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INTRODUCTION

This assessment of the status of population activities in
Zambia was conducted at the request of A.Tl.D./Zambia from
September 28 through October 10, 1980. The analysis ""as
conducted by a three pcrscn team of A.I.D. population, hzalth
and agriculture specialists representing REDSO/EA in Nairobi
and both Africa Bureau's Population Division and Development
Support Bureau's Population office in AID/Washington.

The team visited Government of the Republic of Zambia
(GRZ) Ministry of Health and parastatal facilities and
service sites. In addition, other donor agencies thought
to be working in the area of population were also contacted.
Interviews were conducted with fifty-one (51) individuals
from both urban and rural areas namely Lusaka, Ndola, Kitwe
and Fiwale Hills.

The result was that the team was able to collect comprehe-
sive information on the status of population activities in
zambia, the linkage and complimentarity of population activities
as related to the agriculture strategy outlined in AID/Zamblia
1982 Countrv Development Strategy Staterment (CDSS), the rocle
that Family Planning plays in Zambia's Primary Health Care
Program, and needs and gaps identified in present and past
populatinn programs. Finally , the team has made specific
recommendctions for AID's role and level of effort in providing
population assistances to Zambia.
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I.IMPLICATIONS OF THE PRESENT S5ITUATION WITH RESPECT TO

PGPULATION VARIABLES Ill ZAMBIA
-t

A. Present Demographic Situation

The mid-year 1980 population estimate for Zambia in
1980 was 5.834 million, making it a relatively sparsely
populated country relative to its neighboring countries.
It is also relatively urbanized, with 41 percent of the
population in urban areas. The population is concentrated
along the line of rail with Copperbelt Province being
the most populous, followed by Central P”ov1nce Northwestern
Province has a density of only 3 persons per km?2 compared

with 40 per km2 in copperbelt.

The annual rate of population growth appears to have
been increasing during the past decade to slightly over
3 percent. The age distribution pyramid is characteristic
cf populations with & high fertility rate and a high but
declining mortality. Life expectancy at birth is about 47
for males and 50 for females and has been rising in recent
years. Selected vital statistics appear in Appendix A.

Zambia with its rapid rate of urban growth caused by
both migration and high fertility rates will probably have
half its population living in cities by 1985 when the
population will reach about 7 million. Young males especially
leave the rural areas for jobs in the mines and in the
towns, leaving a shortage of male manpower cn farms. In
some rural areas cf Zambia there are 70 males for every
100 females. In urban areas the males outnumber the females.

The population of Zambia as a whole has a high level
of fertilitvy, with estimates of total fertility generally
being in the region of 7. There were two publications of
the Central Statistics Office on fertility based on the
1974 census, one decaling with fertility data £from beth
the census questions and from pregnancy histories, the
second dealing with inter-regicnal variations in fertility

The first publication reinterviewed a sample cf about
700 women who had participated in the 1974 census.
While mean total fertilitiy for women agad 15 to 39
was not significantly different at about 3 children betwecn
the survey and the census, substantial differences existed
by most other criteria. These will be summarized briefly:
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- In the census, women aged T :-1J subataentially
under-reported their fertil.:y, woman aged 20-24
moderately under-reported, women aged 25-29
were apparently accurate andé wemen aged 30-39
moderately over-reported.

- The degree of consistency by age groups followed
the same pattern for rban and rural samples
except for the 15-19's where the degree of under-
reporting was greatest for single urban (and
often educated) women.

- Female children were very subst:ntially under-
reported for all age groups in the census, most
especially by urban woren.

In 1973 a Universal Births and Deaths Registration
Act was passed making registration comgpulsary for all
ethnic groups. However, this developrment is still in its
initial stages although improving. In 1278 over 26,000
live births occurred in rural health centers, 2and cver
80,00C in hospitals. Thus, given the present birth rate,
about half of all births are occur*ing in a fixed health
institution. The percentage of deaths cccurring annually
in fined health institutions is considerably lower, or
about 17 percent of all deaths. Birth and deaths occuring

outside fixed health facilities are rarely registered, making

[P --:,

the Census the only accurate source of cemographic informatiorn.

The 1974 Sample Census of Population has still not
been completely analysed. In terrms of the sex of the head
of the household it is interesting to note that of the 12
percent of single person hOLSQQOLuS, half were male and
half female. Two, three and four person households were
equally common, each with about 14 percent of the cotal
population and one-third of all these households were
headel by women. Female-headed hcusenolds were less
common in the larger households of 5 persons or over where
they made up one ocut of every six houssholds. Almost
half the households in Zambia in 1574 had 5 or more persons.

The second publication reviewed all the historical
information available on inter-regional fertility in
Zarbia. The major findings will be sunmarized:

- The Northern and Cepparbelt Frcvinces had relatively
high leveis of fertility, the Western and Northwestarn
Provinces relatively low levels and the remainirng
provinces intermediate levels.
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= These differences aprear to be a reilection of
fertility differences betweon tribal groups,
which differences avpear to persist after migrations
to urban areas, suggesting that asnects of tribal
customs or environmental effect may be in part
responsible. /

= There did not appear to be any relationship
between the incidence of polycamy anéd the level
of fertility, nor other marital factors. Only 2
percent of Zambian women aged 40 to 44 report
never being married, and 18 is the average age
of marriage.

- Another recent publication focused on the fertility
behavior and attitudes of rural wemen and interviewed
almost 900 women in 9 districts. Som= highlights of this
study with data collected in 1979/80 are:

]

Most subject® had keen married twice.

The average child spacing period was cwo years.

Only in 2 districts Mahgu (5%) and Lundazi (17%)

were there any significant number of resovondents

who ever applied birth contrcl methods.

= In 5 of the 9 districts an average of 2 stiil-
births had occurred before interview.

= Most respondents said that the ideal family size

was "as God can give,"in 2 areas one-third thought

that 10 or more children was the ideal family size.

4

- The percentage of persons intending not to have
any more children ranged between one-third in
Mazabuke where the average nuiber of living childaren
was 4, to three-quarters in Monze where the averace
number of children was 5. Of those desiring to
terminate at their present family size, three-
quarters were women. Men were apt to want more
children,

The 1974 .Sample Census for Population in Zambia was
still not completely analyzed. The delay in reports,
enly half of which had btzen published was attributed to
lack of programmers. Thore was i3 demography section
headed by Mr. Sheikk and tuo renorts on fertility based
on the 1974 data had been fublished in 1975. 1In view of
the discrepancies betwean the Cansus ai.d sample survey
data reporved previously it would obviously be desirable
to repeat such a sumple survey with the 1930 Census,
Data collection for the latter had commenced in late
August. Reports werc not promiced for arother three years.
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Data collection for the 1930 Cu:nsus was underway at
the time of the team's visit. Substantial financial
assistance for the Census had becn provided by UNFPA.

Summary

The present demographic situation in Zambia is
characteristic of most developing African countries with
a rapidly growing population, having a high and increasing
percentage of children, a low but increasing proportion
of pecple over 60, and a low and declining proportion
of people in the productive age group (l£-60). This
is typical of countries with a high and constant fertility
and a rather high though declining mortality.

B. Government Policy with respect to Family Planning

In the past the Government has been silent on the role
of family planning o child spacing. Elective abortion in
Zambla ic fcrbidden under the Penal Code. However, according
to Section 3 of the Termination oI Pregnancy act. 1972
(Act No. 26 of 1972), medical akortion is permitted if
performed by a registered medical practitioner in a
hospital, It is normally necessary that the physician and
two other registered medical practitioners agree that
(a) the continuance of the pregnancy would involve risk
to the life or nealth (mental or pysical) of either the
mother or anv of her existing children, or (b) there is
substantial risk if the child ware born it would suffer
from "such ohysical or mental abnermalities as to be
geriously handicapped.'

Sovio~ncnnomic considerationq mayv play a role as in
Geterxining whether the continuance c¢f the pregnancy would
involve risk to the life or health of the mother, and
account may be taken of her "acturl or reasonable foreseeable
environment or of her age". There is no specific provision
for aborticn on humanitarian grouncas. In 1978 about 12,000
abortions were recorded by fixcd health ‘a»lllt;es, almost
all from hospitals. There was a difiererce of cpinicn as
to wbether the Act had recently keen amended to include
so¢cial grounds. Mr. Lloyd Siama2i, Lawver and General
Secretary to PPAZ,said that ii{ had not, though discussions
may have occurred.

