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A

NOTE TO THE READER

The first two parts of this document, the Executive Summary
and Introduction revicewv all of ‘the points-~made in the
pre-assessment report and will provide most readers vith
sufficient understanding of our findings and recommendations.

Remaining sections of the document appraise, in more
detail, Zamnbia's population and health problems, institutional
performance and capabilities, and donor support and plans. The
final section ic a presentation, with supporting discussion, of
the team's recommendations. These sections will be of
particular interest to individuals responsible for follow-up
activitics, and to others involved in populatic~, maternal and

child health, and f{:wily planning programs in Zambia.
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1. EXECUTIVE SUMMARY

This preassecsment is intended to initiate a sector
approach to population, maternal and child health and family
planning problcwms in Zambia. Four basic premises underlie the
sector apprcach. TFirst, sustained progress in solving the main
social and economic problems of many sectors in most developing
countries depends mainly on the adequacy of the developing
countries' problem~solving process. Second, the issue of
scarcity, or the liwnitations in physical, financial and trained
human resources, 1s a central issue that must be systematically
and rigorously treatcd if the devecioping country
problem-solving process is to be successful. Third, the
problem-solving procecs consists of five major phases or
stages: data collection, data processing, analysis, policy and
program formulation, and exccution or implementation,
Satisfactory progress in solving the sector's main social and
economic problems depends not only on adequate performance in
carrying out each and every one of these phases, but also on
effective communication linkages among the five phases.

Fourth, one of the roles of foreign assistance should be to
help initiate, consoiidate and refine this process. Although
this assistance can take various forms and should be tailored
to the host-country situation, areas that tecad to reappear as
high-priority are: (a) improvements in the information base
that is used for the formulation of programs and projects, and
(b) strengthening of capabilities in these five stages, partly
through formal training, but mainly through on-the-job training
that can be provided by means of collaborative inquiries and
collaborative interventions or projects. Moreover, to be
successful, these projects must be an integral part of a
financially and administratively feasible host-country sector
strategy. : s

This Population, Maternal and Child Health and Fanily
Planning (MCH/FP) preassessment is the product of a three-week
visit to Zambia in Novembir-December, 1983 by a five-person
team from REDSO/ESA and the U.S. Bureau of Census. It 1is
intended to be the first step in the long-term strengthening of
a problem-solving process in Zambia that will gradually
increase Zambian capabilities and gradually reduce Zambian
dependence on technical and financial assistance. The
preassessment should therefore be viewed as an introduction to
two topics: (a) the Zambian problems of population and health;
(b) the Zambian performance in, and capabilities for, dealing
with its population and health problems. It is meant to be the
first step of a continuing sector approach under which
performancc and capabilities are periodically assessed in terms
of the effectiveness and efficiency with which the
population/health problems are being solved. In accordance
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with the attempt to strengthen a problem-solving process in
zambia, the preassessment avoid: the common pitfall of
presentiug a blueprint or final solution for problens
imperfectly understood. It views the gathering of popuvlation
and health information and the execution of hcalth and family
planning activities as complementary endeavors that should be

carried out in tandem. Tt offers recommendations for action in
areas in which the evidence is clearly supportive of the
proposed interventions. And it offers recommendations for

initiating a proccss of improvement in and strengthened
linkages among data collection, processing, analysis, policy
and implementztion.

Four main conclusions emerge from this preassessment of
population, maternal and child health, and tamily planning in
Zambia. First, a significant number of population and
fertility-related problems are having a strong negative impact
on the general welfare. Generally speaking, these problemd are
becoming worse. Second, the health status of mothers and
children (with the exception of infant mortality) appears to be
comparatively low for a country with Zawbia's per capita income
and, thic status docs not appear to be improving. Third, the
performance or institutional response of the principal
institutions responsible for managing Zambia's health and
population problems is not adequate. This conclusion is based
on the identification of institutional defects and
deficiencies, as well as on the failure to date to reverse
unfavorable hecalth and population trends. Fourth, the foreign
assistance provided by bilateral and multilateral donors
appears to be reinforcing, rather than reducing and
eliminating, many of the institutional defects and
deficiencies. In sum, the present population and health
situation is bad and is likely to get-worse in the absence of
needed changes in policy and management on the part of the
host-country and donors.

Estimates of the population growth rate in Zambia for
1963-69, 1969-74 and 1974-80 are 2.4%, 2.8% and 3.2%. Will
this steady incrcase in the growth rate continue? Although a
more definitive answer must await the completed processing of
the 1980 ceunsus, expected in March, 1984, as well as an
analysis of the detailed tabulations, the present evidence
indicates that crude fertility may be climbing above 7.0, the
cverall mortality rate is declining, and the population growth
rate is therefore increasing. The combination of population
growth and a level of urbanization that is extremely high for
sub-Saharan/African countries (41% in 1980) is having the
effect of increasing the problem of urban unemployment, a
problem that has yet to be accurately estimated and adequately
analyzed, but which is known to be disturbingly large. The
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provision of social services, particularly in education and
health, to a population with a growing dependency ratio is
placing additional financial burdens on a country which is
already facing the problem of insufficient revenue.

