaffactive access of the population
to family planning information and services in 14 major cities where 25% of the
population reside:. The project purpcse 1s to increase cuntriceptive use in
these 14 cities frum approximately 3-5% of couples of fertile age to l27% by

1987,

1. In terms of populatiocnm.



-2 -

The major activities to be carried out are:

a) to‘improve coordination through a national advisory council and a

b)

c)

d)

e)

£)

management/coordination unit. This unit will combine the personnel
of the CNND and DPH for coordinated management wli{le still depending
on the separate institutions (CNND, DPH, ECZ, CASOP, etc.) to carry
out discrete, independent implementation functions. The council will
provide the means for coordinating doner input. It will ensure coor-
dination with such other USAID-supported efforts in family planning
as the Basic Rural Health Project, the Tulane Operations Research
Project, and such other centrally~funded projects such as F,P,Il.A.,
Pathfinder, JHPIEGO, and IPAVS; :

to transfer skills through the provision of 30 person-months of short-
term technica’ assistance, 60 person-months of long-term assistance,
and Peace Corps volunteer assistance;

to improve training through 72 person-months of short-term and 75 of
long-term rraining outside of Zaire, development of CNND training
courses for 200 service providers in Zaire, and development of curricula
in reproductive health and f4amily planning for medical and nursing
students;

to improve contraceptive availability, logistics and service statistics
through technical assistance to CNND and increased shipments of
contraceptives; '

to improve supervision and evaluation through technical assistance and
support for a supervision unit in the CNND;

to increase service delivery primarily through the hospitals, clinics
and dispensaries of the DPH but also through those of the ECZ, CASOP,
and industry health systems,' Modest improvements will be made to
initiate or upgrade services in 75 centers and 15 satellite community-
based distribution programs. -Information and counseling will be pro-
vided to clients and a full range cf contraceptive services, including
sterilizacion, IUD, aral contraceptives, natural methods, condoms, and
foam. Medical standards are established by the GOZ through its relevant
institutions, However, it is agreed they will be consistent with inter-
national standards of IPPF, WHO and IPAVS., Where sterilizations are
performed, the policies governing USAID's world-wide support of these
activities wili be followed with especlal emphasis on the quality ~f
training, equipment care, patient care and the requirements for

informed voluntary consent of the patients. By the end of the project
250,000 new acceptors will hdve been provided services (125,000
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continuing users, and 300,000 couple years of proteccion).2 This will
incruase contraceptive prevalence in the target areas from 3}-5% at

present to approximately 12%, not enough to substantially influence the
birth rate/growth of the country immediately, but a nevertheless aig-

nificant step forward,

At the end of the project a structure for coordinating, facilitating and
evaluating family planning services will be in place. Improved logistics,
reporting and supervision systems will have baen established and a cadre of
trainers and service providers will be available for program conctinuity and

expanslon,

Recurrent cost requirements (other than for contraceptives) will be rela-
tively low inasmuch as this project will focus on usinyg and strengthening present
structures and personnel, and en Introducing concepts of self-financing, GOZ
contributions from its Ovdinary Operating Budget will gradually imcrease and
future projects will plan for local currency contributione to match the valua

of donated commodities,

The PP addresses the issues raised in STATE 213510 as follows (paragraphs
cited as those of 213510):

Para A: Duration of Commodity Supply - See Section IV (F), Contraceptive
Supplies (page 20)

Para B: Medical Standards and Depo-provera - See Section IV (H) Service
Delivery (page 22) and Section I (D) Family Planning Policy and
- Status (page 7)

Para C & D: Social and Economic Analysis e See Annex E and page 34

Para E: Evaluation - See Séction VIII (B) Monitoring and Evaluation Plan
(page 39) !

Para F: GCoal and Burpose - See Section II - Goal and Purpose (page 10)
and Log Frame - Annex A

Couple/Years of Procection - the cumulative total in years of the total
number of acceptors x the length of time activelv using a contraceptive

method,

2,



I.‘ PROJECT DESCRIPTION

© A, Demographic and Relatud Socio=-Economic Conditions

The population of Zaire, currently estimated at approximately 30 million
ig: the largest in Central Africa and ranks fourth on the continent. Only Nigeri
is larger in West Africa; Zaire haviuz three times the population of the next
largest country, Ghana. The growth rate, estimated at 3% or more, ranks with
+he highest in the world. Urbanization 13 rapidly {ncreasing. In 1970, it was
estimated that the population of the 1l l.rgest cities constituted nearly 152
of the vopula: ion. Today, the population of inshasa exceeds three million;
Lubumbashi, Ki<angani, M'buji Mayi, and Kananga have approximately half a
mil.<on each. at present, the urban population is 7.5 to 9.0 million or 25-30%°
of the total, Among problems related to urbanization ‘s the breakdown of
traditional child spacing practices leading to increases in fertility.

The conditions associated with rapid populatf: growth in other coun=
tries are also apparent In Zaire. The percentage of the population under 15,
dependency rates, infant mortality rates, the lavel of malnutrition and the
rate of unemployment in the cities are all high. Appropriate pre-natal and
obstetric care is limited and a high percentage of births are of high parity.
Birth interval is decreasing, and many births are to adu.cscents or to women
beyond the safer ages of chi’ ‘bearing. Although maternal mortality rates are
estimates, they are reported to be high., Tt is clear that pregnancles are
occurring under counditions of high health risk, The incldence of illegal
induced aborziens 1s reported to be increasing rapldly in the cities, par-
ticularly in the younger age groups. .

Current accurate population data are lacking, although demographers have
attempted to construct reasonable estimates from small-scale surveys conducted
since the administrative census of 1970, Following are selected socio-economic
indicators compiled by CDC and APHA (CC!M Evaluation, 1981) from various Zaire,

U.S5. and World Bank sources:
1) Population (mid-1981 estimate): 5.1 million
1) Population Growth Rate (includes immigracion): 3.2%
3) Percent Urban (775 estimaite): 28,7%
4) Migrati. -- Rural to Urbam (! -75-70.. 8.4%

5) Viral Rat : and Other uemographic Informatiom:
~-ude Biren Rate: 46/1,000 population
Crude Neath Rate: 18,:,000 psopulation
Vatural facrease: A

Mumber of :ears to Double Popul tiun: 25



5)  (Continued)
| Infant Mortality Rate: 171 per 1,000 live births

Child Mortality Rate (0-5 years): iuo:ed as high as .-
500 per 1,000, but raegarded as unreliable,

Life Expactancy at Birth: Male - 45,2; Female - 47,8
Population Under 15 (1979): 11,796,000 (46%)
Population Qvaer 65 (1979)s 642,400 (2.,52)

Females 15-44 (1979): 5,444,400

Married Females 15-44t1 Not available

Literate Populationt Estimated between 32-65%

B, GoZ Population ?olicz

Although the GOZ has no enunciataed demographic pollcy, there has beer
a slov avolution of the recognition of the impact of demographic factorsa on
development and the importance of child spacing to maternal and child health.

In 1972, the elements in the old colonial law related to contraception
wera superceded by actions of President Mobutu, On December 5, 1972 in a speech
hefore the Legislativae Council, President Mobutu stated’ that, while the ultimate
objective of marriage is procreation, procreation {tself should not be unlimited,
He spoka of the older times when high infant mortality required high fertility,
noting that today, families nevud less births because there are less deaths,
hence the need to bring the actual number of births to correspond with the
nunmbar desired, President Mobutu also called attention to the prevalence of
induced abortions as an inappropriate method to avold unwanted birtha. He
staced the need to explain and.facilitate the use of contraceptives to alle-
viate this undesirable situation, This astablished the philosophy and policy
of Dasired Births.

On February 14, 1973, Ordonnance No. 73 was signed by the President
establishing the Mational Committee for Desired Births (CNND) and providing
the legal authority for promoting and providing family planning services.

Article 1 creates & national counclil attached to the Office of
the Presidency for promotion of the principle of dedired births,

Article 2 states the council's mission to plan the national
program to promote the information and services to the popu-
lation related to desired births and to coordinate the acti-
vit; s for the accomplishment of the program.

Later development of a populatlon consensus, if not policy, can be seen
in the January, 1982. document of the DPH, "Plan of Health Action, 1982-86",



In 1ts initial paragraph describing the health problems of Zaire, it calls atten-
tion to the "explosive growth of the population (growrh rate of 3% for a popu-
lation estimated at 29,8)0,000 in 1981)... and the ragid rate of urban growth

of the lar-z cliies, particularly Kinshasa as well as lead ci.les in other
Regions.” In otl..r sections, the Plan calls attention to high birth rates and
the high percentage of the population under 15. Its policy statement reilects
the Declaration of Alma Ata and specifically includes family planning among the

activities of maternal and child health,

C. USAID Development Objectives

The CDSS calls attention to the lmpact of rapid population growth as
the increase 1s outstripping present allotments for soclal services provided to
the population and could erode or even cancel future gains in economic develop-
ment. Transport, utilities, health, social service:, and education are suffer-~
ing under the burden of the present rapid population growth. More importantly,
the labor force will double before the end of the century, thus creating an
extremely difficult situation for a country where unemployment and under-employ-
ment is already a serious soclal and economic problem. The rapid population
growth rate wich its high fertility and close birth intervals plays a signifi-
cant role in the widespread malputrition in Zaire., Chronic mulaucrition of
children under the age of five is counsidered the most serious public health
problem. The Natieonal Center of Human Nutrition Planning (CEPLANUT) recently
found that rthe two most significant variables impacting on the malputritiom
of this group were soclo-economic status and family size. The Center has
concluded that the most feasible short-term strategy to combat the problem
of chronic malnutrition is to provide child spacing service to those women

in need.

The Mission has moted that since 1973, various groups have been involved
in educating tie population on the acceptability and advantages of child spacing,
As a vesu't, there exists in Zaire an unmet demand for services. Therefore,
the 983 CDSS for the population sector concentrates on meeting this presently
unme*t cemand, This strategy Lncludes the following specific activities:

-~ Expansion of family planni.g service delivery through those

organi. .:ions that already are providing services or are
capable of initidcing services with relatively litcle assistance.

-- Attempt to modify uoZ policy cowards provisiom of family planning
services £o unmirried we-z2n and teenagers.

- Modification of medical scaoc., nu<sing school and in-service
traini, curricuium zo iu:clude .Lly planning,

-— Making family planning services a :rt of all GOZ health delivery

systens.

This proiect, to~.+ 'y w.:a the 3asic 7ural st.1 Project (N86), will
dew. directiv with zae .. .c, =:lzd and fourth vbjectives. In piaccice, the
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project will influence iolicy (objective two) but it is expected that other
efforts of the Internmational Plagned Parenthood Federatiom (IPPF) will take a

more direct approach through the CMND.

Prom March 1 through 8, 1982, a PID review team of 12 persons, repre-
senting the National Committee for Desired Birtha (CNND), the Department of
Public Health (DPH), the Mutual Fund for Workers and Peasants of the National
Union (CASOP), the Eglise du Christ au Zaire (ECZ), Johns Hopkins University
(JHPIEG)), International Project Association for Voluntary Sterilizatiom
(1IPAVS), USAID and REDSO/VA visited a total of 56 health institucions in nine
asajor cities of Zaire. The visit provided opportunity for obaervation of
economic conditions in the country, the visible population pressure in saveral
areas where such pressure on the land is producing erosion and environmental
deterioration, rapid urbanization, slum conditions and unamploymeant, These
observations and interviews with social and health leaders confirmed the basic
premise of the CDSS that there are sound economic and social development rea-
sons for concern gbout rapid population growth and that these issues are begin=-
nirg to be recognized more clearly by leaders of the Zaire society,

The concern articulatad in the CDSS for malnucrition a3 related to
population growth 1is well placed and could be expanded to include othar family
health lssues related to family size and birth intarval, Concerns for employ-
ment and the impact of rapid urbanization wvere frequently expressed in inter-
vievs of the review team. The difficulties of meating «social requirements were
summed up by one medical director..."Every day two classrooms of children are
bocn at Mama Yemo Hospital; how can we build schools that fast?” Interviews
with health staff and community leaders confirmed the CDSS assumption that there
is, at present, an unmet demand for family planning services. Additlonally,
bowever, tha review suggested that continuing emphasis on informational/
educational services may be more imwortant than implied in the CDSS.

D. vamilv Planuing Policy and Status

(See Annax 3 for more detail)

Although the legal basis and principle of family planning was estab-
lished in 1972 and 1973, the strategy for implementing it has evolved slowly.
various efforts of local organizations supported by such international organi-
zations as IPPF, USAID, FPIA, Pathfinder and JHPIEGO, as well as by Tulane
University have produced a widespread recognition of the comcept of "Desired
Birzhs". In many rather unconnected small project activicies, largely in the
private sector, some contraceptive supplies are being made available.

To date, actiouns of the DBH have been limited in the area of family
planning. However, recently in develouing its healch policy to lead to Zaire's
goal of "health for all by the Year 2000", it has recognized the lmportant
contribution child spacing can makae to improve maternal and child health.

Thus, the GOZ has requested USAID agsiscance in developing a project Lo coor<
dinate the activities of various organizations providing family planoing ser-
vices and to strengchen this aspect of macermal and child health within the
health servicas of the DPH in the major urban areas of Zaire.
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A recent evaluation of the CNND (conducted by A.P.H.A,) identified the
basic soundness of this organization. It recognized the considerable accomplish-
ments in training and intformational programs. It reconmended chanyves in organ-
izational emphasis so that CNND could play a more effective role in coordinating
family planning activities in the country and improve lts performance in contra-
ceptive supply, reporting and evaluation. This project design is consistent
with these recommendationms. .

All methods of family plarning; sterilizationm, hormonal, IUD, condoms,

foams and natural are being provided in the services delivered in Zaire. The
NND, together with the DPH, are responsible for medical standards which follow
the guidance of the international standards of IPPF, WHO and IPAVS, The posi-
tion of WHO is also followed with regard to the use of Depo-provera, a product
which USAID does not provide, ‘Initially, surgical ccntraceptiom will be pro-
vided only by physicians. Other methods will be nrovided by nurses and para-~
medical personnel under extended medical. supervision. Later in the project, the
use of para-professionals will be studied. It is expected that more community
personnel will be irvolved in the provision of family planning information and
non-clinical contraceptives, a procadure that is presently belng utilized in the
v .lane Operations Research project and an FPILi-supported project with the CNND.
The principle of the voluntary nature of Eamily planning is well established ia
Zaire and will be supported in the project with espaclal emphasis in ensuring
that sterilization activities are performed with informed, voluatary patient
consent,

As noted above the Project review team of DPH, CNND, CASOP, ECZ,
J=PIEGO, IPAVS, and USAID visited 54 iwalth institutions in nine of the major
cities of Zaire. Uhe finaings are .ummarized in Annex B. 1In brief, a demand
for family planning was confirmed, the need for training health personnel in
family planning was underscored, health facilitles were identlilied as capable
of adding family plaoning to existing materual and child health services and
health personnel were interested in so doing.

Surveys carried out in Kinshasa ari urban and rural areas around Matadi,
as well as information from the project review visic, cunfirm the widespread
practice of traditional means of child spacing and consequent acceptance of the
nrogram of '"Desired Births." While as many as 20% of the’women surveved in
. ¥inshasa and 50% of rthose in the Matadi area reported they were vracticing some
method i postpone another pregnancy, only 3-7% of them were using modern con-
traceptives. Thils suggests cuns: ierable potential €. accentance of Fumily
planning services if chev are made « re readily avaiiuole in a geograpohically,
aconom-:ally, and culsurallv accaptacle fashion.

’

T Projact Soecilic Eav’ -nment

‘he iast few year: has seen a gener.. decline in the GDZ's canacities
to impie. :at developnenc nrrlecrs, : has been due tu 4 nvriad of ecomomic
and organizatioual probluams e Mava 151 1otad all 507 departmencs, including
rhe DPH., T .ese r-.5lwm8 Rave 2een SeC Sorth and ar “vz.' in the CDUS for Zaire.
Thev will : = be .liscussed ‘a detail heza, “he mos: imporcant of these problems,
constraints that impinge upuwun ~“is nrojeect are:



1) Low morale of DPH employeaes resulting frpm poor working conditions
(lack of material resources), low salaries, and particularly the
frustration of not being able to provide many routine services to

the public.

2) A largae, cantralized, inertia-bound and generally ineffective
bureaucracy.,

3) Weak managers and poor management practices at all levels,

4) Poor traneport, communications, and comsequently logistigcs support
and supervision due to a deterioration of basic infrastructurs.

'S) 1Inadequately trained and experienced personnel; in the case of thig
project, a body of personnal generally unfamiliar with family plan-

ning service delivery.

The project does not plan to address all of chese constraints but has
bean designed to work around them and to build on the opportunities for atrength-
ening those functions critical to accomplishment of project objectives,

The project will do this in two ways. The firsc will be by addresaing,
within its means, the constraints of the DPH medical facilities as they impinge
upon family planniug service delivery, The second willebe by utilizing the
relatively well-daeveloped and well-functioning non-governmental health care
delivery system,

In the first approach the project will upgrade the training of DPH
clinical employees and will provida some basic medical supplies and contracep-
tive commodities with which to provide services. While this will not resolve
all morale problems, it will help alleviate the first and last cited above. Om
the management side the project will recygle DPH administrators and planners in
the basics of family planning management. Regarding communicatfons, logistics
and supervision the project has been designed to minimize these constraints by
limiting activities to these urban areas to which regular alr transport is
routinely available and in which ground transportation ls feasible.

In the second approach the project will initiate service delivery through
selected non-governmental health care facilities that have traditionally had well~
motivatad personnel, good logistics and effective management. Ia these facili-
ties, which will comprise half of the total, the project will provide training
plus some medical commodities and contraceptives, All of these private sector
organizations have central offices in Kinshasa that are capable of expediting
personnel and material to other urban centers usfag their own internal distri-
bution systems,

In the public and private systems it is planned thact the ongoing logis-
tical support needed to sustain the systems will be minimal. After training has
beer complated, supplies provided, and the clinics become operational, thore will
be a period during which frequent visits by supervisory personnel will be needed.
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After the initial breaking~in period, these frequent visits will no longer be
necessary. Since it is planned that all activities will be in urban areas with
adequate roads, the project vehicles will easily last through this break-in
period,

. Rasupply of initial stacks of contraceptives will be required infre-
quently (perhaps once a year). Since con! ‘aceptives are light in weight, dense
in volume, and have a relatively long shelf life, they can be stored easily for
long periods,

In sum, the general constraints fo development activities in Zaire,
and specifically those that characterize the health sector, are not.seen as
insuperable obstacles given the design of the project.

II. PROJECT GOAL AND PURPOUSE

The goal of the project is to increase the use of voluntary family planning
gervices among Zairian families, assisting them to space their children and to
have the number of children they desire.

The project purpose is to Increase contraceptive use in 14 urban areas from
approximately 3-57 of couples of fertile age to 12% by 1987.

The project will complement the activities of the Basic Rural Health Project
(660-0086), that will provide family planning services in 50 rural areas of
Zaire. Together these projects will provide at least some access to modern
contracentive services to.approximately 407 of Zaire's population. Presuming
1,050,000 women of fertLle age exposed tu pregnancy in these areas a contlin-
uing user level of 125,000 in the last year of the project will be a prevalence
rate of approximately 12%. This only begins the process of fertility reductionm,
nevertheless it is an important gain over the present 3-5% prevalence of modern
contraceptive use in urban areas. The levels of users to be reached in these
projects are not such as to dramatically influence Zaire's fertility rate in
the short run, or to impact substantially on family health and welfare in
global terms, However, individual families will be benefited substantially
during the project, and the actions of this proiert will.initiate a process that
can be expected to gain momentum during and beycnd the life of the project.
Benefits of this project, which are keyed to its implementation and are essen-
tial components of fucture growth zve:

-- the involvement of t“2 Ministry of Health in the pfovision of . fly
planning as part of matermal child health;

== 1@ further legitimizing of family planning as »art of official
government health nolicy;

-~ focusing the efforts = the CNND t.. -d a more effective role in
coordination of mar. al familv plar ing activitlies, closer working
relations with the DPY: more eff.ctive handling of cont-iceptives:
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~= the development of key elaements of family planning program,
1.a.t

a) basic policy decisions such &8 to initiste tha integration of
family planning into health services, to employ community
wvorkers outside fixed facilities in service delivery, and to
provide a full range of contraceptive services;

b} training prograns and a& cadre of trained trainers;

c) basic communication and informetion materisls and program;

d) a system for planning, ordering, receiving, warehousing ani
delivering contraceptives;

e) a framawork for experimenting with nev approaches and evalua-
ting results; 3

£) a collaborative raelationship between public and private sector
agencies that can utiliza efficiently the comparative advam-
tages of cach..

III, BENEPFICIARIES AND THEIR PARTICIPATION

The project will benefit directly the at-risk women who will enjoy new
access to fasily planning services, It will benefit indirectly thoea women't
families that will have more time and resources devoted to their care because
of child spacing and avoidance of unwanted births., The most accurate predictor
of baneficiary reaction to family planning programs 1s actual practice when
podern methods are made readily accessible in culturally acceptzble ways. This
has baen the case only in limited-areas of Zaire to date, and reporting and
evaluacing of these activities is not deflnitive, However, there have been
indications of acceptance of all methods (sterilization, pills, IUDs, Depo-
provera, condoms and foam products and natural methods) in varying degreaes.

As digcussed elsewhera, child spacing is not a new concept to the Zairian
family, As urbanizationm has occusred and some of the living arrangements thac
supported prolonged sexual abstinence following childbirth are less the custom,
familles are faced with seeking different methods of birth spacing. Tha evi-
dence is in the increased incidence of induced abortiom, the growing demand for
family planning services in the various health systems, the results of several -
gurveys and the community response to the service delivery in the Tulane
Operations Research project in Bas Zaire,

Alchough potential clients have not been directly involved in the develop=
ment of this project, per se, some have been interviewed as to their interest.
There has been very substancial participation in project development by membars
of the CNND, the DPH, church groups, the labor union and various gervice pro-
viders. 7o some degree, they repreeent the poiat of view of the beneficlary,
but additiomal efforts will be made to move the project toward more comzunity
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participation. The issue of the degree of medical supervision required for
family planning enters any consideration of how much of the planning and service
delivery can be placed in the hands of community personnel. However, they
clearly can be involved in providing information to their neighbors. They will
be involved more as the project information component provides for more client
education/information. As in some locations, funds geuerated from charges for
services are used to improve clinical services, the community can be involved

in decisions and implementation.