Plan (TNDP) 1980-1584
v for improving and
oWs:

The Third Nationzl Developnment
summarized th2 objectives and s“::“
b

[ \.f‘g
expanding the health services as foll
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(1) Continued development of an effective and integrated
national health care system.

(ii) DPevelopment of basic health services in rural arcas
priority being given to those areas where no such
facilities exist.

(iil) Attainment of higher levels of Zambianisation
through expanded training programmes. During the
TNDP, the distribution of health workers will be
carefully examined.

(iv) Movement towards complete integration and expansion
of preventive and curative services.

(v) Provision of health protection to an increasing
number of mothers, infants, school-children and
certain vulnerable categoreis of workers.

(vi) Decentralisation of basic health services.

(vii) Nutritic: al well-bzing of the pcpulation, with
particular reference £o " vulnerable groups".

The most recent document "Health by the Pecople:
Proposals for Achieving Health for All in Zambia" produced
by the Planning Unit of the MOH in January, 1980 has been
accepted by the MOH and is expected to be endorsed hy
the Party in November 1980. It is focused on thes services
to be provided under primary health care to tackle the main
health prcblems of a community. Tl.e docunment clearly
states that marernal and child services, including child
spacing is one orf the necessary services (pg 13).

Cne of the ohstacles to delivery of child spacing
gervices to women desiring them is the restriction of
delivery of these services to physicians. Oral contcacaptives
and injectable contraceptive drugs appear on List A, or
those drugs which can only be prescribed by phvsicians.

If they were moved to List B they could be utilicgcd by
medical assistants and nurses. The insertion of IUD's is
viewed by some as being a "surgical procedure" and by others
as being utilizationof a medical device and thus not
subject to restriction of use to physicians only. With
training in IUD insertion rteing o part of the training

for family plenning given to registered nurse-mnidwives, it
is eobviously desirable to allow them to do so.

The present ratio of one MD for 8,000 population
means that their use must be concentrated cn conditions
requiring their intervention. The distribution of
doctors in Zambia is most uneven. At the University
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Teaching Hospital in Luszka chexe ¢ alzout 150 doctors
and specialists. Mining cecrnganies :mploy zbout 70 in
their hospitals, and about 50 are in private practice,
mainly in Lusaka. Zambianizatiorn i3 a stated priority,
but even if the present .training intake of 50 students
per annum were raised to 100 by 1932, there would still
be a shortfall of over 100 doctors hy 1990. Only 10% of
the 643 MD's in the country in 1977 were Zambians.

23 W

It is clear that the present polfcy of giving women
either a 3 months supply of oral centraceptives, or a
3 monthly inj.ction would reguire 4 rhysician visits
per annum, th... either severely restricting the patient
population for these services or tying up a significant
proportion of hysician time. Ammendment of the legal
status of the MNursing Act will be necessary to allow
delegation of selected practices to paramedical personnel
to clarify the present situation. tovement of both oral
and injectable contraceptives from List A to List B will
allow their use by nurses and medical assis*ants.

A recent development in policy is the appcintment of
a committee chaired by Dr. Mwambazi, the Assictant
Pirector for 2lanning in the MOH Lo szlect the membuers who
will be invited to sit on a multi-disciplinery Comnmittee
of Ministers Conference to consider Povulation Zolicy
issuyes. The Intarnational Labor Organization (ILC) has
gponsored this activity. It was not entirely clear what
the duties or authority of this comnmittee would be at the
time of the asscszment.

Most respondente interviewed by the team remarked cn
the changing political climate towards child spacing in
Zambia, They said that the topic hod crevicusly bheen
viewed as population limitation, often invelving “orced
sterilization procedures. YNow most preople understcod
that chiléd spacing involved the voluntary use of modern
methods and were more receptive. The single mewmber of
the Central Committee for Copperbelt Province interviewed
was extremely forceful in his support for family planning.

C. Agricultural Strateqgy

One of the objectives in the strategy for rural
development in the Third National Develcpment Flan is to
“increase food preduction and various other agricultural
¢ommedities with a view to achieving not only self-
gufficioncy, but also promcting exprorts.” Rural
development was alsc seen in the plan as including the
improvement of rural health.

-4 4
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The AID assistance progran as . .-

¢d in the Country
Development Strategy Statemenc (CDSI' ror 1%80 will be
directed towards the achievement of two basic GRZ objectives:

(1) to increase the incomes of traditicmal farmers; and (2) to
increase total food production. It states that the over-
whelming majority of the poor are composed of traditiona

farmer houscholds in the rural areas, and increasing the
income and therefore the purchasing power of this poor
majority is a pre-condition of sustained economic growth.

The human compone: . of the potentlal for agrlcultural
growth in production .:I income in Zambia is seen as the
most important one. & -2cent gJobal analysis conducted by
Hicks (1979) used mul-iple Ve~1e551on techniques to
analyse the effects of a variety of factors such as level
of investment, export earnings, capital flows and the
nature cf dcvelopment policies pursued on the growth rate.
The results suggested that a basic needs empha51s cn
development can be instrumental in increasing the Gress
Naticnal Product per capita. He concluded that meeting
those aspzcts of basic needs which build up a country's
human capital by inprovipg nealth and living conditions of
the poor are par+1cu¢ rly important. This suggests that
assistance to FP in Zambia may benefit the total population.

The following factors are important in any considera-
tion of the human factors involved in agricultural
producticn:

(a) Every third Zambian child was estimated to be mal—
nourished in 1978.

(b) Disorders of the newborn and perinatal period, many
of which are cdue tc low birthweiyht babies born ro
malnourished mothers are the two leading causes £ death
in Zambian hospitals.

(¢) Malnutrition and -anaemia together with diarrhoea (often
associated with malnutrition) account for nearly one-
guarter of deaths recorded in rural health centers.

(d) The percentage of- childhocd deabhﬁ in hospitals in
%ambia dlrectlj attributed to malnutrition has actually
heen rlalﬁg in recent years and is now about 14% cf child
deaths in hospitals.

(e) I+ ics estimated that about 40% of Zambian children
die before the age of 15, many from coniitions wnich could
be prevented or cured.

The rolz of women in Zambia agric 11+Lre should not be
underestimated. A% least one in five rural houscholds is
headed by ' omen. Women in some areas conduct almost all

3
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of the agricultural activity. Prohibly at lzast three-
quarters of all agricultural labor in the traditional
sector is performed by women. Women who are either
pregnant or nursing for-the majoritv of mos® of their
adult life cannot be expectei to perform the myriad
tasks that are their role'in Zambian societv without
deleterious effects on their health. Control over their
reproductive cycles would:

(a) Improve maternal health
(k) Improve child health and increase food availability
to the mother and children.

(c) Increase the quantity and quality of the females'
work capacity.

If assistance is given to improve child spacing in
Zambjia, agricultural productivity can be raised directly
by the factors cited above, and per capita income to thé
farm family raised, which is at least as important as
raising total farm income. In addition, raising maternal
reproductive eiffic.ency will conserve resources in bhoth
the health sector and nutritional areas. '
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II. EXISTING AND PLANNED POFUL-NTION ACTIVITIES

A. Traditional Health Sector

A review of the literature on birth control practices
makes it clear that the spacing cf births was greatly
valued by traditional values of the culture. Amongst
many of the ethnic groups in Zambia there existed a
postpartum taboo on intercourse until either the
child walked or while the child was breast fed.

Apart from abstinance other types of birth control
methods have been utilised since time immemorial.
These have included both coitus interuptus and some
use of the rhythm method.

Women in traditicnal cultures in Zambia have
always sought the assistance of local practitioners
including birth attendants to prevant conception or
cause abortions. Methods utilized to attain these ends
include the oral intake of herbal medicine, the local
application of traditional medicine and plant roots
in the birth canal, and the wearing of roots, charms
or other medicine on a string around the waist. Mcst
of the scattered literature on practices had been
gathered by anthropolocists.

Fertility levels in Zambia vary widely from
province to province, and also differs in urban arnd
rural areas. While some variation may be attributed
to the modern health sector, local :raditional
practices undoubtedly also play a part. One group
which has a2 low fertility rate are the Luvale, they
were extensively studied by Spring to establish the
relationships between medical and ritual participation
and natility. Her studv indicated that their
therapeutic style adversely affected fecundity and
increased fetal mortality by causing non-specific
infections and chemically and physically damaging
the women's vagina and her health.