The lack of data concerning the morbidity and mortality
of mothers and children iwmpcdes a proper assessment of trends

in this area. 1Infant mortality has dec:eased since
independence at the result of improved sanitation and public
health measures. The tentative view that the health status of

mothers and children has not improved since 1974 can be
indirectly determined and neceds to be further explored. It is
inferred fro:. the following facts: a) the incidence of
morbidity for this group is invariably higher than for the
group of adult meles; b) expansicn of health servicer in the
rur:l arcas has becn restrained by the financial shortages
afflicting the nation since 1974; c¢) the rural population has a
higher proportion of mothers and children; d) more effective
and efficient preventive, promotive and curative health
measurcs have not been introduced in the rural areas during the
period in qucstion. :

During the threc weeks in Zambia the preassessment team
could do little more than initiate the assessment of
institutions needed for strengthening capabilities and
improving performance. The team limited its examination to
three key inctitutions and two major sub-sectorr: the Central
Statistics Office (CSO), the Ministry of Health [liOH), the
Planncd Parenthood Association of Zambia (PPAZ), the public
sector hospitals and clinics, and the church-related and other
privatz or non-governmental hospitals and clinics.

Section I, "Introduction'" specifies many of the
institutional defects and deficiencies. It also deccribes some
of the ways in which donors appear to be contributing to the
reinforcement of theue institutional flaws. The description
here will be bricf.

The Central Statistics Office {(CS0) is charged with the
responsibility for all data collection, processing and
analysis, and has statistical staff stationed in the MOH. CSO
is very concerned by the fact that it is not providing the
timely and appropriate statistics needed for planning,
management and monitoring at the macroeconomic and sector
levels. Moreover, it has correctly identified many of the
constraints, onc of the major ones being inadequate access to
efficient data processing and the consequent need to devclop
its own data processing and analytical capabilities. The
large-scale financial and technical assistance (including 170
health advisors) provided by donors has been characterized by
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fragmentation and lack of coordination. This assictance
program has ignored and necglected (with the exception of an .
insignificant amount of technical advice and training) the CSO,
which is the institution responsible for obtaining the
information nceded by policycakers and managers. The team
concluded that this was a major, although unfortunately
typical, foreign assistance oversight or mistake.

Two key pelicymaking and management arcas in the
Ministry of Health (MOH) werc identified by the team as
characterized by poor performance and inadcquate capabilitics.
One of thesc areas us analysis, policy formulation and
plarning. The YOH does not scem to have solid informaticn
concerning the levels aund distribution of hezlth and family
planning cxpenditurcs and corresponding unit costs, nor has it
made crtimates of future financizl availzbilities or estimates
needed for proper planning and resource allocation. Service
statistics and information concerning incidence of morbidity,
mortality and fertility, along with the impact of hezlth
services on morbidity, mortality and fertility are also
lacking. The shortage of this latter kind of information is to
be expected, but the probability of gradislly filling these key
inforration gaps would appear to be reduced by the fact that in
the MOH Plaining Department there is only one Zambian, whose
tenure morcover is not assured. SIDA 1s providing advisors to
this department, but they seem to be working more on projects
than on analysis and plenning, and they are not providing
on-the-job training to Zambian counterparts. As wc see it,
this is another example of irrationality in the provision of
foreign assistance. Zambia has only 22 years of independence
and needs time to develop effective institutional procedures
and treained human rcsources; but the process of developing
these procedures and stcff{ skills should have been initiated at
least ten years ago. DBy providing advisors in this key arece
and not providing the assistance needed to develop indigenous
skills and capabilities, Zambia is postponing au urgent task
that shkould be given priority ranking.

Anotlier area that is characterized by poor performance
and inadequate capability in the MOH is family planning and
maternal/child health services. Improved performance will
probably depend in part on a better integration of the two
services, and the coordination of these services within a
primary health care approach that also needs to be more fully
developed. However, a glaring deficiency is informaticnal.
Obtaining better information concerning fertility and family
planning is an urgent task. For example, an extremely rough
estimate of contraceptive practice is 2-3% of the women at
risk. But why that percentage is so low is a question that
cannot now be answered, and that could be answered if the
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app:opriate inquiry were made. Using the scarce facts that are
now availablc, the team concluvded that there are constraints on
both the demand and supply side, and that some of the supply
constraints can bce ecascd in the short-run.