IV. PROJECT ACTIVITIES

As indicated previously, the focus of this project is to develop and carry .
out those activities essential to expand access of the populace to contracep-
tive information and service. All the concerned organizations agree that, for
the moment, the process of education and information has created a demand that,
in many cases is not being met. The cmphasis therefore over the next five years
will be on service delivery although information and education programs will
be continued. The major project activities will be as follows:

1) actions to improve coordination3

2) transfer of technical skills3
3) training

4) production of didactic and informationél materials

5) improving facilities through rafurbishing and provisién of equipment
6) contraceptive supply

7) service delivery

8) supervision, data collection and evaluation.

The activities will be described in this Section; the particular institu-
tions and arrangements will be discussed further in the Section on Implementation.

A Actica to Improve Coordination

As scated above, there are a host of institutioms (naticnal and inter-
rational) in Zaire interested in and some already providing family planning ser-
"vices. One must gvard against an organizational structure or coordination
formula that scifles che initiatcive of these v--~ious institutions. Excessive
coordination could be as damaging to program growth as would be the complate lack
of coordination., The program will seek to avoid -he pitfall of stifling initi-
ative while developing wavs ¢ sha  aformacion, skills and -esources, avoid

duplication, fill necessary o~ .ram jups Ja. create nechanisms to facilitate
the work of separate service n-:wortks.

t

3, In ¢ e sense these are ways to achieve the other activitles rather than
activities themselves, but they are included here to identify them and
emphasize their importance.
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The process has already begun in the development of the Project Paper.
One of the early meetings in October, 1981, between CNND, DPH and USAID iden-
tified, among other constraints to the expansion of family planning services
in Zaire, "insufficient coordination among concerned organizatioms.”

The local site review visit which had the participation of DPH, CNND,
CASOP, ECz, IPAVS, JHPIEGO, and USAID was an excellent step toward imoroved
understanding among these groups, ' All stages in project development have been
produced as a result of meetings between DPH, CNND, and USAID, Perhaps the most
silgnificant in this regard is the establishment of a project advisory coumcil
made up of all the participating agencies, an operational management unit
couposed of CNND, DPH, and USAID personnel, and identificatiom of discrete and
indepeadent but incerrelated actions of all agencies in the project implemen=
tation, Project management will continue to focus on this facilitative type of
coordination as one of its significant activities. In this connection the
project will investigate distribution of non-clinical contraceptives via the
PEV netwvork., : '

In designing the management structure, a model emphasizing efficiency
and tight management control was rejected in favor of a model designed for more
{insticutional involvement and responsibility by the preseat institutions (DPH
and CNND). This is expected to enhance their sensge of responsibllity and be a
more sustainable approach over time and following the project.

B, Transfer of Technical Skills

Through eight years of experience in developing and implementing
family planning programs, through the assistance of IPPF and other international
donors, and by taking advantage of international and national training oppor-
tunities, CNND has built up a subscantial body of technical expertise in family
planning in the country. However, certain areas have been identifled where
additional skill transfers would be of assistance. Some of this will be accom=-
plished by training, but there will also be need for technical assistance. Most
of the rechnical assistance needs can be met through short-term assistance.
These will be specifically in the areas of:

1) planning and organizing training programs in country;

2) development of short course and medical and nurslng curricula
and didactic material;

3) development ‘of informational materlals;

4) development of a simplified system of service statistics and
utilization of service statlstics and surveys in evaluation;

5) develonment of an improved commodity supply system;

6) development of medical standards and a system of medical super-~
vision,
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The long-term technical assistance envisioned in the project will be
focused on the transfer of planning and management skills, Peace Corps par-
ticipation will have some gkill transfer compoment but will generally be more
directed to assistance with implementation.

C. Training

1. General

One of the most significant and pervasive needs identified by the
PID review team was that of upgrading the skills and knowledze of health ser-
vice providers in family planning. In-country training in this project will Se
designed for that purpose. It will also be a key mechanism for securing the
identification of these local providers with the "coordinated system' of
family planning delivery planned in this project -(this is not to take these
providers outside their own system of DPH, CASOP, or ECZ, but to help them to
relate also to the principles and organization of ndesired births'"). Another
in-country training activicy will be directed toward management personnel through
the several delivery networks. The objective will be to gain thelr authority
and support for the project activities and to upgrade their management skills
related to specific needs of the project.

Project leadexship and those engaged in training and supervision
will benefit from occasional short-term training opportunities outside the
country, preferably in Africa. Although not a large part of the project’s
training emphasis, provision is made for observation vigits to family planning
programs in other countries: courses snd seminacs on management; new approaches
to family planning delivery, curriculum development and training methodology,
evaluation, communication skills: and special concerns such as women in marage=
ment, adolescent fertility and natural family planning. Project training
activities will be supplemented by centrally-funded programs of this same nature.

with the primary objectivz of strengthening Zzaire's long-term
capacity to plan and manage its own family planning/population programs, pro-
vision will be made for long-term post graduate training principally at the
Masters of Public Health 1evel, Candidates who are assured »f continuing employ-
ment related to fauily planning in the CNND, DPH or medical or nursing faculties
will be provided schoiarships for training in Francophone African institutions
or as appropriate in the U.S.

$ince the training activities in=-country will require the prepon=
derance of project training manager 's attention, further discussion of this
aspects follows.

1p-country training for clinical service providers w111l be carried
out primarily in three locations: Kinshasa, Lubumbashi, and Kisangani, Commun=
ity wori..rs will generally be trained in the cities where they live although
initially a few may be trained in on-going projects elsewhere in Zaire.
Management training will ie concentrated in Kinshasa. On-the-job, follow=-up
training o»f clinical personnel will be carried on by project Supervisor/
evaluators in the service deliver: '~~=tTons; clinic persounnel will provide
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this follow-up training to community workers in thelr clinic area, In additlon
to assisting with these “post graduare' retraining courses, medical and aursing
faculties will provide family planning/reproductive health tralning as parc of
their basic curricula to all medical and nursing students,

In the three major centers (Kinshasa, Lubumbashl, and Kisangani)
it 1s not the project's intention to create any large new trainfag infrastruce
ture. Rather, the intent 1ls to butld on, knit together and strengthen existing
Iafrastructure tu provide a didactic and practical training in clinical and
noa=clinical family planning. The cumponent parts may be carried out lu sepa=
rate facillties or locations in the urbun area, but all will be linked together
as one unified training system == thus the term "Center | has been used, The
pattern will vary in each clty but the essential elements will be the same;

—- medical and/or nursing -school faculty together with CNND and
DPH personnel providing the baslic diddactic informacion;

-~ an on-going family planning clinic program (generally in
the context of uther maternal and child health service)
staffed by DPHl, CNND, medical or nursing faculty personnel
and students. .The cllnic (or cllnle and hospital) should
provide all clinical methods, including sterilization;

-~ dispensaries (public and/or private) whure non=clinical
methods are provided;

-~ communlty-based outlets (or workers) for the distribution ot
non-clinical family planning information and methods;

-- an active patlent/client/community education program for
explaining all family planning methods, where to obtain them
and how to use them: :

—— each "Center” will have a designated directur of cralning,

2, Course Material

(a) Clinic Personnel

There will be specialized training for phvsicians, nurses,
anestherists tnvolved In surgical service, However, all clinic program trainees
will receive classroom training (2 weeks) in the foullowing:

(1) Review of basic elements of matern. b and child healch

-= pre-natal care
-- simple obstetrics = Rewd for medical attention
-= pust-partum .dre

\— =
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(3)

(4)

(5)

(6)

(7)

“ 16 -

-=- vaccination schedule
-= malnutrition
~« diarrhea - oral rehydration,

Relationship of child spacing to maternal and child health

~= infant and maternal mortality and morbidity, pre-
maturity, neo-natal mortality, malnutrition; problems
associated with adolescent pregnancy, short birth
interval, high parity and births to older women;

-« recognition of high reproductive health risks.

Zairian culture and traditional methods of child spacing,
Recognition of changes; demand for contraceptives,

Elements of reproductive physiology and reproductive
health

-« physiclogy
-~ infertility
~- gexually transmitted diseases .

Contraception

-~ Explanation of all methods (sterilizatioum, IUD, orals
of several kinds, Depo-provera, new methods of "natural!
family planning, condoms, foam and foaming tablets,
diaphragms) how they function and information needed by
client to understand how to use. .

-~ Benefits and appropriateness of various methods related
to costs, ease of delivery, ease of client use, effec~
siveness; health and other considerations related to
age, parity, education and life style of the client;
availability of medical supervision; relation to specific
health conditions such as protection of lactating mothers,
assisting anemic conditiloans, protection against sexually
transmitted disease, r.otecting the very high risk
pacient.

-- Contraindications, relative health risks, specific
conditions requiring medical interventiou, how to deal
with problems.

Program standards

~= ¢linical methods
-- non~clinical methods -

Management and Administration

-- Explanativa of national program of desired births,
service and supplies availuble and how various service
networks such as DPH, CasOP, ECZ fit in. What can they
expect from CNNB, what should they expect trom their

owr institution:.requirements for affillation with CNND,
.f‘

16
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-~ concepts of self-financing and local parclicipation

-- possibilities of assistance in refurbishing of local
facilities : e

-~ how to order supplies and equipment

-~ nroper care of material ) -

~-= reporting un recelpt and use of -equipment and materia.

-- service statiscics -

-- expectations of supervisory assistiance.

(8) Clinic organization and paﬁient atcent lon

-- delegatlon of responsibilities
‘== patient flow
-- interpersonal relations.

(9) Communication Skills

-- with clients
-- with community _
-= use of avallable informativnal materlals
-- techniques of supervision.
-Trainees will also receive practical expericace ln the clinic
(two to three wecks) and community-based distribution setting {three davs to a

week) .

They will participate in the screening of patlents, taking of
health histories, counseling in family planning methods a2wd explanation of how
to use methods, dealing with side effects, distribution of supplies and racord
keeping. For those who have been selected to receive training in IUD {nsercion,
more time will be required to do a more thorough pelvic exam, vecognition of
conditions requiring redical interventlon and adequate supetvised iusertions
to be competent in this prucedure, .

In the community practice they will participate {n community
education sessions, training or follow-up training of community workers,
supervision of cummunity-based distribution pusts and record keuping.

(b) Communitv-Based Personnel

Training will be organized by clinic persimnel tor community
workers so as to require as little dislocacion as nossible in Jdistanee and time,
Materlal and approach’ wlll be greatly simplified 1n recuenitivu ot rhe trainee’s
probable low level of rormal education, limited lirvrucv skill und lictle exper-
fence with furmal pedagogic approaches. fuictal training sessions should not
he more than two to three half days with plans ror consideraciv tollow-up and
"in-service' trainiag.

Basic materials will be a very simpliiled wporoach to the
subjects of 2!, 3, 3, and 9 abuve, with a “management  cuompenent designed for the
simple requirements of non-clinical programs. The need tov community involvement

L
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and participation will be included, Practical aspects will be dealt wich in role
playing. A short visit will be made to the clinic to acquaint the workers with
the referral/supervision point and to understand the support available for the
worker and for patients referred, Most of the practical training will be in the
community itself as assisted by the supervisor in initial activities,

(¢c) Management Personnel

Supervisors/management at various levels of CNND, DPH, CASOP,
ECZ and others will receive training in one or two day seminars and workshops.
For those more directly involved in the program, a one week course will be
developed, The courses will be tailored to the specific objectives for par-
ticular participants. For one group the objective will be primarily to explain-
the program and 1its procedures and gain their support. For these & simplified
version of 2, 3, 6 and 7 above will be the approach,

The group engaged with direct management responsibilities will
receive a more in-depth course using some of 2, 3, 5, 6, 8 and 9 above but
focusing primarily on more detailed attention to 7,

(d) Medical and Nursing Students

Curricula will be developed similar to the reproductive health/
nutrition/maternal child healch curricula developed by Johns Hopkins in coop-
eration with Brazilian medical faculties,

It will have much of the same focus as the refresher course
outlined for clinic personnel above, Obviously it will be in more detail and
the skill levels to be developed in the practicum will be greater. The curri-
culum design effort will determine how this can best be integrated into exist-
ing courses and how much should be dealt with as a separate reproductive
healch course.

In carrying out the training actlon described above, there will
be full collaboration with the training activities of the Basic Rural Health
project. With the technical assistance to be provided, the number of trained
personnel already in country and CNND's experience in wraining, this activity
can be carried out effectively. -

D. Production of Didactlc and Informationa! Macerials

Considerable macerial of this nature has been provided to CNND b, .?PF,
Pathfinder, ECZ and received in various training programs. A Zairian imstitution
supporred from Belgium and by WHO, the Bureau of Studies and Research for the
Promotion of Health, has produced a subscantial series of well illustrated
materials on various health subiects. Many of their published brochures con-
tain excellent material on family planning and {ts piace in maternal and child
health. The material is presemted in a somewh.t more sophisticated way than
need=u for the refresher courses. It is also overbalanced in its emphasis on
the IUD as much more desirable tham other methods. However, these brochures
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can be quite helpful as part of the didactic material for the training program.

- Personnel of the DPH have prepared a simple family planning syllabus for train-
ing nurses in the USAID-supported Health Systems Development project. Course
materials are being developed for the USAID-supported Basic Rural llealth Services
project. Much of the task of producing didactic material for the refresher
.courses 1s one of collating and adapting. A supplement will be developed

dealing with the administrative aspects of the urban family planning service
project, CMND training personnel are experienced and can handle this ‘adapta-
tion with some short-term assistance,

Some of this same material can be utilized in the nursing and medical
courses. The AHTIP (University of North Carolina) training modules gud the
Strengthening Health Delivery Systems (SHDS) training modules will be useful
even though family planning aspects will require strengthening, ‘Johns Hopkins
material can provide a helpful framework for adaptation, Simple informational
bulletins and flipcharts for use in the clinic as a guide for discussions with
clients are particularly meager. Both Tulane University and PIACT can be
consulted for useful models of communication materials. The Bureau for Studies
and Research for the Promotion of Health has the technical capacity for design
and printing.

We know of no evidence that posters have much influence in "motivating'
people toward smaller family size or toward family planning. However, when
placed in appropriate locations, they do convey the idea that family planning
1s accepted by authorities and by society, Probably more important, they help
to inform prospeqtive users that family planning information and service is
avallable and where, All this material should be written and designed in
Zaire. Due to local costs‘of paper and printing, some may be printed elsewhere.

E. Improved Facllities

1. Refurbishiung

A substantial infrastructure of health facllities was bullt up
during the time of colonial influence. Many of the physical facilities remain
in use, but most have deteroriated somewhat or greatly over the years, It will
not be necessary to build any facilities to achieve the objectives of the project
, However, 1in most facilities, gome simple refurbishing will be needed to provide
the clean, attractive surroundings appropriace for maternal and child health
and family planning. Reasonable judgement will have to be exercised in each
case to mak. sppropriate improvements so family planning fits into the whole
MCH outpatient or OB/GYN department. In any event, these will not he costly
repairs. They will entail.sych things as painting, window repair, drapes far
examining rooms, floor and roof repair, electrical and sanitary facility
repairs, benches, and general clean up. In most cases the labor will be pro-
vided locally and materials will be provided by the project,

In the craining inters and in the facilities providing surgical
services, somewhat more extensive refurbishling. ‘cmudeling will be needed but
this will be well wichin the capability of lucal workmen.
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2. Medical Equipment

The facilities of each location will be reviewed In terms of the
family planning services to be provided ~- surgical, clinlcal (including IUD),
and non-clinical, Specifications have been drawn up by IPAVS consultants
ani the medical supervisor of CNND, These specitications will be followed in
ptoviding the necessary lights, tables, surgical equipment, medical kits and
ancilliary equipment necessary for-complete and safe services, A large aupply
of expendables will be made available at the initiation of the program (soap,
catgut, gloves, towels, sterilizing solutionm, surgical drapes, etc.)., It may
be necessary to resupply some of them durlng the program since commercial
suppliers in Zaire at this time handle limited quantities at high priced.
However, efforts will be made to shift the responsibility for expendables to
the local institutions as part of the objective of eventual se¢lf-financing.

F, Contraceptive Supplies

Annex C discusses the economic and programatic rationale for the
particular mix of contraceptives to be provided in this project. It 18 con-
cluded that there is no overriding economic reason for selecting one or more
contraceptives over others. Fox example, although in many countries sterili-
zation 18 considerably less expensive than other contraceptives ln terms of coat
per couple/years of protection, this will not be the case in Zalre for some
years to cume. Start up costs will be high initlally for low case loads. There
are also programmatic reasons for not focusing a great deal of emphasis on this
method. Although there are good health reasons for sterilization belng the
method of choice for many older high parity women, thls 1s not yet within the
cultural tradition of many. Also, for a program im which the primary tocus is
child spacing, sterilization would be an inappropriace intcial emphasis. Both
sterilization and the use of the IUD have more stringent requirerents as to the
level of physiclan involvement and the standards of facilitles and equipment.
Even the apparencly simpler approaches of natural methods have substantial
personnel requirements for effective client educaclon.

Experience around the world (and in Zaire) suggests thac a variety
of contraceptive methods are needed to meet the health, age, lacratlional state,
personal preferences and fertility regulationm cbjectives of pruspective users.

Another element that influences program cost and contraceptive mix is
the type of program being developed. As noted, a heavily clinlc-oriented approach
with substancial phvsicifan involvement can place morte emphasis on the IUD and
sterilization. On the other hand, the less expensive (BD and commerclal recall
sales approaches would place mure emphaslis on non-clinical methods., The present
attitude of health leadership in the country suggests that experimentation with
these communitv-based approaches is possible, but there s not readiness as
yet for a broad programmatic emohasis of this nature.

Thus, a mix of contraceptives was selected gencrallv cousistent with

present programming and oriented largely toward clinlc dellvery where major
responsibility is given to paramedical personnel under extended meaical supurvision.

L
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All methods are included in the program. Although Depo-provera is used in
zaire following IPPF and WHO standards, USALD does not provide thls product.

[t s expected that as the project develops, there will be some increase in the
percentage of sterilization and that the non-clinical methods will increase as
the service moves more toward community-based activities.

Initial projections are for a contraceptive mix as follows;

Contraceptive Method Percent of Users
Oral 307
Depo~provera (not supplied by USALD) 252

1D 152 -
Natural Methods 6%
Sterilization 47
Condom - 102

Foam Tablets 10%

Projecting 250,000 cumulative new acceptors, 125,000 coutinuing users
at EOP and approximately 330,000 couple/years of procection, the following
supplies will be required from USAID (including fuventory) for che life of the:

project:

QOrals 1,424,000 cycles
[Uns 164,000 units
" ndoms 3,650,000 units
Foam Tablets 1,650,000 unics

The estimated cost C.T.F. is $§1,183,000.

One of the kev elements determining the success of family planning
programs around the world has been a full supply of contraceptives. Where a
scarcity mencality prevails, counterproductive controls are built around distri-
bution, stock outs occur at clinics and services are withheld from patients.
According to Dr. Hatcher In his book, QEHPFEEEDEJXSHIESBEQI°EZo one of the major
reasons ftor patient drop-ouc in programs is breakdown in commodity supply. For
this reason he recommends Jdistribuclon of as high ..s six cycles to a user at
one time.

At the same time proyrums must develop self-sufficlency and the supply
of commodities from external sources must huve sovme limits, Durinyg the life of
this project, the GOZ will be expected to increase its budgetary contributions.
In any tollow on project, a rrusi fund account will be required for local cur-
rencies for project support which gradual Ly matches the value of imported
commodities.,

AL
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G, Imgroved Logisctcs

A major emphasis in the project technical asslstance Ls to develop and
then to implement an improved lugistlcs system for contraceptives und medical
aquipment and supplies. The CDC/APHA evaluation provides the basic diagnousis
of the problem, Warehousing at the nattonal level is excellent and the CNND
has a good supply manager who 18 making lmportant improvements. Ad he is
provided additional asgistance, as he 15 permitted to focus more attention on
this particular tvask, as a simplifiad reporting system is developed, and as
increased supervision is maintained at the local level, substantial improvements
can be made in project logistlcs., Emphasis on more advance planning for contra-
ceptive orders, a larger buffer on inventory and a limited “push’ system to
supply disctributors regularly with minimum stocks should ensure against stock~
outs at the natlonal and local level. .

The involvement of the DPH, CASOP and ECZ in the shipment of supplies
for their local health service delivery centers ghould facllitate much of
C\iD's work.

-Racehcly IPPF has incrgssed thelr shipmeuts to CNND and additional
supplies through the USAID bilateral project should resolve what has been at
times & major bottleneck in increased contraceptive avallabilicy in Zaire.

H. Sarvice Delivery

Presently there are approximately 180 outlets in Zalre that are providing
family planning services. While many of these are related to the DPH, the more
effactive appear to be ECZ hospitals and other private groups. The most active
family planning delivery systems are in the ECZ network, the majority of which
are in the rural areas, Family plannlng services ln the utban arcas outside
Kinshasa have been neglected and, with a few noteworthy except lons, are inade-
quare, To date, the DPH, due to 1imited ‘resources, has not been able to effec~
tively incegrate family planning dervices in its health delivery system (which
practlcally ls limited, to the urban areas). Thus, the largest provider of
health services has yet to be effectively utilized as a vehlcle for family
planning services in urban 7aire, As a result, the CNND and other organizations
can claim only 20,000-25,000 continuing users in Zalre at this time, USAID
currently estimates that there are some three million women of reproductive age
in Zaire desiring family planning service. All concerned agencles agree that
present demands for gervices are not being met. The GOZ, ECZ, CNND, and USALD
are in agreement chact conditlons are favorable for a significaut expansion of
famtly planning services. The project will establish service ourlets in all
14 major urban areas of Zalre. While particular attention will he glven to
ensuring that chese services are available in DPH racilities, orher basic health
service providers affiliated with the union (CASOP), churches (¢ 2), and indus-

try will be assisted.
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"Thé,gargetfgread for this expansion are as follows:

city ‘Population Estimated in 1987
Matadi 250,000
ﬁoma ' 150,000
Goma 100,000
Kikwit 200,000
Mbandaka 225,000
Kisangani 474,000
Bukavu 250,000
Lubumbashi ' ' 770,000
Likasi 296,000 °
Kolwezi 235,000
Mbuji-Mayi 450,000
Bandundu 100,000
Kananga 500,000
Kinshasa 3,600,000
TOTAL 7,600,000

These figures represent estimated census projections for the cltles
proper; suburban/fringe areas may add an estimated 15% to the total.