There i3 a need to know more about people's
knowledge, attitudes, and practices with respect to
both the traditional and modern sectors. The few
comprehensive studies such as the one cited above only
deal vith a small percentages of the population. ™

* The MOH states in its new plans that increase cuoperation
between the traditicnal znd cosmounlitan practitioners. Their
future plans include the identifization and training of
traditicnal healers. If ¥FP services and information is to ba
made widely available, it is hoped that the MOH will

utilise all resources and persoanel.
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B. Government Health Services

The COZ health budget has demonstrated an increasing
national concern for health, recently the health
budget has exceeded 10 percent of the national budget.
While there hixs been a great deal of discussion cn increasing
emphasis on prevention, still 45 percent of the budget goes
to the large hospitals (University Teaching Hospital (or U'TH)
Ndola, Kitwe and the specialis: hospitals ). It is probably
unrealistic to expect much change in the amount allocated
to recurrent costs of these large curative institutions.
Any increased emphasis on prevention and rural family
planning searvices will have to be met from increases in
the total dollars spent for health.

More family planning services are currently being
delivered frcm the two largest hospitals in the country than
through any other individual outlets. Visits were paid by the
team to University Teaching Hospital and Ndola, and their
programs were substantial though currently hindered by
lack of supplies. These two units can be expected to
supply the nurse midwives who would form the trainers in
any expandad program.

(1) University Teaching Hospital

The Ministry of Health's University Teaching
Hospital (UTH) has the largest single family planning
clinic in Zambia. Family planning services are ofered
every afterrncon five days a week at UTH and six additionnl
clinic sessicns a week are offered by UTH staff at
surrounding nealth centers in Lusaka.

UTH started the first family planning clinic
Zambia in 1972. In 1975, thev received a two vear
Population Council Research Grant to launch a family
Planning program. At the end of the wC—year program
10,000 users were serviced at eight clinic sites. The
two-year rescarch grant documented the expanding neead
for family planning services. Since the Pcpulation
Council funds terminated, UTE has been able to maintain
the family planning service, but only with a skeletal
staff of trained nurses and Zambia enrolled nurses
who provide all of the services with medical back-up.

Dr. Chatterjee, who heads UTH familv planning unit,
discussed the current problem of commodity shortaces.
All oral contraceptives are received from Planned
Parenthcod sscciations of Zambie (PPAZ) and due to PPAT
shortages of contraceptives discucssed in the section
on PPAZ thz UTH along with many other family vlanning
clinics have not received cen ~aceptives since March 1980.
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Seventy percent of women using UTH clinics are using oral
contraceptives and we were told up to 70% of all current
pill users have had to temporarily discontinue using pills
until a shipment arrives.

Following the pill, in preference is Depo-Provera,
IUD's and lasc voluntary sterilization. The demand for
sterilization at UTH is very low averaging about 50 patients
per yeur,

Dr. Chatterjee has received John Hopkins Program for
International Education in Gynsecology and Obstetrics
(JHPIEGO) training in Advances in Reproductive Health inc-
luding clinical training in laparosccuic sterilization and
UTH has a working laparscope. Mcst sterilizations performed
at UTH are done for obstetrical reasons.

Dr. Chatterijee is currently cordinating two studies
of interest in family wlanning. One is a WHO-sponsored
study on Depo-Provera.l he other is on the effects of
switching :tyre and dosage of oval centraceptive, conducted
partly because the problcm UTH has frequently e<per1enced
in receiving commodity snlpm@n s that differ from what
i1s ordered. Pill-users have to frequently change the
type of pill dus to these circumstances. Althouqh it
varies from service site to service site, consent forms
signed by husbands are supposed to be a rcquirement prior-
to any women receiving contraception. This regulation
is enforced at UTH

(2) Ndola Central Hospital

Family planning has been offered at this 700 bed
hospital for the past seven vears. Family planning
services are given once a week and an average of 150
clients are ssen per clinic day. The consent form is not
a requirement before receiving services at this hospital .
Commodities are received from PPAZ and at the time of the
team's visit they had a contraceptive shortage with no
pills for three weeks. Both hospitals had physicians who
were dcdicated to supplying family planning
services to patienis who desired them. Sufficient nursing

taff hoa received FP treining to deliver the present level
of services. The cliients of both heo:zpitals scmetimes
travelled considerable distances to receive services, since
so few rural areas oficred FP.

(3) Cther Government Hospitals

In addition to the three Central hospitals and the
Special hospitals(leprosy, mental diszase and childéren)
thare are 9 General hospitals located in the provincial
capitals and two district capitals. Below that level are
3C District hospitals which serve as referral centers for
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small facilities in the districts, 9 of these are run
by Missions. While the team did not visit any of the
smaller hospitals it is thought that few of the MOH
hospitals offer FP services.
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(4) Zambia Flying Doctor Service

The Zambia Flying Doctor Service (ZFDS) was founded in
1965. The organization based in Ndola is quasi -
governmental. .It receives almost all of its funding from
the government but is also able to receive external
support. The ZFDS has full responsibility for servicing
and staffing fifteen (15) primary health care clinics in
remote parts of Zzambia where there are no other health
facilities. They also service six Christian Mission dis-
pPensaries and health centers. The ZFDS operates with a
small staff which includes medical, nursing, and paramedical
personnel. They have four twin-engined planes and make
daily flights to conduct clinics at various sc vice. sites.
24 - hour on - call service is also provided tc pick-up
and transport emergency cases to Ndola Central Hospital for
treatment. Radio communication with all ZFDS clinics is
available.Though reportedly expensive, it is perhaps the
only way of reaching remote regions until the governmet
develops a means of iund transport to these rural areas.

The ZFDS is interested in family planning and is currently
pProviding it on a limited scale as part of their health
care activities. They average 4-5 family planning clients
per clinic session and have a present case lcad of
approximately 40-50 acceptors. Family planning services
could be expanded however 2ZrDS, 1like many other health
service organizacionsin Zampia providing family planning, dces
not have zn adequate and continuous supply of rontraceptives
from PPAZ.

A few ZFDS staff have received special training in
family planning. One medical doctor has attended the
(JHPIEGO) Adminstrators course in November 1975 followed
by clinical practical training in laparoscopic techniques
and sterilization in Jamaica. (JHPIEGO -~ Johns Hopkins
Program in International Education in Obstetrics and
Gynaecology). There has heen a delayv in receiving the
Yaparoscopic equipment to be instailed for use in Zambia due
.co the unanticipated delay in converting a rural clinic
into an operating thaatre facility, and completing a landing
airstrip to the clinic. It is hoped that the renovation
will be completed by December 1986 after which the
laparcscope can be installed for use.

There appear to be no plans by the MOH for the exXpansion
of this expensive and primarily curative service. About
4,000 MCH patients are seen 2er annum and Lmmunizations are
also given. If the ZFDS continues with abou: the sanie
number of staff serving remote rural clinics, ite neads
for commodities and training should be easily mat by the
channels open to other MOH family planning outlets.
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(5) Rural Health Centers

The basic health facility in Zambia is the rural
health center.  There are over 500 currently being run
by the government. They are mainly in rural areas and
ideally are supposed to cover about 1,250 square kilcmeters.
At present most lack the minimum staff, both at the
medical assistant and ZEN or ZEM levels. Two-thirds have
no health assistznts. The new health plans call for
this level to provide a wide variety of services
including health education and MCH with child spacing.
If the rural hcalth centers are to be effective in providing
a full rznge of services the staffing problems of this level
will have to be addressed. An additional duty of their
staff will be supervision of the Community Health Workers
in each Primary Health Care Unit. At present staffing
levels it is unrealistic to expect any large expansicn
of the FP program through MOH rural health centers or
clinics.

" In the long run if FP services are to he made available
to the rural population, the services will have to be
based at the rural health center. At the moment cover: e
by this level ranges from 84 percent of the rurzl popnlaticn
in reasonable distance (15-20 km) in Eastern Frovince to
slightly over half in Northern and Western Provinces. The
new plan in Health by the People calls for an ircrease of
200 additional health sub-centers to be buil: in next 10
years. It alsc states quite frankly that the building of 2C
new Distiict hospitals (or one for every 100,C00 population
increase) is not feasible given the present financial
constraints.

