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Project Evaluation Summary: 

The recommendations for Project 660-0094 Family
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active intervention by USAID. 
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require follow-up 
 by USAID. Several other
 
recommendations 
 not summarized here are useful for theinternal working of the project and should be taken 
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4) The streamlined Project Advisory council
Project Coordinating and Management 

and the PSND October 
Unit should USAIDfunction as planned in the project pakper. 
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Administration:
5) The project should be audited. USAID October 1 
6) Additional project personnel needs should be metby seconding staff from UACP Decembertbo CND and other government 1985agencies, rather than by d..cect hire. 
7) The UAPC should clarify and reinforce the projectdirector's role Octoberin review, disciplinary action and 

UACP 
reassignment of project staff regardless of 

1985 
source. 

Contraceptive Supply:8) Procedures for resupply, as yet untested, should PSNDbe simplified and uniform for both PSD and CNND. 
November 

CNND 1985 
9) Expired contraceptives 
cost to the project. 
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Training:10) The basic training program should be strengthened
by adding a checklist of practical 

PSND November
clinic procedures,

by acquiring basic didactic 1985materials, by emiphasizingmanagement training and by following up on trainees.
 
IEC:
 
11) To avoid duplication, it is recommended' that the UACP 
 November
IEC program be located at C(ND. Materials developed CNNDthere shoutld be shared by 1985all the family planning
projects.
 

Family Planning Services:
12) Ccmnunity outreach needs to be strengthened 

- CNND needs to mobilize volunteers to CNND 
 Next AZBEF
support new clinics 

meeting- Health workers need to go outside the PSND/CNND On-going


clinic 
- Sensitization activities should take PSND/CNND. On-goingplace in the communities prior to 

launching PSND clinic activities.
 

13) The project strategy should be changed to PSND/CNND 1986 Workpliincorporate all. family planning units previouslysupplied by OND in project cities before expanding to 
additional cities.
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Supervision:
 
14) Suerision should be inproved by
 

- reinforcing the PSND supervisory unitwith additional personnel UACP September 
- using the existing PSND supervisory ±985 

protocol during clinic visits, 
PSND /DSP September 

- encouraging 1985ISP supervisory medical PSNDpersonnel in health zones Januaryto play a nore DSPactive role in family planning 
1986 

supervision. 

15) The overall statistical system should besimplified PSNDand compterized Marchfor uniform and timely CNND 1986reporting of family planning activities.
16) A global statistical repot for all family March 1986planning activities in re 

CHND 
Zaire should be compiled by naurthe(I ND and shared with apropriate medical how,authorites. 
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EaxmC SUMMAR 

1. A mid-term evaluation of Family Planning Services Project (660-0094) 
was carried out by a six-member team in Zaire ame 10-28, 1985. The 
objective of the five year project is to increase the prevalence of 
contraceptive usage to 12% through 75 family planning units in 14 urban 
areas of Zaire. The team profited from a series of substantive reports 
on family planning activities in Zaire. 

2. 7he team fouid that financial systems were inplace and operational.

Accooplishments in the training area had surpassed project targets and 
were providing a much needed service. Services are being provided in at 
least half of the targetted Bites, but not all are fully operational.
The team was surprised to find a very low number of acceptors of family
planning services at project sites, with contraceptive prevalence
estimated from project sources to be at less than one percent. The team 
feels that the basic premise of the project paper--that there is a large
volume of unsatisfied demand for family planning services-was not 
justified. FUrther, project assumptions about availability of 
informational methods and adequacy of infrastructure seem poorly founded. 

3. In many ways this evaluation is premature and this prematurity
explains in part the lack of progress in various activities and the lack 
of conclusivesness in team findings. Delays were introduced at the very
beginning of the project in getting project inputs from USAID. Further 
delays occurred as the project departed from its expected organizational 
pattern involving an informal arrangement integrating governmental
activities into the existing structure of a non-governmental organization
(the N/D). For various reasons, this implementation arrangement did not 
prove to be feasible; and a new project structure was created including 
the construction of project headqarters. 

4 As a result of these changes, there are now two structures in the 
family planning field with an unfortunate duplication of effort. One 
section of the substantive recomendatins of the report focuses on the 
various functions which are involved in the delivery of family planning 
services, and how they can be divided to reduce duplication of effort. 
Briefly these involve consolidating training and contraceptive supply in 
the PSND, the consolidation of the information and education function 
within the CND, a closer collaboration in statistical reporting, and a 
fuller integration of supervision into the existing health zones. 

5. 7he team ccumends the PS'D for the steps it has taken to improve its 
internal efficiency and suggests further that equity be introduced into 
&laries and benefits which woId be managed at the project level. The 
team concludes that project energy should shift away from internal 



project organization and reorganization to service activities. In this 
regard, the team has offered recowendations for increasing community
outreach, strengthening supervision, and increasing tho emphasis on 
information and education about population issues of Which family
planning is but one aspect. 

6. The problem of lack of collaboration between the project entities is 
a pervasive theme which has preoccupied project staff and recurys
throuhout the report. The team has offered several specific 
reccamendations about formal arrangements which may clarify roles and 
responsibilities within the projectr including the establishment of a 
protocol for activities to be carried out by the C1ND under the project
and the functioning of its consultative council. Further collaboration 
could be facilitated by participation of DSP personnel as volunteers with 
the CaND. The team has also offered more general recommendations by
which communications can be improved. Iwever, the team is not convinced 
that there exists good faith among the partners to resolve these 
differences and notes that no amount of specificity will resolve these 
problems in the absence of good will. The team also notes that the 
government of Zaire should clarify the principle of "naissances 
desirables"* enunciated in 1972 and should formally support the project
by increasing its financial contribution and strengthening its 
instructions to health perscnel. The team also encourages more 
coordination between USAID, IPPF, WHO and the UNFPA at the country level. 

7. The team anticipates that the project agreement will need to be
 
amended to extend the project ccapletion date and make other changes as
 
well. But amendments are not recomended at this time for several
 
reasons: 1) The project is just emerging from the shakedown phase; 2)

The staff need to have a chance to act on the recommendations of this
 
report, as well as to adjust to a new team of technical assistants; 3)

If the collaborative arrangements have not improved within a year, then 
major redesign of the project will be called for. 

8. In the short term, project efforts should be concentrated on 
improving services in family planning units already under the project, 
and reaching the target number of units. The project should eventually
be expanded to incorporate all family planning units in the 14 cities fv
training and resupply. Over the long term, the team sees the need for 
continued assistance by USAID in the field of family planning, including 
an extension of this project and possible follow-up. Future directions 
will greatly depend on the progress in resolving problems outlined above'. 

*7he phrase which translates as "Desired Births" is used in Zaire to 
mean family planning. 
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The recmendations are divided into three categories. ge first in 
overall recomer4atione Which require active intervention by USAID. 
These are followed in turn by specific recommendations for the 
improvement of each component of the PSM project. These will require
follow-up by USAID. Several other recoamendations not summarized here 
are useful for the internal working of the project and should be taken up
in the course of routine project monitoring. 

Overall: 
1) A protocol should be negotiated between MSP and CNM clearly stating
CD role and responsibility in carrying out project activities and 
clearly specifying the budget and personnel contributions of C2W and 
PSD. 

2) If in USAID's opinion, substantial progress has not been made after
 
another yeex of experience in resolving problems identified in this
 
evaluation, the project should be redesigned. Even if major redesign is
 
not called for, the project will need to be amended and exterded. 

3) The government of Zaire should begin now to make an ordinary
bidgetary contribution to the project. 

4) 7he streamlined Project Advisory Council and the Project oordinating
and Mnagement Unit should function as planned in the project paper. 

dministration: 
5) The project should be audited. 

6) Additional personnel needs should be met by seconding staff from the 
CNND and other government agencies, rather than by direct hire. The 
director's role in review, disciplinary action and reassignment of all 
staff regardless of source should be reinforcea. 

Oontraceptive Supply:

7) Procedures for resupply, as yet untested, should be simplified and
 
uniform for both PSND and aCM.
 

8) Expired contraceptives should be replaced by AID/W at no cost to the
 
project.
 

Training:

9) The basic training program should be strengthened by adding a
 
checklist of practical clinical requirements, by acquiring basic didactic
 
materials, by emphasizing mmaement training and by following up
 
trainees.
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IECR 
10) 7b avoid duplication, it is roomended that the project's IEC 
program be located at O. Mterials develoed there should be shared 
by all the family planning projects. 

Family Planning Services:
 
11) 71o strengthen cownity outreach
 

- CNND needs to mobilize volunteers to support new clinics 
- Health workars need to go outside the clinic 
- Inauguration seminars should be put in place in 

comunities prior to launching PM activities. 

12) Me project strategy should be changed to increase the number of 
service points in cities already covered before expanding to additional 
cities. 

Supervision:
 
13) Supervision should be inproved by
 

- reinforcing the PSW supervisory unit with additional 
personnel
 

- using the existing supervisory protocol during clinic 
visits
 

- encouraging DSP supervisory medical personnel in health 
zones to play a more active role in family planning 
supervision. 

Statistics:
 
14) The overall statistical system should be simplified and computerized
 
for uniform and timely reporting of family planning activities.
 

15) A global statistical report for all family planning activities in
 
Zaire should be coupiled by the CUD and shared with appropriate medical
 
authorites.
 

K
 



I. INTorzcO AND IGM CW 

This report is a mid-term evaluation of the Family Planning Services 
Project (660-0094) obligated on September 30, 1982 and carried out with 
the Department of Public Health (DSP) of the Government of Zaire and the 
Oomdt6 Nktio& I. des Naissances D~sirables (CNND). The evaluation was 
undertaken by AID with the participation of the same institutions. As a 
mid-term evaluation, emphasis is placed on pr-ocess and structure rather 
than outputs. The detailed scope of work is shown in Appendix A. 
Briefings with USAID officials indicated internal organizational problems 
of the project and problems with collaborating agencies. The team's 
attention was drawn to questions of the long-term viability of the 
project.
 

The team was headed by Sarah C. CLARK, Regional Population Officer for 
West and Central Africa for AID based in Abidjan. Team members include 
Kathy JESENCKY, Program Obordinator for Africa at Family Health 
International who served as a consultant for the International Science 
and Technology Institute (ISTI); KIKASA tianalissa, editor of Afrique 
Zaire and Treasurer of the Q4ND; Jean LECUTrE, physician and independent
consultant with IMTI; Gadl MURPHY, Health and Population Officer intern 
with AID; PANGU Kasa, physician and medical advisor to the Minister of 
Health. 

'The evaluation team ca':ried out its work during a three week period in 
Zaire. It was divided into three groups for iLeld visits to evaluate 
family planning units. one group visited family planning ceiters in L-
Zaire; one group visited Kikwit in the Bandundu regicn; the other carried 
out field visits in Kinshasa and paid particular attention to problems at 
the central level. A cemn protocol was used during site visits. (The 
French version is attached as Appendix B). 