The map on the following page ldentifies the project locatloms,
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Bath AID/W and REDSO/WA have inquired whether this project is integrated
adequately with other alements of maternal child health. The ubjective of the
project is to maintain an emphasis on family planning services und the vast
majority of the inputs will be directed to making family plauning services
known, underatood and avallable. At the saume time, the major rationale for
this family plannlanyg service is that it is a basic health service, a very
neaded one, especially in the present condltions of reproductive health and
infant and macernal mortality in 2aire. However, at present, this gervice 1s
generally lacking in the private and public health systems, which, with all of
their shortcomings, are providing a surprising amount of other madical attentinn
to the population, The members of the review teudm were impressed by the number
of daily consultations in hospitals and dispensaries, which :learly had serious
resource limitations, but had persomnel who worked within these constraints
to provide curative and often preventive service. This project cannor hope to
golve all (or even many) of the problems facing the health system, but it can
support what does exist with a needed additional component to make it more
balanced and more preventive in its policy and application. The manigement,
technical assistance, supervision, logistics and evaluation components of this
project will be focused on assuring dellvery of family planning services within
the system. However, in dolng $o, important lmprovements will be made in the

system i{tself. .

Additionally, this project will provide some of the basic gynecologic
equipment and supplies needed by the centers, such as eXaminiong tables, lamps,
scales, equipment and supplies for simple lahoratory tests, blood pressure, etc.
Where the laparoscopes are provided they will make an important contribucion
to diagnostic capabilities for gynecologic problems.

Training and supervision will encompass a reasonably broad spectrum
of maternal and child care. Thus, there will be some upgrading of these
health care areas, which are closely related to the provision of family plan=-
ning and are of key importance to family health.

If in the second or third year of the projece it is cleur that addltlonal
components can be handled, particularly to deal with pre-natal care, dlarrhea
(oral ruhydration), and nutrition educatlion, this will be consldered in conjunction
wich other USAID-assisted projects in health and autrition.

Service delivery will be carried out in several different types of
facilities., For most urban areas, the leading service deliverv center will be
the General Hospital maintained by the DPH. In thrue citles rthese are very
substantial hospitals having over 1000 bed capacity, with 10N ov more births a
day in the macternity department and more than 500 dally outpatient consultationy,
In most places the size of the hospital and case lvad 18 more modest (but
generally exceeding 200 outpatient consultat lons per day). However, even in
the moderace sized locations chere are deveral phvsicians, thirty or more
nurses and as many octher employees. ALl hospitals have surgi- al tacilicies,
In these hospitals it is expected that all methods of family plunning will be
provided. Most will be on an outpatient basls, coatacting a clicvintele which
uses the hospitals for pre-natal, obsctetric, vaccination, and curacive care.
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In all these hospitals, tubal ligations will be performed mostly by mini-lap- procudure
In selected hospitals, laparoscopy will be available both for tubal ligation

and for diagnostic purposes. In several cities the major hospital is the uni-
versity hospital or a hospital maintained by the mining company or the ralil-

road, These also will be included,

In most citiess, there are intermediate size facilities of an out-
patient, polyclinic nature serving a varlety of curative, pre~natal, maternity,
post-natal and well-child vaccination needs, These are run by such industries
as coffee, breweries, mines and railroad, by church-related organizations or
by the unions, They are generally staffed by 3-10 nurses (predominantly male)
with medical supervision one or more times a week, They have as many as 100
to 200 consultations per day. In-these centers all non-clinical family plan-
ning methods (pill, .ondom, foam and natural) will be available, and IUDs will
be inserted, In a selected few with adequate facilities and immediate access
to hospitals, mini-lap tubal ligations may be performed, Although not provided
by USAID, many facilities will utilize Depo-provera, generally for high parity

women,

In all urban areas there are three or more small dispensaries situated
in the heart of densely populated zomes, Some are related to the DPH's
hospitals, but most are supported by the private sector (church or union), using
the hospital for patient referral, The dispensaries are staffed by onme to
three nurses (predominantly male), They receive back-up supervision by a .
physician with infrequent on-site involvement, These dispensaries serve 50-150

clients per day. .

In later stages of the project, community leaders (probably women) will
be more directly involved in the distribution of family planning information
and non-clinical methods. iluwever, initially it is the community-based, nurse-
staffed dispensaries which will provide the community outreach. [n thuse
dispenscries, all non-clinical family planning methods will be available; in
a select few with adequately trained personmnel, physical facilities and
medical supervision, IUDs will be inserted: avallability and use ol Dupo-provera
will vary according to training and supply; referrals will be made to the
hospital for tubal ligatious, Client and community information programs will

be encouraged.

Each of the major service providing networks (DPH, ECZ, CASOP, lndus-
tries) will provide the basic personnel for service delivery and supervislon
(generally using scaff prusently available by shifting some responsibilities).
They will also be responsible for most of the commodity logistics within thelr
system from Kinshasa to the local postd, They will have a primary responsibility
for supervision within their own network but as described later, there will be
a supplementary project supervision astablished.

More precise medical scandards will be established as part of the pro-
ject activities and a system of medical supervisivn will be Jdeveloped to ensure
adequate quality of service appropriate to Zairiam conditions.
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It is recognized that it is the Government of Zaire through its relevant
institutions that is responsible for establishing and maintaining medical stan=-
dards. These will be developed in Zaire in keeping with standard medical prac-
tice. However, it is agreed that they will be generally consistent with such
{uternatlonal standards as those developed by IPPF, wHO, JHPLEGO and IPAVS., In
the case of any sterilizacion supported by cthe project, it is agreed that the
policies governing USAID's world-wide support of sterilization activities will
be followed. In summary these require that appropriate quality of medical cara,
training, equipment and medical supervision be maintained. They easpecially
emphagize the requirements that this activicy be voluntary, that patients are
fully informed in their own language of the risks and consequences of the
methad, that other methods of contraception be explained and availuble, that
no entlicement or coercion be used and that a form indicating informed consent
be signed by the patient and maintained on file in the institution performing
the surgery.

In sum, the objectives are as follows:

1) To develop quality standards for service delivery consigtent
with appropriate medical care and the coverage objectives of a
public health program. Relative risks to the patient entailed
i{n utilizing a particular product on the one hand or in being
exposed to pregnancy on the other will be analyzed in keeping
with practical realities of Zairian conditions.

2) To improve attention to training, facilities, equipment, and
patient care in surgical procedures., This requires some up-
grading of present facilities and skills to expan; the program
as well as the establishment of a medical survel’llance capa-
bility in the CNND and/or DPH. There i{s agreement chat the
JUPIEGO and IPAYS intermational standards are apilicable and
to be ucilized. *

3) To give attention to traim:ing, equipping, and superviaing
personnel insercing IUDS. Cynecologic examinations will estab~
1ish protocol and referral to physicians for problem cases will

be emphasized.

4) To provide medical supervision within the system for noun-
clinical contraceptives, focusing careful atcention on train-
{ng service providers to understand the different contracep-
tiva merhods, their pros and cons and to be uble to counsel
cliants in their use. A simple checklist for health contra-
indications will be utilized. Training will be upgraded in
the newer approaches to natural family planning methods. The
Tulane Operations Research project will provide valuable exper=-
{ence and data for the use of the DPH and CI%D in further evolu-
tion of standards in non-clinical discributivn.

Bfforts are beginning throughout these health systems to ustablish
pechanisms for self-finance. In some, modest charges of U.$. $0.25 to $1.00
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are made for consultations and drugs are sold at cost., In others that are well
supplied by the union, missions, industry or public sources, drugs and some
services are provided free or at substantlully less cost. Theva has been &
general policy toward providing family planning services free of charge, but
this project will seek to introduce the concept of local self-finonce as much
as possible., Obviously, attention must be paid to reasonable controls to
avoid abuse but it is expected that Full svpply and increased availability of
contraceptives will do much to lessen the possibility of "profiteering" or
monopoly pricing, Although supervisors wi.il he required to review this situ-
ation locally, it is nut intended that the project will set up a system for
remitting any of this money to higher levels, Whatever funds are generated
locally will be utilized there as a way to develop local self-sufficilency.

In later stages of the project the possibility will be reviewed of
assisting the private commercial retail sector to increase sales of contra-
ceptives,

I. Supervision, Data Collection and Evaluation

A major problem identified by the CDC/APHA evaluation was the inade-
quacy of service statistics that made progress impossible to measure and supply
management extremely difficult. Inadequaty information is being provided manage-
ment for program planning purposes. Part of the difticulty appears to stem
from a service statistics system which, in trying to gather too much (albeit
important) information, breaks down in practice. Several actions have been
identified to improve this situation:

') Technical assi3tance will be provided to develop a service
statistics svstem to gather only that minimum inform.acion
essential to project managers. This system will place conslder=-
able emphasis on contraceptive flow as a basis for measuring
project progress.

2) Utilization of survey methodulogy to gather more detailed infor-
mation when considered essenctial for project evaluation and/or
program planning.

4

3) Inclusion of revurds s«.uping und reporting in the tcai..ng program,

4) ‘nvolvement of administrative and supervisory personnel of the
major services nerworks in general supervision,

5) Establishment of a special cadre of project personnel to provide
a supplemencary supervision of the various local ur in service
centers involved in family planning 'vw'ivery. Each center will be
visited periodically (at least quarterlv, initially) and service
statistics will be collected and repurts produced at that time,

o) The supervision cadre will participate in each of the training
courses both to present specific course material and to initiate
contact with the trainees whe wil! be the local implementors.,
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7) The supervisore'! job description will stress the aspect of assis~
tance to local personnel as opposed to a "polica"” Cunction, The
supervisor will assure that training opportunities are made avail-
able, that medical equipment, contraceptives and informational
materials have been delivered and that building refurbighing is
being provided, For selected locations the supervisor will assist
the local personnel in establishing, training for, supplying, and
supervising community.based activities,

8) The apecial project supervisory cadre wlll be responasible for
snalyzing the service statistics, comparing them with contracep-
tive logistic Information and producing a quarterly management
report. These reports, together with reports from the training
program and contraceptive prevalence or other surveys will be the
basis for the annual evaluation and annual report to be produced
by this special cadre,

V. OUTPUTS

The following minimum outputs are planned:

A. An effective management system will be put in place to coordimate,
facllitate and evaluate the activities of the various institutions in pro-
viding family planning services. This system is to manage the project in such
4 vay a3 to strengthen the capacity of each separate institution to continue
to provide these services in the future in a self-reliant, independent but
coordinataed fashionm.

B. Three training "centers" will be established, capable of providing
didactic and practical training for medical, paramedical and community-based
distributors in family planning,. reproductive healch and surgical, clinical
and community-based distribution (CBD) skidls, In addition to chese.training
functions, these cencers will be major service providers in three major citiaes
where they will be establifshed -- Kinshasa, Kisangani and Lubumbashi., The
centars will be one of the key project links with the mrdical and nursiag
faculties as these faculties assist in developing curriculum, provide some
of the teaching staff and use the centers for practical experience for nursing

and maedical students.

C. Through project actions and technical assistance by, inter alia,
centrally-funded projects as JHPIEGO and INTRAH, curricula will he developed
in reproductive health ind family planning for medical and nursing faculties.

D, A minimum of two hundred family planning service providers in the DPH,
CASOP, ECZ and other systems will have been trained in understanding the relation
of child spacing to maternal and child healch and nputrition; varicus contracep-
tives methoda, the advantages and disadvantages of each, how cthevy are to be used,
basic clinic skills, communication skills and administrative aspecty of the
family planning program.

\) (_\
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E., An improved and simplified service statistics system will be déveloped
and put in place, This will be supplemented by occasional surveys to provide
adequate data for periodic project progress reports and evaluvations,

F. Baeic informational material will be produced in French and at least
one local language for use in client education explaining each of the contra-

‘ceptive methods,

G. An effective system of contraceptive logistics will have been eatab-
lished which provides for coordinated planning, ordering and receiving of
contraceptive supplies; effective logistics in-country; ensures minimum/
maximum supplies with no stock-outs at the local level; and a simplified
system of commodity reporting that ensures accurate and timely reporting to
project management and donors of the receipt and distribution of contracep~

tives,

H. Seventy-five urban service sites with 15 satellite community-based
programs will be upgraded or established and functioning on a gself-financing

basis,

I. By the end of year five, 250,000 new acceptors will have been reached,
In that year there will be 125,000 continuing users being provided contracep-
tivas services by.the project. ’

VI. INPUTS AND SOURCES OF FUNDING

U.S. $ (Equivalent)

(009)
A. DPH
- Personnel costs for DPH managrﬁent
and supervisory personnel in project 1
(7 x $4,143/year x 5) 145
- Personnel costs and operating costs
for centers (100 employees at $3,120 1
salary and costs x 5) *+ 1,560
- Repairs aud refurbishing of centers 2
(75 x $5,200/center) 390
- Local costs (per diem, fuel, super- n
visory and other travel, shipping) Lo
- Qther costs 1003
TOTAL 2,295

1. From annucl DPH budget of GOZ (1705)
2. Trom counterpart funds (490)
3. From ordinary DPH budget (14Q)
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B, CNND
- Personnel costs for CNND management ,
and supervisory staff in project g
(10 ac $4,160 x 5 years) 208
- Personnel coats for sacretary and
partial salary for 6 part-time project 2
personnel (4 x $3,100 x 5) 62
- Recelpt and warehousing contraceptives LSO{_
« Training costs 4 7002
- Local costs (administrative, travel and i
per diem for supervisors, transport Uuylz
commodities) . 15007
- Informational materials 2002
- Support for evaluation 1002
- Other coats : 50%
TOTAL 1,970

"1, From aonual budget CNND and in-kind value of warehousing (358).
2. Prom counterpart funds (1612), These funds are made available by
the GOZ to the project from counterpart accounts. They will be
panaged in the project by CNND assistauce to PMCU.

C. Private Sector Service’Providets.(CASOP, ECZ, etc.)

- Personnel at centers

(40 x 2,075 x 5) S 415
- Local Costs (shipping, clinic costs,

administration) 100

TOTAL 515
- Personnel

Shorg-term technical assistant (30 PM) 450

Long-term technical assistant (60 PM) 600
- Training _ ‘

Six long-term participants (72 PM). 200

 Twenty-five short-term participants (90 PM) 250
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:USAfD‘(Continued)

" = Commodities

F.

" 1. It should be noted that IPPF is the major funder of CMND but for
purposes of this document their contribution in staff support has

Vaehicles (up to 15)
Motorcycles (up to 20)
Bicycles (up to 100)

Medical Equipment
-« 15 surgical centaers
~ 40 full clinic centers
- 20 partial clinic centers
Contraceptive supplies
Expendable medical supplies
Miecellaneous other materials (office
equipment, educational materials,
audio vigual equipment)

- Other Costs

FOTAL

_ IPAVS

- Technical assistance for medical
supervision/standards

- Basic equipuent/supplies for clinics
offering sterilization -

TOTAL

JHPTEGO

« Technical assistance for curricula
in medical/nursing schools

- Training in reproductive health

- Training for physician/nurses in
laparoscopic procedures

- Commodities - laparascopes

tpprl |
- Contraceptives/training

TOTAL

U.S. $_(Fquivalent)
‘ (000)

200
.40
20
300
80
)
~1,180
200

200.

3,940

300
300

m——

3on

N0

Ino0

been identified as CNND participation in the project.
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LU;S. 8 (Bquivalent
ff*”“%mﬁ"—””',
L

I. Peace Corps’ 100
- Technical assistaace (48 B

CTOTAL o100

PROJECT TOTAL | $9,920

1. TPeace Corps will place one volunteer in Kisangani Training'Center;
as the project progresses, Peace Corps, DPH, USAID and the other
participating agencies will explore the poesibility of assigning
Peace Corps Volunteers to service delivery centers.

All the above inputs are the normal components of a family planning pi.g~—
with requirements for technical assistance, taformational and educational
materials (printed and avdio-visual), transpo-tation, commoditles (medical
equipment and contraceptives), training, persounel, supervision and evaluation
, All of these have been discussed in the project description or implementation
" plan with the exception of vehicles.

Vehicles will be provided as follows:

Program Management “and Coordination Unit
— Por administration, coordination and supervisionm

1 small sedan
1 station wagon

CNND .

— For logtstics of contraceptives and medical equipment

1 chree-quarter ton truck

Training Centers
== For transport of staff and students and for coordination

3 mini-buses

Selected CBD-~2raograms and Urban Centers
- lthere suﬁérvision requires vehicles to be considered.

Motorcycles and bicycles will he for local level supervision of community acti-~
vities. Vehicles imported will be those for which spare parts and mais.enance
are availabie in Zaire (since projects are in the major uroan areas this is not
" a_particular problem)., Costs of fuel and maintenance will be provided from
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zaire currency available to the project to ensure full mobility'0f25f0j§¢t¥
personnel, considecred-a key element especlaully of the loglstics, tralning and
supervision components. < .

VII. SUMMARY OF PROJECT AMALYSES

A, Technical Feasibility

This project takes an approach congistent with successful actlons in
zaire and other countries to achieve fertility regulation, It bullds on public
and private sector institutions and programs already in place, It is consistent
with the DPH and medical faculty's growing emphasis on primary health care. It
will utilize the type of personnel most available to the system providing them
skills that are within thelr demonstrated capacity. It is designed to minimize
the burden on the government for the cust of extenslon, repllcability and
continuity, It does not introduce sophisticated techuwology or any approaches
that have not already Leen demonstrated feasible in Zaire. The major issue of
project feasibility, that of proper organizational arrangements to assure
collaborative and effective implementatlon actlons of participating institu-
tions has been dealt with in consultation with all parties. The proposed sys-
tem is determined feasible but must receive constant review. Annex F discusses
at greater length concrete examples of the feasibility of each proposed project

action.

B. Economic'Analvsis

The following analysis presents (n a descriptive fashion the benefits
and costs associaced with the project. For redasons cited helow, 1L is not
appropriate or possible to quantify these bencfits and costs.

The major benefit of the project is the improvement of matermal health

care to project participants. It 1is important to note that this benefit is a
result of the improvement of the clinical health delivery system. In other
words, the family planning component provlded by the project is designed to
complement the maternal healch services currenrly offered by the participating

_eliniss, The isclation of the impact of the family planning component upoun
maternal health care would not be posslble at this stage. There is insuffi-
cient data on the impact of current clinical services on maternul health care.
Also, there is insufficient data on the impact of fawily planning services on
maternal health care In Zaire,

A secondary -enefit to the society as a whole is a reduction In the
birth race. It should-be clarified that this represents an indirect benefit
of the project and cannot be quantified. The goal of the project Ls to increase
the prevalence of familv plannlng services. [t is recognized that the success
of this gecal would lead tv some degree of reduced births. Currently, Zaire's
growch rare is 3.25. This can be considered relatively high in the face of a
stagnant growth rate in econu.y which has persisted for the past few years.
Tt is recognized that it is not possible to draw a direct relationship between
a4 reduced birth rate an: an improvemencéin per capita GDP. Nevertheless, it
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is fair to say that if a stagnant economy continues, Zaire will not be capable -
of productively employing or Improving the current welfare of all its citizens

except at the expense of others in the society,

The economic costs otf this project to society arc not possible to
quantify for the following reasons, The family planning scrvices represent
only one component of the maternal health services offered by the clinical
gystem. In order to measure benefits and costs accurately, total bénefits
and costs of maternal health care and improvement must be estimated. There
is ingufficient data on the current costs and bencfits of maternal health
care services by the clinics as well as the projected costs and benefits of
a family planning component to accurately carty out a benefit/cost analysis.

The costs of the family planning component can be compared ‘o other
projects only with a great deal of caution and reservation., First or all,
there 1s very little precise data on family planniug projects in comparable
circumstances. Some studies exist for countries In Africa; however, the
programs are quite ditferent {n approach and substaice from this one. Most
of these programs are offering only family plunnluy services, rather than
family planning services in conjunction with other components of maternal
health care., Also, these programs utillze dLfferent delivery svstems than the
proposed project. For example, community-based distribution or retail mar-
keting delivery ‘systems cannot be compared with a clinical-only means of
delivery service because of the inherent cost differences. REDSO/WA has
estimated a rauge of average costs for providing family healch services in
Africa. The dgta is based on a survey of existing programs in Africa and
abroad; however, the estimates were adjusted to compensate for the conditiouns
in Africa., These estlmates are measured according to the cost per couple/

year of protection (CYP). For the clinical-only method of service distributionm,

the average cost range Ls $30-§50 per CYP. The estimated cost per CYP of the
proposed project is $30. This estimate includes all local and external finan=-
cing of the project., Therefore, the average cost per unit of output for the
proposed project falls at the low end of REDSO's estimate.

C. Social Soundness Analysis

The proposed project has strong potential for realizing its objectives
because there is almost no organized opposition to family planning in Zaire.
The 1973 declaracion of the President in favor of "Dosired Births' opened the
door to active family planning efforts, of which the propused project is a key

component.

In considering the potential for the adaption of modern c~traceptives,
recent duta from thg Tulane Operations Research project in Bas-Zaire provides
support for the acceptability of modern contraceptives by the populace. The
project has found that 55% of the eligible population contacted becomes initial
acceptors. Furchermore, it was found that 79% of those acceptors tried the
method and 51% were still using it six monchs later.

o]
s
»



A related issue ia the acceptability of the service locations to be
used in this project: DPH hospitals and dispensaries. The vast majority
of tha population relies on these facilities and thus they are familiar to the
target population, It is appropriate to introduce widespread family planning
in the urban areas as part of the existing health services, since the motivation
of the target population for family planning is health-related, This factor
outwveigha the assoclated cost of clinicaleonly method of delivery.

It is also axpected that the proposed project will produce spread
affoects among various sub-groups of the population and beyond the urban areas,
The initial women using the family planning services successfully will become
role-models for the remainder of the population.