The Planned Parenthood Association of Zambia (PPAZ) has
had the main responsibility for thec importation and
distribution of contraccptives. Various facts led the tcam to
conclude that contrscepi:ive use could be extended in o
relatively short pesiod. TFertility surveys have indicated that
in Zawmbia, as clsevhere, existing demand for FP is greater in
the urban than in the rural areas. It should be noted that
both population and population growth in Zambia are
gecpraphically coucentrated, and that the percentage of
Zambia's population in the urban areas is 41%. To this prima
facie evidence of potential expansion of contraceptive usage in
urban areas, some¢ other relevant facts can be added. First,
PPAZ hes often run out of contraceptives, throvrh errors and
delays in ordering; and as a consequence hospit 1s and clinics
have frequently ruvn out of supplies. Second, rcither PPAZ nor
the NOH have developed a good record system for ordering and
tracking comrmodities and ceollecting statistics on usage.
Third, the incidence of abortion appears to be high and
increarsing. For example, over 5,000 patients were adnitted to
University Teeching Hospital in Lusaka in 1982 alone for
hospitalized septic abortions. While the exact causes are not
known, it 1s cecrtain that many are due to problems from
unvanted pregnancies and induced abortions. Leaving aside
needed improvements to irnclude an adeqguate supply of
contraceptives, better datz and analysis 1s needed concerning
forecasting, ordering and distribution of contraceptives and
improvcuaents on the collection of statistics on usage.

The threc-week preassessment periced was too short to
include examinztion and comparisoun of clinics and hospitals in
the public or governmental and non-governmental sector. Church
and micssion related health facilities provide an estimated 30
percent of health ccve nationwide, but it is not known exactly
what proportion of thesc facilities provide family planning
services. JYrevious visits to hospitals and clinics by one of
the team members, and somewhat impressionistic reports of
other observers suggest that the non-governmental centers may
be more effective and efficient; but there is not euough data
at present to make a reliable judgment. It would appear that
the MO, as presently organized, operated and staffed, 1is
carrying an excessive workload and can be said to be
over-extended. The development of a properly staffed analysis
and planning unit that examined morbidity, mortality, and
fertility phenomena, and related the findinugs to service
statistics, and financial information might lead to =
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reordering of priorities, and to a reduction in workload. For
example, a determination that the partly-subsidized
non-governmental health centers were providing health and FP
services with greater effectiveness and efficiency could -lead
to the expansion of this sub-sector, and to long-run savings in
public expenditures. Studies of the feasibility of extending
fee for service arrangemerts should also be carried out.

Current bilatera) :nd multi-lateral assistance to the
health and population scctor is not contributing to the data
collection and analysis that is needed for significant
improvements in health and population policies including
appropriate changes in organization and resource allocations.
Although the sector studies of other donors usually refer to
the need for policy changes, they fail to identify the
informational and institutional defects and deficiencies that
stand in the way of such changes. Large-scale transfer of
funds for health investments which do not contribute to
expansion of the informational base and to the improvement of
institutional procedures may serve to consolidate bad practices
and to increase wasteful expenditures.

As previously suggested, the preassessment and the
recommendations emerging from it can conctitute, at best, a
first step in the establishment of a Zambian problem-solving
process aimed at reversing the unfavorable health and
population trends. The four recommendations for immediate
action involve the Central Statistics Office (CSO), Planned
Parenthood Association of Zambia (PPAZ), non-governmental
health centers, and coordination with donors, particularly the
World Bank. All these recommendations should be assessed by
the mission in the light of mission workload and mission
staffing issues which the team has not considercd. However, it
is the team's judgment that a significant involvement in the
sector would call for full-time dedication by a knowledgeable
mission staff member.

€S0. It is recommended that the mission consider
providing technical assistance, training and commodities in a
multi-year program aimed at improving CS0's data collection,
processing and analysis. Although improvement of CSO
performance and capabilities will include macroeconomic
activities, such as national accounts, and various sectors,
priority under the project or activity will be assigned to
population, agriculture and health. A central concern of the
project will be to specify workloads that can be carried out,
and schedules that can be met, and that reflect analytical,
policy, and management priorities. Proper design of activities
will require more detailed assessments of CSO performance and
capabilities in the areas of data collection, processing and
analysis. It is our understanding that CSO has expressed
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interest in receiving such assistance from AID and in extending
the services of a resident UNFPA systems analyst who would
continue to collaborate with AID om behalf of CSO.