In addition to the field visits, the evaluation included interviews with 
project staff, LSAID and CNND personnel, reviis of project documents and 
progress reports. 

Two major difficulties were encountered in the course of chr evaluation. 
The first is the acknowledged departure of the project in execution from 
its original conception - the design team had specifically rejected 
creating an operationally independent structure in favor of a centralized 
planning and supervisory unit within the CNND (Project Paper, p 37). The 
team chose to accept the reality as it exists rather than dwell on the 
deviations. The second difficulty results from the de±ay in getting the 
project started, due at least in part to delays in getting family 
planning comodities and technical assistance through AID. As a result, 
some activities such as re-stocking of contraceptive supplies have not 
yet been needed. It is, the.-fore, infessible to provide relevant 
observations and recomendations on them. 

I 
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7he project wa. explicitly designed to meet unme. demand for 
contraceptives, and train health perscnmel in their use. According to 
the project agreement, the goal of the project is "to increase the use of 
voluntary family planning, assisting Zairian families to space their 
children and to have the number of children they desire". Ointitative 
targets are specified In terms of increasing contraceptive usage from 
three to twelve pezcent among couples living in the fourteen target 
cities. The seventy-five target centers in the fourteen cities have been 
divided into three pools as follows: 

let Pool Kinshasa, Bandundu, Bas-Zaire 
2Id Pool Shaba, Kasai-Occidental, Kasai-Oriental 
3rd Pool Equateur, Haut-Zaire, Kivu 

There are nine activities which are to lead directly to attaining .the 
goal: 

1) actions to improve coordination of family planning '.. 
delivery. 

2) development of technical skills 

3) provision of training at several levels 

4) production of didactic and informational material. 

5) improvement of facilities through refurbishing and provision of 
basic equipment 

6) provision of contraceptive commoditie3 

7) develoment of an improved logistical support system 

8) provision of actual service delivery 

9) supervision, data collection and evaluation 

These are more or less associated with nine outputs. (For more detail, 
see pages 11-12 of the project agreement). 

1) an effective management system 

2) three training centers 

3) curricula for medical end nursing schools 

4) 200 trained family planning service providers 

5) an improved and simplified service statistics systeu 

'S
 



6) ISC 1aterial in Frenh and one local language 

7) effective systas of logistics and commodity reporting 

8) 75 urban service vites with 15 satellite comamity-based programs 

9) 250,000 new and 125,000 continuing acceptors 

The project is carried out as the Projet Natonale des Naissances 
DWsirables (PSND) with staff from the DSP and CNM. It is located in a 
free standing building on the grounds of Kintambo Maternity Hospital.
The building includes administrative offices, a teaching center, a model 
clinic, a warehouse and a garage for project vehicles. 

There was no mention of the physical location of the project, but the 
project agreement implies that the DSP staff would be physically located 
within the then existing headquarters of QMMD. However, the proffered 
space was found to be insufficient so that the project was eventually
located in separate facilities. This physical change had several 
administrative consequences. Other deviations from the project agreement 
include the establishment of a physical training center in Kinshasa and 
the recruitment of staff directly to the project. 

For the most part, these changes are understandable consequences of 
conditions which were not foreseen at the time of project design and have 
led to a more clearly articulated project structure. However, there are 
three negative tendencies which concern the evaluation team: 

-the duplication of efforts and structures; 

-the weakening of the IND and its ability to carry out its
 
independent functions; and
 

-the long-term viability of the project structure independent of US 
government funding. 

The onsequences of these mjor observations will be developed in the 
aAlysis given below, and further addressed in the recommsidations which 
follow at the end of each chapter. 
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Cabervations 

Overall Administration: he organization of the project was described in 
the project agreement, with the day-to-day operations to be carried out 
by a Project Management and Qoordination Unit (UAPC). Overall policy 
guidance would be carried out by an expanded version of the UAPC, the 
Project Advisory omuncil(CCP) with membership also including interested 
allied organizations. The project agreement implied that the project 
would be administered by CNND systems that were already in place with the 
attachment of a limited rumber of DSP personnel. The director was to be 
supplied by DSP while the U would provide other senior staff and also 
provide administrative, management, training and supervisory support to 
the project. (p 13 of the project agreemant) 

Administration is actually carried ut by the director and deputy 
directors. (See Appendix C for the organizational structure.) Each head 
of service prepares an annual workplan. This workplan is then reviewed 
and accepted b1 the UACP and submitted to AID and DSP for review. When 
adopted it serves as a basis for the activities of the coming year. The 
evaluation team found the repo. g to be comprehensive and timely. 
However, the report on activiti~d accomplished in the annual work plan is 
not reported in the same format as the activities which had been planned 
for that period. Effective admdnistration has been hampered by what the 
project staff views as a lack of clarity in the roles of the implementing 
organizations in the project agreement, a cumbersome implementation 
arrangement, and a lack of job descriptions. The actions of the UACP are 
also hampered by the non-availability of key staff members on a full-time 
basis. 

The Project Advisory Council has met formally only one time (although it 
met once informally to review the findings by the pre-evaluation study 
group). Confusion was expressed by various members as to why the council 
had not met more frequently, including lack of clarity as to who calls 
the meetings. The one time it did meet, discussions were protracted 
because of the involvement of a large number of agencies (as specified in 
the project agreement) which were not familiar with the project. The 
team found that a lack of effective comunication between ID and DSP 
people is at the base of many of the problems observed within the 
project. (This is treated more fully in Section IX on Cllaboration). 
The proper functioning of the Project Advisory O(mmnil (CCP) in project 
guidance would go far in eliminating these and other problems. 
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8&noe the Oanuary examination by the pre-evaluation study group, a great 
deal of time has been dodicated to clarifying roles, relationships and 
responsibilities. The resulting structure (shown in Appendix C) se to 
be feasible and workable but needs to be adhered to. It is felt that 
further efforts to reorganize, other than to accomodate anticipated 
changes in technical assistance and consolidation of progiam efforts with 
CMM, are not warranted. 

As this project evolves, effective management systems are still being 
developed and with the addition of more distant training centers and 
clinics, administrative difficulties are foreseen. Mich also remains to 
be done in the programming and training divisions. To help shore up 
managemant, changes are proposed in the technical assistance supplied by 
AID. An agreement has been.reached that AID will provide two technical 
assistants: one fulfilling the role of technical advisor, the other
 
continuing as the Assistant Director for dministration. The latter 
position will be filled by a locally recruited expatriate. The team is 
concerned however that in order to increase the long term viability of 
the project, an appropriate Ze.rian candidate should be identified and
 
brought along to fill this position in future years. Since the present
 
contractor Will leave in July 1985, this changeover will take place in
 
October 1985. To incorporate these changes, a new organizational chart
 
has been developed (See Appendix D) on which a technical advisor has no 
line authority, but will act as an advisor to the Programming,
 
Administrative and raining Departments. The team is concerned that 
technical advisors without "line" authority will not be able to function 
effectively in the absence of the Director. In any event, care should be
 
taken to detail job responsibilities so that there is no confusion as to 
the advisor's role in the UACP. A good line of communication should be
 
established so that the advisor is kept current of the activities in each 
division. 

Financial Administration Because of delays in start-up of the project 
and a slower rate of expenditures than was expected, the project is 
adequately financed. The team found the project to be well managed; that 
financial responsibilities are taken seriously, and that accepted 
financial practices have been established by the project managers. These 
procedures were reviewed at an early stage of the project by the USAID 
controller and suggestions were made and incorporated to iprove cash
 
flow. Mowever, project director and deputies reported that they were 
spending too much time on financial matters which were not being
 
adequately addressed by the project accounting staff. The study group 
that prepared the id-term evaluation noted that the project could
 
benefit from an external audit and suggested implementing a regular audit
 
program.
 

Project staff commented on the delays in getting financial reports out
 
when the half-time cctroller wae preoccupied with other activities. 
Delays in financial reports were also observed by TAID project 
mnagement. 
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At present the system of bookkeeping and acoounting is a usual one, but 
a computer system is to be installed which could be made available for 
accounting and generation of financial reports. The team observed that 
financial reports were not included in the Annual. Report for 7,984 end 
that the audit suggested by the pre-evaluation study group has it been 
carried out. 

The budget as actually executed in counterpart funds bears no 
relationship to the budget as described in the project agreement because 
of changes in the dollar/zaire exchange rate, greater availability of 
zaires for project activities, and activities that were not foreseen. 

The team noted that the project itself was generating revenues through
renting space, provision of clini-ial services and sale of project
produced IEC materials. The project plans to track and program these 
revenues for additional project activities. 

Personnel he project agreement anticipated personnel to be supplied
from the DSP and the aCND, with the IEP supplying the project director 
and some other personnel. CND would supply deputy directors for Program
and Training, and other support staff. A bilingual secretary was to be 
hired using counterpart funds; no other outside staff were anticipated.
As noted above, the administration was to Lave been incorporated into the 
existing system of CNND. However, the project agreement did not 
establish an organizational or functional relationship between the 
various personnel. 

Several problems became apparent in the early months of the project.
Management as expended considerable effort to resolve them. These may
be listed as problems of: 

-loyalties of seconded staff to their host organization rather thal 
the project 

-inequality in salaries and benefits of personnel from dlifzwav 
host organizations 

-part-time versus full-time schedules 

-lack of personnel from collaborating agencies to fill certain 
positions 

-- need for clear lines of authority over project activities 

-greater personnel needs than anticipated in the project. agreement. 

17
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These personnel issues were identified as critical and led in part to the 
study group preparatory to the mid-term evaluation. Both prior to that 
and subsequently, the UACP is comended for having taken many atep to 
address these problems. These include sessions o! motivbtion for all 
exployees; addition of salary supVlements to DSP salaries to bring them 
more in line with CNND salaries; addition of personnel to the project.
Several proposals have been made for the elimination of part-time
Employees. The UACP has made perhaps its moet significant contribution 
in establishing lines of authority, areas of reponsibility and position
description. Nonetheless, several problems prevail and in some cases 
(as previousLy noted in the pre.evaluation study group report), atterpted
solutions may have aggravated old problems or created new ones. For 
example, attaching supplements to the salaries of DSP workers but not to 
CMN salaries has left CNO personnel dissatisfied. 