The social consequences are expacted to be most significant for thosa

vomen who participate in the program and are able to achieve their fertility
ideals using efficient contraceptive methods.

VIII., IMPLEMENTATION PLAN

A, Organizational Plan
The basic organizational structure has been developed to provide a
centralized planning and supervisory unit, placing discrpte implementation
responsibilities in the existing 7airian institutions (CNND, DPH, ECZ, CASOP,
aetc.). This structure evolved as a result of the lengthy process of diascussions
and work sessions in project design by CNND, DPH and USAID, It responds to the
review of the tasks to be accomplished, the interests and capabilities of the
saeveral inatitutions and tae particular imterest in developing a type of
coordination that facilitates independent initiative and builds the progranm
{ato the prescnt structures as much as possible. In these discussions a mOTre
operationally independent structure was considered that initially probably
would have been more efficlent and fast moving. This was rejected by the
project desiga team in favor of the present system which seeks to build the
functions of the project into the existing insticutional structures,

The attached organizational chart provides for:

1) A Project Advisory Council (PAC) to provide a forum for top
leadership of the participating agencies to discuss and review
the program and assure the fulfillment of their institutional
responsibilicies,

2) A Project Management Coordinating Unit (PMCU) comprised of a
Director provided by the DPH, two Assistant Directors provided
by CNND and an Assistant Director who is the USAID-provided
long-carm consultant. This unit handles the day-to-day projact
planning and supervision.

3) Adminiscrative, supply, service delivery, training and supervisory
functions are assigned to the several institutions with apecific
rasponsibilities identified. Staff needs have been identifiled for
each function which has provided for some strengthening of these
agencles' capacities to carry out the responsiblilicies identiflied.

(See Annex D for more detail)
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-8 Monitoring and Evaluation Plan’

L, tOdé&iﬁg;Mbﬁiforihg,hﬁd.EValuatiqn

. The overall praject monitoring will bhe providud by USALD, DPH and
CAND - through their represcntative on the Project Advisory Councl] (PAC). They
will receive and review reports prepared by project staff as well as review
internally the reports of their persomnel assigned project responsibllities.

Day- to-day management and monitoring the project activities will
be provided by the Project Management and Coordination Unit (PMCU) with three
professional full-time (USALD, CMND and DPH) and one half-time, Monitoring of
gpecific project functions will be carried our by the chiefs of the various
functlonal units of administratlon, supply, tralning, and supervisfon. Thelr
capabilities will be supplemented by Peace Corps Volunteers where approprlate.

There is special provision made for a supervisory team to carry out
the ongoing monitoring and evaluation Functions. There will be several basic
sources of {nformacfon for evaluation:

(a) Commodity flow reports from the supply functlon group of CNND,

(b) Evaluation reports of each of the traiping courses.

(¢) Service statistles preparad hy the local service providers
with the assistance of the supervisory team.

(4) Regular field reports of the supervisory team.

(¢) Specific surveys from time co time.
wased on this informacion, the staff of the supervisorv funccion under the CNND
will develop a quarterly and annual report for the PMCY to use In reporting to

the rac and the several dounors and participating fnscleuctions.

), Periodic Evaluations

(a) Two Year Evaluation

At the end of the second vear vl project operativnu, there will
Ue an internal wvaluation carried out by a joiant comnission of CNND, Py, USAID,
IPPF, and other donors to the degree they have been involved. Local costs are
budgeted. The purpose or this avaluation will be to identify the degree to
which the necessary systems are in place and eftectively operativnal. Attentlon
will be given to quantitative measurces of specific project objectives, but these
measures will be used largely to evaluate the funccionalicy of che systems
racher than evaluate project achievements, The major quustions tu be answered
will lnclude the following:

ER
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Has the vrganizatlonal structure (including PAC, PMCU
and tunctional arcas) provided 1ot appropriate collabor-
ation between various institutions, organizlng and

manag ing this program in an elffed tive and efficlent
fashion?

Have the appropriate implementation systems. been
developed and are they operational tn the suveral
funct lunal arcas? '

(a)

(b)

ls the adminlstrative support organized to provide
adequate program budget lng. and concrol, legal
advice and personnel standarda?

1s the supply Function appropriacely organized and
operational to provide advance plaaning, commodity
ordoring and receipt, warchomsiag, internal logis-
ties and commodity Flow roeporring? Arge proper
procedures in place and functivnlng to assist

local instlcutions tu facitley repale and refuc-
bishing? Was a capablility heen developed for repair
and mair: -nance of family planning medical equipment?
Are DPH, CASOP, ECZ, and induscry supply channels
boing utilized etfectively tor commodity supply?

Are the nroposad tralning systems in piace and
functloning? Are there one to three training 'centers”
where Ln < speration with: medical nursing facultles,
didactie training and practicial expericnce at the
clinical and commmity level ¢ o available? Are
sourses beint held and evaiaated?  flave didactic

ard infermucional materials been prepared?  Are
srocedures established and progress belnz made on
daveloping pre-service medical and nursing curricula

in Family nlanniag?

Are clinical secrvices belng previded in several
locations in wach of the ~itles? Is there at least
one comennity-hased disrribucion organized in several
of the citing? Some measurle of usecs should be taken

Sut this will nor “. rhe mujor focus at this cime,

dave the Supgovisuery progocets Heen devisloped, utilized
and provan cwerul?  das o coe qedfeal advisory committee
heen Lnveived In reviewing acandards and performance?
Are duednate superviscry visies heing made ami appro-
aviare w<siscance beine siven ro le ! institutions

ro Ldenrity craiaees and QArrinse foe thelr trainiang?
Afe arTingements Selimg made O othec tustirutional
aeeds ot equipw. v, repair and commodiit.st I8 the
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service statistics system in place, utillzed by
jocal -institutions and are supervisors assisting
local personnel to produce informacivn for a com=
plete quarterly report of family planning users?

(£) Have effective acrions been taken to involve and
keep informed the appropriate insticutional and
soclety leaders to assure project success, l.e.,
DPH leadership, reglonal medical inspectors,
governors, CASOP, induscry, city authoritiles and
private organization leaders?

- (3) How well has the project been coordinated with other
population/family planning activities such as the
Basic Rural Health project, Tulaune Operations Research,
FPIA and Pathfinder supported activities? )

(4) Have the participating {institutions made adequate arrange<
ments for their financilal support at this stage and for
growth to cover future needs for expansion and continuity?

(5) What changes are necessatry in organization and policy,
or in the functional areas to assure the most effectlve
project implementationi

3, Fourth Year Evaluatiom

(a) Contraceptive Prevalence Survey

It is expected that tue Wesringhouse Health Systems health
and contraceptive prevalence survey which is presently in the data collection
phase of operations in Zaire cam be repeated during the fourth sr fifcth year
of this project to provide, laoter alia, a measure of the increase in contracep-
tive prevalence in the urban areas. This increase would be largely as a rasult
of project efforts since we do not foresee much growth of other channels of

contraceptive supply during this period.

(b) A Comprehensive Project Evaluatio

This will be completed in the third quarter ot cthe fourth
year, in time to provide guldance for program planning and budget for the last
year and plans and dec{sions for project follow=on.

This evaluation will be a joint GOZ/USAID review with the
participativn of a local professional and of consultants provided by REDSO/WA,
USAID/W, and/or centrally-funded evaluation contracts. Local costs are budgeted

in the project.
The evaluacion will review the 1ssues of the year two evalua-

tion protocol but it will also measure the effectiveness and efficlency of
the use of project ipputs to achieve the objectives specified in the Project

Design.
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(c) Persomel chulreménts.

' The, personnel required by CNND and DFil are identified in
Annex D. These are almost all staff who are presently employed, but whosu
responsibilities will be shifted to carry out the functions of thls project.

USALD personnel requliruments are |imited but it.is essentiul
that they be provided. USAID's U.S. direct-hire scaft has recently been
brought to full strength in the Public Health Office with a Public lealth
Officer, a Population Officer who is directly responsible for this project,

a secretary and two FSN professional staff. As the project gets into its
first year of implementation, it may prove necéssary to add an additional
FSN for monitoring of field activities.

Much of USAID's day-to-day managument resbonsibilities will
be handled by the person contracted by the project to work full time as part
of the PMCU,

C. Implementation Schedule

As noted in the timing chart, the first year of project activities will
be devoted to organizing the PMCU, procurement of project commoditias, orienting
key ministry officilals re project activities, preparation of a detailed work
plan and development of training cirricula. In addition to this preparatory
work, two training sesslons will be held for 30 service providers and 15 centers
will initiate fymily planniug services.

During this first year of project activitcies it is not planned that a
percentage of the total of new acceptors expected will be attained nor will the
data systexm be completuely established.

During che first year, the project will identify those centers in need

of physical refurbishment and will prepare, plan and budget for this work.,
Actual work on the filrst center will begin towards the end of the first year

of project activities.

At the end of the first vear of pruject actlivictes the PMCU will pre~
pare a detailed work plan and schedule fur years two through five.
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‘Date .

August 31, 1982.
Sépteuber/30,r19§2

October 1982
‘November 1982

December 1982

’Januafyg 1983

February 1983

. Action

Aﬁproval of PP

Pro-Ag Signed - First
tranche of Project Funding
obligated (FY 82)

Vehicles and firsc group
commodities ordered
Recruiting for long-term
TA begins

Project Office established;
project personnel lined up
Ministry (CNND) identifies
personnel to work on nroject

Preparation of Counterpart
Fund request for 1983
Preparation of Work Planm
for 1983

Long-Term TA selected

Long-Term TA arrives
Detailed Work Plan for
1983 finalized

All persomnel in.place

in project

Countarpart Fund account
established

FY 1983 funding obligated

Second group of commodities
ordered

First seminar of orienta-
tation held for medicine
inspectors and other opinion
leaders

Seminar for curriculum
development and training of
trainers

Arrangements for training
center completed

‘Primary Responsibility
USAID

'USAID-GOZ

USAID-(GOZ

USAID

DPH-CNND-USAID

DPII-CNND

PMCU

PMCU

PMCU-USALD

USA1D
PMCU with TA input

USAID/DPH/CNKD
PMCU

USAID=-GOZ
USATD-GOZ

PMCU Training Unit/DPH/CNNT

PMCU/CNND/UMAZA Consultants

PMCU/Training Centers/
Parciciparing Agencius
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(CnuLinuod)
 pate Astioy - Prizary Responsiliiliey
‘March’ 1983 ;"fblrgc group of participants ‘T[fPﬁdﬁ
I;:nclgctcd ‘foe training (15)
Aprliiipgsj;v f-irtrst training saession held P“CU/Tghiﬂiﬁg Ccntégff

~for service providers in

. first training center

- Short~term experts bepin work PPCD/UGAID
" in statlstics Jdata gathering

- Data collection system PNCU/UGAID/Shor:~"crm TA
rovised :
- Flrst mecting of Projeat PMCU/PAC/USAID( :
Advisory Council (PAC) held » o
May 11983 ... = First group cf participauts PMCU
RO : for masters ievel cralning. PR
“ldentified R R A e e
~ Contraceptive commodlitles PMCU/Participating Agencia:

placed in first group of
service centers B
- Service-related medical PMcU/Participacing Agencle:
comaodities arrive and o o
placed in service centoers

Junc 1983 = First group of service PMCU/Parilcipating Agencics
| I centers burin offering’ e S
scrvices "
; | = Vehicles arrive :USATD
July °1983°" . = Flrst semi-annual :snort PWCU
o “ prapared
- Ia-house raview of pro;ect ‘BMCU[PACIUSAID;
- Second group of c0mmod£ties USAID °
- arrive : T
~ Second training seminar. PMCU/Participating Agencies

held for group of 15

gervice providers B
-« Flrst group of mascer's PMCU

lavel craianing ecandidates

begin training e
- Centers fduatified for PMCU .

refurbishment co
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D. Financ{hl Analysis and Plan

The project's garvice delivery system will generate funds frow user
fees. These funds will be used to sffset: the costs of providing the services
and replenishing clinic and other consumable supplies. Since the family plan-
ning services will be delivered in already established clinics, the additional
cost of these services and the fees charged will be minimal and within the

financial means of the target Broupe.

As a result of using existing facilitles and charging fees for service,
the recurrent operating costs of the project to be borne by the participating
clinics will be minimal. The majority of the project's inputs will be used for
the organizatioaal training and supervisory functions necessary to initiate the
service delivery system. Once this has been done, it is planned that the key
external project inputs viz. IX and counterpart funds will be rerminated with=
out damaging the system rhat has been set up. However, given the cost of the
contraceptive commodities, cheir unsubsidized sale to users will probably be
beyond their present economic capacity. 1t is «'so highly unlikely at this
rime that the GOZ will de able to provide the necessary foreign exchange to
provica contTaceptive cormoditins anvtizme Iin rhe foreseeable future, There=
Zore, ¢ wili be necessavy for th system tO expiore alternative sources for
continuing concraceptive supply airer the PACD., There are several possibilities.}
First, USAID could continue to supply dollar funded contraceptives on & bilateral
basis after PACD. A <scond option would be to resupply via cencrally funded
jarermediaries. A chird possibility would be through internacional organiza-
cions werking in family p.anning. Regar ing option two, pathfinder and FPIA
fave heea orovw’ iing contra:.ntives to zaire for several years. They have.
stated thelr willingness and ability cto increase contraceptive supplies to
Zaire 15 zhere Is 2 aeed. They have also increased thelr zaire bSudgets consid=
erably over the last .., years and have exrressed 2 wiliingness tO continue
this srend. )

Regarding opscivn three, UNTTA has not yet provided contraceptives as

sart of <heir program. Twzy have, nowever, exaoragsed their toral commitment
: J 1] :

-0 do so if the GCZ requasts assistance. IDPF has deen nroviding contraceptives
=g Zaire sinces 1973. mheir overall contribucion as well as rhe “low of contra-
suptive commoc ries nas Lncreasad regularly and substancially. The value oI

rheis coutributicn 9 Zaire in 198% zotalad U55274,00U. 3ecause Zaire is

acnsid.sad =n IPPF arioricy, func. .’ for 1932 is planned at Uss452,000 and is
axpeccad O 1% ‘mue £O incraase. .2uT has euaressed 1¢s willingness toO increase
scntTacentive solies £0 me=t the demaad £9T srvices that will he :reated

e, infer ald. -qp Family Tlanning Saryicuws proiect. Iq rhis comnectidn,

10T and TNTUA hwave Yeen Lavolvud n 411 aspeces of -he con.=27tiin snd desizn

af =his prodoect.

] ) a WSAID is sreparing to supnlement commodity nrovision
5 assure timelw yresinmans of prolect obiectives, yarious orher dono:3 are
T sleine increased damand and are arezared =0 olck wy

13010 projiect commocicy inputs and In 128/,
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At the same time programs should be designed to develop self-sufficiency.
During tha life of the project, the GOz will be expected to increase its budge-
tary contributions for operational support. In any follow-on activicy, a
trust fund account will be cansidered for local currencies for project support,
generated by and matching the value of imported commodities.

On a larger plane the project will be providing maximum benefit to the
moet beneficiaries ac the lowest cost poesible for a clinic-based system. The
design team has looked carefully at the funda necessary for project implemen-
tacion, especially training and supervision, and believes that adequate funding
in both local rurrency and foreign exchange has been provided for. Tha follow=~
ing tables present tha summary financial plan.



TABLE 1

"- I1lustrative Budget for USAID Contributlion ($000)

Yeacl . Year? Ysar 3 Year 4 ror!
Technical Assistance 26) (84 C 476) - Qa9s) (1,050)
‘Long-Tera (60PH)* 216 (24em). o sse@emy 600
‘Short-Tern (30P4)3 78 (6RM) 84 (GPH) . s emn. 198 "’(iz"p'rfl).. 450"
fraining | C 1:.9) o 150) 3 (151) O as0)
Long-Term Out of Country (75PM) R 83;(25?M)‘ :  V33-(25p“); 8 (?SPW).  725Qf5
Short-Term Out of Country (72PM)  66i(uPM) 67 (Z4PM) ,67~(24Pﬂ): - 200
Commcdities (1,030) f(, 830) _ “( 380) B ?i*v
Motorcycles 20 20 4o
Bicycles 10 10 20
Medjcal Equipment 7200 ‘ipo 7 ‘{~346ﬁ7'
Coatraceptives 400 %00 380 S 4§i}i§OQ
Medical Supplies : -  100£ ulobl o yézéof
~Other - AV Aids, Office Equip iﬁbf‘ ribdf‘ ,2063
, rent, Spare,PartsQ o E . o
,',Other Costs Jrgao“ . 47 ¢ _ «‘;55 5:$h.§
~'TOTAL 1,364 1,110 1059 4074 ,359}'67-";

1. Total Life of Project

2. Long-Term Technical Assistance estimated at $9,000 per PM for first two ynarq and at $10 666 per P
for last three years of project activity.

3. Short-Term Technical Assistance estimated at $13,000 per PM for year one, $]h.000 per PJ for year
two, $15,000 per PM for year three-and $16,500 per PM for yearn Eour and five.
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ILI"STRAII'E BUDGEI GOZ CO“TRIEUTION VIA COUVTERPART AJD REGULAR BUDGET DPH

" Total
Life of

Iten Year 1 Year 2 Year'd  Year 4 teér'Sﬁ Project

- 48 -

002 (00 (0 . (003 (0007 (@08
. PERSONKEL - :(?ff7?)' (7120 (1 (I oy 380)
Saiary and beaefits for adninistrative . 72 . 72 72° . 72 72 360

perscrael paid pa—tially or in’ tull bv
prolzct

TRAINING I13-COUNTRY . € 450) (945)  (965). - ( 910) (. 780)" ( 4050)
Travel and per diem of rrainers and “ ' ’ - .
2articizaars, materials, locale,

instigutional raizbursement for

didactiz and practical tralning,

honcraria, POL

a) Curriculum devaloprent seminar -:100? 100 cmme .

¢ 200):
and training of trainers R

b) Tive w2:k (averagz) courses for . ﬁ*jdbj 700 ”1800 'f750f
aurses and paramedical service R AT G i
prcvidars

c) Tirae day (average seminars and 150 ‘125 125 - 100 ~ 100 ©.500
uo~ks:o?s for mznapgers, super- - RRET AT e T g : R TR e
visors, public and private sector
leadars

:d)~;Local training Eor communicy - — 220 B  ?40'- ;~¥f60 : ‘7 80w: 51520657
‘ “-orkers _ .

4
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TA3LE

LI

ILLUSTRATIVE BUDGET GOZ CONTRIBUTION VIA COUNTERPART ANMD REGULAR BUDGET DPH

Item

3) COMMODITIES

a) Inforrmational and didactic
materials, booklets, brochures,
posters, flipcharts

b) taterials and supplies for refur-
pushing and equipping clinics -
paint, plumbing and electrical
materials, roofing, glass, cur-
tains, tables, tenches, initial
supplies of locally available
expendables

4) OTHER COSTS

_ a) Adwinistrative Costs ~ Office
| PMCU, utilities, paper, forms, POL
for PMCU and functional units

b} Supervision - travel and per diem
PMCU central supervisory team, and
regional coordinators Kisangani,
Lubumbashi, POL for supervision,
local costs of surveys

c) Evaluation - local costs, travel and
per diem, honoraria local consul-
tant, secretarial scvpport, local
cests of surveys

d) Miscellaneous - Supplementary trane-
port of commodities and supplies,
mass media communication

(Continued)
- Year 1 Year 2
(000 2)  (00G 3)
(200) (- 975)
200 350
¢ 490)  (.1240)
90 150 ..
300 850
—— 10
T”’ < 100

120

Year 3
(000 3)

( 1300)
300

1000

(. 910)

210

580

120

Total
: Life of
Year &4 "Year 5 Project
(000 2) (000 2) (000 2)
©( 600)  ( 335) ( 3410)
200 110 1160
400" U225 2250
(1370) (- 910) ! 4920)
210 210 870
580 580 “280n
460 e ismo
1200 120

580

49
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TABLFE 1II

Yo

ILLUSTRATIVE BUBGET GOZ CONTRIBUTION VIA COUNTFRPART AND REGULAR BULGET DPIL

(Continued)
‘Total ..
. . ce e . e : Life of
Item Year 1 Year'2  Year 3 ' Year 4  Year Project
(000 Z) (000 2) (000 2) (000 ¥) [ooo z (000 2) -
'5) TOTAL (,212)  (3,232)  (3,47)  (2,952) [2,0971 117,740)
a) Regular 2 Budget 80 80 120' 140 160 580
b) Counterpart 1,132 3,152 3,127 2,812 1,037 12,160

NOTES: 1) ~No allowance for: 1nflat10n -~ years two . through five will requlre“additlonﬂ for’ inflation,:

:2)"This doos “°t include the in—&ind contribution of DPil for clinic pﬁisonaeilﬁnd'éjlni,fgpéfé{iéﬁsif
escimated at 9, 840 OOPr. SRR SRl



Item

1)

2)

3

TABLE

- IIY

ILLUSTRATIVE BUDGET FOR CNND CONTRIBUTION

Year 1

- Year 2

Year 3liu

Year 4

(000 $)

PERSONNEL -

Hanagement.»persbnnel;;t:éiﬁegp. . 40 .
supply and supervision '

OTEER COSTS.

‘Receipt and waremcusing contraceptives 10

TOTAL 3@,

" (000 $)-

25

67

0) %

62

71

(000 $)

a

82

Year 5
(000 $)

a2

400

ez

Total .
Life of

Proi-:t

(000 $)

208 .

ffi5os;

353
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ANNEX A
PROJECT DESIGN SUNMARY

LOGICAL FRANEWORK
Family Plannlgg Services 660-0094

MSTRUCTION: TiaS 13 AM OPT!

FORM WIICH CAN B2 USLD AS AX 1D
TO ORGANIZIMG OATA FON ThHE PAR
REPORT, IT NECD HOT OF BETADIED

OR SUBMITIED)

Lite of Projoctt
Hn-FY_EE._ se Y B?

el U.S. Fundleq 3,940,000
Pu@avifﬁﬁiﬁﬁkiEﬁz;;::_.

NARRATIVE SUVMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS Of VERIFICATION

PROE 1

DPORTANT ASSUMPTIONG .