C. Mission Health Services

The mission hospital and clinic system is a key
component of the rural health delivery system. The missions
operate 28 hospitals or over a third of all hospitals in the
country. They also operate over 40 clinics, and probably
see a larger percentage of the rural population than the
number of facilities would indicate since people are aware
of the better staifing and greater availability of medica-
tions at the mission facilities.

-The MOH provides the mission facilities with grants to
cover agreed upon percentages of staff salaries, bed cost
and capital expenditures. Hewever, in all cases the amounts
reimbursed do not cover actual costs, and most missicns
subsidiza their health sorvices, usually with assistance
from overseas mission branches. Both mission and gcvernment
health services arse provided free <f charge. The Miaistr
of Health has included the CMAZ in their Primary Health Cars
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Program. Where it is expected to continue its roles in tho2
delivery of primary health care and also in the training
of health personnel. Currently CMAZ affiliated Missions
operate 9 training schools.

(1) Churches M=dical Association of Zambia

The Churches Medical Association of Zambia (CMAZ) was
established in 1970 and is a registered body which coor-
dinates church-related medical work with the iinistry of
Health. Fifty percent (50%) of institutional health care in
rural arcas and thiriy percent (30%) in urban areas are
provided by CMAZ hospitals and clinics.

As a body, the CMAZ is supportive of family planning.
Infact, family planning services are seen as an important
component of the primary health care program and are currently
provided by a member of CMAZ agencies. Catholic agencies
are also providing Natural Family Planning in their clinics.

The central executive body of CMAZ, realizes that all
hospitals and clinics within their association are made up
of autonomous agencies and do not centrally promote particular
services or drugs. Therefore the decision to provide family
planning services is left up to each institution. Family
Planning International Assistance (FPIA) provides contracep-
tive supplies to 12 CMAZ hospitals. Contraceptives have
been shipned directly to CMAZ headguarters. So far staff
have had no preblem with customs, transport or distribution to
the appropriate hospital.

If FPIA were interested in providing contraceptives to
¢dditional CMAZL hospitals, the CMAZ central committee would
be happy to circulate an FPIA written anwnowncerent to all its
affiliates inviting them tc avail themselves of FPIA's
commodities assistance. The CMAZ headquarters offered to
handle all of the ordering and distribution of commodities.

(2) Makeni Ecumenical Center

The Makeni Ecumenical Center offers a variety of
services to a large community cn tha cutskirts of Lusaka,
Eighty percent of the clients using the Center ccme frcm
the surrounding neighkorhoods. The programs include education
and special interest courses, medical services including
family planning, pre-school services, Christian activities,
treatment of malnutrition.and library services. Courses
include agriculture, nutrition, sewing, first aid, technical
training anrd theology.



Family planning is offered ina cneroom clinic once
a. veek., A fcmale doctor delivers the searvices and the
government pays all clinic staff salaries. Approximately
60-70 clients currently receive family planning services.
The Family Planning International Assistance (FPIA) currently
supplies all of the center's contraceptives. Forty-nine
thousand (49,000) general patients werc seen at Makeni last
year, the majority being mothers and children.

The demand for family planning scrvices is increasing
and the Center is planning to expand its facilities and
increase its staff to be able to respond to this increasing
need for family planning. Staff from the Center have requast-—
ed funds from the Dutch Catholic Donor Agancy, MEMISA,
to expand the present clinic. With this expansion the
center will be able to double its capacity and offer
services seven days a week. Family Planning will then be an
integrated service and offered during all clinic sessions.
Makeni is also interested in expanding its medical and
family planning services to squatter setilements ard
unrecognized townships surrounding Lusaka. The expansion
of these services would require a mobile cliric unit,
increased cemmodities and the training of staff in family
planning clinical skills, and client cducation and motivation.
An approved proposal between ilakeni and FPIA has been precared o
provide these mobile family planning services.

(3) Natural Family Planninglife Promotion Committee

Natural Family Planning (NFP) is a relatively new
movement and is in its infancy stac¢es in Zambia. Interest
started aiter the 1976 Worlid NI'P ccnference in Australia
which was attended by a2 few Zambians. A seminar on Family
Life and Natural Child Spacing was held in Lusaka in
November of 1979. The West German Catholic Dener Agency,
Mesereor, provided funds for the semincr. OCver )OO
participants from govaernment and non-governmental orcani-
zations interested in family planning attended. Those
in attendance expressed their desire to start NFP prograxs
but unfortunately no follow-up was periormed d.c to lack
of funds. Since that time a Family Life Promotion Committee
has been developed whose membersh.p primarily represent
the Zambia Ewviscopal Conference Commissicn for Development,
Christian Council of Zambia and the Zambia Council for
Social Development. The purpose of this.Committee is to
Plan actions to inc:iease the awareness of peliticians and
policy makers concerning the inportance of NFF, to develop
& strategy to train NFP trainers, and to seek funding for
the support of NFP activities.
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Although the total number of user - couples is very
small, NFP is practiced in all ninre provinces in Zambia.
wWhile those interested in NFP say that it is not a
Catholic movement, the Catholic Diocese and the Catholic
Secretariat have spearheaded the movement. About 40-50% of
Zambian population are Catholics although it varies
drastically from province to province (i.e. Northern
Province - 80%)Western Province - 10%).

NFP is seen as complimentary to other artificial methods
and in NFP training sessions for potential users all
methcds of contraception are discussed. When couples request
methods or devices other than RFP, they are referred to
to other traditional family planning clinics. Most NFP
services are provided on an ad hoc basis. The only formal
clinic to date in Zambia is at the University Teaching
Hospital which is headed by Dr. T.ndo.

Future plans of the Family Life Promotion Committee
include conducting a users program for interested couples
and a trzinces program for NFP iteachers planned for April
1981. MISEREOR will be providing the funding for these
workshops.
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IIL. Donor Programs in Family Planning

A. United Nations Fund for Population Activities

Family Health Project

The UNFPA - funded and World Health Organization
implemented Family PQJLU1ETD]pCt is currencly the largest
single donor to the GRZ's new Primary Health Care Programme.
It calls for a $2.1 million contributicn over a three year
perind. While originally planned to begin in 1978, expatriate
staffing problems delayed implementation by over two years.

In addition, the MOH is experiencing difficulty in getting
WHO to release funds for project implementation, now that
the expatriate staff have arrived.

The principal UNFPA elenents of this project will be:

- One Medical Officer, MOH/Child Spacing

- One Evaluation Officer, MOH/Child Spacing
- Fellowships for Training

-  Vehicles:

20 Land Rovers fcr lMobile Teams
8 Station Wagons for Supervisors
2 Four wheel-drive-vehicles for Family
Health Division,/MCH
1 Car for FHD/MOH
Clinical Equipment (including 500 IUD insexrtion kite)
Tointing and Audio-visual ecuipment
- Contraceptive supplies: couvle vears protecti
408,000 Montb¢y cvcles or plLLS (31,325 coupl
117,C00 doses 1njcctablea (27,209 couple year
14,700 IUD's (44,100 ccuple years)
15,500 diavhrachms (31,000 couple vears)
15,500 doz condoms = 180,000 pieces (1,800 couple vears)

*
years)

)

(ﬂ(DO

TOTAL = 135,494 couple-yesars of protection

* Couple-~years of protection calculated as follows:
1l couple year = 13 cycles pills

4.3 injections
0.33 IUD's
0.5C Diarvhrahm
100 condoms

iun
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These supplies will be supplencnated by supplies donated
from other sources, probably IPEF ana FPIA. The IUD kits and
other contraceptives represent 9% of the total costs of this
project.

The original project description indicates that while
family planning (child spacing) will form part of the project,
emphasis will be on other basic health services. Coverage
of the at-risk populations will increcase as follows: (source, p.lé
of UNFPA proposal).

1975 Proposed
Service Coverage 1983

- Coverage
Inder-five 403 0%
Anti-natal 71% "95%
Post-natal 42% 80%
Child spacing 1.1% 3.5%

Rowever, the discussions held during Scptember and October of
1980 lecad te the conclusion that there is now a large need for
chiidspacing scrvices, perhaps unanticipated when the project
document was draficd in 1977.