PPAZ. It is recommended that AID comsider providing
technical assistance, contraceptives, and support for
establishing two urban family planning clinics. Commodities
will be provided with the understanding that PPAZ will
establish an accurate accounting of distribution, and estimate
rates of usage for each service delivery point. It will also
collect and analyze other relevant information concerning FP
services, with particular attention to the kinds of staff
involved, their levels of training, and the incentives for
providing and manczging FP services and increasing FP practice.
Technical assistance and training from AID central funds may be
provided for this purpose. To establish credibility in the TP
area PPAZ also needs to establish ome or two urban FP clinics
in order to acquire its own direct experience. In sum, 1if
commodity assistance, technical assistance and support for
direct services is provided to PPAZ, it will serve to assure
the obtainment of data needed for the analysis of demand for FP
and for improved Zambian monitoring and management of family
planning services.

Non-Governmental Hespitals and Clinics. It is
recommended that the mission consider proposing an ascessment
of this sub-sector to the GRZ. As has been repeatedly pointed
out, the present preassessment is, at best, the initiation of a
problem-solving process that is guided by an increasing
understanding of the interrelations among fertility, morbidity,
mortality, unemployment, and the provision of social services,
and the costs and benefits of health and family planning
interventions. There appears to be comparatively little
information concerning the non-governmental health centers, and
it might be advisable to carry out an assessment of this
sub-gsector that initiates the process of evaluating the extent,
nature and effectiveness of MCH and FP services provided, and
the extent of subsidization, with a view to comparing costs and
benefits with the governmental sub-sector. The assessment
should be collaborative so0 that techniques and findings are
internalized in the appropriate GRZ institution and unit. It
should include as many areas and specialties as possible,
including quality and cost of services, organization and
staffing, administrative records, and it should help develop
the conceptual framework for continuing inquiry.

Dialogue and Conrdination_with the GOZ and Other
Donors. It is recommended that the mission and AID/W consider
jnitiating a dialogue with the GRZ and other donors concerning
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the possibility of taking a sector approach to health and
population probicus. I{ the preasressmert team is not
mistaken, current assistance programs in population and health
are not contributing to the solution of priority problems. As
has been reveatedly pointed out, this preassessment makes no
pretense of being a comprehensive and definitive statement.
Identification of its limitations, errors and information gaps
by the GRZ and other donors would contribute to the development
of the nercded problem-solving process. Staffing issues and
payment for GRZ staff i1s one of the topics that need to be
explored and discussed. For example, consideration should

be given to a 10-ycar period of financing by donors of an NOU
Planning Unit that is fully staffed by Zambians, with a 10%
reduction in donor contribution and corresponding GOZ budgeted
increases each year.

To conclude, it is the view of the preasscssment team that
present health and population trends are unfavorable and that
they can be reversed by a comprehensive, problem-solving,
sector approach. This approach would place major emphasis on
developing an information basec and on using the information to
carry oui the changes needed 1in institutional organization and
procedures and in health and family planning programs. In
other words, the purpose of this sector appreocach would be to
develop a more coherent and cffective health and population
strategy. This would be a major long-range undertaking that
would require the agrecement and cooperation of the GRZ and
donors. It is also the view of the preassessment team that the
situation in Zambia provides a good opportunity for AID to play
a role in the development of the propotcd sector approach, but
if and only if the approarh is developed and consolidated
through the support, experience and understanding of the GRZ
and donors, with parcicular emphasis on the VWorld Bank. 1In the
absence of such agreement and coordination, the team has
considerable doubts concerning the advisability of & long-range
or large AID assistance program to the health and population
sector.

I. INTRODUCTION

This preascessment of population and maternal child
health/family planning in Zambia is based on a three-week visit
to the country in November-December, 1983, by a five-person
team from REDSO/ESA and the U. S. Bureau of the Census. The
team was composed of a sector analyst, a population/health
advisor, a demographer, a social analyst and a data processing
expert. It is the first pre-assessment of the population
sector to be undertaken by REDSO/ESA in its effort to assist
AID missions to obtain a more comprehensive view of population,
health and family planning problems, and to develop a more
effective assistance program.
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A. THE APPROACH

The scope cf the preassessment takes into account several
interlinked concerns: '

First, as AID population assistance o Africa expanrds,
populatior programs should respond to country-specific priority
needs, be pliascd according to country capacities, transfer and
institutionalize appropriate skills, and avoid the
fragmentation of activities that, all too often, may overload
both mission and host countvy capabilities.

Second, at present, required information is lacking on the
specific problems and needs of countries, and regions within
them, in order to develop and implement sound population
strategiles.

Third, explication of population problems as a basis for
the development and implementation of population strategies
must be a continuing process carried out by African countries
themselves.

Fourth, information gathering is not an end in itself, but
a means for host countries to associate present and pianned
resources with specific interventions responsive to priorities
based on sound analysis.