Program or Sectar Goal: The breader sbjsctive 1o
which this projoct conwvidutes: (A-1)

To increase the use of volyntary
family planning services among
Zairian families, assisting theno
to space their children and to
have the number of children they
deslire.

WMeascres of Goal Achtavement: (A9

Contraceptive prevalence in
Zalre will incrvise from ap-
proximately 2Z to 6% by 1987
In-reasing thereafter to ex-
pected levels of approximately
302 by the year 2000.

(A-3)

Coutraceptive prevalence aurvey;
service statistics; reports from
cocmercial suppliers

ASS?EPS{f“S for achieving goal targgts:
A—

Basic Rural Health services projece
implemented, adding to Rural F. P.
service; policles/activities that
support CIND continue GOZ makes
increasing financial support avail-
able for family plauning program.

Project Purpose: (B-1)

To increase contraceptive use in
14 urban areas from approximately
3-5Z of couples of fertile age to
12% by 1987.

Conditions that will indicate
purpose has been achieved:
End-of-Project status., (B-2)

Approximately 127 of the
couples of fertile age will be
using modern contraception in
the 14 urban areas included
1a the project.

At least 80X of the couples
will know about one or more
methods of modern contracep-
tlves and will know where to
obtain suooliea

(8-3) »°

Contraceptive prevalence sur-
veys; Service statistics; re-
ports from commercial suppliers

Assumptions for achleving purpose: (de\

C¥ND reorientation and realignment of
functions occurs; Project Advisory
Council with all donors and Zafre par-
ticipating apencies estahlished and
Zunctioning; health delivery netwerks
pravide expected policy and material
support (o enable appropriate qualtity
service delivery including exrension of
dervices to community.

OSP and CNND develop and maintain an
effective collegial working relationship.
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Peroject Title & Number:

. =3
PROJLC) LE

UGN SUMMARY

LOGICAL FRAMEWORK

Family Pllnn1§§¥5ervlces 660-0094

1 °RRATIVE SUMMARS

CAJECTT. ELY VERIFIABLE WNORATGRE

Project Qutpurs: (c-1)
1. Management/coordination Iys-
tem

National training centers

3. Re-trained personnel for
service delivory
Family planning service sites
established N
5. Family planning Introduced
into curricula for medical
and nursing schools.
6. New family planning clients
and continuing users.
7. Improved data collection
system functioning adequately.
8. Commodity distribution
system functioning dequately.
9. 1Informational materia for

use in client education.

Magn{tude of Outputs: (C-2)

(ne system involving

three or mwore Zaire ser-

vice networks.

2. Three training centers.

3. 200 familv planning
service providers re-
trained.
"5 urban servite sites
established, 15 providing
elecrive sterilizacion and
15 wich satellite commun-I
itv-based distributfon.
One curriculum for medd-

- ¢ine, one for nurstng
schools,
230,009 new acceptors by
1986; 175,000 continuing
users bv 1087

7. One comprehensive national

system,

S stoack outsc minimum

vne vear supply on hand

in national warehouse;

minimum of 6 montha supply

on hand In service sites:

9. French language and at

least one local language

materials,

MEANS OF VERIFICATION

Lo of Frgrecs:

From FY 3) t,qu-' 5 7 5
Total U.8. Funa: 40,001
Do Prgment S bt 1%

PAGE 2
_RCRTANT R§aPTIsi T Tt

(€-3)

1. G¥NDproject reports, USAID-
observactons; 2nd vear eval-
uation.

283, Training center records.

4. Supervisory Reports azd
annual evaluatlon.

5. Published curricula

6. Service statistics collected

by CND. :
Project evalvation; compare
published betvice statistics
with clinic xrecords; one
svstem in use by all FP
service providers,

8. Warehouse and clinic records
9, Published material.

1-9. 4th year evaluation.

7.

Assumptions for achleving OQutputs: (C-4) .

Continuing DPH favorable policy evo-
lution and harmonious CNuD/OPR relations.
+ Resources made available to profject

in a timely fashton.

Nuaiified candidates recruitred.
Schoecls accept proposed curriculum.

5. Servizes provided respond to demand
(in terms of jccessibility).
Participating ‘organtzations accept
standardizacion.

Donors make contraceptive commodities
avaflable on a timely basis,

Resources available and contractor

can be seccured,
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MD 103018 11728

Life of Pl:@‘ *
Fn-FY__E____

roF- 87

Yotal U.S. Funding 3,940,000
red:___" Ay

Date Prepo,

PAGE 3

e LOGICAL FRAMEWORK
Profect Titte & Nomber: Family Planning Services 660-0094
KARRATIVE SUMWAT, OBJECTR ELY VERIFIABLE INBIATGRE ] | WEANS OF VERIFICATIGH
Project Inputs: (D-1) Implementation Target (Type (n-3)
Cose |and Quality (D-2)
(000)
. AID ’
‘T Technica) Assistdnce :
(30 PM) 450
LT Technical Assistance -
(60 PM) 600
ST Training (72 PM) 200
LT Training (75 Py) 250
15 Vehicles - Pick-Ups 200
25 Motercycles 40
100 Bicycles 20
Medical Equipment for °
75 Centers 400 :
Corcraceptive Supplies 1,180

Expendable Medical Supplieg 200

Misc. Materials (Office )
equipment, Educat{ional :
aids) ~200

Other costs 200

TOTAL 3;949'

II. Goz
Personnel Costs for DPH
Management & Super- N
vision . 145
%ersonnel Costs and Oper-
ating expenses for 75

centers 1,560
epair/Refurbishing of S
75 Centers. 390

Local DPH costs (fuel, per
diem, travel, tralning,
shipping) 200;
Local project costs provided
from counterpart to be
administered by ¢vuD:
Supplementary project
personnel costs 62

¢

" ifreight wor!-s

BPORUATT As3uii5iis

. tm—— -

— - —————

Assumptions for Providing Inputs: (p-4)

GDZ DSP recetves budget requeét.SDCMF:ggrv

well and 1s continued,.
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Profect Title & Number:

PROJECT DESIGH SUNMARY
LOGICAL FRAREWORK

Family Plannlng Services 660-0094

I SRRATIVE SUMMARY
Project Inputs: (p-I)
Cost
(000)
II. GOZ (Continued) -
Local project costs provided
from counterpart- to be
administered by CNND:

Training Costs 700
Local Costs (travel, =~
! supervision, ship-
w0 ping) 500
n Informational materials 200
! Evaluation 100
Other 50
TOTAL 3,907
III. CNND
Warehousing for contracep-
tives . 150
Personnel Costs 208 |
) TOTAL 358

IV.: PRIVATE SECTOR-Zaire
Personnel & local costs
V. UNFPA
Technical Assistance
Contraceptives
VI. IPAVS
Technical Assistapce
Commodities
VILI. JHPIEGO
Technical Assistance
Training & Commodities
<I11. T1PPF
‘Contraceptives
IX. Peace Corps v
350 PM of 6 plus technical
assistance

515

200

300

100

Lfe of Crcpect:

From FY _ 3_3_ __NF"._..BI- —
.S.Furing _ 3,940,00
B P or e pfOR L S

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

- SN ¥
| IVPORTANT ASSBAOT151i5

Implémentation Target (Type
and Quality) (p-2)

TOTAL ALL DONORS 9,920 -

(D-3)

Pssumptions for Providing‘};;;;;: (D-4)

UNFPA recelves requested budoot

IPAVS receives requested budger
IPAVS approves increased allocacion.
far Zaire ' o ’

JVUPTEGO raceives requested éiibcatioi
for Zaire

-

Peace Corps can recrult PCVS and recelvas
budget necessary to support them,
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__ANNEX B

 'FAMILY PLANNING POLICY AND STATUS -

-1, Generii

Althcugh the legal basis and principle of family planning was established
" 4{n 1972 and 1973, the strategy for implementing it has evolved rather slowly.
From 1973 to 1991, the CNND worked with various private (church) organizations
and some GOZ medical facilitles to jnitiate family planning within the context
of Maternal Child Health programs, USAID assisted with this effort through
its MCH/FP Project 660-0049., This project integrated the full range of non=
surgical family planning activities into two DPH health centers in Kinshasa.
Other USAID-funded donors expanded this effort to more clinics in other geo-
graphical areas in the jate 1970s. These included pathfinder, FPIA, and the
International Project, Assoclation for Voluntary Sterilizatiom (IPAVS).

necently, the DPH has increased the attention of its own program to the
issue of ready availability of family planning services to the general public,
In February, 1981, the GOZ elaborated its Public Health Policy that would lead
to Zaire's goal of "health for all by the year 2000." This policy focused on
providing prevention and cure for the tuen most prevalent serious health prob-
lems. One of the principal strategles for combatting the problems is provision
of the full range of family planning and education and services in all GOZ health
care delivery systems, To this end, the USAID bilateral project "Basic Rural
Health" (660-0086) is expanding primary health care including family planning
through 250 rural Protestant Missions (ECZ) and GOZ health centers in 50 rural
zones. It is planned that this project will have 150,000 new acceptors by 1987,

In a series of meetings and planniﬁg conferences in late 1981, the G0z DPH
recognized that urban 1ife was creating some serious health and social problems.

These included:

-~ lack of access to baalc health éetvices

~= rise in malnutrition

-- increase in induced abortioms to Cerminatebunwancedvpregnanciee

-- incapacity of ma.y familles tu provide auequhég food, lodging and educa-
tion for their chlldren ‘ : '

- increased incidence of infant/ci:ld abandonment.

As a result of these observations, the DPH has recognized che special need
for an effective program of 'Nulssances Desirables' in the urban areas, The GOZ
has approached USAID for assistance in this task,

The CNND has collaboraced during the last seven years with various organiza-
tions in providing ir."ormation and education on the use of family planning ser-
vices. In approachi.; this task, CNMD has relfed om estab: lshing clinics in
the DPH, private companies, and esprcially the Eglise du Christ au Zaire (ECZ).



- 58 -

CNND also has called on the assistance of various {nternational organi-
zations. Many of these, such as FPIA, Pathfinder, IPAVS, have collaborated
with IPPF to assist with boch the procuring and delivery of family planning
commodities and services to Zaire, These organizatlions have agsisted with small
grants for training and start-up of service delivery. While these small pro-
jects have been valuable in initiacing services, and in demcastrating the need
for and receptivity to services in zaire, thoy have the following limitations:

—- limited impact (small scale):

-- lack of coordination with other groups vorking in healtt and fumily
planning, especially DPH; )

-=~ high per unit of services cost of supervision; and

~= limited resources,

As noted elsewhere, the Tulane University Operations Research project 18
providing services in urban and rural areas of Bas-Zaire, 1ts more important
contribution will be the lessons to be learned tor national planning.

UNFPA assistance to date has been largely for demographic statistics collec-
tion and planning., We expect that through collaboration with this project they
will be increasing their emphasis on service delivery, specifically through
assistance to training programs and provision of some contraceptive commodities.

The report of the CDC/APHA evaluation of CNND indicates that there are at
present 95 "antenna" affiliated to CNND which deliver all family planning methods
and 83 centers which are.only supplied with non-clinical methods. Their organ-
izational affiliation is as follows:

Catholic .
DPH ECZ Church Other Total
130 32! 3 13 178

~ 1, There are a number of "garellitas™ to ECZ "antenpa' which are not recorded
{n the CNND listing (field visits by PID review suggest many of the DPH,
walle porantial providers, dre presently offering litele, tf iny, services
On the other hand, the ECZ and Catholic Church involvement appears strong-
er than chese figures suggest).

The following simple critzria must be met Ath the health racilities which
request affiliation:

a) that there is . stated i.terest to delivery fanily planning services
by a health facility and/or organization. Individuals are not eligible;

5) thac the personnel of the health facility have appropriate training
before they begin providing "clinical" cuntracept..ve mechods, which are
defined as IUDs and Depo-Provera. The CNND provides other methods, in-
clué 1g the Pill, immediately ypon receiving the original request for
affiitation; and ¢
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'E) that regular service statistics and supply management reports be
submitted to CNND,

In addition to those formally recognized affiliates of the CNND, many
distributors (churches, private clinics, hospitals) have initiated family plan=-
ning services on their own. MNo definttive data is available but the recent PID
review team estimated that there muy be as many as 50 service providers that
have no direct contact with CNND. Despite this initial progress in family plan~
ning delivery that is unique in Francophone West Africa, improvements are needed
in processing applications, the organization of training, the provision of.
contraceptives, supervision, gathering of servicg statistics and evaluation.

These problems (along with potentials) are identified in the CNNﬁ e.al-
uation. This project expects to provide the technical assistance and material
support to alleviate the difficulties, which are discussed in the following

paragraphs,

2. CNMD Evaluatfons Findings

At USAID/Zaire's sugwesti a, the CQND was evaluated in Tebruaxy, 1982 by
a team of family planning specialists, Thelr findings are summarized as
follows:

== CNND has a core staff of well trained, emergetic workers who havae
- been making an important cc.cribution to family planning in Zaire.

‘== CNND's limited resources and small staff were being usad in a myriad :
of activities; as a yesult, thz CNND has not concentrated on or been
an effective coordinator of family planning services in Zaire,

-— CNND statistics reflected only a small portion of service providers
and that present reporting is cumbersome and of limited use for
planning and evaluation,

_— Information and Education Programs have consumed the largest part of
CNND's bud:=t and staff time; as a result there is presently a demand
for services that is not being met,

L]
A summary of the evaluation team's recommendations follows:

== That CNND devote its limited : aff and resources to coordinating acti~
vities of other organizations working .n family planning,

== That the CYND concentrate on training, statistics gathering, evaluation
and ordering, stocking of contraceptive supplies.

-- That IPPF review its assistance package to CNND with an eye to increas-
ing contraceptive commouities and to decreasing allocations for
Informacion and Education activities,

-- That short-term technical assistance be made available to CMNi la the
areas of supply, logisrics, service statistics and vecord keeping,

4 Zaire: Program Evaluation of the €omite Nationale des Nais;ance
Desirables (CNND), Jaauary 20 - February 10, 1982 (Center for Disease
Control, March 12, 1982), e | :
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The missivn has reviewed the CNND report and concurs in the recommenda~-
tions as does the CNND, Apparently, there was some underestimation of the
value of contraceptives dunated "in-kind" and the imbalance between contracep=
tives and information and education activities is not as great as the report
suggests. However, the point {g still well taken. Demand is ahead of supply
and it is appropriate to focus more actention on supply. Shortages of contra-~
ceptives have been a problem and stock-outs have occurred. A major objective
of this project is to resolve thdse problens.

The PID raviev team findings are gunslstent with this report with the
caveat that, while increased relative emphasis should be given to servica
delivery, within these service delivery progranms, appropriate attention
should continue to be given to informational communication.

3. Standards for Health and Family Planning Service Dellvery

In reviewing the policy direction and standards of health care to be
pursued in Za!re, there is guidance in the DPH's diagnosis of the problem
(Page 2 of the Plan of Health Action 1982-86), "At the time of Independence
our country inherited a group of well developed services that was able to
provide promotion, prevention -and curattve services to a significant portion
of the population: We were not able to malntain that sysctem due to financial,
equipment and personnel shortages, The syastem has progressively daveloped into
a model based on western medical structures which, despite their undenied good
intentions have come to provide very costly curative care to a ainority of
the population.”

The Plan of Action seeks a more cost effective, preventive emphasis, more -
relevant to the conditions of Zaire and more accessible to the majority. This -
is articulated (page 9) as follows:

"The principle objective is to make health care geographically,
economically, and culturally accessible...saving the community
the great distaace aecedgsary to receiva health care must be
considered an absvlute priority...the service must be designed
8o the community or individual can afford it...the services
must be acceptable co those for whom it is provided, must be
adapted to thelr pricrity needs and of satlsfactory qualicy.”

The implications of this intent to develop a system of care and standards
of service relevant to Zairian conditions are reflected in the project proposed.

in this document.

The CNND has been given a policy developument, gtandard fixing role vis-a-vis
family planning, The DPH provides some regulatory oversight, There is depen-~
dence on the certification and qualification of phvsicians at the implementation
level to utllize accepted medical practice. CIND basic standards are those of
IPPF; in case of sterilizacion those of LPAVS.

Current medical standards are in the process of development as service
providers are gulning more gexperience with a young program.



-6l -

Oral contraceptives can be purchased in pharmacies without a prescription,
although accepted medical practice is that they should be dispensed under
medical supervision. Medical supervision 18 iiterpreted by CNND instructions
to mean by a trained person (usually a nurse) working in a system which has
access to medical supervisors. Frequently, but not always, a simple gynecologic
exam 18 involved as well as blood pressure. A chack 1ist of possible contra=
indications is applied. IUDs are inserted by physicians or by trained nurses
under medical supervision., Tubal ligations are only performed by surgeons,
under the same standards applicable to other abdominal surgery. Where lapro~
scopes have been provided by JHPIEGO or other equipment by IPAVS, the standards
for training and ancilliary equipment have been upgraded and informed consemt
has been regularized and documented. These forms ‘meet the requirements of
USAID policy determination No. 70. )

There are some additional standards, which reflect presaent cultural and
religious attitudes, For example, the policy 1s generally applied to provide
contraceptives only to couples where both parties have indicated their consent.
Generally, the contraceptives are provided to adolescents only with parental
consent. Age, parity and spousal comsent requirements related to tubal ligatiom
are conservatlve «nd restrict service availability., As an indication of non-
pregnancy, it is frequently required that women come for an initial supply of
contraceptives during their menstrual period.

Both the DPH and the CNND have been involved in establishing and reviewing
these standards as well as supervising their compliance. An indication of-
care in this regard is the high number of physicians, nurses and administrator
who have been sent to JHPIEGO to improve their skills (43 to date). Addition-
ally, there have been twenty or more nurses sent to other international train-
ing such as that at Downstate Medical Center to improve their clinical and . .
training skills. :

There are qualified physicians in the DPH reviewing the iasue of standards.
The Vice President of CNND, who is particularly involved, is a past director of
the huge Mama Yemo Hospital in Kinshasa which has the largest family planning
center in the country., There a:: a substantial number of expatriate physicians
throughout the system who assist in developing standard~ == supervising '
performance.

-

The project itself is designed to result in furth.:r developument of gtan-
dards, but above all to provide the training, commodities, and supervision so
thac "standards" can becoma practice rather than empty policy statements.

Summary of Institutions and Porential for Family Planniag at the Local Leval

Following 1s a summary of the findings aund conclusions of a twelve-~perscn
review team which visited 56 health institutions in nine of the major cities

of Zaire.
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~ SCOPE

On March 8-15, 1982, a twelve person team visited 9 of the major cities of

Zaire to observe ronditiona of physical facilities, program and personnel in the
health institutions. The objective was to assess their potential participacion.

in the proposed urban family planning program.

The group was comnosed of

Dr, Moucka, Director of Epideﬁéology. DPPH, and Dirgctor of Inatitute .
of Medical Education ) .

Chirwisa Chirhamocekwa, Director of Health Education, DPH
Dr, Miatudila Malonga, Vice Prdsident of CNND

Migsamu Kam-mitondo, Supply Officer, CNND

Indumany KXambang, Assistant Director Secretary, CASOP
Rev., Ralph GCalloway, Population Advisor, ECZ

Mrs, Florence Calloway, Nurse Midwife, EC2

Joyce Holfeld, Consultant, IPAVS, New York

Beverly Fostar, Program Officer, AErica/thdla East Reglonal Office,
IPAVS/Tunls :

Wilbur Wallace, Regional Director, JHPIEGO
Richard Thornton, Public Health Officer, USAID/Zaire, and

William Bair, Regional Population Advisor, USAID, REDSO/WA, Abidjam,
[vory Coast

la each city visited, the PID review team was divided into 3 or 4 groups to

visit the major hospitals and other health cencers and dispensaries,
had a rapporteur who compleced a standard questionnaire.

Following the visits,

the rapporteurs summarized the basic information ou a matrix that was then

synthesized for each city and summarized.

A copy of the city synchesis and the

overall summary is actached.

SALIENT OBSERVATIONS

1)

2)

Nine cities were visited covering a total population of abuut 6.5
million,

Fifty-five facillties were visited of which 20 were hospitals and 36
were health centers or dispensaries (two weras under constructiom),

Each group



3)’

4)

5)

6)

n

8)

9)
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Of the centers visited, 29 wera state-sponsored, 12 church, 9 uniom,.
and 6 industry for a rough proportion of 50% public sector and 50% . °
private. It was apparent that all systems had some problems, but an
infrastructure does exist which could be utilized for family planning-

An indication of client use was determined by number of consultations
per day., Eleven institutioms had 0-50 consultations per day; tem had
50-100; and thirty-three had 100 or more, 0f the 33 (100 or more),

one was a 1700 bed hospital, one was a 1200 bed hospital, and seven. had
betwean 300-500 beds. These larger institutions had in excess of 300
outpatient consultations daily, The team was impressed with the sub-
stantial number of outpatient consultatlons even in the smallaat centarad, .

The 56 institutions were staffed with 216 physicians, 1402 nurses of
various levals, and 973 other personnel, (In the largest hospitals,
this number includes only the OB/GYN department, the most relevant to

family planning.).

While the primary focus was curative (53 facilities), a substantial’
numbar had pre-natal (38), vaccination (39), pre-school (26), and - ~
obstetric services (31).

Family planning services were being provided in twenty-six institiction
Eighteen institutions were providing surgical contraceptive service *
(sterilization), twenty-two were imserting IUDs, and twenty~six were’
providing non-clinical methods (pill, condom, Depo-provera, foam and/

or counseling in natural family planning). The most frequently used
method was the pil?l followed by Depo-provera or IUD with condoms, foams
sterilization and natural methods substantlally less. Records wera .
often not kept in a consistent, complete or up-to-date manner, snd ia -
most centers, the actual numbers: were low. Howaver, whargd thers was an
organized servica with opecific personz responeible and facilitias avail~
able (e.g., CNND center in Mama' Yemo Kinshesa - (1300 F.P. consultations/
month), CNND center Bukavu Hospital and Clinique (400/months) , and CNND
center N'dj1li Kinghasa (120/month), and the CNND Matonge clinic (90/month
in initial sctage), the user level was demonstrably higher, - - :

A subjective judgment was made of laterest of the service providers

and expressed patient demand. Only ona center was consideréd to have'
no interest; some interest wag demonstrated in 19 facilities and thircy
gix canters expressad coneiderable interest, geveral being particularly
anthusiastic. In all locattons there was no problem or reticence.
encountered in discussion of fawmily planning., The Concapt of: "Desired
Births" had been broadly disseminated and was generally vieved as a. -

positive health measura.