As this UNFPA project represe\ts a major input to the Primary
Health Care Programme, it will be prudent to monitor its
implemencation to dzcermine if therz are majcr gaps which
additional assistance can bridge. However, it is too early
to make an assesswment at this time,



B. wedish International Development Authoritvy

Primary Health Care Coordinator Training

Development assistance to Zambia from Sweden is in the
form of sector support to agriculture (U.S. $15 million in
FY 80), health (U.S. $5.4 million in FY 81), and education
(U.S.$6.7 million in FY 80). The health sector support is
spent for items deternined annually by a team from Sweden
jointly with the Ministry of Health. In general, S.I.D.A.'s
target group is the same as AID'%,namely the rural poor.

The S.I.D.A. health sector support planned for FY 81
will focus on the Primary Health Care Prcgram, and therefore
will indirectly benefit the family planning services to be
uclivered as part of that program. The following items. are
jillustrative for FY 81 (negotiations were almost final as
of October 8, 1980, when this information was received.)

Rural Health Centers
Construction and upgrading u,s. $ 125,000
Training of Perscnnel
(Medical Assistants and CHW's 1,000,000
gupport for Planning Unit - MCH
(for PHC) 175,000
Vehicle HMaintenance 625,000
Materials for local nutrition Surveys 125,C00
Suppor. for post-basic nursing school 750,000
Personnel Costs 2,800,000

uUss$ 5,400,000

SIDA expects to be able to continue ite dispersal rate of over

90% each year, due to careful timing of its missions to Zambia,
followed by timely reguests from the HMOH for inclusion of their
assistance in the budget approved by the lagislature.

€. Contractors and Grantees Receiving U.S.A.I.D. Support

e

{1) Planned Parenthood Association of Zzawbia

The Planned Parenthood Association of Zambia (PDAZ) was
started in 1972 as an International Planned Parenthood
Federation (IPPF) affiliate. The headquarter's orffice w

(O]

a
moved from Ndola to Lusaka in 1978. The Luszka h=adguarters
shares some program responsibilities with the regional office

in Ndola.
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to procure and distribute contraccptives in bulk and free

of charge to approximately 205 clinic and hcspital sitec

throughout the country. Practically all contraceptive

procuremant in Zambia is performed by PPAZ.

The PPAZ has 14 branch offices that cover all nine provinces.
Each branch office has one psid field officer and volunteers
who assist in the program arcas of information education and
motivation.

Since its formation, .the PPZA has experienced a large
turnover of staff and volunteers. Consequently administration
and management of the organization has been weak. The 1975
IPPF arnual report on PPAZ states: "In terms of past performance
PPAZ has been characterized by rapid turnover and pooir progyanl
develonment and implementation., Administraticon has been weak
and has lacked the necessary capacity to implement a viable
and dynamic program. Essential documents have nct only been
submitted lete, they have baen poorly prepared. '

By far the most serious proklem PPAZ has experienced to
date was last December 1979 when the office lLeadguarters was
totally destroved by fire. The major disaster, attributed to
an electrical fault in one of the cables on the rooZ of the
building, resulted 'n the less of their entire stock of
commodities, office furniture, audio visual eguipment, oZfice
files and accounting documents. The estimated total loss was
$%51,006. AID assisted the PPAZ in recov““lwg nax their
lcsses by *rfv;‘wng U.5. 9,900 dollars Zrom its
population ac: vities account for the purchase cf
equiprent and a new generator. A commodity orcer
to the IPPF regional off in Naircbi to replace
contraceptives lost in t fire. The (Consicnment arr
in Dar es Salaam in Februarv 1980. It had Leen piliere
during shipment, and settlement of the insurance claim was
not promptly addressed bv P2AZ. A routine shipment of
conmodities did not arrive in Lusaka until seven (7) months
later cor until Sept. 1980. This resulrved in many cf the
family planning clinics in Zambia completzly ruvnning out of
contracevtives. The University Teaching Hospita] the largest
family rlanning clinic in Zanbia, haé not had contraceptives
since Mooch 1630, Although the contraceptives did finally
arrive six months later, this problem raised many guesticns
goncerning the ability of FPAZ to be the sole supplier of
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(2) The Pathfinder Fund

This six month project (PIN 6298) conducted with the
PPAZ trained 30 rural Zambia enrolled nursed (ZENS) in
family planning (including IUD inserticn) The t*alnlng was
conducted at the UTH. The obiective was to eguip ZEN's
with the necessary family planning skills to eneble them to
deliver services in clinics wvhere fzmilv planning is currently
not b2ing offered due to lack of trained personnel.

To date all 30 have keen trained but there has been no
follow-up due to inability to start new family planning services
because of the contraceptive shortage.

(3) The Centre for Population Activities

This support was given .to assist the PPAZ in improwving the
guality and aveilabilitv of fanily planning services through
mdndgeﬂJ“t/SuueVVlSOYV trainin It begen in 1378 vhen a few
PPAZ stafif mempers attended a "anacemont programs in Mauritius
and ‘washingtcn D.C. At that me PPAZ recguastzd UEIDPX acssistance
to conduct in-country : vanaqeﬂent programs IZor rPAZ and MOH
staff. The Zfollowing have been conducted to date: '

1. May 1979 "Staff and volunteers
Workchoo" co-sponsored by PPAZ in Ndola.

2. March 1980 "Effective management and supervisor
workshep, co-sponsored by PPAZ in Livingston

The szcond workshop was unicue in that it involved MCH
perscnnal who worked with PFAZ in providing management
a

and surerviscry training to those individuals in the actual
implementation of family planning services.

(4) Johns Hookins Program for International Zducation in
Gynaecology and Obstetrics (JEPIEGO)

In April 1979 a System A Laparoscope and a Laprccator
were instasled at the Univer51ty of Zambia -cuchlng Hospital
by a JIEIPIECGO consultant, Dr. Xevin Xearnsy. Four phyvsicians,
one adminis“rator and one nurse IZrem this institution have
received JHPIZGO training in reproductive hezlth and laparascopi
steriliza=icrn. JYPIEGO has alsc trained a nurse from the Makulu
Health Center and an administrator affiliated with the Ministry
of Health.

2

In NWoveuba2ry 1279, Dr. Bijon Paul of the Zambia Flying Doctor':
Service 2+tended a JURPIZCO ~dminlistrators Course, followsd

by clinical pracctical Lraining in Jawuic: at :the University

of the West 1ndies. JHPIEGO has written to the Director of
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IV. PROBLENMS AND NEEDS IDENTIFTIED IN THE PROVISION
OF FAMILY PLANNING SERVICES

In observing clinic facilities and talking with family
planning leaders in both government and non-governmental
programs, the following problcis, experienced by most
clinic services and staff were identified:

A, Commodity Shortages

Except for Makeni Ecumenical Center and some of the CMAZ
mission hospitals, Planned Parenthood Association of Zambia
(PPAZ) provid~d all contraceptives to government and parastatal
family planning clinics. Each clinic or hospital places their
orders directly to PPAZ. PPAZ orders and delivers contraceptives
to each clinic. No central government body coordinates what
is beinyg ordered, how much, or where it is being sent. The
recent critical problem of lack of commodities is not entirely
the faculty of PPAZ but cdntinuing users all over Zambia have had to
stop taking pills due to the lack of supply and are at an
undesired risk of oregnancy. A routine shipment had been
sent by IPPI' Nairobi and arrived during the team's visit.
However, having the supply in country does not alwavs solve
the problem. Transport has keen and continues to be a problem
for all most ministry and parastatal programs, including PPAZ.

An adequate and continuing supply of contraceptives was urgently
needed. If PPAZ is to be a major supplier and distributor

of contraceptives,they could use assistance in setting up a
managenent aud commodity system. Care must be taken to provide
a continuous supply of contraceptives and provide plll users
with same type and dosage of pill.

It would b= desirxable to analyse the need for contraceptive
supplies and make nuneric recommendations. Unfortunately, the
data gathered to date are signifcantly inaccurate and vague to
make such estimates impossible.

Mr. Daka of PPAZ provided the following data.
On October 8, 1980. In 1979,a total of 105,910 cycles of
orals were distributed. There were 23, 172 new acceptors (all
methods) and 43,542 continuing users (Qll methods), (No
definition of new and continuing was provided.)

