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EXECUTIVE SUMMARY

PROJECT PURPOSE AND DESCRIPTION:

The goal of the Family Health Services (FHS) Project (645-0228) is
to reduce high fertility rates and to improve maternal and child
health in Swaziland. The purpose of the project is to increase
prevalence of modern contraception and practice of child-spacing,
emphasizing expansion into new areas to extend family planning
services and information to a wider number of Swazis.

The Project will consist of two phases each of 2 1/2 years
duration. The first phase comprises activicies designed to
strengthen the Family Life Association of Swaziland (FLAS), an
indigenous PVO, to undertake activities in research, management,
planning and clinical services delivery. The second phase will
emphasize expansion of family planning services, particularly in
the private sector. The second phase will build on the activities
undertaken in Phase 1, enabling FLAS to begin a '"market-oriented"
expansion of family planning services in private sector ‘
industries, and among private physicians and nurse practitioners.
The FHS Project will address identified needs in seven key areas
of family planning program implementation:

1. Management and Institutional Development

The FHS Project will provide short-term technical assistance and
training in key management areas. These areas include, but are
not limited to research and evaluation, program planning and
management, clinical services, personnel development, financial
accounting, commodity planning and logistics, and fund-raising.

2. Service Deliverv Expansion

The FHS Project will assist in strengthening the capabilities of
both FLAS and private sector clinics in providing family planning
information and services. It will place particular emphasis on
expanding employer-based service delivery systems through
utilizing FLAS' expertise in providing technical assistance to
the private sector. The Project will also explore how FLAS can
recover the costs fcr such services it provides.

3. Information, Education, and Communication (IEC)

s
The FHS Project will support the expansion of FLAS' IEC unit.
The unit will increase its capability to produce and disseminate
high quality IEC materials through mass media and other channels.
FHS will also support costs for the production of IEC materials
until a multi-media center is operational. The IEC unit will
continue to be responsible for all IEC activities within FLAS and
will also become the principal supplier of IEC materials among the
MOH, MOE, and all public- and private-sector clinics in Swaziland.

D,
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4, Program Research and Evaluation

The FHS Project will support the creation of a Research and
Evaluation (RGE) unit within FLAS. The project will provide a
long-term specialist to assist with planning, evaluation and
research work and to provide ongoing in-service training to R§E
staff. The unit will have responsibility for collecting program
service statistics, monitoring program implementation, testing
new service delivery techniques, conducting periodic studies of
client satisfaction and demand for services, projecting future
program needs, and planning for service delivery implementation.

S. Leadership Awareness

Leadevship awareness of the implications of population growth for
national health and development prospects is already being
supported through surveys and presentations under the Primary
~Health Care Project. The FHS Project will supplement this
support through national and local seminars and workshops
focusing on important population issues. The FHS Project will
also support the participation of national leaders at
international and regional conferences on population and
development.

6. Commodities

The FHS Project will fund procurement of computers and software,
limited clinical equipment, office equipment, IEC supplies and
equipment, furniture and 2 vehicles. The AID/Washington
centrally-funded Contraceptive Commodities Procurement Project
will supplement the FHS Project with contraceptive commodities in
the event of contraceptive commodity shortfalls.

These above six interrelated project components represent a
coordinated approach to expanding the availability and use of
family planning services in Swaziland. Throughout the Project,
U.S.-based long and short-term technical assistance will seek to
strengthen FLAS capabilities to address the growing demand for
family planning services in Swaziland.

7. Mission Management and Special Activities

AID will retain a portion of the grant funds for evaluations/
audits and to respond to additional opportunities in family
planning/population.

EXPECTED ACHIEVEMENTS AND ACCOMPLISHMENTS

By the end of this five-year project, it is expected that there
will be increased broad-based support for family planning

programs among the private sector, the general public, and Swazi
leadership. Information exchange and coordination among the
various providers of family planning services will be established.
The public will have increased knowledge of family planning
benefits and services, and such services will be more accessible



Page 3

through private sector facilities. An increased number of Swazi
couples will be using modern contraceptive methods. FLAS will
have improved management and technical skills, enabling it to
respond to an increased demand for family planning services and

to monitor the expansion of family pPlanning use in the country.
FLAS will also become more self-sufficient through cost recovery
mechanisms. Under this project, FLAS' role will evolve into that
of a coordinating body for all family planning activities, and a
resource agency which provides training, technical assistance, and
advisory services to others.

TERM OF THE PROJECT

The FHS Project covers a five-year period. The Project Activity
Completion Date (PACD) is 5 years from the date of authorization,
with initial AID funding beginning in FY 1988. The project will
be divided into two phases each of 2.1/2 years duration. Only
funding for Phase 1 is currently available. Phase 2 will be
implemented contingent upon availability of additional funds and
favourable outcome of the Phase 1 external evaluation.

INPUTS

Project inputs consist of long and short-term technical
assistance, non-contraceptive commodities, training (both U.S.
and in-country), support for local costs, and funding for special
studies (research/evaluation/monitoring). The inputs will be
provided through two Cooperative Agreements with FLAS and The
Pathfinder Fund. The remaining project funds not included in
either the direct support to FLAS or Pathfinder will fund USAID
management oversight activities (audit and evaluations),
establishment of an IEC multi-media production unit, and
additional activities in family planning/population to be
determined at a later date. .

Additional AID inputs available to the Project include
contraceptive supplies provided through an AID/W centrally-funded
program; leadership training and IEC support through USAID's
Manpower Development Project (SWAMDP 645-0218); and training and
data collection from a Demographic and Health Survey to be carried
out under USAID's Primary Health Care (PHC) Project (645-0220).

FINANCIAL PLAN

Level of assistance: The life-of-project bilateral funding over

a five year period will be $2.4 million, with funding for Phase 1
totalling $1.4 million and phase 2 totalling $1 million. This
total excludes the cost of centrally-funded contraceptives
estimated at $204,000. The $1.4 million in Phase 1 consists of
the following components: Long-term technical assistance and
support ($359,920); short-term technical assistance ($424,300);
U.S.-based training ($90,900); Swaziland-based training ($40,900);
equipment ($81,500); Local support and supplies ($220,900); USAID/
Swaziland oversight and related costs ($181,480).

FLAS' contribution to the project during Phase 1 is estimated to
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equal $466,700 all in-kind. This amount is comprised of staff
(clerical, administrative support personnel and supervisor
staff), office space for the long-term technical assistance,
training by FLAS staff, commodities/equipm:nt and utilities. The
above contribution under Phase 1 meets A.I1.D. 25 percent
requirement for contribution during Phase 1.

PROCUREMENT PLAN AND WAIVERS

The Procurement Plan in Section III.D. provides detailed
informatiocn on all procurement to be undertaken under the FHS
Project, including short- and long-term technical assistance,
equipment, and commodities. The contraceptive tupplies are not a
part of Project procurement since they will be provided through
an AID/W centrally-funded program. \

MAJOR CONDITIONS PRECEDENT AND COVENANTS

\
The following conditions and covenants will be included, in
substance, in the 2 Cooperative Agents. The requirements (see
Section VI, pages 40-43), cover signature samples, and the need
for an agreement on the relationships between the two Cooperating
Agencies, (FLAS and The Pathfinder Fund). The Covenants for FLAS
include requirements for technical assistance in financial
management, the appointment of a couterpart for the Pathfinder
long-term R&GE Advisor and ensuring that all family planning
services meet AID requirements in the areas of prohibited
abortions and coercive family planning services. The convenants
for the Pathfinder Fund include obtaining country clearance to
operate in Swaziland.

MANAGEMENT AND IMPLEMENTATION RESPONSIBILITIES

The FHS Project will take advantage of the expertise and
management experience of The Pathfinder Fund, a U.S.-PVO working
in international family planning. Pathtinder assistance will be
obtained through a Cooperative Agreement. FLAS, also through a
Cooperative Agreement, will have responsibility for hiring local
staffing, local procurement, training and other activities
defined in the implementing section of the PP. The services
described under Implementing Agency Responsibilities (Section
ITI.A.2.) apply to the respective responsibilities of FLAS,
Pathfinder, and USAID.
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INITIAL ENVIRONMENTAL EXAMINATION (IEE)

A categorical exclusion under 22 CFR Section 216.2(c)(2)(vii) was
approved on August 10, 1987. See Annex 7.

PROJECT DESIGN APPROACH

In order to assess the unmet demand for family planning/child-
spacing services and to determine the most realistic ways to
lncrease services through private sector channels, the Project
Paper design team (see Annex 12) met with a cross-section of
Feépresentative industries and firms in the private sector. This
included discussions with both management and medical staff and
Visits to industry-based health fzcilities. Meetings were also
held with individual providers of health and child-spacing
Services, private voluntary organizations (PVOs), other donors
(IPPF, UNDP, UNFPA) and Government of Swaziland officials. The
team assessed FLAS' management and planning capability as well as
the delivery of FLAS clinical services. Field visits were made
to selected rural public health clinics, both private and public,
and a pilot community-based distribution program.

The information obtained in this process indicates a growing
awareness to Swaziland's population growth problem, and a grow:ing
lnterest among private sector organizations in doing more in
family planning. Preliminary data also support the assumption
that there is a significant unmet demand for family planning
information and services in Swaziland. These data form the basis

gf Project Paper assumptions, analyses, and the overall project
esign.

10
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Family Health Services Project

I. PROJECT RATICNALE AND DESCRIPTION
A. BACKGROUND AND RATIONALE

Swaziland is primarily a rural society with strong traditional
roots. According to preliminary UN estimates from the 1986
census, the population of Swaziland was approximately 706,000,

An estimated 66 percent of this population reside in rural areas.
The country is a monarchy, administered under a dual governing
system reflecting both traditional and modern structures.

The distribution of health services, although much improved since
the 1970s, is still skewed toward curative care, with most modern
hospitals, and many doctors and nurses concentrated in the four
major urban areas. A combination of two rural health centers,
115 government-run rural clinics and many private religious/
industrial health clinics form the base of the health care
available to the rural population. Although family planning
services are theoretically available within the context of
lntegrated primary health care services at each of these )
facilities, in fact many nurses have had little or no training in
clinical family planning skills and counselling. Additionally,
in most clinics where family planning services are available they
are offered only on demand and not actively promoted (see
Technical Analysis, Annex 1).

Trad.tional methods of family planning have been practiced in
Swaziland for many years. Breastfeeding and abstinence were
commonly practiced for periods of up to two years following

birth. With increasing urbanization and modernization, however,
these practices are being abandoned, resulting in decreased
intervals between births. Further, traditional methods of child-
spacing are not being replaced by modern contraceptive .methods, as
evidenced by the prevalence rate for use of modern contraceptives
estimated at only four percent (4%) (World Bank 1983).

Swaziland's population is currently growing at an escimated

3.4 percent per year (UN, 1987). This rate places Swa:ciland
among the fastest-growing populations in the world. Swaziland's
rate of population growth has been increasing at least since the
early 1960s, when it was estimated to be 2.5 percent per year.
With expected future reductions in mortality, abandonment of
traditional fertility limitation practices (e.g., breastfeeding,
abstinence, and polygamy), and the low level of modern
contraceptive practice, Swaziland's population growth rate 1is
expected to continue to increase, possibly exceeding 4.0 percent
per year by the year 2000. This high and increasing rate of
growth has produced a youthful age structure that guarantees
continued population growth for decades.

The Government of Swaziland (GOS) outlines its development goals
and strategies in its National Development Plans. The current

I
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Plan (NDP4), drafted in 1983 and covering the period 1983/4
through 1987/8, acknowledges Swaziland's high and growing rate of
population growth and the resulting youthful age structure. The
Plan also notes the implications of rapid growth for development
prospects in key sectors, including education, health, and
employment. For the most part, the Plan offers solutions for
accommodating rather than for influencing population growth.

Although the GOS has yet to formulate a formal population policy,
family planning is but one of a number of elements of its*national
health policy. Family planning services and promotion of child-
spacing is part of the Ministry of Health (MOH) maternal and child
health (MCH) strategy. The National Plan also identifies as one
of its two key health sector objectives: 'to provide services
which contribute towards an increase in child-spacing and a
moderation in the rate of population growth" (NDP4, P, 473).
Toward this end, the MOH in 1986 launched the AlD-assisted Primary
Health Care (PHC) Project, which includes a component for training
MOH staff in family planning and child-spacing anu the provision
of family planning services at MOH health centers and clinics.