-And, finally, donor resources should strengthen the
capabilities of African institutions to develop sound
}.mulation strategies and implement effective service delivery
] ocrams. The dearth of information needed for policy and
1 :ning and of mechanisms whereby countries can use such

rmation to allocate resources more efficiently is a major

+ srairt to dealing effectively with population problems.
! tries often do not have adequate measures of demographic
} vesses, do not comprehend as well as they should the mecdium
s long-range consequences of sustained high population growth
sites, and have not adequately examined the social, economic
and cultural conditions which are contributing to rapid
growth. They lack estimates of unit costs and of the future
physical, financial and human resources necessitated by planned
programs, and often do not draw upon program evaluations in an
effort to improve program effectiveness. This situation can
lead directly to misallocation of resources. For example:

- population may not be viewed as a major
country problem, when in fact it is, and
population growth is a critical factor
inhibiting growth in all other sectors;
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- countries may net know to what extent low
contraceptive user rates reflect limited
demand, and to what extent they represeat
inadequate or inappropriate supply syste.s;

- family planning may be given low priority,
on the grounds of limited demand, when in
fact such demand is substantial but insufficiently
understood, mezsurcd, located or analyzed;

-- service delivery s-stems may not be adapted
to the particular needs of differzsnt regions and groups
and as a result be highly inefficient.

It is our view that the most important donor contribution,
given this situation, is to help to establieh a strong,
host~country problem solving process that includes data
collection, data processing, analysis, policy formulation,
program design, and program implementation.

To this end, the preassessment teum has examined the
adequany of the information base required for sound policy
making and management of population and maternal child
health/family planning in Zambia; reviewed the decision making
and planning process undertaken by key Zambian institutions
invoived in population and maternal child health/family
planning; and assessed the performance and capabilities of
Zambian institutions in providing the required information base
(especially the Central Statistical Office of the National
Commission for Development Planring) and in implermentation and
maniagement of service programs (especially the Ministry of
Hea:th, along with several private institutions). The team
hopes to have identified not only defects and deficiencics, but
also poscible measures for improvement. The team's
recommendations concern ways to aseiel Zambian institutions to
improve their capabiliti-s and performance, both in the
collection and uze of information and in management of service
programs. In a few cases, the assessment team has made
reccemmendations which could af“ect program implementation in
the short to medium term. However, given the short time
available to tnhe team at this preliminary stage, many of the
recommendatious necessarily point to areas which will require
more in-depth assessment before specific types of assistance
can be recommended.

B. REVIEW OF FINDINGS

The team's findings can be divided into two types, first,
findings which have bearing on the nature, dimensions
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and location of health and population-related problems in
Zambia, and secondly, findings wvhich refer to the performance
and capability of Zambian institutions to manage the population
sector. The first category of findings result from the team's
review of the information base (including demographic,
socioeconomic, and health information and program statistics),
and identification of information gaps. The second category is
based on our preliminary assessmeut of key Zambian
institutions, their organization, staffing, resources, and
operations, involved in data collection and analysis, policy
and planning, and program implementation.

1. Population Cheracteristics

Zambia is characterized by high fertility, high but
declining mortality, rapid population growth, high decpendency
ratios, a high proportion of illiterate or semi-literate
persons, and high rates of uncmployment. Zambia has also had an
unusually high rate of rural to urban migration sirce before
Independcnce. The proportion of the populationm lJiviug in urban
aroas is estimated to have been 41 percent in 1980.

The 1960 census, when fully analyzed, will provide
Zambia with very extensive and detailed demographic data,
including tabulations of fertility, education and employment at
the District level by urban and rural zones, as well as other
demographic and socioeconomic characteristics.

The fragmentary demograplic information which 1is
currently available for Zzambia suggests that the total
fertility was about 7.0 for 1969, and the population growth
rate has probably increased somewhat since that year.
Calculated annual growth rates are 2.% percent, 2.8 purcent,
and 3.2 percent for the intercensal periods 1963-1969,
1669-1974 and 1974~1980, respectively. A declining trend in
mortality is suggested from the 1969 census, and from 1974 and
1978-79 surveys, but mortality estimation r 'mains indirect.

Althougl fertility is very high throughout the country,
fertii 'ty differentials exist, as suggested by a 1978-79
survey in selected rural and urban areas. However, these
differentials —- among them a large drop in fertility among
women with secondary education -- need to be better
disaggregated as a basis for more effective policy making and
programming.

No information on labor force ov education is yet
available from the 1980 census. 1969 census data suggested
very high unemployment rates at that time especially for
women. This situation has probably persisted, given Zambia's
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known history of economic decline. According to the 1969
census there was a very large educational differential by sex
especially for attainment rates of those who have had at least
some upper primary education. 1980 census results will provide
much needed information on education and employment levels and
differentials by urban-rural residence and seX.

2. Governnent Commitment to Family Planning Services

There is some evidcence of gprowing awarcuess among
Zambian leaders of the economic _strain and dcirandrs put on the
netional bud: et as a result of rapid _population growth, but
growing awarcness of the reclationships has yet to be translated
into an_explicit populution policy, or, more importantly, 1into
strong commitment tO and proper design and cffective
implementation of family planning jrograms.