If we-essume that half of all acceptors (new and old)
used pille, then 33,357 women chose pills, and received an
average of 3 cycles per woman . Either the figures are
very low, or a majority of women accepcted towards the end
of the year. Inasmuch as IPPF's assessaant team of March, 1980
alsco ccrmmented that user statistics were inconsistent,
probabliy these figures are not ccmplete



B. Legal Constraintsg against Traineq Nurses/Midwives
—=—= -Onstr =

Providing Family Planning Services

A number of nurses and midwives have received training
in family Planning, However, most are not able to Practice
family planning as it jig S€en as the responsibility of the
pnysician.UTH was {the only,large Lamily pPlanning Service

alot of interest expressegq by both Physicians and SSpecially
nurses jip chanqing this lega) “onstraint ip Order to enable

Another Problem jis that traineqg family planning urses are

Ooften assigned tqo work in wards that go not include family

planning activitieg, There is 3 lack of recognition of nursing
specialization and therefore nurses are rotateg throughout

Rursas ang midwivesg to incluge skills ang information about
family Planning and by educating those making aSsignments to
Specific nursing Positions,

C. ILack Of Trained Manpower to Provige Family
_ ——===F Tamil

Planning Services

The ney "Health by thePeople" Primary health care prograp
calls For family Planning o be Provided at all rurajl health
Centers throuchoyt dambia. The current basje Curriculi of all
health Prefessiong roles includes little, jif any, family
planning training. Infact the Curricula of bagic health
PYXoyrams 5till Cmphasizesg Curative care with only brief
mention or FP. 79 Produce health workers who canp
Provide Preventive Primary health Care reguires Curriculup
re—development, a development CUrrently underway jinp a number
Cf health Programs, For EXanple, the Nurses ang Midwifery
Act. No, 3535 of 1970 is being Tevamped g include 4 broadey
Curricuelynm in Primary health ¢4 include family planning.
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V. RECOMMENDATIONS FOR ASSISTANCE TC OPULATION/FAMILY
EEALNIVG IN ZANBIA

A. Rationale vis-a-vis USAID CDSS Obijectives

The USAID/Zambia CDSS for the period FY82 - 86 concluded
that AID/Zambia strategy should have two orjectives, and
should not be distracted by activities which do not contribute
to those objectives. This approach was accepted by AID/W with
the clear understanding that although the objectives of
increased small farmer income and increased food production
are in the agricultural sector, activities in the population
sector might also contribute to progress towards the objectives.

The role of population growth (approximately 3%) in
Zambia's development was discussed in the CDSS. In recent years
real income per capita has been decliring (p. vii, CDSS); there
is insufficient data to make the sawe conclusion about per
tapita food production; although the incidence of malnutrition
increased ﬁarkedly between 1970/71 (23%) and 1978 (38%) among

2hildren under five (p. 36, CDSS) which indicates gerious
problems concerning food consumption, probably related to
either oroduction or income levels, both of which affect food
availability.

An examination of the potential impact of slower
population growth on each of the two AID/Zambia objectives
reveals the following factors. It is assumed that this reduction
will be accomplished by means of lower fertility (births per
‘woman ) produced by increased pract.ce oi contraception
resu1t1ng from better avallab1lltv of fanily planning (child-
spacing) services and supplies on a nationwide basis.

(1) Increasing Small Farmexr Income

If the rate of population growth were less than the
current 3%, what impact might that change have on small
farmer inccme? In per capita terms, the relationship is clear:
as a small farmer's income rises, it rises faster on a per
capita basis if he has fewer rather than more family members
among whom to divide it. This also holds at the national
level.

More reproductive efficiency, meaning fewer pregnancies
vhich end in a fetal death, a still-birth, or a live birth
?ollowed by an infant or child death, which come as a conse-
quenﬁe of better svaced pregnancies and fewer total births,
requires less investrent by the small farmer of his income
or other resourcss wa:cn produce income such as his and hlq

wife's tinme, or fecodstuffs lost when a pregnancy terminate
early or a child dies.
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Thererfore, effectively, avail«w.l: incera is increased.
Examples of expenditures viich nicr: ki avolied for & child
who subseguently dies would be fecs in cash or in kind for
triditional medical care, or for expenses atltendant to
scliwoling for children, such as bocks or uniforms.

' i
!

Small farmer incomes would also increase as a conse
quence of family plnnnlnc in that fced procucad and not consumed
to support pregnancies or ofispring who later cdie is available
as surplus to sell thus increasing farm income.

(2) Increasing Total Food Production

Agaln the relationship of slower populatlon growth to
food production ver capita, the reason g;ven for the choice
of this objective in the CDSS (p. 46) is clear, and operates
as described above concerning small farmer income per capita.

The mechanism described above which will increase small
farmer income will OFf course also have the effect of increasing
production since farmers will be able to purchase nore of the
inputs necessary to production.

Women are heads of at least 20% of rural houceholds in
zambia, and as much as 803% of all focd in th: trazditiornal
sector in Zambia is producesd by women. Prcduction can be
increasad if there is a decrease in the 5.1 years the average
Zambian wor an now spends pregnant, 2nd the 13.8 vears she now
spends nursing the average of 6.9 children she bears.
Pregnancy reduces her abll’tv to perform labor, while nursing
requires that she have thes infant with hexr constantly
restraining how fast she can work and how far away from
home sha can work. If women had an average of hildren
instead of the current 6.2, the average woman wou.3d spend 8
years lass either pragnant or nursing, which would make her
more available for such work, thus increasing the productivity
of womaen farmers and thereifore the entire ag*lculturaT sectoer
The same would apply to Zambia's overall procu:t1v1ty, which
could be increased if a larger proportion of adult women
were able to participate in the cconcrny of the nation.
{Currazatly, women 15-49 have lowsr rates of erployment than
those younger or older p.l0-11 - CDSS.)

e
r

There are few women agricultural agents or women working
in positions related to agriculture such as in credit or
marxeting institutions. Cr.e reason is their highter drop-out rat
Irom secondary schools, freguently attributable to unwanted
pregnancies. Vere this ccnstraint addressed, more female
might qualify for these agriculturally related occupations.
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To increase total production in Zambia will require more
complex management and incrcased inputs (p. 22, CDSS).
Slower population growth will provide an increased time period
during which such management and inputs can be developed
before increasad lands are required to produce food to
feed an increased population or for export.

The choice of nationwi e availability of family planning
services and supplies as the means to reduce population
growth in Zambia, will influence the outccme. Fopulation
growth occurs when births and net migration exceed deaths.
This is the case in Zambia, with a birth rate of 52 per 1000,
and a death rate of 21 per 1000, and negligible net migration,
leading to a growth rate of approximately 3.1% per year.
Any or all of the following would causa the growth rate to
decline: an increase in the net outnigration rate; an ihcrease
in the death rate; or a decrease in the birth rate. As net
outmigration only moves population problems, and increasing
death rates are both unlikely and undesirable from a human
point uf view, a reduction in the birth rate, or fertility, is
the method of choice in reducing pcpulation greocwih.

The birth rate may be reduced by decreasing the rate of
conception or by the practice of abeortion following conception.
While Zambia has a very liberal atortion law among Sub--Saharan
MAfrican States, this means of reducing the birth rate is costly
both in health terms and in health care resources seguired, and
is not desirable as a ‘arge-scale measure. Tazrefores, reducing
the rate of conception is the method of choice to reduce the
birth rate

Conception rates can be reduced by reducing exposure to
preynancy, which occurs in Zambia when men migrate to the
cities, leaving women behind. However, the higher birth
rates in cities in Zambia may indicate that while rural wives
experience reduced exposure to pregnancy, due to male rural
to urban migration, total pregnancies may rot be reduced as
much as might be cexpected.

Conception rates can also be reduced by the practice cf
contracertion. Every individual interviewed indicated that
currently the demand for family planning services and
supplies far outstrips the supply. Therefore, the more
effective provision of contraceptive services and supplies on
a nationwide basis in Zambia will very likely increasce the
proportica Of women connrachtlng, and therebv reduce pcpulaticn
growth rates, simultaneously increasing small farmer inccme and
total agricultural production. The provision of family planning
services and supplies is hampzred at this time by several
constraints, described more fully in section II.D above.
Bricfly, there are a lack of supplies and an adequate logistics
system; lack of managemcent skills at the PPAZ, which are
essentcial to expansion and monitoring of services, and a
similar lack of skills is the information and education arena.
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B. Recommendations for Suggested Assistance

The recommendations section which follows addresses the
desirability of assistance for cormodities, technical assistance,
participant training, and local cost projects. The recomme-
ndations go beyond activities which can or should be funded
by AID or its intermediaries, and include recommendations
for action by IPPF and UNFPA. A final section is included
concerning the management role of AID/Zamiba in carrying out
these recommendations and subsequent situations which will
arise. The implumentation of these recommendations is felt
to be the minimum necessary for the expansion of nation-wide
family planning services in Zambia to meet current and future
demand.