To date, staff at all public health centers have been trained in
family planning and in-service training programs are planned to
reach hospital and health clinic staff, and rural health
motivators. However, rather than actively promoted, family
Planning services are offered passively - available if sought out,

The GOS has begun to recognize the significance of its high
population growth rate for the nation's ability to meet education,
health, employment, and social services needs. Still, it has yet
to introduce an active public sector family planning information
and service delivery program. Much that has been accomplished in
Population awareness, family planning information and service
delivery has been through non-government channels - primarily.
Ehrou%h the efforts of the Family Life Association of Swaziland
FLAS).

Relationship to AID Strategies

In the current Country Development Strategy Statement (CDSS),
revised in 1984, USAID/Swaziland identifies as its principal
objective: "building a firm basis for self-sustained and
eguitable growtn.'" The CDSS ranks rapid population growth as one
of four major problems facing Swaziland in reaching this
development objective. '

As noted in the CDSS, rapid population growth has important
implications for future requirements in a number of key
development sectors. Population factors underlie three other
major problems identified by USAID/Swaziland:

o Poor health status: Population factors are linked to health
status in two ways. First, infant and maternal mortality
rates are sensitive to the timing of births. Unless child~
spacing practices are adopted, mortality and morbidity rates- \?,
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among these two groups will likely remain high. Second, the
MCH target population could double in the next 18 years,
according to World Bank estimates. Such an expansion among
this important health client group will place enormous
strains on Swaziland's health delivery system and will likely
compromise the quality of services available.

o High and growing unemployment: Swaziland's working-age
population will double over the next 19 years. World Bank
estimates indicate that the formal sector is unlikely to
absorb more than one-fifth of new job seekers over this
period. Unless traditional agriculture can absorb these
additional workers, many will become unemployed or -
underemployed. With continued high fertility, large and
increasing numbers of dependert children will be supported by
less than fully-employed parents.

o Low productivity in traditional agriculture: With expected
lncreases 1n laborers engaged in traditional agriculture,
there will be pressure to bring new land under cultivation
and to intensify land use. Land availability does not appear
to be a major constraint in the short-term. But to increase
labor productivity in this sector will require substantial
investment in human and physical capital -- all the more so

with expected increases in numbers of laborers. In addition,

high rates of population growth will place increasing demands

on traditional agriculture to produce subsistence levels of
yields.

The CDSS stresses that effective solutions to all these problems
require attention to human resource development. Even here,
population growth has important impacts. World Bank estimates
indicate that Swaziland's school-age population could double in
Just 17 years. This rate of growth has serious implications for
the nation's ability to expand the percentage enrolled in school
and at the same time improve the quality of education.

The FHS Project supports USAID/Swaziland's objectives by:
o Directly addressing the problem of rapid population growth;

°o Directly improving health status of women and children
through child-spacing;

o Indirectly easing solutions to other problems, i.e., reducing.
cemand for health, education, food, employment, and other
social services; and

o Directly supporting human resource development, in areas of

program operations analysis and family planning service
delivery.
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B. PROJECT DESCRIPTION

1. Project Goal and Purpose

The goal of the FHS Project is to reduce high rates of fertility
and to improve maternal and child health in Swaziland. The
project will contribute toward reducing Swaziland's total
fertility rate (curvently estimated to be 7.0 children per woman)
and infant mortality rate (currently estimated to be 124 infant
deaths per thousand live births).

The purpose of the project is to increase prevalence of modern
contraception and practice of child-spacing. The project will
contribute toward increasing contraceptive prevalence from the
current level of 4 percent to 15 percent by 1993. The project
will contribute toward increasing the numbers of couples
practicing child-spacing and increasing the length of birth
intervals. The principal problem to be addressed by the Family
Health Services Project is the high and growing rate of
population growth in Swaziland, and the consequent health and
social problems.

The FHS Project will be implemented over a period of five years
with funding beginning in FY 1988. The Project will consist of
two phases each 2 1/2 years long. The first phase comprises
activities which strengthen FLAS' capability in research,
management, planning and clinical skills. The second phase will
emphasize expansion of private-sector family planning services.

The FHS Project represents the private-sector portion of the
Mission's population sector strategy. As such, the project
complements the public-sector orientation of the Primary Health
Care (PHC) Project (645-0220), which includes a major emphasis on
family planning as an MCH intervention. The FHS Project will
closely coordinate with the PHC Project in areas of clinical
services training and directing service delivery efforts to
target client groups. The FHS Project will also coordinate with
the Swaziland Manpower Development Project (SWAMDP 645-0218) 1in
the areas of traditional leadership training and development
communications for the IEC component.

The FHS Project is expected to achieve substantive outputs in a
number of program areas as described in section 3 below. In
addition, the Project will provide a foundation for continually
expanding family plannirg programs and population policy
activities as outlined in the Mission's population strategy.

By the end of the Project in 1993, it is expected that the
following conditions will be achieved:

o The contraceptive prevalence rate for modern methods of
child-spacing will increase to at least 15§ percent;

o There will be increased knowledge of family planning

benefits, use, and availability among Swazis and Swazi
leaders;

M
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o There will be an expanded family planning data base which
could be used for national planning on population;

o The capacity of the private sector to respond to an increased
demand for family planning will be expanded. '

° A Swazi private voluntary agency will be institutionally
strengthened to respond to an increased demand for family
planning services.

2. Description of Project Components

The project will be implemented in two major phases. Phase 1,
approximately 2 1/2 years in duration, will focus primarily on
strengthening FLAS itself. Most of the activities during this
period will be directed toward institution building in preparation
for outreach activities scheduled in phase 2. The second phase
will build on the activities undertaken in phase 1 enabling FLAS
to expand services in the private sector. Most of the outreach
activities will be directed toward private (for profit)
industries where health services are already being provided, and
toward private medical and nursing practitioners. In addition to
support provided directly to FLAS through the Cooperative
Agreements, a small portion of Project funds will be retained to
support opportunities in family planning which are outside the
scope of the FLAS effort. These activities, however, will be
determined at a later date with mutual agreement between FLAS and
USAID.

The FHS Project will address identified needs in seven key areas
of family planning program implementation:

Management and Institutional Development
Service Delivery Expansion

Information, Education and Communication (IEC)
Program Research and Evaluation

Leadership Awareness

Contraceptive Commodity Support

Mission Management

Mmoo an o

g

A summarized description of each of the seven components iS;
described below.

(a) Management and Institutional Development

The project seeks to strengthen FLAS' capabilities to better
manage, plan, and evaluate all its present activities and those
additional activities which will be introduced during the project
(e.g. research and evaluation, private-sector marketing). Towards
this end, the project will fund training and technical assistance
directed to FLAS in specified areas where strengthening management
and program operations will result in improved quality of service
and an expansion of family planning wage. The Project will also
fund the salaries of new FLAS staff and purchase selected
commodities which will assist in strengthening the organization.

IS
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Under management and institutional support, the specific areas
identified for assistance are:

-- research and evaluation, program planning, management
and monitoring;

-- financial accounting and budgeting;

-- management information systems;

-- family planning information education and communications
(IEC) program management; and

-- local fund-raising capabilities.

Project resources directed toward strengthening research and
evaluation, program planning, management, and monitoring will
consist of long-term and short-term technical assistance, training
and funding for new FLAS staff. The Pathfinder Fund will provide
a long term technical advisor (up to 48 months) to support the
creation of a new Research and Evaluation (R§E) Unit within

FLAS. Local personnel will also be recruited with Project funds
to staff the RGE Unit and other units of FLAS. The REE Unit will
have responsibility for coliecting and maintaining FLAS program
data as well as undertaking special studies for program
management, monitoring, and evaluation. (Section (d) below
describes the role of the R&E unit in more detail.)

Short-term TA in family planning program management for FLAS
senior management will also be provided as will be funding for
short-term training in management/program planning for FLAS senior
staff and in-country management workshops. The long-term RGE
Advisor will also possess management skills for use as appropriate
in project implementation.

In the area of financial account.ng and budgeting, the Pathfinder
Fund will provide technical assistance on a quarterly basis to
assist FLAS in upgrading its internal financial accounting and
tracking system. This will be augmented by a contract with a
local accounting firm who will assess FLAS' financial and
administrative reporting system and provide needed restructuring.
A project-funded administrative assistant will also possess basic
financial skills for use as appropriate by FLAS financial staff.
The Project will fund a computer system to enable improved
financial record keeping and budgetary controls. Training courses
will be provided for relevant FLAS staff on financial trackin~ and
record keeping using the computer and software.

Project support for strengthening management information systems
will consist primarily of long-term TA and computer equipment.
The RGE advisor will assist FLAS in establishing computerized
monitoring functions for tracking client load, commodity usage-
and inventories, and other data necessary for program monitorirg,
planning, and management. Short-term TA during the first vear of

project implementation will supplement the efforts of the R&E
Advisor.

Strgngthening [EC program management will be accomplished through
training and short term technical assistance. The project will
fund short-term U.S. training in IEC program management for the

Y,
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Senior Family Life Educator. Regular consultancies in IEC will
also assist in upgrading the quality of IEC materials/products and
management of the IEC Unit.

Finally, the project will support cost recovery schemes (described
also under service delivery) and short-term TA and training in
fund raising techniques for FLAS executive staff engaged in such
activities. Short-term TA from a fund-raising specialist will
evaluate FLAS potential for fund-raising in Swaziland, assist the
Executive Director to develop a fund-raising strategy, orient FLAS
staff in fund-raising techniques, and provide.follow-up assistance
as requested. Short-term training in the U.S. will also be
provided for the Executive Director at a fund-raising institute.

In summary, the FHS Project will provide FLAS with a mix of
resources (short and long-term TA, short- and long-term training,
funds for local staff, commodities) to effect improved management
“and monitoring; strengthened financial accounting and budgeting;
lnitiating a computerized management information system; and
increased capacity for raising funds. The expected result of
these efforts is to maximize FLAS' capacity to manage not_only a
larger organization, but an organization with added functions.

(b) Service Delivery Expansion

Many of the activities described above will occur during the
Project's first phase aimed at strengthening FLAS management.
During this same period, however, the Project will also focus-on
strengthening and streamlining FLAS' own clinical family planning
services, and establishing alternative family planning service
delivery mechanisms. These institution-building efforts then
become the basis for the outreach activities of the second phase
where the Project, possibly through FLAS as an intermediary, will
expand family planning service delivery in private sector/
emplovment-based industry services. This outreach involves
lntegrating those elements which comprise service delivery,

i.e., management, personnel, training, logistics, facilities,
commodities and client needs.

During the first phase, the FHS project will initially assist
FLAS in improving its own clinical effectiveness and efficiency;
maximizing human resources through training and re-aligning
functions; expanding its services and upgrading its client
monitoring systems; and establishing alternative service delivery
mechanisms. The scope of this assistance is detailed in the
following paragraphs.

Clinical Service Delivery: During the first year of the Project,
short-term TA will assess FLAS' clinical needs; analyze clinical
Protocols, client load, and client flow; and determine a more
streamlined service delivery system which maximizes staff skills.
The functions of clinical and general office staff may be reviewed
and, where possible, skills upgraded through on-the-job or in-
service training. Such training would enable the general office

/7
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staff to assume the more routine clinical functions now handled by
professional staff, thereby allowing professional staff to focus
on clinical and technical care of clients. A more efficient data
collection/record keeping system will be introduced at the 3 FLAS

clinics and evaluation tools will be developed for the clinical
staff.

The Project will also equip an additional examining room at each
of the Mbabane and Manzini FLAS clinic facilities to handle
lncreasing client load.

Improved Counseling Techniques: Short-term TA and workshops will
be funded to improve counselling techniques for all FLAS clinic
staff, to effect a reversal of the current 50 percent
discontinuance rate in contraceptive users. Office staff members
may be encouraged to undertake client counseling as part of their
normal duties to relieve the Nurse Practitioners and Nurse
Assistants of time-consuming rou.ine educational tasks.

Employment-Based Family Planning Programs: With Project funds,
FLAS will employ an additional nurse practitioner in Phase 1 to
develop and implement clinical outreach activities in the private
sector. This nurse and other FLAS clinical staff will receive
training in technical assistance techniques, enabling them to
provide clinical TA to industry-based clinic staff. In the
capacity as a clinical services advisor to the private sector,
the nurse practitioner and FLAS nursing staff will assist private
sector health staff to a) upgrade clinical family planning
services, b) provide better IEC services, and c) identify
resources for expanding FP services. The FLAS nurse practitioner
will also identify technical training needs of private sector
clinic staff; however, clinical training for private sector nurse
practitioners will be provided under the Primary Health Care
Project (645-0220).