The team did not obeerve inherent organizational and structural 
difficulties between full and part-time workers that cannot be resolved 
through correct performance of duties, adherence to a work schedule by 
the employee, and sensitive scheduling by management. The team also 
observed that hiring direct staff has led to the creation of yet a third 
category of workers, adding more institutional unclarity and disparity 
between classes of workers. This distinction may however concern team 
members more than PSND staff. The team was not nure of the legal basis 
for hiring project staff outside the ESP and notes that this may lead to 
the creation of an independent institution at the expense of long term 
institutionalization. Discussion with various individuals and 
organizations led to the conclusion that it would be possible to 
establish a framework which could promote more equality. Such a system
would have to include steps tcward parity of capensation, centralized 
personnel administration and salaries. However, it was also reported
that salaries for C2N staff are based on private pay scales and vary 
considerably from government salaries. So a perfect parity would not be 
possible even for comparable work if the employees keep their host 
affiliation.
 

Recomendations 

Overall Administration 

It is recommended: 

1. hat the existing project mechanism, the UACP, be used more fully to 
correct problems which result from non-perforamnce of duties or accretion 
of duties. 

2. That (as recommended by the pre-evaluation study group) the Project 
Advisory Oauncil (C0P) be reduced in size to two representatives of the 
three principal organizations; that it be called to meet no less often 
than four times per year; that tn direction of the project be charged 
with calling the meetings and preparing the agenda, but that the OCP amy 



be called to an ad hoc session through the office of the director at the 
requeat of any constituent member; that one time each year, an expanded
version of the Council, including the members listed in the project
agre4mment, be held to review the annual report of the currant year a'.5. to 
cdopt the workplan for the following yea.' 

3. That the annual workplan be revised so that each service is assigned 
specific responsibilities, particularly those detailed in the protocol 
with CNND.
 

4. That the format of the annual report be revised so that planned

activities are listed exactly as contained in the %torkplan for the
 
relevant year. iplanned activities may be shown separately and
 
explanations given as to why they were undertaken.
 

5. That the TA provided to the project be increased as proposed by the 
project to one technical advisor and one admiristrator. But that steps
should be taken so that in future years, this latter post will be filled 
by an appropriate Zairian candidate. 

Financial 

1. That the project should be subject to an external audit. 

2' That financial reports be included in the annual report and other 
periodic reports. 

3. That appropriate steps be taken (aoquisiton of software, training, 
computer time) so that financial auvounts and reports can be 
oonputer-generated. 

Personnel 

1. That the director have responsibility for supervision of all staff 
working in the project regardless of host institution; the director's 
responsibilites include review, disciplinary action and reassignment. 

2. That any ft:cher reorganization be deferred until integration of new 
personnel has taken place; the technical advisor should have line 
authority; further changes should be made only to accommodate modified 
program functions.
 

3. That management be sensitive to the problem of inequality of benefits 
between classes of workers and that when possible sAlary and benefits 
should I -- brought into line. 

4. That additional personnel needs should be met by seconding additional 
staff frcm CND, DSP or other government agencies as opposed to hiring 
directly by the project. 
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in. azam nVw SULY 

Cbuervatiens 

An stated in the project agreement, contraceptive supply was to be the
 
responsibility of the CND. More precisely, at the central level, the 
CNND would be assigned the responsibility to plan, order, iveceive and 
warehouse all ccntraceptives and medical equipmentl to deliver them to 
the various family planning units (DSP, CASOP, ECZ, training centers 
etc)i and to maintain and monitor the general supply system. At the same 
time, the project document sets up a supply unit within the PSND to 
handle the internal logistics of contraceptives within the DSP hsnlth 
system and to renovate and refurbish selected health facilities providing
family planning services. 

Thus, the seed was planted for duplication of efforts and confusion of 
responcibilities. In order to execute its mndate, the RED set up a 
supply unit with four agents, namely: 

- A Chief of Service, part time from CNND. 
- A Deputy Chdef of Services, part time from DSP
 
- .An Assistant, f-611 time from DSP. 
- A Stockroom Manager full time from DSP 

A consultant has just been hired on a short-term basis to review
 
procedures. 

Three mjor problems can be identified in the central supply service:
 

1. The lack of sufficient personnel to carry out the numerous tasks and
 
functions of the supply service. Besides its two main responsibilities, 
i.e., supply of contraceptives and medical equipment and renovation of
 
family planning units, it has assumed numerous other responsibilities 
such as the adminstration of project vehicles; contract negotiations

between PSD and family plamning units; printing of various forms and 
technical documents; and supervision of the material and equipment of the
 
project. This has severely stretched staff resources. 

2. The two principal authorities (hief and Deputy Chief of Service)
 
work on a part time basis. 

3. Departure from the allocation of responsibilities spelled out in the
 
project agreement, especially the ordering of contraceptives and 
equipment which was initially attributed to CNND. CNND continues to
 
order and stock IPPF-supplied contraceptives. However, all USAID 
contraceptives are ordered and stocked through PIM and housed in the 
PSD warehouse. Itwas intended in the project agreement that project 
cmmxdities, although from a different source, would flow through 
existing CNND channels. 

Duplication is lessened somewhat since the same person heads the supply
service 6f C!&D and PRD and similar docments are being used for O 
and PSM stock management. 
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It is also imnortant to cnisider how contraceptive supplies will reach
the family planning units outside Kinshasa. The !amily planning units of 
Ba Zaire, Bandundu and Kinshasa have thus far received one standard 
supply of contraceptives and medical equipment which was delivered 
directly to individual units by the PMD Supply Service. 

At the present rate of development of the delivery of family planning
services, all the units visited by the evaluation team have, in general, 
sufficient stocks of pills, injectables and barriers methods for at least
 
one year. Condcms are not very popular an the initial stock of six 
thousand pieces is often still largely utouched. All the family
planning units have received IUDs and insertion kits; however many of 
them do not have personnel trained in IUD insertion, therefore they do 
not insert IUDs. Some units still need to be supplied with adequate
medical material such as examination tables and lights. 

Since all family planning units are still well supplied with 
contraceptives, mechanisms to resupply the family planning units have not 
yet been put into operation. It is therefore impossible to estimate 
effectiveness of resuply procedures (see Appendix E). Only general
observations can be made. There are however two potential problems in 
this domain. 

1. The project paper reconmended that money be collected for 
the contraceptive services and the sale of contraceptive
supplies, but that it be used at the local level to defray the 
costs of operation of the family planning units. However, CNND 
has adopted the policy that the money be remitted to help defer 
the costs of contraceptives, so that family planning units will 
become self-sufficient in contraceptive supply. Forty percent
of the money generated is currently programmed for resupply. At 
the clinic level, personnel are not sure what is to be done with 
the money they have collected. 

2. Another problem is the early expiration date of oral 
contraceptives provided by AID/W through the central procurement 
system. tSAID/Kinshasa has signaled this problem to AID/IJ and 
has made several attempts to ship the contraceptives to Yore 
active programs in other countries. It is clear to the team 
that at the low usage rate, contraceptives will have passed
their expiration date prior to being needed. The team concluded 
that even though the physical effica-y of the pills might be 
established through testing, their utilization in the program
will hamper its credibility. 

Recendations 

It is recommanded: 

1. Mhat the PSW supply service concentrate its efforts on the priority 
actions a) to manage und distribute cotraceptives and equipment -to 

/~ 
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family planning units b) to identitfy and carry cut renovations ad 
refurbishing the family planning units. Other functione such as the 
administration of the cars and the printing of documents should be 
assigned to administration services. 

2. That PSND should store, distribute, and manage contraceptives and 
equipment for the project, and eventually for the ountry as a vftle as 
more units are brought into the project. Project facilities can be used 
to store contraceptives for units served by CNEO. Ebr the time being, 
each organization can continue with its own policy. 

3. That the standard supply of contraceptives given to the units of
 
pools two and three be adjusted according to the experience of pool one,
 
especially with regard to condoms and IUDs.
 

4. That PSND withdraw IUDs from family planning units which do not
 
provide IM services and distribute them to clinics that do.
 

5. That stocks of contraceptives be established at a regional level in 
order to avoid any risk of contraceptive stockout. Where health zones 
are operational, the PSND could deliver to the zonal medical chief a 
stock of contraceptives for the family planning units of that zone. 
Where the health zone system is not yet operational, these stocks could 
be handled toy the Regional COordinator of C N who works with the project. 

6. That a certain flexibility in the supply service should be 
maintained. The existence of a regional and/or urban depot of 
contraceptives does not mean that all the family planning units must 
necessarily Set their supply from that depot. 

7. That procedures presently planned for the resupply of family planning
units be simplified (See Appendix E). Reports on stock management,
provided quarterly by the family planning units, should fulfill the 
requirements for re-supply. 

8. Since contraceptives will be donated to the program for sone time to 
come, that fees collected from provision of family planning commodities 
and services be reserved for use at the local level. 

9. That AID/W replace expired contraceptives with new stock at no oet 
to the project. 



IV. TRAININ
 

Observations 

A number of training activities are planned: 

-Basic training of 200 medical and paramedical personnel in 
contraceptive technology; 

-Training of trainers for each of the three regional centers, 
-Development of didactic and informational materials for the training 

centers;
 

-Development of curricula for the medical and nursing faculties, 

-Training update for personnel already delivering family planning 
services 

-Training of regional coordinators in management amd supervision; 

-Short and long-term training in reproductive health and in 
management outside of Zaire for personnel involved in the project. 

To accomplish these activities the project relies on personnel from the 
CND and the DSP. At the national level an Assistant Director for
 
Training has been named from the (IRD and an assistant from the DSP. 
Training activities are to I* carried out in three regional training

centers: Kinshasa, Ilbumbashi, and Kisangani, each to be headed by a 
part time regional training director appointed by the CIQND with 
contractual training staff recruited from the CMND and DSP personnel.

The first training center has been establishld in Kinshasn with its own 
physical structure and] an atta:.- r 1i, *c. "o k.rs-stant Director is 
also Training Director and Cbnter Director, thus filling three positions
 
each originally programmed as three half time positions.
 

1'1te first training of trainers ('.r') tooY place in Tunis in Iovemn-er 
1983, through the Office National de Planning Familial et Population with 
support from JHPIEGO. Medical and administrative personnel, many of whom 
had received prior training (from Pathfinder, IPPF, JHPIEGO) were trained 
to serve as in-country trainers and facilitators. This core group,

supplemented by additional health personnel, has been responsible for 
most of the project's in-country training. Over the course of four 
one-month training sessions, the first beginning in February 1984,
sevezity-thr,_ medical and paramedical personnel have received basic 
training in family planning. Sixty-three of these personnel are from 
Kinshasa, Bas-Zaire, and Bandundu, the regions comprising the first 
pool. Initiation of the training program was delayed approximately one 
year due to the need to develop training objectives and curriculum, the 
lack of contraceptives and clinical training facilities, and delays in 
counterpart fund releases. 
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A second TM took place in early 1985 under the direction of the local 
training institution, CENACOF. These trainers subeaquently trained ten 
persons from Iibumbashi Who will serve as the core group of trainers for 
the second pool of regices (Shaba, Kasai-Oriental, Kasai-Occidental). 