A judgment was made of the potential for family planning consultation
and it vas estimated that in the centers visited, 26 could ultiasately
provide sterilization services; 42 could provide IUD services, and 354
could provide won-clinical services. In these cencars it is estimated
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?thé:’vlth‘ﬁrobqrittainlng. equipment, educational marerial and contra-

ceptive supplies, potential could reasonably svon rcach approximately

69,000 F.P, consultations per year (25,000 to 30,000 nuw acceptors).

Forty~two out of the fifty-eix centers were already average or good
in their equipment, suggesting the need for less capital {nvestment
in facllities and equipment than might have been expucted. However,
it was also noted that dxpendable supplies were universally lacking, -
suggesting the need for atte fon to this element. Provision for '
small repair and ret’urbishinTvould add dignity, attractiveness, and

cleanliness,

The most pervasive need, in addition to contraceptives, was that of
personnel training. Personnel are in place and Incterested in family
planning, Many stated (and demonstrated by thelr conversation) that
their family planning knowledge needs to be expanded and their tech-
nical skills up-graded, However, it should also be noted that the
team Interviewed a significant number of personnel who were well
tralned and well quallfied in family planning and able to transmit
thelr skills to othurs,

Informattonal materials were generally lacking for provider instruc~
tion as well as patlent Information.

Surgical procedures were carried cut in the same conditions as general
abdominal surgery and Caesarean sectionms, mostly for medical reasons
and using old techniques. Laparoscopy and mini-lap can up-grade the
garvice if proper training, facilities and medical supervision are
assured. In several locatlons, more procedures could be performed

for contraceptive purposes 1f more operating room time could be made
available for elective surgery.

No unlform record system exists for family planning and that which
does ls encumbered by complicated reporting requirements.

Evidence was seen of immediate potential for the classic "community-
based distribution” approach in omly three or four centers. The heavy
ovipatient case load of small dispensaries in huavlily populated resi-
dentlal zones provides an initlal subscitute for thls as an out-reach

program,

CONCLUSIONS :

1)

There ls an unmet demand for family planning servicus and basic infra-
structure to deliver them comsistent with the PID plan aud projections.

Adding family planning to the present services will nut create an
“unbalanced' or disproportional attention to familv planning, These
are on-going MCH activicies that family planning will complement and
improve, A reasunahly narrow focus on Family plannlng in service
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8)
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13é1196ry ig appropriate. The :rﬁiﬂing and;iafotﬁﬁtiongl matgf;als
should deal with family planning in the broader context of maternal

child health and nutrition.
Training at all levels is needed.

Informational materials are needed for service providers and patient
education. :

All public and private delivery networks examined are capable of
providing service if given supplies, materials, and training. It

will be important to maintain multiple networks, outlets, and approaches

if significant increases in access and coverage are to be'achieved.

Many individual centers will have modest case loads, With special
attencion, lead centers could provide heavy case loads in each city.
Both approaches could assure access to a wider population. Future
programming should explore community-based -distribution (CBD) and
social markecing 1f expanding numbers are tc be reached.

Logistics gystems must be strengthened and record keeping simplified.
A mechanisd must be found to maintain contact with the local level to
improve communication, support problem golving, and reporting as an
assistance to the major networks to carry out the program under their
responsibility.

A medical supervision system is needed to ensure the delivery of

high quality service, Im addition, protocols for training, facilities,
personnel and services must be developed and mouitored 8o that uniform
standards can be met. The present emphasis on quality training and
equipment for surgical procedures and use of para-medical personnel
under medical supervision for non-clinical methods is sound.
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S, Kinds of Contraceptives Being Used

Information 1s imprecise and unfortunately it appears that ln many circum~
stances contraceptive method has been as much determined by availability as
consclous cholce. The 1981 evaluation of CNND provides the following:

Percentage Distribution of Family Planning
Acceptors, . by Method
CNND, 'Zaire, 1976-1981

Method 1976 1977 1978 1979 1950 1981§
Pill 3.0 29,8 40,8 67.7 36,6 32,3
Depo~provera 41,0 37.0 26,1 7.9 25,6 42.9
Condom 4,9 10,1 13,9 13,9 19,0 8.1
IUD 19.5 20,5 16,5 - 8.6 13,7 12,6
Tubal Ligation 0.6 1.8 1,9 1,5 1,6 2,8
Vasectomy 0,0 0,0 0.9 0.0 0,0 0.0
Other§$ , 0.0 0,8 0.0 0,5 3,5 1,2
TOTAL 100.0 100,0 100,0 100.0 100,0 100.0
No. of Acceptors 8,542 14,088 17,344 23,147 27,028 5,872

§ January through June only, _
§§ The CDC report does not clarify how much of "other" is natural family

planning but training materials reviewed and interviews indicate that
it is a part of the program. There is provision for its reporting
(which is done with no more precision tham other reporting).

(Reports from about 40Z of family planning outlets)

The most striking conclusions to be drawn from these data are that Depo-
provera and the pill use is roughly equal and between them account for between
60% and 707% of contraceptive use each year among acceptors, Also, condom uae
geems to be higher than in othe:z African countries familiar to the evaluation
team. Tt will be interestiny co compare these figures with the results of the
Contraceptive Prevalence Survey presently being conducted by Westinghouse Health
Systems in certain urban areas.

6., Attitude at the Community and Personal Level

Anecdotal and some statistical indications throughout the field visit of the
PID review team suggest a growing accepta- - of the concept ot "Desired Births"
and a growing demand for fami!v planning a.: /lces. Saveral efforts have been
and are bheing made to get more statiscical measures.
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An operatiuns research project conducted by 'Tulane University has been
functioning in Bas-Zaire since 1980. The initial fluld experfence und base-=
line research from the rural areas suggest:

-= widespread acceptance of a strong emphasis on family planning im the
context of maternal and child healths

-= 1little adverse reaction to the distribution of contrdcueptives to
women (n thelir homes: .

-- interest in contraceptive use fprimarily as a means uf child spacing,
as indicated by the fact that substantlal percentage of acceptors
have been lactating mothers;

-- a preference for foam as a contraceptive method, especially in the
«oove cases; '

-~ interest in sterilization, as suggested by the number of women who
have requested this service,

Since November 1981, the home visitors have been instructud to record the
reason for refusal In those cases where the woman dues not accept the contra-
ceptives during the home visit, given that this occurs in over half the cased.
This information was hand-tabulated initially, with the folluwing results
(percentages are based on 1,130 women who refused during the tlrst round of
vigits and who gave a reason):

-- Husband was absent at time of visit1 25,8%
-~ Woman is currently pregnant 21,92
-- Woman desires another child 9.6%
-- Woman is opposed to family planning B.7%
-- Woman has reached menopause 3.32
-- Husband 1s opnosed to family planning 2,32

== Other (including subfecundity, no exposure
to intercourse, preference for tradicional
methods, etc.) 28.42%

On———————

100,0%

1, Women whose husbands weren't home weren't oftered contraceptives.

It {s interesting to note that "fear of side effects’, which is ome of
the precoded answers, was not mentioned during Round I.

Similar findings from that project in the urban area of “Macadi will be
forthcoming in 1982, Some of the preliminary findings follow:
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Contraceptive Use Among Women, 15-49,
in Matadi, Zaire, March 1982

At z .
Uses no methods e p§471  v;ﬁj}St
Uses traditional method(s) ‘ .fj§§§il k4?;7.
Withdrawal o ST 428 23,9
Abstinence, separate beds . 241 . 13.5
Rhythm ‘ - 140 1.8
Other ' e 13 0.7
Two or more traditional methods . -3 1.7
Uses a modern method . {iéé' . ..5.0
Pill | T 49 2.7
Female sterilization 20 . 1,1
Condom ; : 10 046
Injection ‘10 046"
IuD , , 0 © 0,0
Vaginal methods ' ..a . 0,0
TOTAL 1,789 100.0

Preliminary information is available from a survey in Kinshasa of 2,459
fertile-aged women who have a child under five, and 1,747 women of reproductive
age surveyed in a rural area of Bas-~Zaire. Raesults of these surveys suggest a
remarkable level of use of traditional means of contraception, primarily for -
the expressed purpose of child spacing.‘ In Kinshasa 80% of the women surveyed
stated that they were using some child spacing technique, and in the rural
area of Bas-Zaira this figure was nearly 50%. At che same time the use of
modern contraception was quite low in each group (about 7% in Kinshasa and
iittle more than 32 in the rural area).: This suggests a conaiderable poten=~
tial demand for contraceptives if information and commodity delivery sysatems
can be-developed to make modern contraceptives more sccessible (economically
and culturally as well as geographically), Inttial results of community-
bagsed distribucion in rural Bas-Zaire suggest cultural acceptance of the
practice and substantial interest ir modern contraception. Anecdotal infor=-
mation from the FPIA~supported community-based distribution projects suggeat

the same,



CANNEX C_
CONTRACEPTIVE SUPPLY
Contraceptive supplies required are determined by the partlcular progras
being developed, the level of users and couple years of protectiovn to be
providaed, and estimatas of invehtory requirements to cover warchousing and

delays,

1. Contraceptive Mix

Although PID guidance suggested a review of cost effectiveness in method
mix, this may not be the most relevant consideration in most family planning
programs, [n terms of cost effectiveness the signal contribution of USAID
has been lts centralfzed purchase of contraceptives, keeplng costs of pills
and condoms remarkably below retail costs in the developed world. Population
Council and USAID efforts have restrained costs of IUD and we expect a similar
influence on foaming tablets, The newer methods of female sterilization developed
with USAID support have made this method by far the most cost effective where
levels of use are substantial, (This ecomomy of scale will not be achieved in
Zaire for sterilization in the near future and start-up costs for sterillzation
will be high; however, sterilization will be introduced largely for health

reasons. )

If it were clear that one method were substantially less expensive than
another, the issue of coats would be more determinent. However, this does not
seem to be the case as suggested by the following cost comparisons:

Contraceptive Costs - 1981
(approximate net FAS)1

Condoms (100/couple year protect lon (CYP)) :
Packaged {n individual wrap in boxes $4,10/100;

of 100 ($4,10:CYP)
Orals (13 cycles/CYP) _

Packaged 3 cycles'co package SO.lB/éycle

f ($2.50/CYP)

1. Note: This is just the contraceptive costs. Ic may appear,
e.g., that condoms and foam tablets are more expensive, However,
one must remember that the associated distrihution/application/
clinic costs may be considerably higher for the IUD and orals than
for condoms and foams, Similarly, the costs for natural famlly
planning methods are negligible, but the trainlng, counseling,
informational service costs are significant., Depo-provera is not
1isted since it is not provided by USAID but approximately $8.00
per 10 injection flask, the price per CYP is about $4,00.
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Contraceptive Costs ='1981
(Continued)

Lippes Loop (IUD) (1 pravidas 2 1/2 years
protaction but logiatics raquire 3-5/CYP)

Bag of 100 accompanied by 10 insertera $37.95

‘ : "($2.00/CYP)
Copper_T_(IUD) $0,80
Vaginal Foaming Tablet (100/CYP) " $6,00/100

A raview of costs including program administration and effectivensse in
averting birth suggests that costs will be relatively similar by method (except
for sterilization which can eventually be particularly cost effactiva). "lote
the following example from the program in the Phillipinest '

Average Annual Cost Per Acceptors =
Beginning and Continuing and
Par Births Averted, by Method
Philippinaes.Family. Planning Program.

- CY 1977
. Cost per Beginning Cost.per Continuing . Cost -per Birth '

Method Acceptor : Acceptor v+ Averted

) o .(U.S. $ (u-sv s) zﬁls' 55
 Rhythn 11,68 10,42 52,78

wo - 11.95 9.49 37,35
' Condom 12,17 11.62 49.31

Pill 12,74 11,57 38,13

Sta;fIization 20.34 B 17,38

Resource Allocation:
Quezon City), University of the Philippines. School of Economics,
Dacember 1978, pp. 38<39,

' - ‘ ‘ .t
Source: Pernia, E,N. and Danao, R.Ay, Cost-Effectiveness Analysis_and Optimal
The Philippine Family Planning Program ilimam,

In terms of cost efficlency, experience around the world has indicated
 that the type of distribution system organized (which obviously is not inde=-
pendent of methods used) has more influence on cost than maethods per se,
REDSO/WA's population advisor in a January 11, 1982 paper fcr the Family Health
Task Force raviewed these lssues and made some estimates of program ,costs
summarized as follows:
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“Rough Rules of thumb for costs of couple year of protection

(ideas of how African programs might develop. Thesc are high
figures == all efforty must be caEen to get lower.)

Clinic-Based program (orals, IUD, natural, condom) $30-50/CYP

(They are cheaper =-- ghould be; there are many more expensive,
but difficult to justify,)

Community-Based Distrtbutioy (CBD) program (orals, condom, natural,
foam) $15-20/CYP) I

Commercial Retail Sales Program (orals, condom, foam) $10-15/CYP

Sterilization $50-75 provides 10-15 couple years of protection,"

Thus, we conclude that for cost cumsideration (to say nothing of cover~
age and accessibility advantages), moving toward the community-based distribu-
tion as soon as feasible and eventually to commercial retail sales when appro-
priate will be most efficlent.

As constraincs to sterilizatlon effurts can be broken down, this will
become a cost effeckive method,

Considerations other than cost will likely have mure iafluence on the
program mix. Successful programs around the world have made a variety of methods
avallable, We will not attempt to explain the medical rationale here of why
at different times in the reproductive life cycle of women, with different health
status, different access to medical supervision; different contraceptive regimes
ara to be recommended. This paoer will not discuss the pros and cons of the
use of Depo-provera which has been explored at length in the recent mudical
literacure. We do not believe it inappropriate for the CNND to have followed
IPPF, UNFPA and WHO guidance in choosing tg include this product particularly
for the clder, higher parity women who don't have the access to sterilization.

Wa don't think it appropriate to set up any financial or other mechanisms -
(except not to buy the product) to disassoclate USAID from this,

Cartainly personal preference is not to be ignored, This is oftea
influenced by the users’ own physical characteristics. However, just as often
it i{s determined by rumors or attitudes in the community or & particular pre-
ference by the service provider, Moral and personal considerations will cause
gsome to prefer natural methods, Natural methuds as well as cundums are the
more likely ways to involve the male partner more effectively.

Logistics considerations are also {nvolved. A case can be made, for
example, for a variety of oral formulactions to meet the specific needs of
individual patients, However, there is a limit beyond which more potential
confusion i3 i{ntroduced by additional methods than the benefits gained,

The medical skills and equipment available as well as the conditions
of the clinics determine how many locations should pravide sterilization and
IUD services.



-73 -

_Past,practice~is,a'useful guide in considering contraceptive mix. Data
1s less than precise and we suspect that practice has been influenced by contra-
ceptive snpply availability as much as by conscious choice,

S ) Prasent ‘Contraceptive Use
Partial data from Kinshasa clinics March 1982
~ Mama Mobutu (N'djili) and Barumbu Clinic

Contraceptive Method Percent of Users
Q,Déﬁé;p}byéfA 352 (or more)
, IUD RO | ‘ lsz_
~ Condonm ~ s-10%
 Foam 5-10%

P11l | 352

Percentage Distribution of Family Planning Acceptors by Method
CWND, Zaire, 1976-81 (40% of distributors reporting)
APHA/CDC EVALUATION 1982

Methad 1976 977 1978 1979 1930 1981§
P11l | 34,0 29.8 40.8 67.7  36.6 32.3
Depo-Provera 41.0 37.0 26,1 7.9 25.6 42,9
Condom 4.9 10.1 13,9 13,9 19.0 8.1
1UD 19.5 20,5 16.5 8.6 13,7 12,6
Tubal Ligation 0.6 1.8 1,9 1.5 1.6 2.8
Vasectomy 0.0 0.0 ' 0.9 ) 0.0 0.0 0.0
Other’ 0.0 0.8 0.0 0.5 3.5 1.2
TOTAL 100,0  100,0  100.0  100.0  100,0  100.0

No. of Acceptors 8,54. 14,088 17,344 23,147 27,028 5,872

§January through June only

{lhere Depo-provera is readily available it is used in higher perceatagews.
We expect as foaming tablets are made available, they will increase rapidly in
acceptance as in other countries. (Reports from the Tulane Research suggests
substantial preference for foam,) As the program shifts to a more "outreach',

2
e
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community- (or community facility) based approach, there will be more use of
the pill, foam and perhaps condom, which might allow less Jependence on Depo-
provera, Sterilization will increase as adaquate surgical facilities become

available, . 1

Por purposes of project planning at this time, we have prujected the
following purcuntages: (These will be adjusted with shifts ia use.)

Contraceptive Method Percent of Usars
Oral 302
Depo-provera 252
IUD ' 152
Sterilization 4z
Natural Methods 6%
Condom 102
Foam Tablets 10%

2. Program Users and Coﬁple Years of Protection

As stated in the PID, the achievement of 250,600 new acceptors during
the life of the project produces approximately 300,000 couple years aof protec-
tion., This 1s a figure subject to substantial variations depending ong

-~ the rate at which new acceptor per year figures grow (l.e.,
a faster start-up and more regular progression will produce
mora CYP for the same total acceptors as compared to a slover
start-up and relatively higher numbers of new acceptors in the
later years), The calculatlqns which follow used a straight
1ine growth starting from slightly higher than present levels,

~~ method mix and continuity, We don't know the drop-out rate at
all, let alone by mechod, in Zaire. Although this would affect
CYP, the calculations which follow use a "standard” rate with no
varlation for mix or changes,

The vay this is calculated to include drop-out ls$ based on the exper-
ience of the Colombla program where good service statistics were avallable in
the private assoclarion clinics, where surveys were carried out to examine
patient characteristics and contlnuity, and a "drop-out rate’' was estimated.
The average rata astablished with 50% discounted in the initial year, This
procedure way reviewed In some depth by CDCj; thelr conclusivn was that 482
could have been used and that this was a conservatlive but practical basis for

calculatiny continuing usars.

Thus to arrive at continuing users, one should discount new acceptors
by 507 in the year of thelr entry into the program and carry the discounted
figure forward through the life of the program (presuming we are talking about

4 or 5 year programs =-- longer programs would require some udditional discounting)
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To arrive at Couple Years of Protection (CYP), one must additiomally
discount the New Acceptors to account for their coming into the program at
various times during the first year of their participationm. The new acceptors
are discounted by 50% to get continuing users in the first year of their entry.
That figure is then discounted an additional 25% to account for late entry.

Couple years of protection provides a good basis for projecting contra-
ceptive needs as well as one of the better common denominators for comparing
parts of the program or comparing the program with others for a measure of
cost effectiveness.

Following is an estimate of the numbers of Ne¥ Acceptors, Continuing

Users and Couple Years of Protection from the Program™:

Year“2 Yeaf 3 Year 4 Year S TOTAL
1, New Acceptors (000) 30 40 50 130 250

2, Continuing Users
from this Year
N.A. (502) 15. 20 25 65

3. Previous Year's
Continuing Users - 15 35 150

4, Total Continuing
Users (000) 15 35 60 125 125

5. CYP from this
year's (000)
Acceptors (dis-
count line 2 by

25%) 11,2 15 18,75 48,75
6, CYP from previous
year (line 3) - 15 35 185
7, Total CYP (000) 11,2 30 53,75 233,75 328.75

1. Note that no acceptors ara planned for the first year of project activi-
ties} during first year project will be involved in training, commodity
procurement and other start-up activities.

3. Inventorvy Requirements

There will be inventory provision for slippage and delays in the logis-
tics and likelihood that some supplies (pspecially IUDs and also Depo-provera)
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cau'clbéf:argé:gd as vell as ochetl::o place small numbers exactly where they
are needed. The following quantities were estimated for amounts needed for

a CYP,
“ 13 cycles of pills
3 IUDs (at least in beginning)
S Depo=-provers injections
100 Condoms
100 Foaming tablets
Plans will be made for double the first year's needs to provide inven~
tory and maintain this buffer in the system, This will be reviewed annually
for actual shipments, However, for program planning purposes, year three will

include an additional 502 to increase the buffer stock for the expacted program
expansion.

4, Contraceptive Requirements

Tha following table provides the estimates of quantity and cost (CIF)
for the five years of the project, The cost figures were based on most Teceat
USAID/W projection of commodity costs plus freight using the 1986 estimates to
pzovide for inflacion. (IUDs allow a mix of Lippes and €opper T.)
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ANNEX D

ORGAMIZATIONAL PLAN

This 1a a bilateral project betwean the Government of Zaire (C0Z) repre=
vented by the Ministry of Health and the government of the Unlted Status repre-
santed by USAID, It will be carriad out in collaboration with the CNND, the
inscitution in Zaire charged with th responsibilicy of coordinating activiciaes
of "Desired Birtha" im the country, fOcther institutions who will participate in
service delivery will be such privaté sector organizativns us CASOP, ECZ, and
industries which wish to include family planning in their ongoing healch acti-
vities.

The Ministry of Health will be represenced in a project advisory council,
vill provida the director of a central project management unlt and will provide
staff for supply, supervision and training programs, The bulk of the femily
planning services will be provided in facilities of the Department of Health

(DPH) ,

The CNND will also be reprasented in tho project advizory council and
will provide key staff for the central project management unit. In addicion
to its general coocrdinating role, the CNND will be responsible for project
administrative support, supply management, training and supervision, It will
carry out these roles with its own staff augamented by staff previded by the
- DPH,

Medical and nursing faculties will cooperate with the program in training
accivicies, The actual transport of commodities, service delivery and internal
supervision will be carried out by the organizatiouns which are presently
providing health saervices in Zaire, that is the DPH, ECZ, CASOP and various
industries and private organizations,

The project fs to coordinate, manage and evaluate these various implamen=
tation responsibilities through an organizational structure which was developed
in discussions between CNND, DPH and USAID, It provides for centralized plan-
nidg and supervision with discrete implementation responsibilities assigned to
the participacing Zairtan institutions (CNND, DPH, ECZ, CASOP, atc,) .