In Phase 2, FHS will fund the recruitment of a qualified Marketing
Officer based at FLAS, to assist in expanding child-spacing
services within large industries or private sector firms where
some health care is already being provided. This Marketing
Officer will be given short-term technical assistance on how to
conduct formative research to assess company needs and to
formulate cost/benefit information on expanded industry-based
planning services. This cost/benefit information will be
presented te industry management so as to obtain commitment of
comiany resources toward expanded FP within the company. The
Marketing Officer will work closely with the IEC Unit in
developing special messages for employees in these firms and in
costing any EBD services which may be introduced into a company.

The proposed approach for marketing family planning services to

the private sector is based on an industry by industry "roll-out"
strategy, beginning with the largest company in an individual ,
industry until that industry has been saturated. Priority will <2
initially be given to those companies which have existing health l
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care sevvices. .The marketing approach also includes strategies
for (a) introducing company-subsidized EDB programs where
appropriate, and (b) cost recovery through "selling" FLAS services
to the targeted companies in the areas of information/education
materials, and technical assistance, in clinical FP services and
services management.

(c) Information, Education and Communications (IEC)

FHS will strengthen FLAS' ability to provide family planning
messages through assisting the IEC unit with staff, material and
equipment to affect an improvement of the quality of all IEC
materials and messages. FHS will fund the salary of a qualified
graphic artist experienced in creating health education messages
and materials. The Project will also support the production
costs for IEC materials until a multi-media production unit is
established at an agreed upon site during the LOP. The graphic
artist, in conjunction with the R§E unit; will be responsible for
pre-testing all materials and messages. Visual materials produced
within the IEC unit will be contracted with outside services as
required.

The project will also provide basic IEC equipment and supplies to
the FLAS IEC unit. This may include a film projector and screen,
cassette player, art supplies, audio equipment and supplies,
video tapes, editing equipment overhead projector, camera, and
film. A project budget for annual replenishment of supplies will
be created in addition to a project budget for production of
materials (i.e. printing posters, reproducing film, etc).

FHS will also facilitate the formation of an IEC coordinating
committee comprised of external organizations and service
providers, established at FLAS' initiative. This committee will
have as its mandate reaching consensus on the need for and
content of all messages and materials produced by FLAS under this
project. The committee will not have "approval'" authority, but
rather will be a consensus-building mechanism to recommend
technical approaches for consideration in FLAS IEC planning and
implementation schemes. FLAS will be given project funds to
support the costs of these committee meetings which in most cases
will not exceed two to three meetings per annum.

The project will also fund equipment for a new multi-media IEC
production unit which will be located outside FLAS. This unit
will be accessible to FLAS as well as other PVOs and GOS
officials. The establishment of this unit will occur late in
Phase 1 of the Project.

The project will support training for all current members of

FLAS' IEC and training unit. This on-the-job training will
include instructions in video production, photography, formative
research, pretesting, monitoring, public speaking, advanced script
writing for radio and video, and advanced radio production. The

X
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Senior Family Life Educator will receive overseas training in IEC.

program management and administration. Some additional assistance
may also be provided by the Field Director of the Development
Communications Project/SWAMDP (645-0218). Other training may can
be provided through FHS short-term technical assistance.

Short term TA will be provided to FLAS' IEC unit in areas of
formative research and analysis; materials design, production,
pretesting, and dissemination; and program planning, monitoring
and evaluation.

Finally, the IEC unit will work closely with the marketing officer
in developing messages targeted to industries and other private
sector services. IEC will also coordinate with REE in obtaining
research data for IEC activities.

(d) Research and Evaluation

The FHS project will support the creation of a Research and
Evaluation Unit (RGE) within FLAS. The project will provide
funding for a long-term advisor, salaries for 2 locally-hired
staff, equipment and furnishings. The Unit will have
responsibility for collecting program service statistics,
monitoring program implementation, testing new service delivery
techniques, and conducting periodic studies of client satisfaction
and demand for services. It will direct all R§E activities within
FLAS and coordinate with that of the Health Planning Unit of the
MOH and the Central Statistics Office of the Department of
Economic Planning and Statistics in determining demographic

trends in Swaziland. As appropriate, the unit will draw upon the
resources of SSRU (Social Science Research Unit) of the University
of Swaziland (UNISWA).

Long Term Technical Advisor: The FHS project will provide a
long-term technical advisor to FLAS in the areas of operations
research and program evaluation. The technician will be funded
for up to four vears to work with the RGE Unit in carrying out
program monitoring, evaluation and research responsibilities.

The advisor will provide in-service training in evaluation and
research to his/her counterparts. The advisor will have technical
skills in demography, statistics, research methods, microcomputer
operations, and management skills. The advisor will be recruited
and supported through Pathfinder and as such will provide overall
direction and management of the Pathfinder portion of the project.
The advisor's job description is detailed in Annex 10.

Program Monitoring, Evaluation and Planning: The FHS project will
systematize data collection activities within FLAS and set up
regular program implementation reporting cycles. The R&§E Unit is
expected to produce periodic reports to FLAS management on which
program planning and implementation decisions can be based. The
unit will also develop (in collaboration with FLAS management)
goals and benchmarks for evaluating program performance and

identifying areas where implementation can be improved. K
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Specialized Studies: The Project will support a number of
speclalized studles for improving program implementation. Most
of these studies are expected to be coordinated through the R§E
unit, although other in-country resources may be uszd to carry
out or assist with the research. The R§E unit will also
periodically conduct other surveys which will aid FLAS in
planning and focusing its activities (knowledge, attitudes, and
practices among specific target groups; client satisfaction with
services). The unit will also assist the IEC unit to design and
pre-test new IEC materials.

(e) Leadership Awareness

The FHS project in concert with the Traditional Leadership and
Development Communications components of SWAMDP (645-0218) will
use media, workshops, formal and informal meetings and other
opportunities to build a consensus of support for child-spacing
and related family planning activities among Swazi leaders. These
leaders will represent all sectors of the economy and social
structure in Swaziland. The FHS project will fund IEC Committee
meeting aimed at building consensus on family planning issues and
in the review of child-spacing messages produced by FLAS.

(f) Contraceptive Commodities Support

FLAS manages, monitors, and assists in distributing contraceptive
supplies for the Ministry of Health as well as its own operations,
All MOH contraceptive orders are processed thru FLAS. The FHS
project will assist FLAS in improving its capacity to monitor
contraceptives distribution, and to plan and forecast national
requirements. Particularly, FHS will assure a reliable and
continuous supply of a wide range of effective and safe
contraceptive commodities throughout the life-of-project. The
national requirement for contraceptive supplies is expected to
accelerate in later years of the project when demand for
commodities is expected to increase. Thus, the project will
supplement, if needed, the contraceptive supplies provided to FLAS
by other donors (Ministry of Health and FPIA). This component of
the FHS project will be supported through the S&T/Pop Commodity"
Procurement program (936-3018) and is expected to total
approximately $204,000 during LOP. That project will be
responsible for procuring and shipping the requested contraceptive
commodities to FLAS upon Pathfinder notification of required
quantities and mix.

The FHS project will support short-term TA and training for FLAS
staff on assessing contraceptive supply needs. FLAS will conduct
such assessments semi-annually to determine the adequacy of the
supply mix in view of shifting demands for specific methods. In
the event of an unexpected commodity shortfall, the REE Advisor
will be responsible for notifying Pathfinder of the required

quantities and mix of contraceptives based on the findings of the

bl
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(g) Other Activities

A portion of the Project funds will be retained under the Grant
to be used for other family planning/population opportunities
outside the scope of the FLAS grant. These activities, to be
determined at a later date with mutual agreement by FLAS and
USAID, may include those components listed above or new
activities not described within this project paper. These
additional activities may possibly be implemented by other
organizations in Swaziland.

(h) Summary of Project Components

Linkages Between the Proiject Components: Initially, the Project
WIIT focus on upgrading %LKS' research, management, planning, and
clinical capability during the first two and 1/2 years. Project
activities anticipated for phase 2 build on the FLAS institution
building planned during phase 1. Well-focused long- and ‘
short-term TA and training are necessary to effectively integrate
all seven project components. Research and evaluation activities
relate to and support IEC, clinical, and private sector
activities. The private sector activities in phase two (including
employment-based service delivery and private-sector targeted IEC
activities) will be undertaken once the management, research and
institution~building foundations are established.

Linkages with other Bilateral Projects: The project will
coordinate with other USAID-funded projects. The Swaziland
Manpower Development Project (645-0218; will provide assistance in
leadership training. The Development Communications component of
SWAMDP will support IEC expansion. The Primary Health Care
Project (645-0220) will collect family planning data in the
Demographic and Health Survey planned in 1988, and provide
training to clinic staff in clinical family planning.

Linkages with External AID Projects: The FHS project is dependent
on S5&T/Pop to provide various short-term technical assistance
through buy-ins from other centrally-funded projects. Also,
contraceptive commodities will be provided from the centrally-
funded SET/POP Commodities Support Project (936-3018).

3. Project OQutputs

Because specific outputs for individual activity areas are too
numerous to list here, they are fully detailed in Annex 8.
Therefore, the following outputs briefly list the key changes that
need to be brought about through project inputs to accomplish the
Project objectives. These are more highly aggregated outputs than
those listed in Annex 8 and should be read together with the above
Project activity description to gain a complete understanding of
the logical progression from project puipose to project inputs:

Y



Page 22

C. PROJECT'COLLABORATION WITH GOS AND OTHER DONOR ACTIVITIES

In Swaziland, donor assistance in family planning is provided by
the United Nations Fund for Population Activities (UNFPA), the
International Planned Parenthood Federation (IPPF), and Family
Planning International Assistance (FPIA). All three donors-
provide assistance directly to FLAS. IPPF and UNFPA also fund
Family planning activities with the GOS. FLAS also receives
external assistance from the Unitarian Service Committee of
Canada (USCC), and the Lutheran World Federation (LWF).

As the primary funding agency for FLAS, IPPF provides an annual
cash grant for specific project activities, project support
expenses, and administrative/general costs. FLAS and IPPF
recently completed a three-year plan of support to commit IPPF
funding through 1990, although IPPF fully expects to continue
supporting the organization beyond 1990. The 1988 IPPF cash grant
is estimated to cover 95 percent of FLAS' operational costs, with
the remaining costs to be borne by FLAS and other donors. IPPF
cash grants are expected to increase annually by an estimated

5 percent to cover operating inflation costs. IPPF and FPIA
together supply all the contraceptive requirements of both the
Ministry of Health and FLAS. Both IPPF and FPIA provide FLAS
with occasional internal technical assistance mainly in the areas
of program monitoring and reporting to the respective

donor organization.

UNFPA recently designed a four-year (1988-1991) family planning
project which contains IEC budgetary support to FLAS, and direct
assistance to the MOH maternal care and family planning programs.
In addition, UNFPA plans to place a U.N. Volunteer in FLAS to
assist the IEC Unit in its activities. The UNFPA proposal
describes various technical assistance and training activities
provided to the GOS in the following areas: (a) upgrading clinical
family planning and program management skills, (b) population
awareness for specified target groups, (c) strengthening of MOH
statistical analysis and reporting for program management.

USCC and LWF donate funds which are administered by FLAS for
emergency assistance to needy families and financial scholarships
for secondary school education. As outlined in the FLAS/IPPF
three-year plan, these additional activities are expected to
continue through 1990 and possibly beyond.

FLAS coordinates its activities with the Ministry of Health
through a MOH representative on its Executive Committee. In
addition, the Ministry recently invited FLAS to become a member
of the National Maternal and Child Health (MCH) Committee.

USAID support in family planning, through the Family Health
Services Project, is designed to avoid duplication of other donor
activities and enhancing donor collaboration. All FHS activities
were formulated with IPPF and FPIA support to FLAS in mind. 1In
implementing FHS, the project will strive toward maximizing donor
collaboration for all family planning and population activities.

2>
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II. COST ESTIMATES AND FINANCIAL PLAN
A. PROJECT BUDGET

The total estimated cost of implementing the FHS project over a
five year period is $2,400,000 with possibly $204,000 supplemental
funding from AID/Washington for back-up contraceptive supplies if
required. During FY88 $1.4 million in Mission funds will be
obligated; the remaining $1.0 million will be obligated in 1990
based on availability of funds and a favorable outcome of the
Phase 1 evaluation.