Health services are provided by the Ministry of Health's
hospitals and clinics, by mission hospitals and clinics, and by
private organizations, including the health services of mines
and other industries. An estimeted 50 percent of health care
in rural areas and 30 percent of health care nationwide is
provided through mission facilities. However, statistics are
not available on what percentage of Ministry, mission and other
private health facilities provide family planning services.
Obviously, such an information gap is a major constraint on
effective national planning and resource allocation.

Maternal-child care has been inadequate, especially in
rural arcas. It was reported that, in 1982, whereas 90 percent
of women attended clinics for at least one antenatal visit, 65
percent of all deliverics took place at home and only 18.7
percent attended clinics for postnatal care. Only 5 percent of
women attended postnateal clinics 1in rTural Western Province, as
compared to 34 percent in Copperbelt Province.

Covernment support of family planning is relatively
yecent in Zambia, with child spacing an explicit part of the
national primary health care program since 1980. The private
family planning association, the Planned Parenthood Association
of Zambia, (PP4Z), with support from IPPF, has been providing
contraceptives to government and nongovernment service
facilities since 1972. Strong government commitment to family
planning is absent, as evidenced by the limited emphasis given
to child spacing within the PHC program. Very little, if any,
child spacing information is included in most pre-service
training programs for hcalth practitioners.
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3. Demand for Tamily Planning

Qur anclysis suppests that probably only two to three

percent c¢i Zambian women at 173sk of pregnancy ar. using
contraceptives. Howvever, there is evidence of sipnificant

onmel cGemand for favily plarning nervices ir. Zambiz, especially
ameng certain categorics of vomon.

Reporting on use of fanily planning is sporadic and
unreliahle, but there 1is subctantial evidence that there has
been for some years a chronic shortage of contraceptives in
2ambia to meet existing demanc. Pricr to 1982, PPAZ was the
sole supplicr. UNFPA and FYIA have also provided
contraccptives since then. The vast majority of users choose
the pill.

There is a lack of information on krowledge, attitudces
and practices of adults affecting birth planning, but it
appears that the majority of the population do not know about
or properly understand methods of family planning. Hore
information is needed in this area, in order to plan mcre
effective programs.

Givern the lack of studies, or measures of program
effectiveness, actual cemand for family planning is not
measurable. However, findings from the 1976-79 survey show
that rural women wanted more children than their urban
counterparts, and that, within the urban areas, desired family
size wae lower amorng those in higher income groups. The most
salicrt, indirect evidence of unwanted pregnancy, however,
comes from abortion statisticr. Over 5000 patients were
admitted to University Teaching Hospit:l in Lusaka in 1982
2lone for hospitalized incomplete abortions. While the exact
causes are unknovn, in a country with a fairly liberal elective
abortion policy, these figures are quitc high.

Survey findings show that nearly all Zawmbian women
brecastfeed their children. lowever, the duraticn of
breastfeediny appecars to be shorter in urban arcas, and
further information is required in order to verify whether
there is a trend toward shortened duration of breastfeeding in
rural are:sc, in urben areas, OT nationvide. Decline in
breastfeeding, without compensation by cffective family
planning methods, will tend to contribute to higher fertility

rates.

Data arc limited on the socioeconomic determinants of
fertility in Zambia. Although aspects of urban life scem to be
fostering e family lifestyle whereby parents will choose to
have fewer children, some of the characteristics of
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urbanjization which have tended to bring large declines in
fertility -- sucl as improved education, labor force
participation and social status for women -- do not yet obtain,
to any large extent, in Zambia's towns. There is some evidence
that a critical shortage of labor for family farms, in part a
result of the urbanizatiow process, may be fueling demand for
large fanilies anong rural, smallholder farmers.

Exicting evideuce suggests that demand for family
planning, in order to linit family size, is much strongex in
urban Zambia than in ru:al Zambia. If appropriate services
were readily availzhle in urban areas, this could result in
significent drops in fertility, especially among certain groups
of women. In rural areas, birth regulation methods are needed
to space births rather than to limit family size, and fertility
msy not crop significantly in the near term.

These differencec in unmet family planning demand imn
Zambia bear further examination, in order to better prioritize
family planning investmecnts, design information and service
program«s, and tiain hecalth practitioners.

4. Performarce_and C:pahilities: Maragewent of the
Information Bocc

Zanbia neecls to deveclop a comprehensive management

approach that helps synchronize the collection, processing,
analysic and use f basic _cate for developrment planning. The
lack of timcly denogpraphic and related socigecononic

information severely hampers the developmen: of population of
FP pclicies, as vell os -uatic ' planping in major sectors,
such a5 agriculture and vducalicen.