The organizational structure provides for:

A) A Project Advisoery Council (PAC) to provide a forum fur top leader-
ship of the parcticipating agencles to discuss and review the program
and assure the fulfillment of their institutional responsibilities.

b) A Project Management and Coordination Unlt (PMCU) comprised of a scaff
praovided by the DPH, CNND and a long-term consultant provided by USALD,
This unit handles the day-to-day project planning and supervision.

C) Administrative, supply, service delivery, training and supervisory
functions are assigned to the several inatitutions with specific
responsibilicivs {dentified,
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The composition and responsibilities of the PAC, PMCU and the participating
agencies in carrying out the project fuuctions are as follows:

A) Project Advisory Council (PAC)

The PAC will be composed of representatives at the Director or Director
of Division level of DPH, CNND, ECZ, CASOP, UNAZA, other Zaire imstitutions,
USAID and UNFPA, :

The Council will be chaired.on a rotating basis and will meet at least
quarterly to carry out the following responsibilities:

1)
2)
3)
4)
5)
6)

7)

Coordinate donor input to the project
Coordinate Zaire input to the project
Recommend policy for the project
Recdmmend program for the project
Recommend standards for the project

Review role and progress of the participating institutions
in carrying out their resmonsibilities for project implemen=
tation :

Review annual evaluation raports of the PMCU and arrange for
the overall project evaluation of years two and four,

B) Project Management and Coordination Untt (PMCU)

This unit 1s charged with the overall respounsibility of project mana
ment. Offices and operating expenses will be provided from counterpart fund
and GOZ Ordinary Budget funds assigned to the project.

The staff will be composed of the following:

1)

2)

Director - This person, provided by the DPH, will be a physician,

nurse or public health administrator with advanced training in the

organization and management of family planning service delivery
programs or in public health training programs. He or she will
be assigned full-time to che project,

Assisctant Director for Management - This staff member will ba a
long-term consultant by USAILD as part of the project. He or she
will be a qualified public health professional with academic train-
ing at least to the Master of Public Health level, He or she will
be competent in French language conversation and will have experi-~
ence in health programs in Africa. Primary skills will be in the
planning, management and evaluation of maternal and child health and
family planning programs, He ar she will be assigned full=time to
the project.,




3) Assistant Director for Program - Thias person, assigned full-time to
the project by the CNND, will have upiversity level training in
education, health or social sciences and at least three years exper-
fence in a supervisory, planning or management role in healch and
family planning programs, Preferably he or she will have advanced
training in one of the international short courses in family plan~

nlng.

4) Assistant Director fot'Tr7§n1ng - This person, who is the Director

) for Training of the CNND,/will be assigned half~time to the PMCU
by the CNND. He or she will have university level academic train-
ing in the fileld of health or education and will have had several
years of experience in organizing family planning training programs,
If he or she has not attended one of the international trainer of
trainers courses, this training will be provided early in the

project.

5) Bilingual Secretary - This persem will be financed by counterpart
funds avallable to the project and will have the qualificacions of
a professional bilingual secretary with several years of experience
in a responsible position in a private or public sector institution,
He or she will serve full-time im the project.

The responaibilities of the PMCU will be as follows:

1) Establish policy and program in consultation with PAC

2) Develop detailed program plans, schedules, budgets and operational
procedures

3) Enter into agreements with national and local institutions for
preject implementation ' :

4) Coordinate and monitor implementation by participating {nacitutions
(i.a., CNND, DPH, ECZ, CASOP and private {nacitutlons)

5) Assist participating institutions in administration, supply, train-
ing service delivery supervision and evaluation

6) Plan and monitor training outside Zaire
7) Plan and monitor short-term technical asaistance

8) Report to advisory council and to DPH, CNND, USAID ...

C) Functional Areas of Project Implementation

The functional areas of administrationm, supply, training, service
delivery, supervision and avaluation have been assigned to the participating

{nstitutions for implementation.

AR



1) Adminiétrative Function

The CNND will be responaible for providing the necessary adminis-
trative services to assist the PMCU in managing the project, These responeibil
ities will be carried out by the following staff:

a) Controller -~ part-time providad by CNND

b) Accountant = part-time provided by CNND

The responsibilities of this staff will be the following:

a) Assist the PMCU to prepare annual program budget
b) Manage all aspects of fiscal management and control

¢) Report to PMCU on progress in fulfilling objectives of
program budget

d) Recommend personnel policy to PMCU

@) Prepare and execute for FMCU agreements with national and
local institutions related to project implementation

f): Handle all legal aspects of project implementatiom.

2) Supply Function

The major supply function of the project for contraceptives and
medical equipment will‘be the responsibility of the CNND. They will carry out
this responsibility with their own staff augmented by staff provided by the
DPH, : .

There will also be a supply unit within the DPH to handle the '
internal logistics of contraceptive ‘delivery within the DPH health system and
to plan, organize, supply and monitor the supply of materials to local health
facilities for repair and refurbishing.

The staff asaigned to these two units and’ their responsibilities
is as follows:



A)

2) SUPPLY FUNCTION

CNND

Staif:

Supply Chief, part-~time provided by CNND
Assistaat, full-tice provided by DPH
Clerk, fuil-tima prcvided by D24

Pespoasibilitias:

a) Plan, order, receive and warehosuse all
ceatraceptives and medical equipment
for the project.

b) Dellver cortraceptives and medfcal
equiprent for DPH, CASOP, ECZ,
Trainire Centers, etc.

¢) Deliver rmatarials to local centers
as neces sary.

d) Minor repairs and maintenance of medical

equlpment

e) Maintalp warehouse records and records
of distribution of material

f) Moniter supply levels.

B) Repor: to supervision unit of CNND
and to PMCU

B)
1.

2.

DPH

Staff:

Supply Manuger, provided by DPH

Responsibilities:

8) Detach two staff members to GilND.

b) Review, plan, orga: ize, supply facility
repair/refurbishiny for all svurvice
delivery arnd tralning centers in proiect.

c) TIaternal logistics of contrace-~: . ves,
informaticnal materials and med .=al
equipment within DPH system,

d) Maintaln records consistent with CNNp.

e) Report to CNND on distributlon of
contraceptives, informational raterials
and medical equiprent.

f) Report to PMCU on facility improvcment.



3) Service Nelivery Function

The actual delivery of fumily planning services will be carried
out by the cooperating service institutions (DPH, ECZ, CASOP and others).
Responsibillty to organize, monltor, supervise and supply this acttivicy and
report on its progress wil: reside ult tmately with these instltutions,
However, they can expect assistance from the CNND and the PMcl parcicularly
in contraceptive ordering and central warehousing, tralning and supervision/
reporting.

Each of the cooperating ihstitutions will provide 4 Director
of Family Planning Services, preferably a nurse, or public health or docial
services administrator, who will be available adequate time to handle the
work responsibilities, These health systems will utilize their present
supervisory, clinical and community workers to carry out thelir survice
delivery and supervision responsibilities under this project.

The staff and responsibillicies of the several organizations is
as follows:
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a)

1.

B)

‘3)" SERVICE DELIVERY FUNCTION

DPH

Staff:

Director of Fanily Planning Services,
part=time, Nurse A (same person as
DPH supervision)

Clinic Staff at local level, part-tima

Responsibilities:

a) Plan and wonitor Family Planning
Service Delivery wichin DPH

b) Supervise internal logistics and
supervision

c) PDelivery of services at local level

ECZ

Staff:

Director of Family Planning Service
Delivery -~ part-time by ECZ
Clinic Staff at local level

Respoﬁsibilities:

a) Plan and monitor Family Planning Ser-
vice Delivery within ECZ in urban areas

b) TIdentify facility improvement needs in
ECZ project area; work with DPH to
accomplish improvements

c) Identify contraceptive, medical equip-
ment and Informati{onal material needs for
ECZ in project area; request and receive
from CNND and distribute; report to CNND

d) Select trainees and arrange training with
CNND

e) Service delivery at local level

€)

'.2.

1.

2.

CASOP

Staf€E:

Director of Family Planning Sorvice Deliverv
part-time by CASOP
Clinic Staff, part-time at local level

Responsibilities:

a) Plan and monitor Family Planning Service
Delivery within CASOP

b) Identify facility improvement needs in
CASOP, work with DPH to accomplish improvenents

c) Identify contraceptive, medical equipment,
and informational material neads in CASOP;
request and receive from CNND and distribute;
report to CNND

d)} Select trainees and arrange training with CNND
e) Service delivery at local level

OTHERS

Staff:

Director of Family Planning Service Delivery,

each has part-time person provided by their
institution

Clinic Staff, at local level

Responsibilities:

a) Same as for ECZ, substitute name of own
institution for ECZ
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4) Training Function

The primary responsibility for organizing and monitoring in-
country training programs will reside with the CNND. They will carry this
out with their own staff augmented by persomnel provided by the DPH, They
will enter into contracts with medical and nursing faculties and local health
facilities who will cooperate with them in developing the curricula and pro-
vide the didactic and practical-training for specific courses.

The training will be caﬁfled out in three "centers' = Kinshaaa,
Kisanganl, and Lubumbashi, ''Center“means a network of facilities (univer=-
sity, hospital, clinic, social service, etec.) which will collaborate to
provide the didactic and practical training required,

As part of the overall training objectiva the CNND craintnS unit
will also assiat the medical and nursing faculties to develop reproductive
health and family planning modules for thelr basic pre-service curricula.

The staff and responsibilities of the sevaeral institutions
for the training function are as follows:
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A)

1.

B)

1.

2.

CXMD C)
Staff: 1.

Chief of Training, part-time provided by
CNSD (same person at Assistant Director
for Training in PMCU)

Assistant for Training, full-time provided
by DPH

Part of staff ian three training centers

Responsibilities: : 2.

a) Review training heeds

b) Plan training program and arrange with-
* training centers :

c¢) Develop curricula for post grad refresher
courses with assistance of medical and.
nursing faculties

TRAINING CENTERS (Kinshasa, Kisangani, Lubumbashi)

Usa
Staff: V<

Director Kinshasal. part-time

Director Lubumbashi, part-time traininil

Director Kisangani, part-time training™ and
part-time Coordinator S

Clintc Staff from DPH and students

Peace Corps Volunteer, each center

Responsibilities:

a) Training for project
b) Practical training for mgﬁi@gl/nutSﬁgg;qqghgﬁf
c) Supervise trainees -

d) Deliver service

d) Assist medical and nursing faculties in D) Den
developing curricula for basic courses 1. Staff:
e) Develop didactic and informational PRI
zaterial (The training assistant <detached to CNNL wiil
£) Assist in training coordinate with DPH Famiiy Planning Service
Delivery Director to carry out these respon
g) Monitor and Evaluate tralning sibilicies)
Nursing faculty, part-time
h) FPeport to PMCU Nursing students, part-time
UNAZA MEDIGAL FACULTY 2. Responsibilities:
Staffs a) Assist in curriculum development e
Faculty, part-time b) Provide faculty for training programs:
Students, part-time c) Select trainees from local DPH Service
Delivery Centers ' x
Responsibilities: d) Organize courses/seminars for DPH supervisors
a) Develop medical curricula '
b) Assist with other curricula
1. Part-time paid by CNND, part-time paid by

c¢) Train medical students .
d4) Asstar wlch post eradoata refresher trainine

project for actaal teaching.
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S) Project Supervisory Function

Each of the service delivery networks (DPH, ECZ, CASOP, industry)
will be responsible for their own internal supervision of service delivery.
However, it was determined necessary te create a supplementary superviasory
capability to facilitate project implementation, identify problems and asaist
in their resolution, assure uniformity in the quality of service delivery,
assiat in the prepavaticna of service statistics reports and evaluate project

progress,

Direction of this supervigoty unit wvill be the responsibility
of the CNND. It will be staffed by personnel of the CNND augmented by person-
nel provided by the DPH, The CNND Medical Committee will serve as consultants
to the unit, The unit will be based in Kinshasa and will be expected to
travel fruquently at project expense to visit each local service delivary
outlet (at least quarterly initially)., In carrying out these functions, che
supervisory unit will coordinate with the supervisors of the service networks,
aspacially the regional medical inspector of the DPH, They will also work
vith the Training Directors of the "centers" in Kisangani and Lubumbashi who
vill be provided half-time to the project by the CNND to serve as coordinator/

suparvisor in their respective areas,

The staff and responsibilities for the supervisory function
ara as follows: ¢
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'S) PROJECT SUPERVISORY FUNCTION

CNND B)

Staff: 1.

Chief, full-time provided by CNND
Assistant, full-time provided by DPH
Assistant, full-time provided by CNND
Two Regional Coordinators, part-time

by CNND
(CYND Medical Advisory Committee as part- 2.

time consultant)

Responsioilities:

a) Establish standards for service delivery
b) Develop supervision protocol
c) Assist Reglonal Coordinators in two regions

d) Supervise Family Plénning Service
Delivery in the other regions

e) Assist in training

f) Develop standard, simplified system of
service statistics

g) Assist local urits in producing service
" statistics report

h) Gather service statistics

1) Assure that training, medical equipment,
contraceptives, Informational material,
building refurbishing has been provided

J) Assist in organizing, training for supplying
and supervising community-based activities

k) Arrange surveys
1) Quarterly report toe PMCU

-m) Carry out annual evaluation and report to PMCU

D?H

Staff:

Director of Family Planning Service, part-

time, Nurse A, providad by DPH (same person
as responsible for Service Delivery in DPH)
Regional Medical Inspection Staff, part-time

Responsibilities:

a) Inform and involve regional cedical
inspection

b) Provide for internal DPH medical
supervision

¢) Facllitate CNMD supervision
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‘Every effort has been made to keep staff requirements at a minimum to ensure
that national Lnstitutions can continue to carry out this activity when inter~
national support is no longer necessary. It will be esscencial thar highly
qualified personnel are assigned to this project to manage the activities with-
in thelr own institutlons. [t is especially tmportaut that the persons assigned
by the DPH to direct the PMCU and to be attached to the CNMD to carry out supply,
training, and supervisory functions be well trained and experienced,

Following is a summary of the CNN} and DPH staff requircments for this
project:

Summary of CMND and DPH Scaff Requirehencs for Project and Project Contribution
to Staff

1) CNND

A) Representation on PAC - Director - part-time
B) Members of PMCU
~- Assistant Director of Training, part-time

-= Assistant Director for Program, full-time

C) Administrative Function

~- Controller, part-time
-~ Accountant, part-time
-~ Legal Consultant, part-time

D) Supply Punction

-~ Supply Chief, part-time
E) Training Function

w= Chlef of Training, part-time

-- Three Mrectors of Training Center, part-time by CNND; and
part of clinic staff of training centers

F) Supervisory Function
«~ Chief, full-time

-- Assistant, full-time

2) DPH

A) Representation on PAC - Director General, Chief of Third Direcction
and/or Chief of Epidemivlogy, part-time

B) Members of PMCU

~- Director, full --ime



3)

4);

o

’if-- Clerk, full-time (decached to' CNND).

-E)

F)
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fSugg1z Function

Assistant, full—cima (detached to CNND)

Supply Manager (within DPH)

Sarvice Delivery Function

-~ Director of Family Planning Service: Delivery (within DPH) ,

part-time, Nurse A (same as nurse indicated for Supervisory
Function)

Clinic Staff at local level,'part-tfme-'

Tralning Function

-~ Agsistant for Training Function (decached to CNND)

Nursing Faculty
Nursing Students

Supervisory Function

Director of Family Planning Service Delivery, parc-time,
Nurse A (see Service Delivery) (decaehed to CNND)

Regional Medical Inspection Staff, patc-cime

Summary of Project Contribution to Staff =

A)
B)

o

Donor representatives in Project Advisory Council, pertrtime
PMCU o |

To

To

Bilingual secretary, full-time

‘Full-cime consultant from USAID

Functional Areas

Short-term tachnical assistance
One Peace Corps Volunteer

Per diem and travel to assure mobility and efficiency espeeiallyu
of traiaing and supervision staff : . ‘

Payment to trainars on a per student or per nour basis

Summary of Responsibilitiss of the COOnerating~IhstitutiOns

A)

DPH

1)

- The responsibilicies of che DPH are as followa.»

Represent che GOZ as che Agencv responsible for overall progrese "

‘and fulfillment of project: objeucives “providing . personnel . to

~ the Project Advisory Council to ‘recommend policy and review
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progress, providing the Director for the Project C-ordination
and Management Unit to plan and oversee project implementation,
and providing personnel for the functional arcas of supply,
training and supervision to cooperate with CNND in planning
and overseeing neceasary implementation actlons.

2) Assure that direct DPH budget allocations are mide toO enable
-~ project implementation and to secure such counterpart funds
v required in addition ¢ these budgetary provisions.

3) Plan, manage and avaluate the repair and refurbishing of local
medical facilities where family planning gervices will be
delivered.

4) Plan, organize and supervise the delivery of family planning
information and service within the hzalth facilitius of the
DPH, financing costs of personnel, compodity logiscics, and
clinic operation,

5) Provide DPH statf and faculty of nursing schools to assist
with training.. ‘

6) Participate in periodic’evaluntionq.

CAND

envar——

1)

3)

‘The resnonsibllittes of the CNND are as follows:

As the institution in Zaire responsible for coordinating acti-
vities of family planning, the CNND will be represented in the
PAC, and a3 exacutive secretary for the PAC will take cthe lead
role in organizing the agenda, preparing reports for review
and providing the necessary follow=-up documentation.

Through provision of staff for the PMCU, the CNND will par-
ticipate with the DPH in planning and overseeing project
implementation.

The CNND will be responsible for adminlscrat tve support (£iscal
management, personnel policy, legal gervices) to the project.
This will include management of counterpart funds made available
to the project for office rental and expense, local training
costs, travel and per diem, supervision, and limited personnel

costs.,

The CNMD will be responsible for ordering the contraceptive
supplies and medical equipment for cthe projuct, recelving them
in country, warehousing them, delivering them to DPH, CASOP
and ECZ, and establishing s Jystem of commudicty flow control
and reporting.

(!
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‘The CNND will be responsible, with the DPH and medical faculty

collaboration, for developing and supervising the training
program for service providers throughout the country, The CNND
will contract with training institutions and medical facilities
to provide both didactic and practical training,

The CNND, in collaboration with DPH and medical faculties, will
be responsible for development of didactic and informgtionmal
material and pre-~service training curricula,

The CNND will be responsible for the organization and direc~
tion of the cadre of supervisory personnel (from CNND and DPH)
who will supplement the primary supervision of DPH, -CASOP and

ECZ.

Tﬁe CNND will participate in periodic evaluations,

C) Other Service Providers

Organizations such as ECZ, CASOP, and industry health systems will
have the following responsibilities: . : ‘

Participate in policy development and project review through

1)
membership in PAC,

2) Plan, manage and supervise the-delivery of family planniug
information and services within their health systems, .

3) Finance the cost of commodity logistics from Kinshasa, clinic
expenses and clinic persomnel..

4) Make clinic personnel available for training and provide
suitable authority, clinic conditions, and supervision for
them to put into practice the skills they have learned.

S) Make periodic reports to PAC on progress,

D) USAID

The respousibilities of USAID are as follows:

1

2)

Y

USAID will represent the U,S, Government in 1its raapqnéihilitiea
to supply agreed upon inputs and to participate in‘gqlicy~devel-
opment and program uanagement. ‘

USAID will participate in policy development and program review
through its membership in the PAC.

USAID will participate in project management by providing a

long-term consultant for the PMCU and short-term consultacions
for diverse project fungtions.
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USAID will assist with the planning and ordering of overseas
training and commodities through its normal nrojact implemen~

tation orders,

USAID will review project progress from time to time through
visits to training and service delivery sites,

‘USAID will participate in periodic project evgiua:lona. e

C\‘“



ANNEX E

SOCTAL SOUNDNESS ANALYSIS

A, Socto-~Cultural Feasibility

Initially, one might question the feasibility of a family planning program
for a country such as Zaire with a strong pronatalist tradition. The social
structure, with strong reliance on the extended family, both creates pressures
on the individual couple to reproduce and also provides a support mechanism
which reduces the burden of a large fam‘ly, Children are viewed as an invest-
ment iy the fugure, To many, having a large family improves the odds that at
least ome or two of the children will be successful and be able-to support the
rest, Indeed a 1981 survey carried out in the urban area of Matadi in Bas-Zaire
showed ideal familyssize to be 6,3 children, among those who gave a specific
numerical response, '

1, Background on Current Practices of Fertility Control

On the other hand, there is a deeply ingrained traditiom of child-spacing
in sub-Saharan Africa in general and Zaire in particular, In comparisom to many
other developing.countries in which family planning programs begin by trying
to teach the importance of child-spacing, this is widely understood and accepted
throughout Zaire. The occurrence of a second pregnancy too soon after birth of
one child results in premature weaning of that infant and in fact, greatly.
threatens his chance of survival. Parents who allowed this to happen were
traditionally ostracized or were made the object of ridicule by the community,
The purpose of the practice of child-spacing was not to limic family stze, but
rather to enhance the survival chances of each child.

The traditional means of achieving child-spacing was poat-partum absti-
nence, a nearly universal practice in traditional societies in tropical Africa.
This took a number of forms, including the return of the woman to her parents'
home until another pregnancy would be appropriate; polygamy, whereby the husband
took on two or more wives to satisfy his physical needs and desire for numerous
children; and abstinence from sexual relations while livwing under the same roof,
vhich is often referred to (even in recent surveys) as "separate beds.”

Problems with the Traditiomal Practice of Abstinence

, While the desire for spacing remains strong, the traditional means of
achieving this objective are becoming increasingly difficult. Especilally in
urban areas, it is rare for the wife to return to her village for extended

5. Hillary J. Page and R. Lesthaeghe (eds,) 1981, Child Spacing in Tropical
Africa: Traditions and Change. London: Academic Press,

6‘ Lbido
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periods of time, Women, especially those with some education, are less tolarac
of arrangements which would threaten the husband-wife dyad. Polygamy is on the
decline, in part because of the economic difficulty of supporting several

families, in part because of higher levels of education and exposure to Weaterr

ideas.