The first phase of the project will be implemented through
Cooperative Agreements, to the Family Life Association of
Swaziland (FLAS), and to the Pathfinder Fund. Assuming funds are
available for Phase 2 activities, an appropriate contracting
mechanism will be identified during the mid-project evaluation
for implementation of Phase 2 activities.

Table 1 presents a summary project budget. The assumptions used
in preparing the budget are summarized below. A more detailed
breakdown of the budget and budget assumptions is contained in

g

Annex 5.

Direct Assistance to FLAS is provided for all in-country and
correspondence training, for commodities, and for covering the
incremental local costs FLAS will incur as it implements the
project. These costs include extra staff, supplies, and office
space costs as well as costs related to project research and
materials production. Funding in the Pathfinder category is
allocated for expenses related to fielding three long-term staff
(the long-term advisor, administrative assistant, and secretary),
for expenses related to short-term technical assistance, and for
expenses incurred in U.S.-based training. Funding for Mission
Management is allocated for the cost of one financial management
consultancy to meet the requirements of a project covenant, for
two project evaluations and one audit, for the cost of purchasing
a multi-media system during Phase 1, and to meet the funding
needs of other family planning and population opportunities which

may arise outside the scope of the activities detailed under this
project.

The project budget outlined in Table 1 and Annex S5 do not include
the proposed supplemental funding ($204,000) for purchasing and
transporting contraceptives to fill any contraceptive shortfalls
which may occur. These commodities will be supplied by the
AID/Washington Contraceptive Commodities Procurement Project.

The FLAS Cooperative Agreement includes all identified project
costs which will be implemented jointly by FLAS and USAID. '

Ay



FLAS

Training

Correspondence
‘In-Country
Workshops

Commodities

Vehicles

Other

Local Costs

Staff

Supplies

1EC Materials

Research

Rent/Utilities
Contingency

PATHFINDER

Long Term
Advisor
Support
Advisor

TA

Staff
Intervieus.

OM/MGT Fee

Short-Term TA/OH

US Training/OHN

MISSION MANAGEMENT

Evaluation/Audit

Financial

TA

Multi-Hedia Equipment
Other Activities

TOTAL

Phase 1

AID PVO
$343,412  $466,670
$40,891 $7,439
10,914 ()
13,400 7,439
16,577 ()
$81,597 $85,125
32,000 0
49,597 85,125
$220,924  $374,106
39,551 189,350
24,950 107,541
121,724 0
14,411 0
20,288 62,215
0 15,000
$875,103 -
$359,917 -
246,882 -
17,185 -
18,000 -
77,850 -
$424,286 -
$90,900 -
$181,485 -
71,663 -
6,000 -
80,380 -
23,442 -
$1,400,000 $466,670

TABLE 1
FAMILY HEALTH SERVICES PROJECT
Summary Budget by Phase and Organization

Phase 2
AID PVO
$209,770 $495 ,418
$21,349 $0
© 13,207 0
0 0
8,142 0
s0 $0
0 0
0 0
$188,421 $495,418
72,242 260,628
24,950 141,588
60,767 0
4,961 0
25,501 78,202
0 15,000
$731,145 -
$259,325 -
179,432 -
23,801 -
0 -
56,092 -
$422,354 -
$49,4L66 -
$59,085 -
36,465 -
0 -
22,620 -
0 -
$1,000,000 $495,418

*+ Does not ipclpde $204,000 fof back-up contraceptive supplies if needed.

=0
N\

TOTAL
AID PVO
$553,182 $962,088
$62,240 $7,339
24,121 (]
13,400 7,439
24,719 0
$81,597 $85,125
32,000 )
49,597 85,125
$409,345  $869,524
111,793 449,978
49,900 249,129
182,491 )
19,372 )
45,789 140,417
() 30,000
$1,606,248
$619,242 -
426,314 -
40,986 -
18,000 -
133,942 -
$846,640 -
$140,366 -
$240,570 -
108,128 -
6,000 -
103,000 -
23,442 -
$2,400,000 $962,088
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TABLE 2
FAMILY HEALTH SERVICES PROJECT
FLAS Contribution by Year of Expenditure

Phase 1

YEAR 1 YEAR 2 YEAR 3 TOTAL

Ih-cduntry Training $2,750 $3,025 $1,664 37,439

Furniture & Equipment 4 85,125 _ 85,125
Local Cosis -

FLAS Staff 70,000 77 ,000 42,350 189,350

Supplies 39,000 _ 43,898 24,643 107,541

Office Space/Utilitijes 23,000 25,300 13,915 62,215

~Contingency 6,000 6,000 3,000 15,000

f TOTAL FLAS CONTRIBUTION $225,875 $155,223 $85,572 $466,670
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B. LOCAL CONTRIBUTION TO THE PROJECT

Because Phase 1 of the project is the institution-building phase
during which FLAS will be strengthened and its capabilities
enhanced, FLAS's normal recurring operating costs form the major
part of FLAS's contribution to the project.

FLAS's contribution to the project during Phase 1 is presented in
Table 2. FLAS's Phase 2 contribution will be analyzed at the time
Phase 2 is approved. All amounts contained in Table 2 incorporate
a 10 percent annual inflation rate.

FLAS currently spends about $2,750 each year for staff training
and development, $70,000 per year for salaries, $10,000 per year
for office supplies, $29,000 per year for vehicle mairtenance, and
$23,000 each year for office rental and utilities. All of these
recurring resources are contributed to the project during Phase 1.

FLAS currently owns $85,125 of furniture and equipment that will
be available for FHS project use. The entire amount represents a
FLAS contribution at the beginning of the project. Also included
as a FLAS contribution is the inflation portion of additional
supplies costs which FLAS will incur as a result of the FHS
project. USAID will agree to fund $9,980 of supplies costs each
year. This amount should be sufficient to pay for the incremental
supplies costs during year 1 but will not be sufficient to pay
these costs as they rise each year as a result of inflation.

Finally, FLAS's operating costs will rise approximately $6,000
each year during Phase 1 while implementing FHS. These resources
will benefit FHS and, therefore, form part of FLAS's contribution
to the project.

During Phase 1 FLAS's contribution will be $466,670 which
represents 25 percent of total project costs.

C. RECURRENT COSTS

A major issue in the design of the Project was the ability of the
FLAS to meet the recurrent cost implications of an expanded staff
and new activities. Achievement of project outputs depends on
FLAS ability to expand activities in several areas and yet to
minimize dependence on external donor financing for recurrent
expenditures.

Recurrent personnel costs for additional FLAS staff will be
financed completely by AID during the initial years of project
implementation. FLAS will assume the costs of these personnel and
.various supply costs beginning in Phase 2 with support from IPPF.
The project assumes that IPPF support to FLAS will be sustained

at current levels and possibly increased beginning in 1990. In
addition, the Project will support FLAS efforts to strengthen its
fundraising efforts so as to enable the organization to assume a
greater share of its recurrent costs.

These issues are more fully explored in the financial analysis in
Annex §.
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III. IMPLEMENTATION PLAN

A. IMPLEMENTATION RESPONSIBILITIES

The FHS Project will be implemented through the Family Life
Association of Swaziland (FLAS) with support from a Cooperating
Agency (CA). During Phase 1, the Pathfinder Fund will be the CA
assisting FLAS. As mentioned several times above, the scope of
Phase 2 will be determined at a later date dependent upon the
outcome of the Phase 1 evaluation and availability of funds. For
the purposes of this section, the responsibilities of FLAS,
Pathfinder, and USAID are detailed for Phase 1 activities only.

1. FLAS
FLAS will be the primary agency responsible for implementing FHS
resources in Swaziland. FLAS, responsible for implementing the
project activities listed in section I.B.2. above, will:
° Assume day-to-day implementation of the project;

o Utilize the expertise of the Pathfinder Fund in strengthening
and expanding FLAS' capability as described in this document;

o Prepare an annual project workplan in conjunction with the
Pathfinder Fund, including allocation of FLAS and Pathfinder
budgets;

o Identify and schedule short-term technical assistance in

conjunction with Pathfinder and obtain USAID approval for all
consultancies; ‘

o> Oversee local procurement of equipment and commodities in
concert with Pathfinder;

° Upgrade FLAS' financial capability to meet donor standards;

o Work closely with all consultants to accomplish work tasks as
described in the consultants' scope of work;

° Provide USAID with quarterly reports on progress of the
project and quarterly financial reports;

° Recruit six staff for the positions identified in the
project;

o Identify and coordinate training of local staff as per,fheiif B
annual workplan; and LT ‘

e Obtain all USAID approvals for Project activities as required.

A .ZJQK
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2. Cooperating Agency

The Cooperating Agency will be generally responsible for
assisting FLAS in the implementation of this project, and for
providing long- and short-term TA, and all U.S.-based training.

Specifically during Phase 1, Pathfinder as the Cooperating Agency
will be responsible for the following:

o Recruit candidates for the long-term advisor position;

o Provide long-term TA for up to 2 1/2 years (long-term
advisor, secretary, and administrative assistant);

o Prepare, in conjunction with FLAS, a project workplan

complete with all project inputs and the corresponding FLAS
and Pathfinder budgets;

° Provide timely and appropriate short-term TA as described in
the Project workplan and as approved by USAID;

o Schedule in-country and U.S. training based on the work plan
developed with FLAS; ,

o Provide backstopping and monitoring from headquarters and the: -
regional office as needed;

o Administer and track all out-of-country training;
° Assist FLAS in preparing an Annual Report; S

o Submit monthly reports on the project status and monthly
financial reports to USAID/Swaziland.

Both FLAS and Pathfinder are responsible for ensuring that all
procurement of goods and services and all project-funded training
activities are in accordance with U.S. government regulations.

In particular, commodity procurement will be based on at least
two bids/programs for equipment/commodities in excess of $500 and
suppliers will be selected based on criteria of quality, service,
price and availability.

3. USAID

The USAID Health, Population, and Nutrition Office will have
responsibility for overall project management and monitoring.
The Assistant Regional HPN Officer will be the Project Officer
for this Project. Examples of USAID/Swaziland implementation
responsibilities are as follows:

o Assist Pathfinder in selecting the long-term technical
advisor and administrative assistant to be funded under the
Pathfinder Cooperative Agreement.
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Review and approve the annual project workplan prepared by
FLAS and Pathfinder for project implementation.

Serve as the primary contact point for FLAS and Pathfinder

for obtaining decisions on grant and project matters. Provide
direction to the long-term advisor in accordance with the
terms of the contract and AID policies and regulations.

Review progress reports submitted by FLAS and Pathfinder and
identify issues affecting implementation and achievement of
project goals/objectives.

Arrange financial management consultancy as required in a
Project covenant.

Arrange all evaluations and audits:

Determine location of the multi-media center and arrange
procurement of all equipment;

Determine appropriate use of funds for additional
opportunities in collaboration with FLAS.

Participate in project meetings involving Project
representatives.

Monitor compliance with conditions of the Project grant and
buy-in. '

Participate in other monitoring activities of the project as
necessary to achieve project objectives.

IMPLEMENTATION SCHEDULE

Figure 1 depicts the phasing of activities during each phase of
the Project. The details of this implementation schedule are
contained below:

PHASE ONE (0 - 30 months)

Month 1-3 Cooperative Agreements with FLAS and Pathfinder

awarded;

Recruit, advertise for long-term advisor and
Administrative assistant. Pathfinder monitoring
visit for orientation and thereafter every four
months to review progress. Long-term Advisor
selected and arrives at post;

AID/FM will examine FLAS progremme for grading and
upgrading; _

Begin Computer procurement and vehicle procurement; X

1,0



Month 4-5§

Month 7-9

Mohth;~10-1z
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-Staff training in Computers for FLAS. Financial
_Management consultancy (covenant requirement);

Secretary and Administrative Assistant recruited;
FLAS Nurse Practitioner recruited;

Project Work Plan prepared and reviewed by
Pathfinder monitoring visit; workplan approved by
USAID;

Secretarial training conducted;

Deputy Executive Director attends U.S. course on
Program Management;

U.S.-based training programs (9-12 months)
%dentified for FLAS staff; one staff member departs
or U.S.;

Consultancy to plan and conduct FP workshop for
insurance industry;

Consultancy for clinic staff on clinical
effectiveness/efficiency.