£lthogh Zawhia hae an organized, centralized
statistical system, there are major problems with data
manageunent. Much more data has been collected that is now
being expeditiously procecssed and analyzed. Also, data
specification and questionnaire design should be more firmly
based on analytical plauns focussed on sdcial and economic
problems of importance fc. policy.

The human resource constraints to timely and
professional analysis, and the continued atate of limited
access to data processing focilities, hinder nearly all of the
activities of the Central Statistical Office. This problem
severely affected tabulation and analysis of the 1980 census,
which should now be providing basic data for policy analysis,
and serving as the statistical frame for i{urther socioeconomic
and agricultural surveys. Satisfactory tabulation of the
census by mid-1984 will depend on continued support from the
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UNFPA-funded technical advisor in CSO. Satisfactory analysis
of the census will require a team of well-tru:ined analysts and
computer specialists, as well as adequate accrss to computers.
CSO staff need to acquire new skills in orde: to carry out a
thorough analysis of the 19560 census in a reasonable period of
time. Under present conditions such analysis is likely to
suffer from data processing bottlenecks similar to those for
census tabulations.

There is insufficient coordination between CS50, the
National Commission for Development Planning, and the various
Ministries, regarding prioritization of the types of surveys
and analyses required to produce timely and appropriate
gstatistics over time. With reference to population, data on
socioeconomic variables related to fertility or family planning
have not been collected as part of an organized effort by
Zambian institutions to provide findings for policy and
planning purposes. What socioeconomic surveys have been
conducted to date have been organized, implemented and analyzed
by outside institutions.

The Central Statistical Office would benefit from
management improvement and on-the-job training, in order to
properly sequence projects and schedule a more feasible
workload for efficient data collection and timely analysis of
critical information.

5. Performance and Capabilities: the Ministry of Health

Major population and matermal child health problems are
not adequately treatecd under CW7Z programs nor in the pattern of
donor assistance. The urgently needed information basc that is
requived for effective planning has been badly neglectced by the
MOl and donors. This information base would be developed im
part from continuing analveis of the existing health/FFP
system. The analysis would include estimates ogmunit costs and
cost effoctiveness studies of various kinds. Development of a
system to provide comprehensive family planning and maternal
child health services will be an cnormous, difficult and
time-consuming task. However, such a task can and should be
carried out by Zambians, with assistance from donors.

The history of the health system in Zambia is one of
expansion from the time of Independence until the economic
decline which began in 1974. Unfortunately, issues concerning
the selection of priorities and efficiencies of performance
tended to be neglected as a result of the successful effort to
expand health services. While financial stringencies since
1974 highlight the need for greater efficiencies and
effectiveness, neglect of statistics for analysis and planning
lingers on from earlier, better times.
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The budget for health care cortinues to decline in real
per capita terms. If health services continue to be provided
free of charge, the government will experience increasing '
problems in covering recurrent costs of health care and
maintaining the current level of service.

Although all health facilities in Zambia are expected to offer
a broad range of PHC services, including child spacing, the
expansion of PIIC came at a time of financial constraint to the
health budget and this has affected the implementation of the
program. As a result of budge.ary constraints, prior
investments in physical plant and other sunk costs, the focus
of health care activities has continued to be on curative
rather than preventive services, and expenditures continue to
be concentrated along the line-of-rail, in urban areas, and in
the Copperbelt Province. A better understanding by the MOH of
existing efficiencies and inefficiences, past and present
resource allocations, and current unit costs and benefits, is a
prerequisite to improved resource allocation and use.

There arc major problems with service providers.
Although nurses, midwivee and traditional birth attendants are
receiving refresher training in family planning information and
services as part of the UNFPA Family Health Project, there has
becn no follow-up to determine if the new skills are being
used. PPAZ has also supported family planmning training for
nurses, but follow-up revealed that most were not, im fact,
providing family planning services. The reasons for these
problems are not adequately understood, but it is clear that if
maternal child health and family planning are to reach urban
and rural areas, paramecdicals will require adequate training,
incentives and supervision.

The MONl Planning Department is relatively new, and beset
by severe problewms of shortage of Zambian staff. Most key
functions are provided by expatriatc advisors. Priorities
among programs are nof established on the basis of analyzed
information about socioeconomic and health conditions, or
program costs. The health information system is very poor.

Too much information is collected, it is unreliable, data are
often ineppropriate, and much of the reported information lies
unprocessed. There is a lack of coordination between PPAZ, the
MOH and other organizations in the collection and use of
service statistics related to family planning. There is no
joint planning smong involved institutions for contraceptive
supply and commodity management.