We training program is cocposed of a theoretical and a practical 
cumrponent. The theoretical part is divided into four modules: 
Philosophy of Family Planning, Contraceptive Technology, Ommunications 
and Management. (See attached syllabus, Appendix F). Up until this time, 
ordered didactic materials have been slow to arrive. Opies of lectures 
are given as reference documents. The practical training component is on 
a rotation basis in five clinics. This practicum centers around clinic 
activities and the trainees do not nave any cmumunity experience. 

Although there was not enough time to evaluate in detail the technical 
competence of the trained personnel (there were few family planning 
acceptors present during site visits) the program has a built-in 
evaluation component which consists of a pretest, post-test and the 
trainers' evaluation of each trainee's skills. The trainees also provide
input as to their satisfaction with the program. 

During the site visits, contact with recently trained personnel indicated 
that they were satisfied with the program and felt that they were 
competent to deliver family planning services. However, there was a 
desire by some to have a longer practicuum so that they could work for a 
longer period under supervision and gain confidence in handling a variety
of cases. It is felt that the length of the practical experience would 
be sufficient if clinic utilization was increased. T"his would give each 
trainee a sufficien[ number of accepto:s to consult in the planned
period. If a problem exceeds the ccmx~.tence of the nurse, the client is 
referred to the attending physician. All personnel expressed interest in 
continuing education activities (some requests are however clearly
inappropriate) and in having regular technical supervision. 

Preparations have begun to establish a second training center in 
Lubumbashi. This center will train the medical and paramedical personnel 
who will staff the family planning clinics in the regions of Shaba, Kasai 
Occidental and Kasai Oriental. The PSND is in the process of negotiating 
a suitable location for the program. No permanent physical structure is 
planned. Space will most likely be available from the university or the 
regional medical offices. On-site training activities are prograimaed to 
begin in January, 1986. A concern should be noted about the 
effectiveness of the practical training component if the number of family
planning acceptors in Lubumbashi is as low as in other cities. Oirrently 
there are only four clinics providing family planning services. It is 
doubtful that there will be enough clients for each trainee to fulfill 
the clinical practical requirements. 

Up until this time, energies have been devoted to developing the basic 
contraceptive technolr.y curriculum. Little has been done to develop
curricula for the medi(al and nursing schools, although this is another 
of the amJor objectives of the project. Further delay will mean an 
increased number of personnel who must receive basic contraceptive 
technology training in special postgraduate courses which entails 
additional financial and personnel resources for future programs. 
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Likewise, no systematic program has been instituted to identify training
needs and to update skills of those personnel trained by the CNND in the 
late '70's and already delivering servioes although one retraining
workshop was held in January 1985. Several MW staff members and 
selected medical personnel have received short term training in 
management, surgical contraceptive techniques and IEC from JHPIEO,
CE)PA, INRAH and Columbia University. The PSD has supported overseas 
training for all three of the regional coordinators - two at Cblumbia 
University and one at JHPIEGO. As yet no one has been sent outside of 
Zaire for long-term training-one of the major reasons is language skills 
in English. 

Discussions confirmed that the first phase of the programmed utilization 
of the Kinshasa training center for basic training of medical and
paramedical personnel is almost complete. However, if the project and 
possible follow-on projects are going to increase coverage to include all
urban health facilities providing family planning services, long-terma 

need for basic training of numerous medical and paramedical personnel

will exist. b*reover the need for continuing education is ever present.

Future use of the center and its clinic to train personnel in new
 
contraceptive techniques and research is planned. Likewise,
informational sessions for allied health personnel, community service
organizations, and policy makers in the realm of family planning will be 
needed. Presently the center is used only 40% of the time fcr actual 
training so that space for other training activities exists if personnel
and other resources are available. Besides providing Lipce for its own
training activities, it can generate income through renting space. This 
means of support has already been initiated with activities of SANRU. 

The nmber of staff appointed to design and carry out all aspects of the 
training program is insufficient. Fbr example, one individual is 
currently occupying three key roles. Elaboration and execution of each 
of the different tiaining programs require additional personnel and 
material resources, Additional personnel could be requested from
participating agencies; short term consultants can be drawn upon as 
needed. 

Pecommendations 

It is recmended: 

1. That a checklist of clinical practical requirements be given to each 
trainee to ensure that he or she is exposed to a variety of situations 
and has the necessary skills to complete their assigned tasks with 
competence. 

2. That needed didactic and informational materials be acquired and
adapted as soon as possible so that the training will be more effective. 
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3. That a system of continuing education for trained personnel be
established through regular update newsletterd, pffqlaets, and seminars. 

4. That a follow-up evaluation of each trainee's expertise take place
six months after the training. This evaluation can pinpoint programmatic
weaknesses and indicate continuing educational needs. 

5. Tzhat a study be made of the utilization level of the existing family
planning clinics in the Luhxbashi area to ensure an adequate number ofacceptors available during the practicuum. If there are not acceptable
utilization levels, training should be scheduled in Kinshasa. 

6. 7hat at least two nurses from each health center and th'ir inmediate
supervising physician be trained so that there is less risk of
interruption of services in the absence of one nurse. 

7. That the curriculum for medical and nursing students be developed
and have the appropriate didactic materials and equipment available for 
the 1986-87 school year. 

8. That CUM plan in its upcoming budget to hire a second staff memberto be the director of the training center in Kinshasa, as planned in the 
project agreement. 

9. That additional personnel needs be identified and that negotiations
take place on how thase needs will be met. Advantage should be taken ofshort-term and external consultants for tasks which need an expertise not
easily available in-country. 
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Cbservations 

No specific IEC goals and strategies were included in the project
document. Mhe project was baned on the assumption that sufficent demand 
for family plenning services wa, present and thus the priority was to 
provide servicas to meet this 6emand. Hkwever, in the clinics visited,
low utilization of family planning was observed. A definite need for an 
effective IBC program exists zt all levels to explain to government
officials, traditional lead&rs, busirness enterprises, community
organizations 'and the people the benefits of family planning, respond to 
their questions, advise as to the accessibility of family planning
Bervices and motivate couples to become family planning acceptors. The 
usefulness of an aggressive YEC component is shown by the increase in the 
number of family planning acceptors in the Libota Lilamu training center 
clinic in Kinshasa after a community education campaign in March, 1985. 
The number of new acceptors increased from 53 in March to 107 in April. 

Actual IBC is limited in scope. Site visits determined that IEC sessions 
for family planning are most often held in the clinic during prenatal,
contraceptive and well-baby consultations. The frequency of these 
sessions is once or twice a week, however in some clinics they are as 
infrequent as monthly. Participation varies between 20 and 50 women with 
sessions lasting about 30 minutes. Lack of space contributes to the fact 
that there has been no effort to divide the participants into smaller 
groups for effective interpersonal contact and group discussion. The 
sessions are held either in a large multiplxpose room, in the examination 
room or in the hallway. Individual motivational sessions are held when a 
woman comes for more detailed information or when she is ready to accept 
a method. 

At the clinics, motivational sessions seem to emphasize the different 
methods available; personnel felt that women were already motivated to 
accept family plaming since they appear at the clinic. Thus education 
sessions may put the accent on inappropriate themes. Research should be 
carried ut to clearly determine the level of motivation of the 
population njd barriers to contraceptive use. 

In mot clinics there were no IEC materials. Most often the walls wre 
bare of any type of visual aid. Evidence that family planning serices 
were offered was lacking or very inconspicuous. No red trian . , logoe
whicb indicate the availability of family planning services we e in 
evidence. The personnel are conscious of the usefulness of visual aids 
and are interested in receiving any that are available. Two clinics had 
copies of a simple flip chart produced by the CNND. The designs were 
stenciled on durable cardboard, but were not very large and may be 
difficult for women to understand because they were not colored. Easy to 
use visual aids which can be distributed to each family plannir service 
are greatly needed. The PSND has just developed some such visual aid 
materials which it has pretested and is putting into production. 
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Litde has been done to prepare the conamity to receive these family
planning services and advise them that contraception is now available. In 
om cities, motivated clinic personnel are beginning this process. In 
four clinics, personnel are taking initiatives to reach potential 
accptors. In Kinshasa, the nurses at the training center clinic go into 
the neighborhood to =oQivate the .wen. In another city a plan to 
educate men about family planning through coupanies Which provide health 
services, including family planning for workers and their families is in 
place. One clinic is making arrangements to have counity meetings and 
another is integrating a small community motivation program fc, family

planning started by a protestant church. Thus the personnel are
 
conscious of the need for IEC vM are taking initiatives to go outside
 
the clinic.
 

Research to determine motivation, appropriate messaoes, media and
 
cultural sensitivities is essential. Preliminary work has been done by a
 
joint commission of CNI/PSND/SANMJ/PCS durizr a Family Planning 
Ommunication Study carried out in Decerber, 1983. Also Thlane
 
University will carry out a KAP study in the Kintambo section of
 
Kinshasa, which is served by the training center clinic. Such ftudies
 
will contribute to tha general understanding of the ccmmunity and the
 
identification of barriers to family planning.
 

Reccmmendations 

The evaluation team feels that having an IC component at both the CNND 
and the PSND is a duplication of effort. Advantage shi.ld 1e taken of 
the CUND's long experience in IEC to have it develop a comprehensive ZM 
strategy, Pnd to develop, produce and distribute materials. Therefore it
 
is recommended:
 

1. That the IEC component of the PSND be incorporated into that of the 
IND. Specific needs will be developed by PSD subject to the agreement 

or the an-ial protocol. 

2. That materials be designed and produced by (MD. These include logos
and short technical documents which summarize contra-indications and side 
effects of family planning methods. PSND should make sure that each
 
family planning unit is adequately stocked to carry out its own IEC 
program. In designing the materials, literary level, cultur.l sensitivity

and ability of the audience to recognize symbols should be taken into 
account.
 

3. hat the CUMD organize its cadre of volunteers as a resource for 
oummity education in support of family planning as new comunities are 
ircluded in the project. 

4. That comnmmity-based initiatives of health perwonnel be encouraged 
materially and technically. 



5. Mat the IBC program be evaluated periodically to ascertain its 
appropriateneas. 

6. That short training "sions be held for clinic percnnel to imrove 
their coumunications skills and to demonstrate the use of the IEC 
materials developed for the clin3.ca. 

http:clin3.ca
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VI. FAMILY PLAMM G ICw 

Ob.rvations 

The ebjective of the project is to provide by 1987 family planing
services in 75 health facilities in 14 cities and to enroll 250,000 new 
family planning acceptors among which 125,000 who will be regular users 
of modern contraceptive methods, i e', representing a contraceptive
prevalence rate (CPR) of 12 percent among urban women 15-49.* 

Facilities: So far, 33 governmental, military, industrial and church 
oiItals, clinics and dispensaries have been enrolled in the project to 

deliver family planning services in the urban setting of Kinshasa, 
Bas-Zaire and Bandundu. The selection of the health facilities offering
family planning services is primarily the result of individual field 
visits by the project staff of the PSD to each individual clinic* The 
clinic then has to meet specific criteria to be enrolled in the project
(See Appendix G). 