Implement recommendations from above consultancies;

Senior Family Life Educator attende.S. course in
IEC program management; ~ AR

MIS consultancy to conduct needs assessment related
to clinical service delivery data collection and
R&E needs;

Technical assistance to FLAS Clinic staff on
improved family planning counselling techniques;

Two FLAS staff begin correspondence degree programs
at UNISA; o

Pathfinder monitoring visit.
RGE staff recruited and begin work;

Second training sessions in micro-computer
applications;

Design annual service statistics data collection
tool for use by the R&E Unit to collect data for
each of various end users of such data;

Implement technical assistance recommendations on
counselling techniques and continue to improve
clinic efficiency and effectiveness;

Management workshop conducted;

=\
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Months 13-15

Months 16-18

Month 19-21

Page 32

‘.Déaeibp year 2 workplan and Pathfindertmbnitdring  

visit to review workplan;

Complete annual client service statistics
evaluation for FLAS Clinics and distributors;

Follow-up consultancy on progress in implementing
recommendations regarding increased clinic
efficiency and effectiveness.

FLAS conducts l-week workshop in IEC Techniques and
Update on Contraceptive Technology in-conjunction
with Institute of Health Sciences. Thereafter,
organizes one per year;

Consultancy on commodity supply forecasting;
contraceptive supply evaluated and forecast
completed;

MIS Consultancy to organize and conduct workshop on
improved service delivery and RGE data collection
system. Recommendations from workshop implemented;

Follow-up consultancy on family planning
counselling techniques;

Conduct a client satisfaction survey in FLAS
clinics; : v

FLAS staff member returns fromVYEaf:long'U;Sf;BaSEd
training; - o o

Pathfinder monitoring visit.

Recruit Graphic Artist and Marketing-Officef;

Complete client satisfaction survey in FLAS clinics;

Consultancy in IEC to develop IEC Plans for next 2
years; training for IEC staff in video production;

" Pathfinder monitoring visit;

Second FLAS staff member departs for U.S.-based
9-12 month training;

Establish IEC Coordinating Group.
FLAS Director to U.S. for fundraising course;

Third training sessions on micro-computer
applications; '

IEC consultancy to begin training in formative
research methods and IEC materials pre-testing;

7



Month 22-24

Month 25-27

Month 28-30

Page 33

Consultancy'in private sector marketing approaches
(to be coordinated with above IEC consultancy) to
determine needs in private (for-profit) sector;
Third staff member begins correspondence training;-
Pathfinder monitoring visit;

Determination of location of multi-media Unit.
Pathfinder audit for Year 2;

Consultancy on private-sector outreach and TA
skills for FLAS nursing staff;

IEC Coordinating Group meets;

Pathfinder monitoring visit.

Second annual Update on Contraceptive Technology;
Follow-up consultancy on counseling skills;
Follow-up consultancy on IEC techniques and
marketing approaches for the private sector; begin
formative research on 3 pilot companies; begin
developing IEC materials for private sector
outreach;

Multi-media Unit established and equipped;
External Evaluation of Phase 1;

Pathfinder monitoring visit.

Project audit needs assessment;

Follow-up consultancy in fundraiéihg tééhnngé$}

Follow-up consultancies in IEC/marKeting for °
private sector; R :

Follow-up consultancies for private sector nursing
outreach and TA; ’ L

FLAS management workshop;
Pathfinder monitoring visit;
Determination of Phase 2 status;

Second FLAS member returns from year-long .
U.S.-based training. o

M



YEAR 1

YEAR 2

YEAR 3
(6 mo.
only)

Page 34

PHASE THO

Hire marketing assistant;

Begin implementing private sector approach based on
research and pilot activities conducted in previous
phase;

Consultancies in IEC, marketing, and private sector
nursing TA as needed for private sector outreach.

Begin phasing-out USAID support for select
Project-funded FLAS staff;

Third annual Update on Contraceptive Technology;
Second Leadership Awareness seminar;

Research activities continue, including relevant KAP
studies, male motivation studies, client satisfaction,

etc.

Third FLAS staff member departs for 9-12 month
U.S.-based training;

IEC Coordinating group meets.

Continue support for expansion of FP services in the .
private sector;

Continue phase-out of USAID salary support for FLAS
staff; :

Long-term advisor departs;

Fourth annual Update on Contraceptive. Technology;
IEC coordinating group meets. o
Phase-out of all USAID support;

Final Project evaluation.

Zg
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C. PROCUREMENT PLAN AND RESPONSIBILITIES

Technical assistance inputs for Phase 1 will be procured via two
separate Cooperative Agreements to be initiated between AID and
FLAS, and AID and the Pathfinder Fund, respectively.

FLAS, with the assistance of advisory services from Pathfinder,
will undertake all supply procurement, local training, and
research activities. In addition, the FLAS Cooperative Agreement
will contain funding for other potentially viable Swazi
organizations' initiatives. Procurement procedures for such
initiatives will be decided jointly by USAID and FLAS. The FLAS
Cooperative Agreement will contain funding, accessable by USAID

only, to provide for evaluations and an audit to be contracted
from outside sources.

All procurement under the subject project shall be in accordance
with Delegation of Authority 551, Section 5.K., and the AA/AFR
approved DFA Procurement Policy Recommendations and Africa Bureau
Instructions dated April 4, 1988. Accordingly, AID Geographic
Code 935 is the authorized code for source and origin of goods,
including motor vehicles, and nationality of all services
procured under the project. No procurement waivers are

required. Notwithstanding, all procurement under the project
shall adhere to.the following order of preference: (1) Code 000;
(2) Host Country; and (3) Code 935. The source/origin for
procurement of pharmaceuticals and for ocean shipment of supplies
shall remain as delineated in AID Handbook 1B.

Most supplies to be purchased with AID funds will be procured by
FLAS and will be titled to the FLAS with USAID acknowledgement.
Some supplies may be purchased by USAID directly, as FLAS'
authorized agent.

Pathfinder will provide long- and short-term technical assistance
and supporting overseas training for FLAS staff. The Pathfinder
Cooperative Agreement will contain language permitting the
expansion of Pathfinder's assistance/advisory services to other
Swazi organizations whose initiatives are supported in
conjunction with the terms of the FLAS Cooperative Agreement as
cited above.

Depending upon the outcome of the post-Phase 1 evaluation, and
the availability of sufficient funding at the time, Phase 2
activities will be provided via appropriate contracting
mechanisms. Both of the above Cooperative Agreements will
contain language permitting their extension to cover the Phase 2
program, if such action is acceptable to USAID and FLAS or
Pathfinder, respectively.

9
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It is expected that the Pathfinder Fund will negotiate a
bilateral agreement with the Government of Swaziland, permitting
its presence in Swaziland, and a Memorandum of Understanding with
FLAS, describing their roles and mutual working relationship,
during July 1988. It is planned that the two Cooperative
Agreements with AID will be negotiated and signed in July 1988,
and the long-term TA arrive on-site in October 1988.

IV. MONITORING AND EVALUATION

A. USAID MONITORING RESPONSIBILITIES

The USAID Health, Population, and Nutrition (HPN) Office is ‘
responsible for project management and monitoring. The Assistant
Regional HPN Officer will be the Project Officer for this Project
and will be responsible for monitoring compliance with the two
Cooperative Agreements and Project Description. The Project
Officer will also monitor the development of project workplans

and implementation of workplans as described in the Implementation
Responsibilities above. USAID will track expenditures of Project
funds as required for all USAID projects.

B. EVALUATION AND AUDIT PLAN

The evaluation plan makes provisions for one external mid-project
evaluation and an external end-of -project evaluation which '
incorporates an impact assessment. In addition, provisions are
made for an audit following the completion of Phase 1.

The mid-project evaluation, arranged by USAID in consultation
with FLAS, will be a review at the end of Phase 1 (month 30 of
implementation) to determine the success of Phase 1 activities
and to identify the direction necessary during Phase 2. The
effort will evaluate progress made toward attaining project
objectives with a particular emphasis on identifying problem
areas or constraints which may inhibit project implementation.
This Phase 1 evaluation will also focus on the performance of
FLAS and Pathfiinder in terms of coordinating inputs (TA,
training, logistics, commodities) with project activities to
produce real outputs. '

The end-of-project impact evaluation is scheduled prior to the
PACD (March 1993). USAID will collaborate with FLAS in
organizing the evaluation to assess whether the project achieved
its purpose and reached the goal that is set forth in this
document. A component of this evaluation includes an impact
assessment to determine contraceptive knowledge and prevalence
and to determine fertility rates.

%57
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Finally, the Froject has funding for an audit needs assessment to
be conducted at the end of Phase 1. 1If determined that an audit

is necessary, USAID will arrange for an independent audit firm to
evaluate project costs, including an examination of the Grantees

(FLAS and Pathfinder) financial procedures and internal controls

relating to project expenditures. In addition, it is understood

that Pathfinder will conduct annual internal audits during

Phase 1.

V. SUMMARY OF ANALYSES
A. TECHNICAL ANALYSIS - SUMMARY

Although demographic data for Swaziland is scanty and generally
out-of -date, preliminary results from a recent census (1986)
indicates that the current population is approximately 706,000
with an estimated 3.4 percent annual growth rate (U.N., 1987).
Contraceptive prevalence is unknown, but believed to average about
4 percent, which is low for Africa in general and particularly

for countries in the Southern Africa region. Family planning
acceptance, however, is higher among younger, more educated, and
formally-emploved segments of the population.

The GOS, through its National Development Plan, has acknowledged
Swaziland's high and growing rate of population growth. The GOS
promotes child-spacing through the Ministry of Health maternal and
child health (MCH) program. 1In addition, leaders and government
officials have attended various seminars and conferences on
family planning, and population growth and development through
AlD-supported RAPID presentations and training of chiefs.
Although Swaziland has not yet embarked on a wide-ranging
population policy, a recent seminar for parliamentarians (June
1988) demonstrated that negative leadership attitudes are slowly
neutralizing and acceptance of family planning is growing among
the nations policy makers. As a result of this seminar, a
Parliamentarians committee has now been established to begin
developing a strategy for a national population policy,

Family planning and child-spacing (FP/CS) services are provided
through clinics and other health facilities. Although services
are available within most government and mission clinics, they are
not promoted and are offered only on demand. FLAS, on the other
hand, actively promotes FP/CS. Their success is demonstrated by
the share of FP clients they serve in Swaziland - 30% of all
clients utilizing family planning services are FLAS clients.

o
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Demand for FP/CS services appears to be high and growing,
particularly among urban, younger, and formally-employed segments
of the population. Although data is limited, demand among rural
women would probably increase if resistant male attitudes were
neutralized and misconceptions about FP/CS were reversed. Many
women in Swaziland who accept family planning fo. the first time
never return for follow-up services. In fact, among FLAS clients,
the discontinuation rate is approximately 50% - that is, 50% of
FLAS clients who attend for the first FP/CS visit never return
for the second visit. Many reasons for not utilizing FP/CS
services include fear of side effects and adverse health effects,
distance to services, and social stigma. Improvements in client
counseling, follow-up, and promotion of FP services will increase
demand for services and reverse the discontinuation rates so
common in Swaziland.

Discontinuation rates are especially high for men who accept
condoms for the first time. Most men who receive condoms never
return for resupply. Despite the likely cultural reasons for such
high discontinuation rates, the most probable explanation is that
condoms are provided as a preventive measure against sexually
transmitted diseases (STDs) and not for contraception. With the
rise in STDs and AIDS in Swaziland, condom use is expected to
increase substantially - but for health, not family planning,
reasons. Increasing the demand for condoms and minimizing men's
negative attitudes toward family planning may make condoms (and
other methods of contraception) more acceptable for family:
planning purposes.

The project will address these constraints to family planning by
focusing on demand-generating activities, particularly in IEC
materials developed and distributed by FLAS. The Project will
strive to increase the demand for service through more effective
public education, more effective counseling, and more effective
promotion of FP/CS at the health care site.