The response to this situation has been a gradual shift from the tra-
ditional practice of post-partum 'abstinence (somestimes for a long ae three
years) to traditional methode which d¢ not requira abstinence, such as
withdraval and rhythm, A recent scndz in Kinshasa (1980)7 shows vithdrawal to
be the wost widely practiced methad of fertility control, Among low income
womea, 15 to 44, married or living in unica and with at least one child under
five, an astonishing 44 percent reported to be using withdrawal at the time
of the interview; this was followed by abstinence (3l percent) and rhythm (19
percent), Overall, 73 perceat of the women reported to be attempting to
control their fertilicy by one or more traditional methods, in comparison to
7 percent who were using a modern contraceptive,

3, Current Levels of Motivation for Fertility Control in Zaire

Given that sub-Saharan Africa 18 generally considered a family plan-
ning frootier where there is relatively little interest in “'population activity
these findings providg striking evidence to the contrary. To put these percan-
tages in perspective,® contracaptive prevalence in developing countries 1s
considered to be high when over 60 percent of wome~, 15 to 44, married or livin
" in consensual union, are using some means of fertility comtrol, If one accepts
the use of traditional methods as a means of fertility control, Zaire would
emergae as a country with a very high level of interest in family planning.

The difference, of cours¢, Ls that the current means of achieving this goal
in 2aire is with traditional methods, whereas the great majority of contracep-
tive users in other developing countries rely on modern methods.

The primary conclusion to be drawn from the above data is that there
is & strong motivation for fertility control which alreadv exiscs within tha
target population, The proposed project, them, would not be attempting to
create motivation, but rather to provide a solution to a problem widely felt

by members of the target population.

4, Potential for the Adaption aof Modern Contraceptives

It can be hypothesized that the very limited use of modern contracep~
tives among this population is due to:

(1) relative nonavailability of these products in the past at an
affordable cost, '

7. Jane T, Bertrand, William E, Bertrand and Miatudila Malonga, “The Use
of Traditional and Modern Methads of Pertility Control in Kinshasa,
Zaire," Population Studies (in press, for March 1983 publication.)

8. It should be mentioned that the percentages are not strictly speaking
comparable, since the denominatfons differ. However, the conclusions

remain the same.



(2) lack of knowledge about these methods, and
(3) possible preference for traditional practices of fertility control,

The proposed project would effectively eliminate the first two obstaclea
mentioned above, by making contraceptives readily accessible at low cost and
providing information/education on their availability and uase, The third ques~
tion -- of key importance in this social analysis -~ ig the cultural accepta-
bility of these methods. '

Data from several sources suggest that the potential for acceptance 13
good, One of the few published articles on family planning in Zaire reports
that when contraceptive methods are delivered in a culturally acceptable manner,
the target population is open to adopting them (data from a rural area in the-
West Kasai region)., . ‘

More recent data from the Tulane Operations Research Project in Basg-
Zaire provide further support for the acceptability of modernm contraceptives,
This project employs what might be considered the most "aggressive' strategy
for delivery of family planning services: free household distribution of
contraceptive products, In the first two weeks of home visiting in the urban
area of Matadi, 41 percent of the women, 15 to 49, who were
visited accepted a free contraceptive method, _If one excludes those women who
were ineligible due to a current pregnancy, the absence of the husband who must
give his consent, secondary sterility or previous sterilizatiom, the percentage
of acceptors rises to 55 percent.” .

Furthermore, there is evidence to suggest that the majority of women
who accept a method actually use it, according to data from the rural area of
the Bas-Zaire project (where adoption of a given innovation would be expected
to be more difficult), Among those who had previously "accepted" a method and
were subsequently revisited, 79 percent had tried the method and 51 percent were
still using it six months later, These percentages were substantial, consider-
ing that this is a population with relatively little previous experience with
modern contraceptives.

5.. Service Locations To Be Used

A related issue is the acceptability of the service locations to be used
in this project: DPH hospitals and dispensaries, The vast majority of the
population rely on these two types of healty facilities for the majority of
their health care. Thus, thase are familiar to the target population, There
are frequent stock-outs in many of these facilities, which tend to lower their
prestige among the populatiom; however, the very fact that the project will be
providing contraceptives through these outlets will help to strengthen them in
the eyes of the community. :

9. Judith Brown and Richard C, Brown, 1980 ‘'Characteristics of Contraceptive
Acceptors in Rural Zaire." Studies in Family Planning 1l: 378-384,

10, "Bas Zaire Family Planning Project," Trip Report: Jane J. Bertrand,
July 7-28, 1982, !
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"Clinic-baged" family planning projects in other countries have been
gradually supplemented with other types of delivery systems, including community-
based distribution and contraceptive retail sales, because of the barriers related
to clinic-based delivery: inconvenience and cost involved in getting to the
clinic; time lost en route and in the waiting room, discourteous treatment from
clinic ataff, espectally to lower claus clients, etc, However, with the aystem=
atic Introduction of family planning for the first time on a widespread scale
in the urban areas, it is appropriate that it be established as part of the
existing health services, since the mgtivation >f the targer population for
family planning i3 health-related., Ffr those who are truly motivated to prac=-
tice family planning, the dascretionaty time necessary to visit the service out-
lets should not represent a barrier to seeking out this service provided that
the required papers and procedures in the dispensaries are kept to a minimum,

6, Profile of the Project Participaﬁts

The participants in thia project are expected to be the men and women
(though primarily vomen) from the lower and lower-middle classes that comstitute
the ovarwvhelming majority of the Zairfan urban population, While it is probable
that those vho have received some education (e.g., have gone past tha sixth grade)
wvill more readily accept modern contraceptives than others (as shown in the
Kinghasa study, cited above), this would not be unusual, and with time, the
program is expected to attract others, In contrast, certain countries (examples
can be found throughout Latin America) where women tendeto become lnterested
in family planning only after they have had 2, 3 or 4 children in a row, it
' 18 probable that in Zaire, family planning will be sought out by women of all
parity lavels for the purpose of spacing,

It is expected that in the beginning, the majority of couples will
adopt family planning for the purposes of spacing rather than family limitatiom.
There will be a small group of women who will be interested in family limitationm.
(This has already emerged in both urbam apnd rural areas of Bas-Zaire,)

However, ane should not underestimate the importance of the initial
acceptance of family planning for the purposes of spacing. There is evidence
from many developing countries that this serves as a means of legitimizing the
use of contraceptives and allowing for experimentation with the different methods,
With the means available, many women gradually move from the category of
"spacers" to "limiters”,

QObstacles

One of the reasons that the proposed project has scrong potential for
realizing its objectives is that there 1s almost no organized opposition to
family planning in Zaire. The 1973 declaration of the President in favor of
"Naiggsances Ddésirables” hae opened the door to active fawily plananing aefforts,
of which tha proposed project is a key component, -

This is not to say that ome can or should expect strong support from local
politicians for population activities, especially for demographic reasons. Where-
as many local authorities would support family planning as a OPH interventiom,
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the time has yet to come for an aggressive campaign for "population awareness’
(demographic issues)., In summary, the program should not rum up against poli-
tical obstacles as long as the cmphasis of the program is on health,

In terms of religious opposition, a certain amount can be expected from
fundamentalist groups, However, these sects constitute a very small minority
of the population, In general, the Protestants are supportive of family plan-
ning, and certain missionary groups have been pioneers in family planning in
Zzaire, The Catholics cannot openly support the use of modern contraceptives
except for natural methods; however, there is considerable tolerance on the
part of many local religious leaders such that there is no major source of
opposition here, The Kimbanguistes, another eect important in certain areas of
the country, have no opposition to family planning, In brief, it is not expected
that there will be any organized religious opposition to this project,

Perhaps the largest obstacle to family planning ln Zaire is economlc, Even
at very nominal costs, modern contraceptives are a luxury item for the lowest
income groups. However, in the long rum, 2 paying .program is morve visible than
one in which the products are given free of cost,

B, Spread Effects

This urban family planning project is likely to have spread effects for
geveral reasons.

First, it is in the nature of innovations that there is a differential rate
of adoption among subgroups within a population. For example, the better edu-
cated women who have close access to the services are likely to be the early
adopters. A number of these women will prove to be satisfied users, who in
turn commupnicate their experiences with others, Those women who are perceived
to be knowledgeable about the methods.will be opinion leaders among thelir peers
and will ultimately exert considerable influence tn the further acceptance of
the innovation, more so perhans than political leaders or elected local author-
ities.

Second, although the project will be based in the urban areas, it is likely
to have spilluver effects elsewhere. Since the urban ,population is often viewed
as trend-setters, it is likely that the use of contraceptives among this popu-
lation will have an influence on family members and friends in areas not served
by the program, who will indirectly he affected by this effore,

It should be stressed that once the program is In place, it will be able to
serve additional clients at marginal cost, While the spread effect among the
. carget population will be limited geographically, because of the size of the
councry and che communication/transport barriers hecween regions, the amount
of mobility found within a given region (between the urban areas and surrounding
rural zones) favors the spread effect. Indeed, this will be reinforced by the
existence of the Rural Health project in various areas of the country.
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Finally, one should not overlook the implications of the spread effect at
the international level, At present, there 1s little systematic effort to make
contraceptives readily available to the populations of Francophone sub-Saharan
Africa, Yet the initial efforts at doing so in Zaire suggest that the poten~
tial acceptance for this is considerable. Given that Zaire {s the largest
Francophone sub-Saharan country (in population), it would serve as an example
to other leaders in the region that this is a politically viusible program with
acceptance at the grass roots level.

C. Social Consequences

The groups to be helped by this onject are those women--from any trihal
group, any religious sect, and education level--who choose to participate in
the program and thus are able to achieve their fertility ideals using efficient
contraceptive methods, By extension, their families are the indirect bene=-
ficlaries of this program, given that scarce resources for food, educationm,
clothing and shelter will be divided emong fewer people. :

Who will be adversely affected by the more widespread availability of
contraceptives? At present, there are some pharmacies and private doctors who
carry these products; however, they serve a middle-to-upper class population
wvhich is unlikely to seek out ‘the services provided through state dispensaries
and hospitals, Indeed, the current levels of contraceptive use are sufficiently
low that this project will be craating a new market (satisfying a demand which
already exists but for which low cost methods have not been previously avail-

. able), rather than luring clients away from other gervices,

A program of this type is not iikely to affect the distribution of wealth
in the short rum, Within a given family, the use of contraceptives which leads
to fewer children will result in a larger share of the family's resources for
each child; in the long run, the program will yield certain economic benefits
(or act to stave off a deterioration of the ecomomic situation) for those who
adopt, However, the effects of this process will not be felt in the short rum,
and thus do not represent a potential ssurce of social disruption,

Likewise, the progiam is not expected to cause any type of displacement
or migration, On the other hand, it should help to reduce the pressures caused
by rapid population growth in the urban areas as a result of natural increase
and rural-urban migrationm.

A very real question exists as to the effect of the program on social
organization, and more epecifically on male-female roles. [n ctraditional
gociety, the practice of abstinence generally meant female abstinence while
the male tended to be less restricted in his sexual behavior, This resulted
in a certaln level of control which males had over their wives, With the advent
of modern contraceptives, the wife has a new type of freedom which some construe
as threatening to the traditional male-female roles. Undoubtedly a program of
this type will draw accusations that it is fostering a breakdown in the tradi-
tional atructure of the family, A more realistic view 1s that this program 1is
being. introduced at a time when the change is already well in motiom: traditional
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methods are not entirely acceptable, polygamy is practiced on a much smaller -
scale, and women In many cagse& are discovering new roles as the direct rasult-’
of increased urbanization and education, While family planning programs may
tend to accalerate this change, it i3 important to recognize that change ia
aAlready in motion long before the program will be introduced, And in fact,
it may well help many couples to adjust ta the pressures of the changing .
vorld around them, ‘
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ANNEX F

TECHNICAL FEASIBILITY

A, General Peasibillty of this Approach to Ferrility Regulation

Traditionally Zairian families have used methods of prolonged breastfeeding
and sexual abstinence facilitated by polygamous’ unions to accomplish their birth
spacing/fertility limitation objectives, As these traditional methods have
become less functional with changing social customs, alternative approaches to
fertility limitation are being considered,

One alternative chosen by some countries has been to let development take
its course and expect that through the process of urbanizationm, improved educa-~
tion, improved economic levels, the problem of fertility regulatign would take
care of itself, The cxamples of western developed countries that passed through
the demographic transition generally in this way are cited., Often, however,
there is inadequate comsideration given to the speed with which death rates
have fallen or can fall and how fast social change is occurring in the develop=-
ing world as commared to the length of time of the demographic transitiom of
the developed world, Several countries (e.g., Mexico and Venezuela) have
found that in the absence of readily available modern comtraceptives this process
of fertility regulation through modernization was not very effective. If effec-
tive at all, the process is found to be tco slow to avoid a period of sub-
stantial increase in the incidence of short birth intervals, pregnancies to
young adolescents and older women, very high parity aad induced abortion --
all contributing to highs<levels of maternal and infant mortality and morbidity -
and conditions prejudicial to family and societal health and welfare.

Thus the GOZ has chosen a more direct approach to providing modern alterna=
tives to the traditional means of child spacing, namely that of including
contraceptive delivery in its health services.

A review of the literature on this subject finds ample discussion of the
relative merits of providing contraceptive services in a reiitively narrow focus
vertical delivery system or in a more complex approach integrated with other
health services, especially maternal and child health. Examples from Colombia,
Brazil, Mexico, Indonesia, Thailand and Ghana suggest there are efficienciles
and acceptability in the simple family planning emphasis focusing on community
participation and even using retall sales channels. Lo parts of these same
countries and in others such as Costa Rica, Panama, Kenya, the more integrated

approach has been effective.

Whatever one concludes about the ultimately most effective and efficlent
approach to providing family planning services, it is clear that a Ministry
of Health should assure that family planning services are made available through
the exiscing DPH centers ian the health system, Other approaches may be utilized
parallel to this or as an extemsion to it., However, the most efficient use of
present scarce human, physical and financial resources of the DPH ls to first

a4
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build on the system presently in place., This has the additional advantage of
being the most acceptable approach to medical and societal leadership, a fact
that has much to do with the overall feasibility of the project.

Thus the decision was not made to begin with some of the simpler, leas
inteprated approaches such as coumunity=based distribution or commerclal sales,

At the same time, the other extreme of a preponderant physician-oriented
approach in costly health facilities wps also rejected. Consistent with the
DPH emphauis on primary health care and extension of effective services at
minimum cost to the greatest numbher of the population, an approach maximizing
the use of paramedical personnel was chosen. In so doing lt is recognized that
more attention must be paid to training and supervision of these personnel if
the service is to meet health standards and be effective., These needs were
taken into account In this project design., 1t s expected that this approach
can lay the groundwork for utiliziny some of the simpler (more cust effective
and often more accepted by user) approaches of community-based distribution
and commercial sales in the future,

The issues related to che feasibiliry and cost effuectiveness of various
kinds of contraceptives are digcussed in Annex G, Suffice it to say here
that for a variety of cost, delivery capabilicy, logistic, health and usger
saclsfaction, reasons the contraceptive mix was chosen which is congidered feas-
ible on experience in Zalre. .

Another consideration in project feasibility was the choice of relative
emphasis on public or private sector institutions, There is good reason for
greater confidence in the private sector as one sees ity flexibility,. the
enthusiasm and dynamism of much of its leadership, and the vigor with which
{t approaches its work., Yet the private sector also has its limitacions, Most
of its support is from external sources, The private sector is not immune to
the difflculties of internal politics, bureaucracy and management inadequacies.

The public sector has its well-known problems but the fact Is that it has
a widespread network of. health service outlets that are presently In contact
with a subscantial number of the Zairlan population. These can be utilized
more effectively by adding a family plauning component to complement existing
service. Thus thls project kas been designed to support act lons (n the private
sector through the CNND, CASOP, FCZ and various industries while at the same
time also supporting the public sector Minlsctry of Health, The organizational
arrangemencs of the project have been desiyned to develop close collaboration
between the private and‘public sector, utilizing the comparatlve advantages of
each as approprlate. These organizational arrangements have posced the most
serious issue encountered in terms of the feasibilicy of this project, The
organizational arrangements (especially those relating CYND to DPH) have been
the subject of long studv and discussion by the representatives of USATID, CNND
and DPH. ‘hat appears a practical solution was found but this remalins one of
the key areas for constant attention and review. A model for greuter oroject
control and more c¢untralized direccion was rejected as Lt did not appear O
adequacely use and build che capabilities of the separace ‘ustltutlons, A

(A



more regionalized structure was rejected for coat consideration as well as a
concern that project standards would not be possible and the central planning
decision-making unit would not have adequate first hand contact with the service
delivery outlets, Tt is expected that thls structure will be modified in prac=
tice, but it appears the must practical approach for project initiation.

B. Practical Feasibility of the Sevgral Project Actlons

The feasibility of various technical aspects of the project has been dis-
cussed throughout the paper. In general it can be stated that there is nothing
contemplated within the project that has not been done already in Zaire with
gome guccess, There is no sophisticated techdology with che exception of
laparoscopy for tubal ligation and this will only be performed in a limited ..
number of locations., There are already surgeons and nursing personnel trained
to perform this function. There are requirements for a certain number of
physicians trained in family planning to provide medical supervision; they are
available. Some high levels of skill in project management and in the develop-
ment of training programs is required, Intelligenc and able persons are avail-
able to perform these functions; their skills can be augmented by training and
technical assistance.,

Looking more specliically at the various tasks required to achieve project
objectives, the conclusion {s the same as the general statement above; namely
that with discrets inputs of training or technical assistance there are no areas
where project objectives are not technically feasible.

1) The organization of a training proxram for paramedlcal personnel,
including both didactic sessiomns and clinic and community practice:
some training of this nature has zlceady been accomplished by the CNND
to establish clinic and community projects in various locaticuns of
Zzaire. The Tulane Operations Reseurch project has provided additional
experience., The Baslic Rural Health project has now completed two in-
country training courses, cné with JHPIECO acsistance and one developed
largely by the medical faculty of the National University of Kinahasa,
which is expected to provide direct assistance to this project. Organ-
ization, planning and management skills will be necessary Co pull
together the several components of didactic and practical training
aspecially in Kisangani and Lubumbashi, but the technical feasibility
is not in doubt., Skills available in Zaire will be augmented by
training, long and short-term techuical assistance and consultation
from such centrally funded organizationas as JHPIEGO and INTRAH.

2) Development of curricula for pre-service training of medical and nursing
persommel: Both the medical and nursing faculties of Zaire are racogni:
as functioning at an acceptable level, They have either adapted basic
curricula from nther countries or produced their owm material appro-
priate to Zairc. Well-trained professionals are in place who can work
with project personnel and consultants such as JHPTIEGO and INTRAH to
produca appropriate family planning curricula,
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3} Development of didactic and informational material;  The exparience of
CNND, the Bureau of Studies and Research for the Promotion of Health,’.
the Tulane Operations Research project and the Basic Rural Health pro=-
ject all demonstrate the technical feasibility of designing and pro-
ducing this type material in Zaire, Only for reasons of cost will
consideration be given to printing outside Zalre, ’

4) Refurbishing of facilities: This is the simple kind of carpentry,
plumbing, painting and wiring that only requires moderately skilled
laborers, who are available throughout Zaire. ' '

S) Delivery of family planning services: With the exception of sterili-
zation and IUD insertion for which specilal training will be provided,
the skills for distribution of other contraceptives under extended

. medical supervision can easily be acquired by the kinds of peopla

. contemplated in this project with the kind of training envisioned, -
This has already been demonstrated to some -degree in Zaire by the CNN.
ECZ, and Tulane Ops Research, It has been amply demonstrated as
feasible throughout Asia.and Latin America and in several locations of

Africa,

6) Ordering, warehousing, and logistics of contraceptive deltvery: * A1
indicated by the CDC/APHA evaluation, the basic system fs in place ..
handle this essential aspect of a family planning program, Within the
project, CNND, the organizatfon with the most experience, will be
charged with this responsibility, They have a system that is improving
in supply forecasting and ordering. Central warehousing is good, -: =~
Logistice to up-country locations and commodity flow statistics muat be
improved, The evaluation indicates that this could be accomplished - .
through judicial use of technical agsistance (available from CDC). and:
by providing additional gupport for Internal logistics, The project
plans to utilize the racommended TA, It also has made provision for
augmenting the present intarnal logistics system by utilizing channels -
of the DPH, CASOP and ECZ and providing financial assistance vhen,'
absolutely essentfal., The'servicgs initiated by the project.will depem

to the fullest extent possibla on end user financial support (fee for, .
service), ' )

In summary it can be concluded that this project takes an approach comsigte:
vith successful actions in Zaire amd other countries to achieve fercility regu~
lation, .It bullds on puBlic and private sector institutions and programs: N
.&lready in place. It is consisteat wich the DPH and medical faculty"s growing,
emphasis on primary health care., It will utilize the type of versonnel most:" :
available to tha system providing them skills that.are within. their demonstrates
capacity, It is designed to minimfza the burden on the government for tha cost,
of extenaion, replicability and-continuity, It does not introduce sovhisticate
technology or any approaches that.have not already Leen demonstrated fesaible. i1
Zaire. Tha major issue of project feasibility, that of proper organizational
arrangement3 to assure collaborativa and effective implementation actions of.
participatiny fnstitutions has been dealt with in consulration with all partise
The proposed system is determined feagibla but must recelve constant raview,
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'REF: State 213510

Para A H

Para B

Para C & Para D:

Para E

Para F

Clarifv Duration of U,S, Commodity Supply

ATD/W policy guidance was followed by insertion of two para-
graphs in Section [V (F) Contradeptive Supplies (page 20)
that indicate GOZ future requirements (similar language 1is
in the Pro Ag).

Medical Standards and Clarify Depo-provera is not USAID=-

- Provided

For futher clarification, a paragraph was added in Section

IV (H) Service Delivery (page 22) emphaslizing our responsi~
bility, quality of service and voluntary requirements. Vhere-
ever Depo-provera is mentioned, it is stated that USAID does
not provide (also done in Pro Ag). Also, see Section I (D)
Family Planning Policy and Status (page 7).

The Social and Economic Analysés deal with these issues aa
requested, to the degree data is available (Annex E and page 34).

Project Evaluation

Two are ircluded (vears two and four) and budgeted (see
Monitoring and Evaluation Plan, Section VII (B) (page 39).

Goal and Purpuse have been changed as recommended to quantif)
in terms of family planning users. See Section II Goal and
Purpose (page 10) and Log Frame~ Coal and Purpose (Annex A),