Staff: A physician and usually one or two nurses (Al-A2-A3 levels) from 
the hospital or clinic are trained for one mnth by the PSUD to form the 
team providing family planning services in their home facility. These 
individuals may have been trained previously by the CND. The nurse, 
sometimes with the help of an assistant is reeponsible for providing the 
bulk of family planning information, counseling, and contraceptive
services to clients as well as maintaining family planning patients and 
contraceptives supply records. Supervision, management and medical 
back-up fall under the responsibility of the physicians in charge of the 
unit. 

Service Delivery: Family plannirg methods are either available on a 
daily basis, u client demand, or by appointment as in the region of 
Bas-Zaire, or scheduled once a week as in the case of Bandundu. In 
Kinshasa, same clinics were open every day (two visited by the team); 
others from one to th'ee days per week. New acceptors receive 
explanations of the type of methods available and related information 
such as appropriateness, use and side effects. A health history is 
taken; physical exams and laboratory tests are provided. The results are 
recorded on a well-designed individual medical form. Even though some 
clinics designate only one day per week for family planning, current 
users are resupplied throughout the week. 

*7he team noted an inconsistency in this objective. A recalculation 
of the CPR based on the figures given in the project agreement produces a 
CPR of 18%, with 250,000 users or 185,000 new acceptors to attain a CPR 
of 12 percent. It is the conclusion of the team that neither of these 
two figures will be approached. 



-20-


All facilities provide pills, injectables, condcmso, vaginal foam end 
tablets. Some provide IUD insertion and even female sterilization. 

Based on statistical data presented in a P&D 1984 report, the 
distribution of new acceptors by method is, 

Pill Injectable Barrier IUD Sterilization 

48.3 25.2 14.8 8.3 3.2 

Payment for clinic services varies. For soe clinics, such as those run 
by ocpanies, consultations are free. With the goverrmnt's eqphasis on 
self-financing of public clinics, the acceptor is asked to pay 10 Z 
(.20) for the ccnsultation and 5 Z (.10) for the medical form. Payment
for contraceptives varies according to the method: Z (.10) for a cycle 
of pills, 15 Z (0.30) for an injectable, 30 Z ($.60) for an IUD and 5 Z 
for 20 co os. 

Oantitative Achievement: Statistical data for 1984 can give an idea of 
current demand for family planning services. Once again, one mast note 
that scse of these centers have been operational for only a few months. 

Estimate of FP Users in PSUD Units-1984 

Region Number of Units Number of Units Acceptors 
included in Reporting New Old Tbtal 
Project


Kinshasa 10 5 215 69 284 
Bandandu 10 5 403 547 950 
Bas Zaire 11 6 586 287 873 
Kisangani 2 2 222 118 340 

TomL 33 18 1426 1021 2447 

Source: PSW Statistical Report 1984 

Users for 18 of the reporting family planning units total 2447, for an 
average of 136 total acceptors per P&M clinic. 

In the umt generalizable hypothesis (i.e., it one considers that those 
units which have not reported statistical data have achieved the same 
level of performance as those units which did) the total nuber of family
planning users wuld be: 

2447 x 33 - 4486 users 
]R
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In 1984, the total popilation of the urban areas covered under the 
project was &bout4,500,000, therefore, the target population of women 
aged 15 to 49 is Aout 810,000 (18%of the total population). 
Ontraceptive prevalence achieved by project activities is therefore 
estimated at: 

4,486x 100 a 0.5%810, 000 

Oontraceptive prevalence should be measured by all sources and not only 
by service statistics, so that the result shown above is surely an 
underestimate of prevalence from all sources. 

The most striking observation in regard to family planning services is 
the low level of acceptance in PSND clinics. Although there is an 
indisputable need for contraceptive services as witnessed by the large
number of illegal abortions and abandoned children, the awareness of the 
population concerning the availability, location, and safety of modern 
contraceptive methods seems to be negligible. The impact of IBC 
activities conducted by the CNO has not created a wide demand, and much 
more effort has to be made in order to identify and overcome the 
cultural, traditional, religious and legal barriers which limit access to 
contraception. Within the project itself, several constraints can be 
identified: 

- the limited number of service delivery outlets 

- the selectior of some units which do not provide statistical 
data, and may or may not provide family planning services; 

- the restrictive eligibility criteria which in some cases limit 
access to married women, making it very difficult, if not 
impossible for a sizeable proportion of those in need (divorced 
and unmarried women, teenagers, and women without their 
husband's permission) to have access to contraceptive services 
(7his may be offset somewhat by lax enforcement of the 
criteria.); 

- the lack of ccumnmity-based activities; 

- the lack of follow-up of family planning acceptors resulting in 
poor ontinuation rates; 

- and the -1ative "isolation" of family planning, not yet fully 
perceived by the medical cmmmity as being an integrated 
component of a omprehensive health service. 



7he team observed that IEC activities should be more closely linked to 
services. A program of seminars could be undertaken to prepre 
ommuitieu Lor ex~ansion of family planning activities. Prior to 

beginning project activities, the PSD and the regional rbmittee of the 
C&M could organize a one week saminar in the medical mene/region for the 
DSP regional authorities. Such seminars woutld explain the overall 
objectives of the project and seek practical support and identify ways to 
collaborate with the authorities. This collaboration would be es, .cially
izportant in the selection of future family planning units and in their 
medical supervision. It would also insure a stronger comnittment from 
the medical ccmmity for the project. Further, interest in such 
activities has been expressed by the medical directors of the urban zone 
and General Hospital of Kikwit and Bas-Zaire. S--h seminars could begin 
in these two regi-ms within the next three meths. 

The team observed that even in units where persons had already been 
trained and contraceptives supplied, problems with facilities and
 
supervision exist. It is not enough simply to declare the unit open, but 
project resources need to be directed toward establishing quality 
services and high continuation ratke. 

Recommendations 

It is recommnded: 

1. That eligibility criteria for family planning services be reviewed so 
that these services are easily accessible to all wen. 

2. hat health personnel be encouraged to conduct family planning
information/motivation sessions via community, political or voluntary 
organization channels (e.g. youth groups, women's associations, Lions or 
Rotary Clubs). Family plarining nurses should use the bicycles given by 
the project for community activities such as neigborhood meetings and 
home visits to family planning acceptors who do not come for foliowup 
visits. 

3. TMat norms and standards for contraceptive use (being elaborated by 
the PSND) be published as soon as possible and distributed to the medical 
and paramedical community involved in family planning service delivery. 

4. That project development take place by making services available in a 
larger number of health facilities in one city before moving to 
additional cities. (In one city only 4 out of 27 health facilities 
offered family planning services). 

5. Tat the C) cooperate with PMD to carry out seminars with the 
medical cczmunity in a regica prior to inaugurating family planning 
programs. 
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VII. BUPERVIBION~
 

Observations 

7he Project Agreamnt clearly defines the responsibilities of each 
institution with regard to the supervision of project activities. 

A supervisory unit at the national level was to be established within the 
PSD under the Program Division. Staff support was to be provided by the 
C2) and the DSP with te-chnical support from the CM medical advisory
committee and a statistician. Major responsibilities of the supervision 
unit as outlined in the project agreement are to: 

-- establish standards for service deli,'. y 
-- develop a supervision protocol 
-- assist regional coordinators through periodic visits 
-- develop a standard system of service statistics 
-gather service statistics 
-evaluate project activities 
-inform and involve regional medical inspectors in the project 
-prote internal IXP medical supervision 
-facilitate CMND supervision 
-supervise family planning units in Kinshasa. 

Currently the PSND supervison unit is lacking adequate staff to undertake 
all of the responsibilities outlined in the project agreement. The two 
assistants have left without being replaced and the chief of supervison 
is on temporary leave. Meanwhile, other PSND divisions are attempting to 
take up the slack until the unit is operating. Candidates have been 
identified to fill the two assistant positions. 

Unfortunately, supervision is not yet done routinely and is not as 
effective or as helpful as desired. Most PSND family planning units have 
been functioning for less than a year and the system for field 
supervision is still evolving. At the the regional level, supervision 
should be assured by the CND and CRM regional affiliates. Up until 
this time, most often multipurpose teams from PSND including the CRUD 
have visited the units. Supervision was not emphasized because the 
agenda included a variety of activities. However, the project recently 
developed a protocol which should help in guiding the supervisors. 
(Attac.hd at Appendix G) 

Tb facilitate supervision PSD provided each (NIo coordinator with a 
vehicle. (Fuel and operating costs are to be provided from the CNO 
budget). Ifortunately, the vehicle for 1s-Zaire was destroyed in an 
accident. The coordinator for the Bandundu reaion does not have funds 
available for fuel. Thus, neither of the coordinators is likely to meet 
the programmed nwulr of supervisory visits (five per year). 

http:Attac.hd
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Proosdure for supervision have to be clearly spelled out and enforoed. 
For example, if the vehicle in Baa-Zaire in replaced, &ll relevant 
persons sh1mld understand who is authorized to use th vehicle, for What 
reasons and where. Regional health authorities and the CND can assist
 
the coordinator in applying the regulations and lessen the risk of any
misunderstandings or abuse. A percentage of the money collected from 
clients should be designated for fuel and per diem as needed by the 
regional coordinator to fulfill his responsibilities. Given the current 
low-rate of acceptors, further financial support from the PS&D and the 
CMD may be necessary. 

In addition to the logistical problem of having to cover large geographic 
areas with seriously underdeveloped road systems, regional coordinators 
have a variety of other responsibilities including training, 
administration, commodity and equipment supply. Also, technical 
supervision is impossible in regions where the coordinator does not have 
any type of health background. 

At the unit level, all participating health facilities are responsible 
for their own supervision. The evaluation team observed that supervision 
within the family planning units varied considerably depending on the 
motivation of the physician in charge. Kinshasa nurses reported that 
they had adequate medical backup ithin their clinics, but would 
appreciate more help with record keeping and statistical data. In 
Kinshasa, the chief of supervision is directly responsible for the 
supervision of the family planning units, however the team found that of 
the four units visited, a total of one or two supervisory visits each 
since the beginning of the project were reported. 

In regions where the surervision system is independent from the DSP, 
smooth and rapid integration of family planning activities into the 
existing DSP network is difficult. The degree to which existing DSP 
regional and local health authorities are underutilized as a resource for 
supervision was evident to the evaluation team. 