Supply of FP services is also a major factor contributing to
Swaziland's low contraceptive prevalence rate. Although most
clinics in Swaziland are theoretically able to provide family
planning, in reality many nurses are inadequately trained to
deliver services and provide the counseling and follow-up
necessary for a successful family planning program. In addition,
many of the clinics lack adequate privacy, water and electricity,
and basic equipment to provide good quality services. The
Project will assist in upgrading FLAS' three clinics to assure
that adequate space and equipment is available for all FLAS
clients. The Project will also facilitate technical training of
nurses in rural areas through the Ministry's Primary Health Care
Project.
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In order to obtain the greatest impact on family planning
practices in Swaziland, the Project is designed to focus on the
most receptive target group - namely agricultural/forestry

workers and employees in the larger manufacturing industries. 1In
Swaziland, more than 50% of those formally employed can be reached
through the largc.st five firms, most of which have on-site health
facilities and provide care to both employees and their families.
Larger companies within Swaziland, particularly those with high
female employiment, have expressed a willingness to purchase
services to expand family planning among their workforce.

Smaller companies, however, have little or no infrastructure for
healthcare services, and dc not appear willing to invest financial
resources in child-spacing.

Because full support of company management is critical for the
success of an employment-based family planning program, the
Project will demonstrate through business analyses that companies
can benefit from.establishing a birth spacing program in financial
terms as well as improving the overall health and living standards
of employees and dependents. Expanding family planning through
the private sector is a natural market for FLAS, and can assist

in helping FLAS to evolve into a technical ‘and administrative
resource for all family planning activities within Swaziland. A
more detailed technical analysis is found in Annex 1.

B. ADMINISTRATIVE/INSTITUTIONAL ANALYSIS - SUMMARY

The Family Life Association of Swaziland (FLAS) is a pioneer in
family planning activities in Swaziland. Founded in December
1979, FLAS assists and supplements the Ministry of Health in the
promotion of healthy family life and child-spacing. Since 1985,
FLAS has been an associate member of the International Planned
Parenthood Assocziation (IPPF) when the MOH ceded its IPPF
membership to the Association. The Ministry, however, retains a
position on the FLAS board (Executive Committee).

FLAS is managed by the Executive Committee which meets quarterly
at a minimum. The powers of the Executive Committee are broed
and far-reaching, including the direct implementation of FLAS
policies, the creation and abolishment of posts, employee
supervision and dismissal rights, and supervising financial
records. The Association is headed by an Executive Director and
a Deputy Program Director under whom are four departments: family
life education, family life practices, training, and finance.

Currently, there are 28 employees working within three clinics
and one head office.

FLAS currently serves an estimated 30 percent of all family
planning clients in the country, and it has repeatedly in the
past initiated innovative family life education and family
planning activities.

VA,
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FLAS is one of the few non-governmental organizations in Swaziland
to have received substantial assistance from many international
donors. FLAS has traditionally introduced family planning
programs to meet the needs of the population and to support
specific activities in order to meet the demands of donors and
according to the availability of funds. While this approach has
the advantage of targetting opportunities, it has led to a lack

of focus on the association's aims, goals, and objectives.

Furthermore, FLAS lacks a global evaluation of overall activities.
Most of the organization's planning is done according to each
individual donor organization schedule without regard to other
inputs FLAS receives. This has resulted in over-extension and a
heavy worklcad which are particularly evident within the IEC and
service delivery components of the organization.

Financial support for FLAS has come mostly from donors - cost
recovery and fundraising cover little of the organization's
operating costs. While many of its fundraising activities have
not proven to be successful in the past, FLAS has indicated a
growing awareness that it can and must reduce its reliance on
international donors and generate more of the funding to run the
organization.

In order to undertake more sophisticated and complex activities

in the areas described within this project paper, FLAS requires
upgrading and support in certain areas of the organization.:. In
particular, the institution of FLAS needs strengthening especially
in the areas of management/planning, fund-raising, I1EC, research/
evaluation, and service delivery. The interventions proposed in
the project are intended to maximize FLAS's capabilities to plan
and implement extended family planning service programs. But
these increased capabilities depend on improved administrative

and institutional capacity of the association.

A further examination of the association and its capabilities is
contained in Annex 2.

C. [ECONOMIC ANALYSIS - SUMMARY

The FHS Project has been determined to be economically viable
because it will (1) save the GOS and Swazi citizens scarce
resources, (2) help reduce the rate of maternal and child
mortality and morbidity, and (3) provide family planning services
at a rate consistent with other African FP programs. In addition,
population projects in general are generally economically
efficient when judged by AID standards.

Y
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Benefits associated with a declining rate of population growth

are estimated for the education and health sectors in Swaziland.
Based on the analysis described in Annex 3, school enrollments may
decline by more than 200,000 in the year 2015 with a concomitart
savings in education expenditures (more than $13 million in public
expenditures and $4 million in private expenditures by 2015). 1In
the health sector, an estimated 600,000 reduction in health ciient
population translates into a savings in government outlays of more
than $4 million by 2015.

Cost-benefit comparisons (of the savings described above and the
costs of providing family planning programs) demonstrate that
savings begin to exceed costs in approximately 1996. Expected
savings in the education and health sectors alone justify the
investment in family planning.

In addition, improved maternal and child health will reduce levels
of morbidity and mortality which also contribute to reduced health
care costs associated with high risk births.

Finally, the recurrent costs for Swaziland family planning
programs is estimated to be $20 per couple which is the average
cost for all Sub-Saharan African programs (World Bank).

A more detailed analysis of the economic effects of the FHS
Project is contained in Annex 3.

D. SOCIAL SOUNDNESS ANALYSIS - SUMMARY

While traditional methods of birth spacing have been widely
practiced in Swaziland, use of modern methods is estimated to be
quite low in the nation at-large. Yet, there is evidence that
services are being utilized more heavily in urban areas and
within public and private sector clinics. In particular, the
urban, formally-employed, and younger segments of the population
are more receptive to family planning. However, males appear to
be less likely to accept family planning interventions and the
use of modern methods. The FHS project addresses these issues by
emphasizing the development of IEC mat=rials aimed at male
audiences and the promotion of family planning services for
employees within the industrial areas and clients of the private
(for-profit) sector.

The direct beneficiaries of the FHS project will be the couples

of Swaziland who wiil have access to safe, effective, and
affordable methods of family planning enabling them to voluntarily
choose the number and spacing of their children. Enhanced health
and well-being of their families is an additional benefit to

these couples.

Secondary beneficiaries of the Project include the national and
traditional leaders of Swaziland who will have improved
information on population development and health relationships
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which can serve as a basis for improved population policies and
family planning programs,

A more detailed social soundness analysis is found in Annex 4.

E. FINANCIAL ANALYSIS - SUMMARY

A summary of the Project's financial analysis is provided in
section II, entitled '"Cost Estimates and Financial Plan'. The
full analysis, including levels of local contribution and
recurrent cost consideration is contained in Annex 5.

VI. CONDITIONS AND COVENANTS
A. FLAS
CONDITIONS PRECEDENT TO INITIAL DISBURSEMENT

1. Prior to the first disbursement under the Cooperative
Agreement, the Recipient will, except as the parties may
otherwise agree in writing, furnish to AID in form and substance
satisfactory to AID:

(1) A statement of the name(s) of the person(s) acting as
the authorized Representative of the Recipient for
purposes of the Project, and of any additional
representatives, together with a specimen signature of
each person specified 'in such statement; and

(2) Evidence that FLAS and The Pathfinder Fund have
negotiated and signed a Memorandum of Understanding
(MOU) or other written Agreement, acknowiedged and
concurred in by USAID, which sets forth their roles,
responsibilities and relationship with respect to each
other under the Project.

COVENANTS

Covenants imply a more continuous action by the Recipient in
project implementation and constitutes mutual agreement on
specific issues affecting the Project. The following covenants
will be included, in substance, in the subject Cooperative
Agreement:

(1) FLAS shall permit an independent local accounting firm
to periodically audit its financial accounting
procedures and shall upgrade such procedures in
accordance with recommendations made by the accounting
firm.



(2)

(3)

(4)

(5)

Page 43

FLAS agrees that all project funded family planning
services will be voluntary and no coercion will be used,
and that all services will be provided without
discrimination as to class, sex, race or national
origin. Likewise, FLAS covenants that no project funds
will be used to finance any costs related to (a)
performance o an abortion or involuntary sterilization;
(b) motivation or coercion of any person to undergo an
abortion or involuntary sterilization; (c) provision of
any financial incentive to any person to practice or
undergo an abortion or sterilization; or (d) research
which relates, in whole or in part, to methods of, or
the performance of, abortions or involuntary
sterilization as a method of family planning.

FLAS shall advertise and use competitive procedures for
all USAID funded positions within its organization.

FLAS shall pre-test all IEC materials and messages
before finalizing and disseminating them.

FLAS shall ensure that the long-term technical advisor
financed under the project will have an appropriate
Swazi Research/Evaluation counterpart throughout the
term of his or her appointment.

B. PATHFINDER

CONDITIONS PRECEDENT TO INITIAL DISBURSEMENT

1. Prior to the first disbursement under the Cooperative
Agreement, the Recipient will, except as the parties may
otherwise agree in writing, furnish to AID in form and substance
satisfactory to AID:

(1)

(2)

(3)

A statement of the name(s) of the person(s) acting as
the authorized Representative of the Recipient for
purposes 'of the Project, and of any additional
representatives, together with a specimen signature of
each person specified in such statement;

Evidence that Recipient has entered into a written
Agreement with or has otherwise received written
clearance from the Government of Swaziland authorizing

“the Recipient's presence in Swaziland in connection with

the subject Project; and

Evidence that FLAS and The Pathfinder Fund have
negotiated and signed a Memorandum of Understanding
(MOU) or other written Agreement, acknowledged and
concurred in by USAID, which sets forth their roles,
responsibilities and relationship with respect to each
other under the Project.
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COVENANTS

Covenants imply a more continuous action by the Recipient in
project implementation and constitutes mutual agreement on
specific issues affecting the Project. The following covenants
will be included, in substance, in the subject Cooperative
Agreement:

(1)

(2)

The Recipient agrees that all project funded family
planning services will be voluntary and no coercion will
be used, and that all services will be provided without
discrimination as to class, sex, race or national
origin. Likewise, Recipient covenants that no project
funds will be used to finance any costs related to (a)
performance of an abortion or involuntary sterilization;
(b) motivation or coercion of any person to undergo an
abortion or involuntary sterilization; (c) provision of
any financial incentive to any person to practice or
undergo an abortion or sterilization; or (d) research
which relates, in whole or in part, to methods of, or
the performance of, abortions or involuntary
sterilization as a method of family planning.

The Recipient agrees to perform periodic evaluations and
audits of its Swaziland operations and activities in
connection with the subject Project.

N\
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TECHNICAL ANALYSIS

OUTLINE

Introduction

Socio-Demographic Background
A. Demographic Characteristics
B. Social Considerations

Family Planning Policy in Swaziland

Description of Family Planning Services in Swaziland
A. Background
B. Coverage of FP Services
(1) Clinical
(2) STDs
(3) IEC
(4) Manpower
C. Contraceptive Preferences
(1) Socio-Cultural Factors
(2) Clinic Data on Method Acceptance and Use

Constraints related to Demand for FP Services
A. Traditional Beliefs

B. Knowledge, Attitudes and Practices

C. Attitudes toward Public Education Efforts
D. Economic Factors

Constraints Related to Supply of Family Planning
Services

Viability of Private Sector Involvement
A. Private Industry

B. Private doctors/nurses

C. NGOs

Vi
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I. INTRODUCTION

This document provides an overview of Swaziland's current
situation regarding child spacing practices, family planning
services delivery, and population growth/demography. The purpose
of this analysis is to define the technical parameters surrounding
the proposed Family Health Services (FHS) Project with respect to
the project's goal to increase contraceptive prevalence and expand
the availability of family planning services.

As detailed elsewhere in the body of the FHS Project Paper, the
two major thrusts of the FHS Project are (1) to promote family
planning services in the private (for-profit) sector through
enabling industries to expand their already established health
services, and (2) to strengthen family planning information,
education, and communications (IEC) activities in Swaziland. The
proposed organization to implement these activities is the Family
Life Association of Swaziland (FLAS), the only private family
planning agency in Swaziland. Thus, this analysis focuses
primarily on FLAS' activities although those activities undertaken
by the Ministry of Health (MOH) and other organizations are
briefly reviewed.