(1) Commodities

The greatest impediment to provision of adequate
family planning in Zambia encountered was lack of contraceptive
supplies. The total amount of supply entering the country
is quite modest, and there is no reservoir of supply to
cushion the svstem against pcoblems such as the PPAZ fire
of December, 1979 or the shipment problemns occurring in March,
1986 (the combhination resulted in no supvlies for 3-4 months in
many places during June - Sept. 198C), There is cnly one
major irporter (PPAZ) which subjects the entire supply to the
same problems of transport and warehousing.

Recommendation 1: Contraceptive Supplies

{a) There should be mutiple sources of supply to multiple
receipents, using multiple warehouse points.
For example, regarding oral ccntraceptives,

IPPF ccntinue éonations to PPAZ
FPIA bagin donaticns to PPAZ
FPIA continue donations to CMAZ
UNFPA donate, as planned, to NOH

For injectables,
IPPF donate to PPAZ
UNFPA donate as planned to MOH
CMAZ receive supplies from MOH and/oxr PPAZ

(b) A minimum of six-month's supply should be routinely
naintained in warehouses as a buffer against transport
problems such as PPAZ experienced in the March-September 1980
period.

(c) Sharing of donated commodities should be practiced
when any supply line experiences probleins.



(2) Technical Assistance

Technical assistance is needed in Zambia in the fields

of commodity manacement and logistics, management of the
PPAZ, and information, education, and communications (IEC)
programs. The second priority recommsndation, then, is as
follows: '

Recommendation 2: Technical Assistance

(a) Technical assistance should be provided to the PPAZ,

in consultation with the MOH, the CMAZ, and the 2FDS, regarding
contraceptive supply and logistics. The following items

need to be addressed.

- Estimation of quantitities needed, by brand including
backup stock
= ordering schedules
- Relative cost/nerits different shipping modes, routes
= Distribution and record keeping in-country
- Relationships between importers* for sharing/distrivuting stocks.

(b) Technical assistance should be provided to the PPAZ
concerning overall management. Essentially every aspect of
their operation is conducted with less than the efficiency
necessary due to scarce resources. The PPAZ needs to learn
how to make their good intentions and ccmmendable geals

a reality. Among other things this te hnical assistance
should cover:

- persoanel

- budget

- relaticnships wiih major donors.
= fundraising

(c) Technical assictance is also neeéa2d in the field of
information, educaticn, and communication (IEC), following
the appointment of a new permanent Jdirector for IEC at the
PPAZ. This is one of the two roles PP=Z fills in the system
for delivery of family planning services. Current activities
are limited, and while field orfficers clearly make presentations
routinely at MOH clinics and to comnunity groups, much more
could be done to promcte child spacing by Zambian couples.
Techaical assistance is neecded to formulate (and possibly

to carry out) such plans, which must be made in concert with
the MOE health educators as part of the Primary Health Care
program. A small scale KAP (Rnowledge, Aattitudes, and
Practices) survey might be useful in designing such a program.

* Happily, thzre arc no problems to report regarqigq
customs clearcnce bv any agengies currantly receilving
donated commodities.,
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(d) The authors recommend that, if possible, technical
assistance in all three fields be rendered by IPPF's
Africa Regional staff, as all threce areas are PPAZ
functions. As a second alternate, IPPF might carry

out assistance in commodity management and overall
management, with ‘the University of Chicago Family
Studies and Research Center (an RID/W/DS/POP/IEC grantee)
providing the assistance in IEC. A third choice would
bhe for a single AID/W grantee/contractor, possibly CDC:
to do all three parts of the technical assistance.

(e) PPAZ be encouraged to submit a paper on its future
rolcs and functions to the MOH for the new Primary Health
Care Plan.

(3) Participant Training

Participant training is not, at this time, of sufficient
prioricy to warrant recommending more. At lsast U nurses
have received US-based training; 3 physicians have attended
JHPIEGO; and approximately a dozen individuals have
attended CEFPA workshops.

After the technical assistance described above can be
accomplished, the need for further participant training can
ke Dbetter assessed especially regarding in-country training.

(4) Other Organization Programs

There are sev’eral small projects involving local cost
decicsicns akcut which hed been deferred panding this analysis.
The reccmmendcotions are as follows:

(a) FPIA-02, which would provide a mobile clinic for use

by staff from !Makeni Ecumenical Center, should be re-drafted
to take into account changes over the last year, and to make
MaXeni Centcr the lead recipient agency. This will maximize
the prokability of successful implementation of this projact.

(b) FPIA-01, which was provosed as a grant to the Zambia

Flying Doctors Service, would have provided contraceptive
commodities and training for clinic personnel to provide

femily planning services on a pileot basis as demostration

©of the Primary Health Care Programme, in order to encourage

the MOH to adopt PIC on a nationwidae basis. The contracepcive
gommodities are still badly neaded, and can be provided thoough
PPAZ and MOHY channels as recconmended above. However, tha gproirct
proposal should be withdrawn from consideraticn by FPIA sinco
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its demonstration effect has been cvertaken by events.
(already accomplishud).

(c) The Center for Family Planning Activities had proposed

to PPAZ an on-going series of management workshops. These
should not be planned, as CEFPA's contract with the Office

of Population has terminated, and competition for the

follow-on contract may result in selection of a different

firm. In addition, the consultant to the PPAZ for managment
should have input into decisions regarding necessary activities
to improve management at the FPAZ.

(d) The training of a physician from zFDS at JHPIEGO and

the subsequent donation of a laparascope was concurred in

by the grevious 120 in Zambia. To date, the laparascope has
not been shipped because the ZFDS has not completed
renovations of a clinic into an operating theatre for its
use. It is anticipated that 2ZFDS will be ready to receive
the laparascope by January, 1981. While it is best that this
laparascope be installled as planned, demand for sterilization
at this time is guite low (approximately 1% of acceptors);
therefore nc more JHPIEGO training or laparascopes should

be approved for Zambia at this time.

(5) Other AID Activities

(2) RAPID - when the preliminary figures are available from
the 1980 census, AID/Zambia should request that work begin

on a FAPID presentation for 2ambia. This will assist the

GRZ in comprehending the nature arid scope of its population
growth, and should lead to better plarning in all development
programs.

(b) As the agricultural extension agents training program
is developed, a short section on the benefits of family
planning and the availability of services in Zambia should
be developed and included. AID/Zambiz may call on AID/W for
provision of assistance probably by a contractor/grantes,

C. Suggested Management Role for AIN/Zambia
(1) General

(a) AID/W contractor/grantees may contact Zambia agencies
directly with regard to provision of information or supplving
project-produced materials or supplies; hcowever, new projects
must be clearcd by AID/Zambia prior to development. (No projects
other than those described above are anticipated; however,
circumstances may change) Contractor/grantees are to provide
information ccpies of comuunicatiens to- AID/Zamiba.

(b} AID,/W communications with Zambian agencies to be
cleared by AFR/DR/POP and Zawhia desk ané information copies will
be supplied to AID/Zunbia.
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(2) -Specific to Tzam's Reconmendaticns:

(a) AAO should authorize FPIA staf® approved by the Nairobi
office to travel to Zambia as needed, not requiring
concurrence on every trip but only to be informed of

upcorm .ng travel with specified (perhaps 2 weeks) prior
nobtice .FPIA staff should be available to 2AC (or designee)
to brief and debrief concerning each trip, or provide

trip reports to AAO, at ciscretion of the ARO.

{b) The technical assistance recommended for PPAZ, to be

provided as far as possible by IPPF, and would thereifore not
require action by AID/Zambia. In the event that IPPF

reéquests that AID/W provida such technical assistance, cvery
effort will be made to do using only one contractor/grantee rathe:
than several.

(¢) REDSO/EA will coordinate/monitor the implementation of
these recommendations as reguested by AID/Zanbia.