The regional health office (headed by the regional medical inspector) 
expects to receive sufficient resources to be involved in supervision of 
family planning activities along with other health services. This 
involvement could be developed at several levels--training, joint 
planning and reporting, and supervision. 

It was clear that regional teams varied in experience and willingness to 
carry out supervision. Particular needs exist at the regional and local 
level to improve administration and management, not only amongst 
coordinators but also amongst physicians who provide medical backup to 
family planning units. 



In order to ix rove supervision, it is reomnnWdj 

1. That the two empty slots in the centralized supervision team be
 
filled as soon as possible.
 

2. That scheduled supervisory activities be established to include an 
active use of the protocol for supervision of family planning units. 
Supervisory visits to the field by PSND staff sholid focus on 
strengthening existing supervisory mechanisms at the regional and local 
levels. Once the local supervision team is operational, one supervisory
visit per year to the field by the PSRD should suffioa. 

3. That wupervisors be identified and trained for each family unit in 
the PSND project areas. 

4. That the PSND accelerate its efforts to train doctors who have 
responsibility for medical supervision within the health zones; that the 
PSND attempt to better integrate supervision of family planning
activities into the existing DSP structure; and that the PSND should 
attempt to incorporate statistical reporting on family planning into the 
existing reporting system. 

5. Where the DSP has not established health zones, that the coordinator 
and PSND provide more intensive supervision and seek to identify ways in 
which the existing health structure and personnel may be utilized for 
closer supervision. 

6. That PSND funded training of coordinators and physicians reponsible
for family planning Include a more extensive curriculum in administration 
and management. 
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VIII;VnlIS77CS AND RZW 

tmsrvations 

Service Statistics 

According to the project agreement, the aWD was to be In charge of 
developing a simple standardized system of service statistics and to 
gather and analyze statistical information. However, In 1984, the FM 
recruited a statistician and set up its own service statistics. Various 
data collection forms were developed (clinical record form for acceptors,
clinic registry, quarterly report forms and appointment cards) as well as 
instruction manuals. Although the data collection system is standardized 
for all family planning units (P.%M and CIND), each organization 
processes only those data generated fron its own facilities. There 
appears to be no conoolidation and analysis of all family planning data 
at the niational level, hence, no report exists that encomasses all 
family planning activities in Zaire. (If it does exist, no one has 
received a copy.) 

In the field, personnel have different interpretations of new and old 
acceptors and visits. This, no guarantee exists of consistency between 
data gathered in different family planning units. What is recorded under 
"visit" is very confusing and of questionable interest. (Informational
visit, programmed visit, never made visit, first visit of the year, other 
visits... ). On the other hand, no data are collected which could be used 
to calculate discontinuation rates or rates of contraceptive failure. 

Filling out reports is too often considered to be cumbersome, thus only 
about half of the family planning units of the project have sent 
statistical reports for 1984. Reports from family planning units are 
sometimes gathered by the CRMD. The family planning unit provides three 
copies of its mmthly report, two of which are sent to the CRND who 
report to the CND and the PEND on a quarterly basis. However, some 
family pvning units send their reports directly to the PSND. Sometimes 
the family planning unit does not retain a report for its own files. To 
date, there has been no consolidation and analysis of the data; thus no 
feedback to the field is possible. No copy of the family planning 
reports is sent to the regional medical inspector. To sum up,
statistical data are incomplete, unreliable and of little use for 
planning, programming, evaluation and management puirposes. 

Research 

7he DSP has recently signed an agre ent to undertake collaborative 
research with Tulane University. A Knowledge, Attitude and Practice type
of survey of approximately 1500 women, age 15-49 is presently being
carried out in the area of Kintambo of Kinshasa around the Libota Lilasu 
Canter. The two major objectives of this study are (1) to give the PM 
staff on the job training in methodology and in the practice of applied
research techniques; and (2) to gather baseline data on attitude, 
knowledgei, 
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practice and other contraceptive related issue. This study should aid 
the center in its commity activities. 7W other projects related to 
counmzity based distribution are envisaged, ne in the Kasai Oriental 
region and another in an area sti:l to be deided upon. 

Recmendations 

It is recomended: 

1. That the statistical system be reviewed, especially the deflr.tlon of 
terms, upon the return of the PSD statistician now being trai., at 
Columbia University. A clear, understandable and internationally
acceptable difinition should be given for acceptors, and simplification
made to clarify the number and type of visits to be recorded. 

2. That training of field personnel be reinforced in data recording and 
proper understanding of stated definitions, in order to insure coherence 
and consistency amongst data collected from different family planning 
units.
 

3. That a feedback information system be built into the service 
statistics. 

4. That the medical authorities at all levels receive periodic family
planning rep)rts. 

5. 7hat the family planning units themselves be supmlid with a 
sufficient number of blank report forms and retain one oTy of the 
ccapleteu forms for their own files. 

6. That resources of the PSND - especially the computer - be utilized to 
centralize and analyze all family planning data at the national level by
CNTD. 

7. TMhat future researdh focus on two salient areas: 

- Continuaticn rates, side effects, ccntaceptive failures, 
etc... of different methods. 

- Barriers to contraception. (Sociological, economic, medical, 
traditional, religious, political, logistical, etc.). 
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IX. CLADOImo 0b WH on= TUIwBswm 

Cbrwtion 

Ollaboration has not been a sfong point of the project. DSP and QRM 
were meant to and are cooperating in the field of family planning through 
an AID-financed project. Administration and coordination of project
activities were to have come from the CNND. Bowever, in the evolution of 
the project, the PSND has cme to resemble an "institution" that 
coordinates its own full progrdm of activities more than a "project".
Thus duplication of activities occur in the following areas: 

- provision of contraceptive supplies 
- ZEC 
- statistics 
- training 
- supervision of field workers 

and in each case, duplicative structures have been developed to carry out 
these functions. 

Both project staff and CD have expressed their concern about the type
of collaboration which exists. The PSD has evolved into a structure 
ith considerable autonmy within the DSP, absorbing many of the 

functions and staff of 01MD. CND has meanwhile seen its independent
role diminished. 

The major complaints havu been noted by many earlier reports and hinge on 
lack of coordination of efforts within the overall rubric of "naissances 
desirables". The PSND has the financing and government backing while the 
CNND has the mandate for coordination, the history and field experience,
and the support of IPPF. The team feels that the unproductive climate 
between the two institutions which has led to reduced emphasis on 
services and too much emphasis on administrative and bureaucratic 
maneuvering ne ates the great potential of the project. 

The team did not evaluate the program of CND. Nonetheless, the team 
would like to express the conclusion that the interests of family
planning in Zaire as well as the eventual sucxcets of the AID-financed 
project depend upon a resolution of these collnkorative issues in such a 
way as to elimirAte duplication of structtres &id to produce a strong and 
independent CQD with a narrower and more focused program. Decisive 
steps must be taken so that activities and energies can be directed 
toward ixproving access to and the quality of family planning services in 
the country. The CNND has a significant role to play, in the areas of 
pcpulatin policy, public awareness (through its volunteer network), IEC 
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for all target groups, coordination of population activities, developing 
pilot programs, and program development in areas not served by the 
project. One of its unique features is its independence from goverrmenty
it should remain free fzom government control. However, it should be 
remembered that it has institutional responsibilities to collaborate in 
national programs. 

Oollaboration between the two entities at the regional level also poses 
sme problems. As the project document was written, the project was to 
take advantage of existing networks and fill the gaps. However, the 
regional health and population infrastructures are in transition and have 
changed considerably since the time of the project design. The project 
document did not anticip&te the development of the urban health zone 
structure and assumed a more fully developed system of CN regional 
networks than exists. However, experience leads the team to conclude 
that more cooperation is needed between the CRND staff coordinators and 
the )xisting health system. Further, the role of the regional president 
should be reduced vis-4-vis project activities. (?bre specificity is 
given in the above section on Supervision). 

Outside the two principal organizations directly collaborating in the 
project, the project also coordinates with the AID-funded SANRU Rural 
Health Project and UNFPA. For SANRU, which is supporting the delivery of 
Primary Health Care supervision in 50 rural health zones, training and 
contraceptives are included. Contraceptives are supplied through SANRU 
project channels. Training for medical personnel has been provided by 
JHPIB3O in collaboration with the PNSD and CNND to everyone's
satisfaction. In the follow-up project to SANRU, the family planning
element will continue to be reinforced though collaboration with the PSND 
project.
 

The UNFPA is anticipating funding a *1,200,000 integrated MCH/FP project 
beginning perhapa as early a3 September 1985 in ten rural zones (two of 
which are also included within the SANRU project). There has not been 
much collaboration between USAID and UNEPA to date, although 
ccammications channels are open. Both organizations are represented on 
the expanded Project Advisory Council. Important elements for 
collaboration between the PSND and the UNFPA projects are evident, 
notably in training and supply of contraceptive commodities. 

Pecoemendations 

It is recommended: 

1. That the PSND activities carried out by the CND be subject to a 
protocol negotiated between ISP and C]ND; and that sufficient project 
resources be allocated to CWD to carry out the workplan. The protocol
should be submitted to the UACP by CNND; should have a well-documented 
budget, a calendar of activwties and should indicate staffing needs to 
cover CNND activities as well as CNND staff contributions to PSND. 
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Project sponsored activities should be shown in the context of the 
overall I) workplan. Me protocol agreed to bry c and MGND should 
form the basis for collaboration on all project activities. This 
protocol should be reviewed annually to reflect &.m.v s in project scope' 

2. Tat adjustments within the project and OW take place to consolidate 
functions, 

-to locate all contraceptive comodities in the PW with one 
warehouse manager, one system of supply and two sources of materials 
(IPPF and AID); 

-- that training activities continue as present, with CNND staff 
working through the project mechansim to carry out training programs. 

-- that technical training programs, baseline training, clinic 
managment, contraceptive techniques, and re-training take place at 
PSND through the project. But that seminars, roundtables, and other 
awareness raising activities be included in the CN D mandate for 
non-project fuing. Some training activities which border on 
training and awareness raising shxld take place in crmn. Por 
example, the prcposed inauguration seminars prior to initiating 
project activities in new places should be a joint activity of COND 
and PSND with financing through the project under the rubric of
"naissances d6sirables". (See section V)
 

-that the development of revised medical and health training
curriculum be carried out by CQND. This activity may require outside 
technical resources; if so, they should be directed to C!NND. This 
activity should be part of the protocol. 

-- that the supervisory function be decentralized. That supervision
in the regions be taken over by the coordinator of naissances 
desirables (whose 3alary is paid by CaND) with the close 
collaboration of the regional health offices. 