This document contairs six major sections: (1) socio-demographic
background; (2) the status of family planning policy; (3) a
description of family planning services currently offered in
Swaziland, including a discussion of sexually transmitted diseases
(STDs); (4) a description of constraints related to the demand for
or practice of child spacing; (5) a description of the constraints
related to the supply of family planning services; and (6) a
discussion of the viability of involving private for-profit
organizations in the expansion of family planning services.
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II. SOCIO-DEMOGRAPHIC BACKGROUND

A. Demographic Characteristics

Demographic data for Swaziland are scanty and generally
out-of-date. Censuses have been historically held at regular
intervals throughout the country, but only the last three (in
1966, 1976, and 1986) were full dwelling-to-dwelling enumerations
conducted by personal interview. Vital registration of births and
deaths is also incomplete and estimates of fertility and mortality
can only be derived from census inquiries regarding past and
recent child-bearing, child survival, and parental survival.
However, the Government of Swaziland (GOS) recently embarked on a
national campaign for universal birth registration and universal
death registration is expected to be enforced in the next two
years. Although results of the 1986 census have not been yet
released, provisional results show that the population size is
approximately 706,000 with an annual growth rate of 3.4% (U.N.,
1987). Until the 1986 census figures are fully analyzed, the best
estimates of socio-demographic indicators are extrapolations of
1976 census data and estimates from social service data such as
health statistics (see Table 1).

Prior to 1973, when modern family planning services were first
introduced through Ministry of Health facilities, traditional
child spacing was commonly practiced through abstinence and
prolonged breastfeeding. These traditional practices, however,
have declined significantly in the recent past and adoption of
modern contraceptive methods have not kept pace with the
disappearing traditional child spacing methods. Consequently,
Swaziland's population has rapidly grown during the last three
decades.

Swaziland's rate of population growth has been increasing since at
least the early 1960's when it was estimated to be 2.5% per vear.
Currently, the estimated population growth rate of 3.4% places
Swaziland among the fastest growing countries in the world. With
the Total Fertility Rate (TFR) averaging seven children/women and
given expected reductions in mortality over the coming years and
possible increasing rates of fertility (in the absence of family
planning interventions), the population growth rate could exceed
4.0% per year by the year 2000.

This recent history of population growth rates has created an
in-built momentum through its effect on the age structure. With
nearly half its population under the age of 15 years, Swaziland is
guaranteed continued population growth for decades to come, even
with an accelerated decline in fertilicy. '

Contraceptive prevalence in Swaziland in 1985 was believed to
average about four percent, which is low for Africa in general and
particularly for countries in the Southern Africa Region (World
Bank, 1985). By cecmparison, the prevalence of modern methods was
estimated in 1984 to be 28% in Zimbabwe and 19% in Botswana - two
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TABLE 1
SUMMARY OF SOCIO-DEMOGRAPHIC DATA

Total Population (1986)............ vereeesse 706,000 (estimated)
Crude Birth Rate (1982)........0..... veeeves. 50.8/1,000 population
Crude Death Rate (1982)......... cssecessesss 17,0/1,000 population

Rate of natural increase (1986).......0..... 3.4% (estimated)
Population Doubling Time.....eoeveveveenen.. 20 years

Average number of children per woman........ 7.0

Life expectancy at birth.......... tsesesssss 53 years
Infant mortality rate......oe.v0eeen. cesesss 110-130
Neonatal Mortality as compared to

overall IMR births ........... ceresesees 24%
Maternal mortality rate....... tecsesssssesss 128.5
Patients per midwife/nurse.......... cessenes 55
Female population......iuivenvneeennnnens cee 52%
Male population.......iuieverennnenrennnens .o 48%
Population under 15 years of age...... esess 48%
Female population 15-44 years.......oe... ees  22%
Population 15-64 years........... teeessannesn 49.2%
Population over 65 years............ ceraeees 2.2%
Dependency Ratio........vvveernnnnn Ceeesesses 108%
Urban population (1986)............ e .. 36%
Rural Population (1986).....uvuvveunnnn ceee. 66%
Rate of rural-urban migration (1984)........ 10%
Growth of urban areas.........ocvvvveen. cees  4.4%
Growth of rural population......eeeeeeeennn. 2.4%
Literacy level (female) (1980).....c00veunn. 58%

(Male) .. inneneieennennnnns 64%

Primary School (net enrollment ratio) ...... 80%
Secondary School (net enrollment ratio) .... 40%
Land under cultivation ............ ter et eean 93,354 ha
Grazing land......uvereeennnneneeoennnnes ee. 865,303 ha
Per capita GNP (1983) ... vverrreerennneennnes $870
Inflation rate (1983)......... et ter e 14%

Source: World Bank, 1985; Ministry of Health; Family Life
Association 1988-90 Plan; UNDP/Swaziland; UNICEF/Swaziland.
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countries which are similar to Swaziland in levels of socioeconomic
development. Several limited studies have shown generally
favorable attitudes toward family planning and relatively high
rates of acceptance of family planning, especially among younger,
more educated and formally employed population groups. High
discontinuation rates and very resistant male attitudes, however,
appear to contribute significantly to the low national prevalence
rate in the Kingdom.

Labor emigration from Swaziland to the mines and farms of South
Africa was substantial for many decades, although in recent years
the movements have been temporary and cyclical rather than
permanent. Approximately 5% of the total population, and about 20%
of the male working age population, worked outside the country in
1976 (World Bank, 1985). Internal migration from the rural areas
into the towns has been increasing but current data on urbanization
rates is limited.

Although Swaziland could support a population several times its
size both in food and reasonable levels of income and standards of
living from the agricultural sector, the central issue is not the
absolute size of the population, but rather the speed at which the
population is growing and the ability of the country to develop
resources to support such an increase. Rapid population growth
will produce a substantial increase in consumption needs and
pressures on government supply for services - particularly in
agricultural, health, education, water and sanitation, energy, and
housing sectors. The World Bank noted that despite Swaziland's
experience with high economic growth during the 1960's and 1970's,
the net effects of rapid population growth and continued high
levels of fertility over the next 30 years will result in severely
curtailed prospects of economic and social development.

B. Social Considerations

Only in recent history has Swaziland experienced a growing
incidence of social problems such as unemployment and related
crime; school dropouts due to teen pregnancies; infant and child
abandonment; deaths or severe health problems related to illegal,
"back-street" abortions; shortages of school spaces for qualified
students; and urban housing shortages are relatively recent in the
country's history. Older Swazis claim that as recently as a
genetvation ago, such problems did not exist. Today, however,
accounts of these and other social ills are commonly reported in
the local press.

The appearance of such problems are related to overly rapid
rural-urban migration without a concommitent growth in social and
employment opportunities; growing economic pressures; reduced or
more competitive employment and educational opportunities; changing
famiiial traditions includini more women working outside the home
and a trend away from extended families toward a more nuclear
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family structure; and rising fertility due to altered traditional
marriage and child-spacing practices. Rapid population growth will
only exacerbate the current situation. If growth were to continue
at the present rate, it is unlikely that Swaziland will be able to
adequately create the necessary employment opportunities or provide
sufficient coverage of support services required to address and
prevent these growing social problems.

Without an expansion of family planning utilization and a reduction
in overall fertility to prevent unwanted births and to curb the
country's population growth rate, Swaziland will experience growing
severity of these problems.

II. FAMILY PLANNING POLICY IN SWAZILAND

The GOS outlines its development goals and strategies through its
National Development Plai. The current Plan (NDP4), drafted in
1983, and covering the period 1983/4 through 1987/8, acknowledges
Swaziland's high and growing rate of population growth and the
resulting youthful age structure. The Plan also notes the
implications of rapid growth for development prospects in key
sectors, including education, health, and employment. For the most
part, the Plan offers solutions for accommodating rather than for
influencing population growth.

The GOS currently supports the provision of family planning
services and promotion of child spacing as part of its maternal and
child health (MCH) strategy. NDP4 identifies as one of its two key
health sector objectives: "to provide services which contribute
towards an increase in child-spacing and a moderation in the rate
of population growth'" (NDP4, p. 473).

The GOS has yet to formulate a formal population policy. Family
Planning is but one of a number of elements of its national health
strategy, but without strengthened GOS commitment to formulating
and implementing a population policy, successful expansion of
family planning services in Swaziland and resulting reductions in
the national population growth rate will be less than optimal. In
NDP4, the GOS recognizes that "until a wide-ranging population
policy - including appropriate changes to the social, economic, and
institutional arrangements - is formulated and implemented, the

inf%uence of family planning services will be limited" (NDP4, p.
225).

Two separate RAPID presentations and two national conferences on
population and development have been held since 1979. While
leaders have yet to develop a formal consensus on population policy
issues, the most recent seminar (June 1988) resulted in greater
support for curbing the population growth rate to sustain
Swaziland's progress in economic development. As a result of this
seminar, a parliamentarians committee has been established to begin
developing a strategy for a population policy.

A formal population policy is not necessary for initiating family
pPlanning activities, but progress in reducing high rates of growth
will be greatly enhanced if the GOS actively promoted increased
awareness and ready access to FP services.

S|
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Approximately 50% of chiefs in Swaziland have participated in _
leadership seminars which included sessions presented by the Family
Life Association (FLAS) on.family planning. Traditional chiefs and
tinkhundla governors comprise an important leadership constituency
in Swaziland. There is some resistance within these traditional
groups to introducing modern contraceptive methods - in part
because modern contraception is associated with increased
promiscuity among youth and women. Still, these leaders are open
to discussion and are interested in learning more about family
Planning - as evidenced when population and family planning issues
have been raised in workshops for traditional leaders. Most chiefs
have returned to their communities and have initiated discussions
with their constituents on seminar topics. Unfortunately, however,
no written family planning materials have been developed to assist
these leaders in disseminating family planning information.
Furthermore, many of the chiefs are illiterate and require
specialized materials to assure that accurate and complete
information is passed on to their communities.

While Swaziland may not be prepared to embark on a wide-ranging
population policy in the near future, negative leadership attitudes
toward family planning are slowly changing. Continued efforts in
leadership awareness will assist in neutralizing opposition to the
individual practice of family planning and will facilitate more
const;uctive development activities in relation to population
growth.

ITI. DESCRIPTION OF FAMILY PLANNING SERVICES IN SWAZILAND
A. Background .

Health services in Swaziland are delivered through various
government/mission clinics and hospitals, private industry-based
clinics, and private practitioners (who are mostly located in the
urban areas). The MOH estimates that 69% of the rural population
live within 8 kilometers of any clinic or hospital, government or
otherwise. The distribution of fixed GOS/mission medical
facilities is shown in Table 2.

Most clinics are staffed by at least one nurse-midwife and a
nursing assistant who operate the clinic from 8 a.m. to § p.m.
Monday through Friday with staff on call for emergencies at night
and on weekends. There is a strong curative bias in Swaz: medical
services, although attention to preventive care is growing.
Outpatient services in most of the fixed facilities listed above
offer MCH services, including varying levels of family planning
services upon demand.

While private-sector services are operationally and financially
autonomous, all clinics, with the exception of private physician
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services, are supposed to be supervised by a MOH regional nurse
supervisor or public health matron responsible for assuring MOH
protocols, policies, and reporting are implemented. Unfortunately,
transportation constraints have precluded complete supervisory

Coverage and non-government services are generally under-supervised.

Despite poor supervision, health services in all GOS/mission/
industry facilities are relatively consistent in terms of technical
protocols (both curative and preventive) and service delivery
policies through the efforts of the MOH to involve these personnel
in most training activities. However, because private physicians
and nurses have generally not participated in these training
efforts, their involvement in adopting MOH protocols and policies
has been limited. Most MOH in-service training efforts to
introduce new health care approaches are aimed at government,
mission, or industry-based health personnel, and generally do not
reach private nurses or physicians.

TABLE 2

Fixed Medical Facilities in Swaziland

Rural Public
General Health Health Qutreach

Region Hospitals Centers Units Clinics Sites
Manzini 2 0 2 53 50
Hhohho 3 1 2 30 27
Shiselweni 1 0 1 19 12
Lubombo 1 1 1 30 24

TOTAL .7 2 6 132 . 113

GOS portion 6 115 (est) 125 (est)

Source: Ministry of Health, EPI Plan, 1987
Note: Figures do not include private physicians or private
nurses operating their own private practices.
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While costs of mission and GOS outpatient and inpatient
services were equalized in 1984, neither for profit industry
services nor private nurse/physicians services were party to
the equalization scheme. In the MOH mission, facilities, and
industry health family planning services are generally provided
free-of -charge following payment of an initial registration fee
(E1.00). FLAS and private physicians and nurses typically
charge higher fees for all visits, including family planning.