3. Re-assessment of the situation by a similarly-composed
team is recommended no later than October, 1982.



APPENDIX A

Selected Vital Statistics *

Total population (est., mid 1980)

5.228 million

Total female population 2.934 "
Female, aged 15-49 1.291 "
" " (in unions) 0.929 "
% women in union, aged 15-19 37%
% women in union 20-24 8l% "
$ utilizing any form of contraception 1%
Birth rate 49 per 1,000
Total fertility rate 6.9 .
Females mean age at marriage 18.0 years
Rate of natural increase 3.2%
Ko, of vears to double population 22 years

Population projection for year 2000

Percent of population under 15

Per capita Gross Naticnal Product

Life expectancy at birth (male/female

Infant mortality rates (male/female)

Women as a percent of total labor force

Employed women in agriculture

Percent of population in urpan areas
(male.female

Percent of pop. aged 6-11 in school
(male/female

Percent of pop. aged 12017 in school
(male/female)

Percent of adults who are literate
(male/female

10.7 million
46%
$480
47/50 vears
56/132 per 1,000
32%
64%

35/33%

64/42%
61/34%

¥ Source: Population Reference Bureau
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ABBREVIATIONS
€DSS Country Development Strategy Statement
CEFPA Centre for ‘Population Activities
CMAZ Churches Medical Association of Zambia
FP Family Planning
FPIA Family Planning International Assistance
GRZ Government of the Republic of Zambia
IEECC Information, Education and Communication
IPPF International Planned Parenthood Federation
IvD Intrauterine Devices
JHPIEGO The Johns Hopkins Program for International Education in

Gynggology and Obstetrics

MCH Maternal and Child Health

MOH Ministry of Health

NFP Natural Family Planning

BMO Provential Medical 0fficer

PPAZ Planned Parenthood Association of Zambia
UNFPA United Nations Fund for Populacion Activitics

ZFDS Zambia Flying Doctors Service
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PERSQNE CONTATTTS

Family Planning Assessment Team

September 28 - October 10, 193¢

Mr. Martin

Primary Health Care Advisor
Planning Unit ‘

Ministry of Health

Lusaka

Dr. Lungu

Asst. Director
Preventztive Services
Ministry of Health
Lusaka

Joyce NXxausu
Assistant Registrar
Impala Eocuse

The General Nursing
Council of Zambia
Lusaka

M, Macwanzi
Provincial Public Health Nurse
Ndola

Mr. Chesterman
Executive Director
Curches M=dical Assoc.
of Zambia

Lusaka

Mr. Saviye/

Mrs. Betty Maponma

Asst. Secretary
Churches Madical Assoc.
of Zambia

Lusaka

Dr. G. I. Kimemiah

Medical Qfficer

WHO Adviser

Family Hezlth Program
Ministiry of Health
Lusaka

10.

11.

12.

14,

Mrs. K. Sikota

Principal Nursing Officer
Traditicnal Medicine
Ministry of Health

Lusaka

Irtene Ezers

Clinical Services
Family llealth Pregram
Ministry of Healtn
Lusaka

Theresa Mainga
Administraticon § Training
Family Health Program
Ministry of Health

Lusaka

Farnahas Michelo
Health Educaticn
Family !ecalth Progran
Ministry of Health
Lusaka

Dr. Thecresa Watts
Senior Lecturer

Dept. of Community Medicine

Medical School e¢f Zambia
P. 0. Box 50110
Lusaka

Dr. Amonin
Lecturer

Dept. of Community Medicine

Lusaka

drs. Gentles
Pest Fasic Nursing Tutor

University Teaching Hospital

Lusaka



15.

16.

17.

18,

19.

39
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22,
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Dr. Mwambazi (Pediatrician

Asst, Director of Planninc .
(=]

Ministry of Health
Lusala

Dr. S. L. Nyaywa
Maternal Child Health
(Pediatrician Berkele
Ministry of Health
Lusaka

S
¥)

Mr. Clarence S. a1l

WHO Health Education Specialist

Fanily Health Program
Ministry of Health
Lusaka

D. Mulenga
Programme Officer
World Bank

Lusaka

Mr. P. C. Muzets

Assistant Secretary

Zambia Episcopal Conference
Cemmissicn for Development
Lusaka

Mrs. Winnie Kasape
Assistant Chief Nursing
Officer (Training)
Ministsy of licalth
Lusaka

M. C. Bands

Executive Director
Planned Parenthocd Assoc,
of Zambia (headquarters)
Lusaka

Tulane)

pecialist
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25,

26.

27.

29,

Godfrey C. Banda

National Treasurer
Planned Parenthood Assoc.
of Zankiz (hcadquartcrs)
Lusaka

Loison Daka

Field Coordinator

Acting I, E § C Director

Planned Parenthood Assoc.
of Zambia (headquarters)

Lusaka

Mr. Halsiiadi

Financial Officer

Planned Parenthood Ascac,
of Zambia (headquarters)
Lusaka

Mrs. Priciila Musanva
Executive Sceretary
Zambia Cocuncii for
Social Developrent
Lusaka

Dr. Al Medwet=
Manzagenernt Training
Zambia Council for
Social Develonment
Lusaka

D
tiy
+
et
[g]
a
~

Jeanne McCormick

Wenen § Development Ccord.
Zanbia Counci} ror

Social Develcpment

Lusaka

-

Faith Mwila
Exccutive LDivector
Red Cross of Zambia
Lusaka



30.

32.

33.

34.

38,

-39

P. J. Dil

Managing Director

Makeni Ecumenical Center
Lusaka

Dr. T. K. Chatterjee

Chief, Dept. of ob/3yn
University Tcaching llospital
Lusaka

SR. Winnie Chisha

Nursing Sister

(In charge of FP)

University Teaching Hospital
Lusaka

Maud Moon:-e

Chairperson - Lusaka Branch
Zanbtia Nurses Association
Lusaka

Dorothy }hango

Public Secretary - Lusazka Branch
Zanbia Nurses Association

Lusaka

Mr. Sheikk

Demogranher

Bureau of the Census
Central Statistic's Office
Lusaka

Mr. H. Mpanda
Program Asst,
UNFPA
Lusaka

Fiwvale Mission Clinic
2 - of 3 nurses
(Medical Assistant)
Fivale Hills

Abigail E. Scomanje

Field Cffizer

Planned Parenthood Assccistion
of Zambia

Ndola

39.

40,

41.

42,

44,

45,

47.

Dr. Bijon K. Pauyl
Zambia Flying Doctors Service
Ndola

Ruth Nakazwe

Registered Nurse

Zambia Flying Doctors Service
Ndola

Dr. Assanah

Medical Officer Superintenden
Ndola Central Hospital

Ndola

Dr., Sylvia lehrer
Dept. of Obstetrics/
Gynecolegy

‘dola Central Hospi
Ndola

al

-

Mr. S§. J. Soko

Managing Ccntral Committee
Copperbelt Proviace

Ndola

Mrs. Anne Putsa

Organizing Sccretary
Zambia Nurses Association
Nitwe

Lloyd Sian (lawyer)

General Secretary

Planncd Parenthood Associatio:
of Zambia

Ndola

Mr. Michel Iskanter
Regicnal Coordinator

UNICEF

Woodgate louss
Lusaka

Mv. Larry Williams

Assistant Progran Gfficer
UNICEF

Woodgate House

Lusaka



40—

Bibliography

"Third National Develcpment Plan 1979-33"
National Commission for Developiment Planning, CRZ

"Health By the People"
Government of the Republic of Zambia, Ministry of
Health, The Planning Unit, January 1980.

"gambia, Illustrative Functional Projections 1975-200C,"
Community and Family Study Center, The University
of Chicago 1979.

Maternal and Child Health Report, 1979.
Ministry of Health, GRZ.

Agency for International Development Country Development
Strategy Statement Zambia, FY32.

Health and Development in Southern Africa. Vol 1I.
A Review of Health Care in 7zambia: Issues, Analyses
and Recommendations. Report for USAID Jan. 1879.

Inter-Regional Variations in Fertility in Zambiz,
Central Statistics Office, P.O. BOX 1908, Lusaka, Zambia
December 1975.

The Fertility Behaviour and attitudes of Rural Zambians,

and their Implications on the Quality of Life fer

Present and Future Generation. Laymond B.C. Chipome, C.A.Wi.A.S.
University of Zambia. Lusaka July. 1980.

An Indigencus Therapeutic Style and its Consequences

for Wataliiy: The Luvcle of 7ambia. Anita Spring. In
Culture, Natality and Family Planning. EQ Jobn,F. Marshall
and Steven Pclgar. Univ. of N. Carolinz 1976.