-- that activities in the IEC section carried out by the project
should be implemented by D with support of the project. There 
should be a unified IEC structure for the country with two sources of 
funding, PSND for project activities and IPPF (with perhaps outside 
agencies such as PCS ontributing also) for activities in the field 
of development of materials for motiviation at the clinic level, 
visual aids and mass media campaigns. The project-financed 
activities should complement IEC activities sponsored by IPPF and 
should be the subject of the protocol. The IEC section of CNND 
should be reinforced with adequate material and human resouroes to 
carry out the program arA should be the entry point for technical 
assistance. The IEC unit within the headquarters of PSND should be 
eliminated and existing personnel should be reassigr-d to GIND, if 
possible. 

Lo
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-The statistical function continue as at present with OW and PMM 
ompifing service statistics on the units they serve. 7he data 

processing should be identicall resources, ospecially coputers and 
software should be shared. An annual document should be prepared by
he aW reflecting data of the two cervices under the rubric 

"Naissumces D&sirables au Zaire". It should be transmitted to the 
Minister of Public Health and given widespread dissemination. 

In addition to to the program steps mentioned above, the evaluation team
 
recmmends the following:
 

3. That in order to avoid confusion among the public, wherever possible,
 
reports and documents on population and family health issues be issued
 
under the rubric of "Naeissances Dsirables" with both PW and ONW logo. 
inminor positions; that posters and fiches indicating services sites
 
indicate only "N-dssances D6sirables". 

4. That a representati;.e, of the DSP be invited as an observer to the 
Erecutive Obmittee of the CaND, that the director of PW or designate 
be invited to all meetings and participate inother ways to help plan
OW activities. Further DSP staff members are urged to participate in 
the OW as volunteers. 

5. That all parties be invited to come together to work out these 
difficulties in a constructive atmosphere. If these actions are not 
successful i:i reducing tension, then USAID should work directly with CNND 
and PSND to separate project activities. 

6. That there be clo&.r donor coordination in the field of family
planning; specifically that USAID and project staff work more closely
with tWPA as it begins project implementation to avold duplication of 
efforts.
 

4U/
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OE)R EOR=X. PCTVE 'IHE UM 

Financial and Institutional Viability of Project Activities 

The PSND should not develop as an institution in and of itself although
tendencies in that direction have been noted. Mhe project was developed
in orler to reinforce family planning services Jn urban settings through
channels Which already existed. The project, bbcause of its limited life 
;pan and of the definition of its role, is to be merged at some point
into a national family planning program, institutionalized within the 
health structures of the country. 

While the final evaluation of the project should decide the form and 
modalities of further AID support, it seems evident to the evaluation 
team that the need for further assistance beyond 1987 cannot be 
challenged. Because of the various technical and administrative 
difficulties ecountered at the beginning of the project, important delays
have occurred in implementation. 7herefore the evaluation team 
reccanends that USAID continue to assist family planning in Zaire for 
another five years after this project. 

In the short-term the recomendations of this report should be adopted to 
avoid duplice:.ion that is wasteful of financial and lman resources. If 
the two collaborating agencies cannot work in harmony along the lines 
indicated, then AID should %:rk with each of them to redesign the program 
to separate the activities. It will probably be necessary to extend the 
life of the project for a period of two to three years to help make up
for the delays already experienced in the project implementation.
However, the team does not perceive that this is a priority until 
collaborative arrangements are smoothed out or other arrangements made. 

In terms of project implementat'on, the team thinks that activities are 
expanding quickly in geographicil areas, perhaps more quickly than is 
appropriate, given the need for adequate training and coamunity
outreach. The team would prefer to see more quality control in the 
services provided, more supervision and data collection than an expansion 
to meet the target goals. The team would also like to see the project
incorporate training, ccntraceptive commoditiesi and supervision for all 
of the family planning units in the project cities as a step toward 
eliminating duplication and a move toward program consolidation. 

It is clear that, over the longer term, the program must be incorporated 
into the existing health care systems, and should not ocntinue as a 
project. In order to prepare for the organization of a national family
planning program, the government should take the necessary legal, 
financial, adinistrative and technical steps to integrate family
planning services within its primary health care policy including
assigning clear administrative responsibilities for family planning. 
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A budgetary commitment should eventually be made by the DSP in order to 
cover family planning recurrent costs in areas such as training,
supervision, administration, statistical analysis, supply services, etc. 
External donors could then supplement governmental funds in speci fic 
costs (equipment, logistics, contraceptive commodities, research, etc), 
as well as provide financial and technical assistance to the C~TND whose 
role will continue to be of paramount importance in population policy
development and general information and motiviation of various target 
groups. The ordinary budgetary ccmnitment to project activities by the 
DSP should begin now. 

Short-term assistance is st'll needed in specific areas: especially IEC,
statistics and operations research. Initial efforts to get these
 
activities underway have been attempted but these are less than vigorous
because of the lack of technical expertise and materials. Short-term 
technical assistance has already been provided by JHPIDO to supplement
local facilitators during the training program. Needs assessments in the 
areas of training and IFXC were canpleted by INTRMI and Population
Ctmunication Services respectively and Tulane University is working with
the PSND to elaborate an operations research component. 
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EVALUATION-SCOPE OF WORK.
 

FOR 
EVALUATION OF TEE FAMILY PLANNING SFRVICES PROJECT D oT . 
fOLLOWING IS THE SCOPE OF EOR". TIE UPCOMING meDa & 

Action Take..(660-0094). 

A 

I. BACKGROUND 


THE FAMILY PLANNING SERVICES PROJECT WAS AUTFORIZED ON
 
THE GOAL OF THE PROJECT IS TO
SEPTEMIBR 14, 1982. 


INCPFASE THE USE OF VOLUNTARY *MIILY PLANNING SERVICES
 

AMONG ZAIRIAN FAMILIES, ASSISTING THEM TO SPACE THEIR
 
OF CHILDREN THEY DESIRE.CMiYLDRIN AND TO RAVE THE NUMBER 

PURPOSE OF TEE PROJECT IS TO INCREASE CONTRACEPTIVE
THE 

USE IN 14 URBAN AREAS FROM APPROXIMATELY 3-5 PIRCFNT OF
 

COUPLES OF FERTILE AGE TO 12 PERCENT BY 1987. THE 
2AIRIAN PROJECT DIRECTOR ASSUMED HFR REFSPONSIBILITIES IN
 
JANUARY 1983, WHILE THE LONG-TERM TECHNICAL ASSISTANCE.
 

TOTAL LIFF-OF-
CONTRACTOR ARRIVED IN JULY OF TFAT YFAR. 

PROJECT COSTS ARE ,XPErTFD TO BE APPROXIMATELY DOLS
 
30,09,000. AID'S AUTHORIZED CONTRIBUTION TO THIS TOTAL
 

THIS W:ILL BE THE FIRST EVALUATION
IS DOLS 3,940,60 .
 
UNDIRTAKEN OF THIS PROJECT.
 

II. PURPOSE OF EVALUATION
 

THY PRIMARY PURPOSE OF THIS EVALUATION IS TO ASSESS THE
 

DEGRE TO WHICE THE SYSTEMS AND MECHANISMS NECESSARY TO
 
THE ACHIEVEMENT OF PROJICT OUTPUTS ART IN PLACE AND
 
OPERATIONAL. 
ASSESSMENTS OF ORGANIZATIONAL CAPABILITIES
 

FADE DURING THE PLANNING STAGFS VWILL BE REEXAMINED AS TO
 
THEIR CONTINUED VALIDITY. PARTICULAR ATTENTION WILL BE 
fOCUSED ON THE PROJECT'S PROGRESS TO DATE IN CREATING A
 
STRUCTURE WHICH WILL CONTINUE TO FUNCTION FOLLOW'ING THE
 

COMPLETION OF USAID SUPPORT. ANY REDESIGN DEEMED 
NECT:SSARY IN ORDER THAT PROJECT OBJECTIVES MAY BY MET
 

WILL BE IDENTIFIED AND SPECIFIC RECOMMENDATIONS WILL BE
 
MADE. 
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COMPOS.TION OF EVALUATION TEAM 

F VAIUA ION TEAM WILL BE COMPOSED OF: TH, RFDSO/YCA
 
,:tPULATION OFFICER (TEAM LEADER)' TWO DUTSIDE CONSULTANTS 
VITH EXPERTISF IN FAMILY PLANNING PROGRAMMING AND SIRVICF 
IILIVERY IN PROJECTS OF TIlS 'JATURF; A REPRESENTATIV} OF 
WIF GOVERNMENT OF ZAIRE'S MINISTRY.OF PUBLIC HEALTH; AND 
A DFPRYSENTATIVF OF THE ASSOCIATION ZAIROISE POUR Lr 
BIEN-FTRI FAMILIAL. 

IV. SCOPE OF WORK
 

TEAM LEADER THY ?VALUATION
 
TEAM WILL:
 
UNDER TF" SUPFRVISION OF TFE 


A. ASSESS THE EFFECTIVENISS O THE PRO.ECT'S 
ORGANIZATIONAL STRUCTURE WITH RESPECT 'Td PROJECT 
MANAGEMYNT AND COLLABORATION BETWEEN PARTICIPATING 
INSTITUTIONS;
 

B. EXkMINE THE APPROPRIATENYSS OF THE. ROLE PLAYED BY THE
 
IONG-TFRM TECHNICAL ASSISTANCE FURNISHED UNDER TF4E PROJECT 
AND DETERMINE WHETHER MORE OR LFSS TA IS NEEDED; 

-C. EVALUATE PROJECT IMPLYMENTATION TO DATF WITH RESPECT 
TO: 

-21. VANAGFMfNT (PROGRAM PLANNING AND ADMINISTRATION, 
TUDGET, FINANCIAL RECORDS, LEGAL, PERSONNEL).
 

-2. COMMODITY PROCUREMENT AND DISTRIBUTION, AND
 
PROCEDURES FOR REFURBISHING FAMILY PLANNING UNITS
 

-3. TRAINING, CURRICULUM DEVELOPMENT, IEC, AND TE 
CREATION OF TRAINING CENTERS 

4. PROVISION OF FAMILY PLANNING SERVICES 

-5. SUPERVISION AND OVERSIGHT OF PAR.TICIPATING
 
INSTITUTIONS AND THE DEVELOPMENT OF MEDICAL STANDARnS
 

6. THE COMPILATION AND UTILIZATION OF STATISTICS
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"2N,'I1OU'WITF rillATF* 0[,-(4TS AND PROGRAMS
 

SASESSHI PROSPECTS FOR TRY FINANCIAL AND
 
P;STITUT IO'AL'".(TECPNICAL, MANAGERIAL) SUST4INAZILIT OF
 
FRC,ITCT ACTIVITIES UPON TH CDMPLETION OF USAID ASSISTANCF;
 
P.RO.!TC7 ACTIVITIES.UPON THE COMPLETION OF USAID PSSISTANCE;
 

Y. 11. :Y SP]CIFIC RECOMMENDATIONS FOP ANY 'REDESIGN OF TH7
 
PRO3ECT WHICH WOULD ENHANCE THE PROSPECTS FOR PROJECT
 
SUCCFSS. 'VH:REAPPROPIATE, THE FVALUATIOI RTPORT SH.OULD
 
INCLUDE A DISCUSSION OF LESSONS IFAPNFD TO FACILITATr AND
 
IVPP OV.Y FUTUR? USAID FAMILY PLANNING ACTIVITIES.
 