The major providers of family planning services in Swaziland
are FLAS, the Ministry of Health, mission clinics,
industry-based clinics, private practitioners, and a few NGOs
such as the Baphalali Red Cross. Their various services are
described in the following section.

B. Coverage of Family Planning Services

(1) Clinical Services

In a 1987 nation-wide review of Primary Health Care service
delivery, most clinics surveyed provide family planning
services, although the mix of contraceptive methods offered
varies and may be quite limited.

The data in Table 3 represents FP services offered only in
rural or peri-urban areas, and does not reflect the more
accessible, wider range of services offered by FLAS and private
physicians in urban settings. While most MOH/mission/
industry-based clinics do provide limited family planning
services, many do not have staff fully trained in family
planning technology. The quality of services varies in relation
to the amount of training that the health care provider has
received (McDermott, personal communication). In 1986, the
MOH, with support from UNFPA prepared family planning protocols
and began introducing them to clinic staff through a training
sessions in contraceptive technology and counseling. Since
then, follow-up on-the-job training and introduction of
protocols to additional clinic staff has been carried out with
assistance from the Primary Health Care Project. To date,
nearly half the clinics have been reached and, despite the
absence of data to measure the impact of these efforts, many
believe that the clinics are beginning to provide better
quality services as a result of the guidance provided by the
new protocols and on-the-job training support.

FLAS, the most active provider and promoter of family planning
in the country, operates three clinics in the Mbabane - Manzini
corridor and serves approximately 30% of all family planning
clients in the country. FLAS has initiated many informational
and educational activities targeted at both clinic attendees
and the general public (see following IEC section). FLAS'
clientele consists mainly of younger, more educated, or
urbanized women, althonugh recent efforts to combat sexually
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TABLE 3

Family Planning Services Offered in Selected Swaziland Clinics

' Number Percentage
Total Clinics Surveyed 30 100
Clinics Providing FP 28 93
Methods: O0Cs 28 100

Injectables 25 89
Condoms 25 89
Foaming Tablets/Jelly 17 64
I1UDs 10 36
Diaphragms 6 21

Source: 1987 Primary Health Care Review, Ministry of Health [draft

report].

Note: Clinics surveyed are a combination of government, mission,
and private nurse services located in rural or peri-urban
Swaziland.

transmitted diseases (STDs) have generated a growing male
clientele. Yinger (1985), in evaluating a sampling of FLAS!'
client records, found that nearly 60% of the clientele were
younger than 25 years, only 15% were older than 3§ vears of age,
and approximately 70% had two or fewer children. 72% of clients
in FLAS clinics are single, and 41% have completed Ferm 4 or 5
(equivalent to U.S. grade 11-12 in high school). 9nly 10% of
FLAS clients were found to be unemployed or not attending

school. There are notable difterences between the clientele in
three clinics in terms of education, occupation, and marital
status which relates to the location of the clinic. The Malkerns
FLAS clinic is not as acc2ssible to teenagers and consequently
the Malkerns clijent generally is older, married, less
well-educated, and likely *o hold a lower skill job than the
Mbabane or Manzini FLAS client who is younger and better educated.

Yinger also analyzed continuation patterns and found that
overall, 50% of FLAS clients had never returned for a second
visit to the FLAS clinic. While the data indicates high
discontinuation rates, it is unknown whether clients have sought
family planning in other clinics than FLAS. Nevertheless, high
discontinuation rates appear to be a widespread problem
throughout Swaziland, and may be due to inadequate counseling,
follow-up, or other cultural factors.
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Private practitioners also provide family planning services to a
more elite and educated population who are more likely to accept
family planning than the more traditional rural communities
served by the MOH or mission clinics. Most private practitioners
offer the full range of contraceptive methods.

In addition to services provided through fixed health facilities,
the Red Cross provides outreach family planning services through
its five divisional offices located in each region and through
its one clinic and eight mobile clinics. Contraceptives are
provided free-of-charge to any person desiring supplies, although
a physician's examination is required for those individuals
requesting oral contraceptives or the IUCD. FLAS also has
initiated a pilot community-based distribution (CBD) program in
two rural communities and in the Mozambican refugee camps. The
FLAS-recruited and trained CBD workers provide family planning
information and commodities (condoms and foaming tablets) to
community members. The refugee camp CBD workers also provide
health education on other MCH services such as ORT, immunizations,
and ante-natal care.

Ministry policy (1979) states that family planning services are
to be provided on demand to adult women following a complete
medical examination. Generally, however, this is not enforced
and some ncn-prescriptive methods are provided without a full
medical examinaticn. The only exception to the MOH policy is
FLAS' pilot CBD program which offers non-prescriptive methods
(condoms, foam, jelly) without an exam. Such policies should be
reviewed with respect to the need to conduct a medical exam, and
the possibility of supplying and re-supplying oral contraceptives
through CBD programs without an -~ xamination.

While the husband's consent is not legally required for a women
to receive family planning, health workers are encouraged to
exercise their judgment in requiring consent based on their
knowledge of the cultural characteristics of the community
served. With the exception of tubal ligation, where stated
consent between partners would be preferable, enforcement of
consent is not desirable.

(2) Sexually Transmitted Diseases

FLAS reported to the Swazi press on November 24, 1987, that more
than 44,000 cases of sexually transmitted diseases (STDs) were
treated between 1983 and 1986 in government hospitals and clinics,
excluding private practitioners and traditional healers. The
principal STD problems in Swaziland include syphilis, gonorrhea,
candidiasis, chancroids, herpes, and other minor venereal
diseases. Most clinics presumptively treat STDs in the absence

of laboratory confirmation.

The incidence of STDs has been growing at an alarming rate. MOH
statistics for 1984 show that sexually transmitted diseases
(specifically syphilis) accounted for more than 5% of total
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outpatient visits to hospitals and clinics. Adding
genito-urinary complaints (contributing to an additional 6
percent) or and estimated total STD incidence rises to 11%. A
1985 WHO consultant (Nsanze) investigated the incidence of STDs
through clinic interviews and examinations of STD patients, and
corroborated these estimates by calculating that the STD
contribution of outpatient visits to total approximately 10.8%.
An analysis of 1984 delivery data at Mbabane Government Hospital
shows that 50% of the stillbirths were serologically positive for
syphilis (80 stillbirths among 3,000 deliveries) (McGrath,
personal communication).

While these figures are extremely high for any African country,
they are most likely underestimates of the actual magnitude of
the STD problem, since not all fixed facilities or private
physicians report statistics on STD visits. Furthermore, the
rate of syphilis has possibly increased since 1984 as evidenced
by positive rapid plasma reagin (RPR) tests, a serological test
for syphilis, conducted in 1986 on 22,820 women attending
antenatal clinics. Positive RPR rates averaged 11.7% of the test
population and were higher for women from industry areas (14%)
than fgr women from urban (12%), towns (11.9%) or rural areas
(10.7%).

Gonorrhea and other STDs may account for a further 10-15%
incidence above the 11% calculated above, bringing the estimated
annual STD incidence to levels approaching 25% of the
population. While clinical diagnosis has improved since 1984 due
to MOH technical training efforts, and thus may account for the
statistical rise in STDs, health professionals believe that many
cases go still untreated (and unreported) due to the stigma
associated with STDs and possible use of traditional remedies.
In addition, patients who cannot afford the fees for STD
treatment at FLAS or other more expensive private services and
who are referred to less expensive government services may be
"lost" in the referral process. [FLAS has reported that nearly
half of the clients who receive counselling about STDs do not
receive treatment at their clinics (FLAS, 1987).]

STD education is limited. The Ministry of Health has few
educational materials for STD patients. FLAS, however is
involved in STD education and information efforts to promote STD
treatment and prevention (see IEC section following).

Acquired Immune Deficiency Syndrome (AIDS) has also recently
appeared in Swaziland. In early 1988, the MOH officially reported
fifty-five (55) AIDS patients, although it is unclear whether
these are actually HIV carriers or actual AIDS cases. Earlier,
the MOH admitted unofficially to having many more '"cases",
although the Ministry would not release the exact number of

cases. Anecdotal information suggests that AIDS is affecting a

cross section of racial and eccnomic segments of the Swazi
population.

Although AIDS is a notifiable disease in Swaziland, it is
certainly under-reported due to lack of diagnostic skills among
health workers and the refusal of private physicians to report
HIV-positives to the MOH because of patient confidentiality
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problems. In a July 1987 non-random survey of 60 clinic
personnel, Wallace found that 28% could not define AIDS, and 33%
could not define how AIDS affects the body. Only 30% of those
surveyed could define 3 practical ways of preventing AIDS
transmission. To date, the MOH has not permitted any AIDS
education efforts to be conducted until inter-sectoral agreement
on the content of the message can be obtained. In the meantime,
the general public and health personnel receive most their AIDS
information through word-of-mouth and press reports. Clearly,
there is a need for consistent and ac:urate dissemination of AIDS
information on diagnosis, transmission, pathology, and prevention
for both the general public and health personnel.

The World Health Organization plans to assist the MOH in
conducting a serosurvey to measure the national prevalence of
AIDS, providing the MOH with laboratory testing equipment and
training, and assisting in AIDS education and training.

(3) Information, Education, and Communication (IEC)

Most clinical family planning services are offered on demand, and
are not actively promoted because of perceived political or
cultural sensitivities. Family planning is also not promoted due
to the lack of adequate family planning information materials
which can be distributed to active or potential users. Notably,
FLAS is the only institution in Swaziland which is involved in
active promotion of family planning. In the last several years,
FLAS has embarked on numerous IEC activities directed to specific
target groups - men, younger women, school children, chiefs,
women's groups, and parliamentarians.

FLAS' efforts in IEC first began in 1979 with the hiring of a
Family Life Educator. The unit expanded to two people by 1983
and to five full time employees by 1987. Most of the staff were
originally trained as teachers, and have gained limited IEC
experience through short workshops and on-the-job training. FLAS
prepares in-house most of the family planning mdterials (e.g.
booklets, posters, radio messages) available 1a the country with
some assistance crom the MOH Health Education Unit. Materials
are developed in response to expressed needs of a community or as
determined by FLAS senior level staff. In general, materials are
not pretested with the target audience prior to final production;
consequently, the quality of FLAS' materials has been less than
ideal due to limited funds and lack of experience in materials
production. FLAS also produces regular radio messages, generally
15 minutes in length, for broadcast several times per week.

Other agencies capable of producing family planning education
materials include the MOH Health Education Unit, which has
facilities for graphic art production, and the Development
Communications Center at Swaziland Broadcasting System (SBS),
which has limited capacity for radio/audio production. Neither
SBS or HEU independently develop FP materials or messages without
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FLAS involvement. Aside from FLAS, no other agency or
organization in Swaziland is involved in public education and
motivation of family planning.

FLAS has undertaken IEC several projects aimed at male
motivation. Lectures and information are provided to male
employees of selected companies, and employer-based distribution
(EBD) programs have been established at 3 firms. FLAS provides
full support for training and supplying EBD workers with
commodities and materials for family planning promotion.

FLAS has also undertaken several leadership awareness activities
with community leaders and parliamentarians to reduce negative
attitudes toward family planning. FLAS has collaborated with the
Office of Tinkhundla, through the AID-funded Swaziland Manpower
Development Project, in providing FP information to chiefs and
women's organizations. FLAS also conducted a seminar on
Population and Development for parliamentarians in 1985, where
parliamentarians made several recommendations regarding promotion
of family planning and the need for population and development
plannirng.

While initially very sensitive, family planning awareness
activities directed to leaders have been well-received. FLAS
staff, select GOS officials, and USAID advisors believe that in
Swaziland the demand for family planning information is very
high, and once such information is successfully disseminated,
resistant attitudes may diminish. FLAS intends to continue it
leadership awareness activities to promote greater acceptance of
family planning at a political and leadership level.

FLAS has also bteen involved in educating the public on prevention
and treatment of STDs. More than 8% of FLAS visits are
STD-related. During late November 1987, FLAS conducted a national
education campaign to promote treatment of STDs, to increase
awareness of the problems, and to reduce the stigma attached to
the diseases. However, in order to effect a reversal in the
increase of STD cases, quality materials and messages information
on the causes of STDs (including AIDS) need to be developed for
the general public.

(4) Manpower in Family Planning

As statec above, most health providers offer family planning
services on demand. However, what is exactly provided depends on
the training and experience of the provider and the availability
of needed equipment and support systems for that provider.

Between