V. RFPORTS
 

TF E DP S BTFOR. THE SCFFDIJLED END OF. THE EVALUATION TEE
 
TFAM LYADFR 'ILL SUBMIT FOR MISSION REVIEW A DRATT
 
EVALUATION REPORT DETAILING THY TEAM'S FINDINGS AND
 
RECOMMINDATIONS. A FINAL DRAFT, INCLUDING AN EXECUTIVE
 
SUMMARY THAT CONFORMS TO AID/ GUIDFLINFS, W'II,L BE
 
SUFMITTED TO USAID PRIOR TO THE TFAM LEADER'S DEPARTURE
 
TROM ZAIRI..-


SCOFF OF WORK FOR POPULATION SECTOR ASSESSMENT WILL BE
 
PROVIV)ED SFPTEI.. FERRITER 
BT 
95317.
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PROTOCOLE POUR LE TERRAIN.-


I - AMINISTRATION 

-Qui dirige le projet ?
 

- Quelle est la structure administrative ? 

Quelles sont lea relations entre lea partenaires du projet (CRND, DSP 

Hissionnaires, industrie etc) via-k-vis des unitis de prestation de s 

vice (PSND) ? 

- Qui gbre le projet PSND au niveau r4gional ?
 

- Zone de santd - quelle est"son influence sur la coordination du PSND
 

- Quel est le degr6 dlintdgratiOn du PSND dans lea services de santd ?
 

- Rapports d'activitds : par unitd et par r~gion (CRND) (exemplaire)
 

- Quelle est la comptilation et l'utilisation des statistiques ?
 

- Y-a-t-il un plan d'action d'activitds .soit transmis par PSND central
 

soit dlaborg sur place. Y-a-t-il transmission d'ojectifs $ationaux
 

aux rigions ?
 

- Quol1es sont lea relations entre lea responsables rdgionaux du PSND e
 

le niveau Fntral 7 (runions, intructions, transmission des rapports
 

- Aspect financier, source de financement (ventes de'contraceptifs, ser
 

ces, projet), ventilation par rubrique, ddpense effectude jusqu'ici.
 

Rapport financier.
 

2 - APPROVISIONNEMENT 

- Qui est responsable de l'approvisionnement (tempsplein, partiel etc.. 

Commande 

Rdception 

Stockage 

Distribution 

- M~thode d'approvisionnement (contraceptifs et 6quipement mddical) 

modalitd de la commande (trimestriel, semestriel etc) 

satisfaction de demande (suffisance, d6lai de lVapprovisionnement) 

- Stock existant (6tat des produits, date expiration, quantitd, nature,
 

estimation de la durge des stocks disponibles)
 

- Tenue des fiches
 

Oi.1...
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- Etat du'magasin,,ventilation, FIFO
 

- Rupture du stock - pourquoi 2 et durde dela 74pture.-ba consedquenae,
 

- Y-a-t-il eu des chagements dane le systbme d'approvisionnement. Si oui, est ce 

que c'est une amdlioration ? 

- Qui fait l'entretien do 1'dquipement mfdical I 

3. FORMATION
 

-Addquation de Is formation aux tcfcho .*et responsabilitds de prestations des 

services de P.F.
 

- Avis des gens formds sur la forme du contenu de leur stage
 

- Qui, par qui, ou,combien de temps, coient?
 

- Y-a-t-il des documents de r6fdrence (guide, fiches techniques, manuels etc)
 

- Y-a-t-il un plan de formation au niveau rdgional ? Qui s'en occupe ?
 

- Y-a-t-il un budget pour la formation ?
 

- Evaluer lea activitis effectudes par les gens formfs, not.amnent-point de vue
 

clinique ?
 

- Existence du personnel mdical ou para-mddical non encore formi par le proje
 

qul fournissent des services de PF. 

- Ceux qui ont dt6 form's par le projet ont-ils formd dtautres personnes ? 

- Y-a-t-il eu un suivi depuis la formation initiale ? 

3 - IEC 

- Y-a-t-il des sdances et matdriels dWIEC en quelle langue ?
 

- Quels sont les matriels et m6thodes disponibles (brochure, radio etc)
 

(friquences, audiences, population cible)
 

- Quel est le r6le du CRND dans I'IEC'?
 

- Y-a-t-il d'autres organismes qui font I'IEC ?
 

- Est ce que le personnel a recu une formation en mdthode dIE ?
 

- Est ce qu'.il y a une formation prdvue pour le personnel ? _
 

- Quel est le climat dans lequel le projet se ddroule . (social , politiqui
 

- Qui etc....) ,MI
fait lIEC et conment Z1(en vile, h domicile Ai, 

-La motivation de l'acceptante ce fait comment et par qui ? 
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4 - PRESTATIONS DES SERVICES.
 

- Quels services ? ddroulement des services (ewmemer horaires, nombre 
des visites etc ) 

- Quels sont les critbres del'dligibilitds ? (cas spfciaux, pratique des 

crithres) 
- Qui fournis les services? Qui fait quoi? (mddecin, infirmier, matrone for 

in~e) 

- Nombres de nouvelles cliente's-par mois ? suivi des clientesrcalendrierdi 

activitgs de PF ? 

- Intdgration des services PF avec autres activitds 

SGst-
 ewies socio-ddmographiques des acceptantes
 

*Notez les affiches, dquipements, structure etc...
 

•Quelle est la qualitd des prestations des services, connaissance techniqu
 

accueil, Is dur~e d'attente, sibge etc.
 

5 -.SUPERVISION
 
- Qui supervise, fr~quence, quand y a-t-il eu lieu la dernibre visite & Il'U
 

- Pel'lyis du personnel, est ce que la supervision est assez frdquente ? 
- Responsable de supervision qu'estjqu'il/elle fait, combien de temps a-t-i 

elle restd ? 

- Est ce que la supervision est formative ou apercue comme purement un cant 

le ? 

- Est ce que les standards mddicaux sont connus et appliquds (sans trop ins 

ter) ? 

6 - STATISTIQUES 

- Instruments des collectes : Est ce qu'ils sont compliquds, compris par le 
personnel ? connent sont-ils remplis (avec soins ou non)? d'o4 vient il ? 

Quel est la voie d'acheminement ? 

- Est ce que des rapports sont 6labords et ensuite envoyds ? Si non, pour

quoi ? 

- Prennez des exemplaires de chaques instruntents de collecte
 



7-'	COORDINATION 

- Y-a-t-il d'autres structures -(unitis) qui- travaillent en debors du PSND 
.-,Est ce qu'il y a de's lien. entre fee unitdas(rdfdrence, formation, atan 

dardisation etc)
 
lea 	 £414 11,ri'j 

8 - Quels sont les besoins de recherche.opdrationnelle 7 

9 -	 Autres commentaires. 
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_-AY-E'!;T DL Wt SA1TE PUBLltL TRAINING PROIOCOL 
RO7,.* :,ES SERVICES DES AI, .. 

DE ..LES 
SUPERVIBL91 D)ES SERVICES 

CENTRES "LECTIONNES 

UESTIONNAIRE PRELIMINAIRE. 

Is.. Ddte-t-il des aotivit6s dea 'Naismneza, oiable, dmns, votwe .fomatlo,
 
,6dioale 2
 

Lesquelles 2
 

2, A),:ans qulls paztie 2
 

'ouvjons-nous visiter 7
 

3 juien eat le Responsable 2
 

lorbie dl nfirmiares travaflzit 'dana oe servioV 

r, x, 	 I. un m&ecin 7
 

Ziel eat.le niveau de chacun(e) d' entreeIles ou eux 2
 

6. 	 BI on installait un service des Naissances Dfsirables. dans cette for
mation mdicale, cela gneraait-il la bonne marche des autres aotivit6s 2
 

7-	 Avez-vous des dcmandes de ce genre 2
 

7
Quele 	est la moyanne des consultations gynfoogiques jr ,our 


Par mole , 

la moyenne des consultations prfnatales.2
 

la "movefnedes con~iltations de Rourrissons 2
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1. Quele soat lea .lifirmlroa qui p.uralont IOtre d~ach6es'pour une
 
formation on flaLiaees D~sirables 7
 

Et ppuw csitublon. do' t..ps.1 Bans porturber Aa bn'ne uaz'ohe du uiervios. 

12. Twatl don azn6aageuents: (blktiments) &fare'aint'do.Ahbuter 2... 
attivit~a 4es . D. ?
 

Leaquelles 7
 

13. Eat.1l possible do .garder lea tentraceptifeaot autrea mathriel dles,

NODS ailleurs qaie damb l. D6p~t commun ?. Et en a6ourit6 7
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LIS'l O' PERSONS CONIAC; E, 

partenent, de la Sant6 Publique 

Knatana tbmssalre cVrtat fl la Sant6 Publiqup 
01 WKAS tDjete Iblogo Socr~taire G&Ktral A~ 2a Sant6 PIfr.]ique 
Dr PlIqU rasa Qxlseillier au D14artenent de la, Sant4 

Publique 

Cne OIIIl1ISh 
C5,Irbawloehi Directrice 

C1 i(AZW~I Ibloxdo Directeur du Projet Adjoint Charg4 de 
Ebrmation 

Ch lMtIUMII Dirfcteur 1.1joint Oiarg6 d-u Prograrme 
01 'AI2A-BII-YLI.' Jksgisjent du Service 1'Administration 
e1 YAANGU Meta A~gent TrAdministration 
01 J(ATHIlNt 'llmle Secretaire de Direction 
01 IKOSI Nbenga Chef Service Finance et Ckoptabilit4& 
0h M~~MMA Ckssier 
M1 IIISMIU Kamitondo Cl-ef de Service de 1 'Approvisionement 
01 ISPMIU1 Assistaint aux rfprovisement 
Che MWMIY Iinnganza Magasiniere 
en MPMMA Manata Diploye6 aux approvi sement 
01 KAMIA~ih Buye Mahata Chef de Service de PRecherches 

*Cperationelles 
01 !JUMBA 1b Ntumba Chef de Service Projets Speciaux 
Ch MA1IUD. A-istant Oiarge6 d'IB:X 
01 4aom Assistant Charg6 dle ]a Foriation 
01 EANZAIA Ngenze Ime. Clinique Lilxto ilainu 

CND 

01 IMIAIA SaJkrini Pr~siclent du Cbnit6 National, 
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