An effective, national prograr for delivery of maternal
child health and family planning services will not be possible
without the development of an expanded and utilized base of
information concerning health, health services and finances.
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It will also requivre the development of tested procedures,
training and assistance, dirccted toward the effective
provision of services.

6. Performance and Capabhilities: Other Institutions for
Service Delivery

The team was unable to adequately ascess the performance

and caphbilities_oz the rangpc nf_non—gogglmental organizations
involved, or which would 1ilc to be involved, in family
Bliﬂﬂiﬂﬁ_ﬁgliiES_QEliYELX; 1t appears that such institutions
already provide healti carc to a substantial proportion of the
EimhiifﬂkER“]”Lio“' Supporting Egmilygﬁlanning efforts with
these p]{vate_inrtitutions may very well be an effective and
efficieny way to rcach increasitguggggglingg couples throuph

existing Propraiis, expecially & clientcle uvsing thesc services

may alreudy be more receptive tc family planuing.

The Planned Parenthood Association of Zambia has, since
its inception in 1972, served a coordinating function for
family planning as well as provided contraceptives to Zambian
institutions involved in service delivery. Church and mission
related health facilities provide an estimated 30 percent of
health care naticawide, but it is not known what proportion of
these facilities provide family planning services. Private and
parastatal companies provide basic health services to employees
and their familics. Although many of these facilities may
already provide family planning, the proportion of them which
do so, and the scope of the programs, is unknown. It is likely
that a subctantial propevtion of the wage earning population,
who arc probably among the mort receptive to family planning,
already reccive health corvices through parastatal and private
companies. '

PPAZ has had sevcrce management problems, as identificd
in the 1983 ITPr wmanzgcment audit. Most, if not all, of the
current PPAZ staff do rot have technical cxpertise in family
planning or health. PT'4AZ is, howecver, interested in improviug
its operations, and in strengthening its role in promoting,
supporting and coordinating family planning activities in
Zambia. In particular, PPAZ would like to cj;erate two family
planning clinics in urban Zambia, to help meet the demand for
femily planning, and to scrve as a base for the training of
nurses, midwives and other pcrsonnel.

There is evidence that the PPAZ, missions and private
groups are interested in strengthening their role in family
planning service provisionm. Constraints to their doing sc ==
including lack of access to contraceptives, management
problems, or shortage of trained staff -- bear further
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examination. In some cases such expansion may require minimal
inputs to relatively strong and efficient institutions, while
in others, overcoming maneqgement problems may require !
considerable effort. Constraints and potentials for expan.ion
of services through non-governmental institutions should be
assessed, especially given the possibility that such
institutions might vastly increase service delivery in the near
term with relatively little increase in adninistrative burdens
on government.

7. Donor Support and Plans

Doncr support to the health sector has been fragmented
and unco-:rdinated. Only one project, the UNFPA Fanmnily Health
Program, directly suppoerts family planning service provision as
part of the netional PHC program. TIess than one percent of
1902 c¢cener health funds were spent Sor family planning and very
little of thesc funds have supporteu institutional development
activities or built Zembisn expertise. Any larce injection of
donor funds_into the population/hecalth sector in the near

institutional deficiencies which, unless corrected, preclude
sound a2llocaticn of resou;ces.

The approach teken by donors to date has been, in the
team's view, fundamentally irrational. An example of misplaced
donor priorities is that at least four years will have passed
before the 1980 census results -- the country's basic data for
planning -- have been tabuvlated. A conciderable amount of
technical acssistance is provided, but it is provided in a way
that, in somne respects, tends to reinforce less than
satisfactory GRZ procedures. Over hal{ of donor health
activities provided expatriate advicors only -- in 1982 there
were over 170 nealth advisors in the country.

Illustrative of this problem is the nature of support
for health planning, a key function if{ programs are to be
prioritizced and phased in concert with institutional
capecities. With SIDA surport, expatriates have been filling
stalf positions without, for the most part, any counterparts
receiving on-the-job training. After several years of funding,
the sole Zamwbian treined abroad under the SIDA program has just
returned and is the only non-c¢:patriate functioning in the
Planning Department, and he holds an as-yet untenuied
position. Without Zambian involvement, it is not surprising
that the expatriate planning advisors have not focussed on
careful identification of constraints, have not highlighted the
importance of very basic statisticel omissions, and have not
addressed the seriousness of the steps needed to begin to
address planning problems.

The reluctance within the GRZ to staff key planning
positions is understandable in times of financial hardship, but
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doing so is ultimately self-defeating, given the key role of
information and analysis in a national problem- solving

process. In their willingness to place expatriate advisors who
are unmatched by counterpart Zambians, donors have, in effect,
contributed to a crippling of GRZ capsbility. (One possible
solution in timecs of severe government financial crisis is for
donore to fund key staf{ planning positions on a graduatly
diminishing basis. Although doing so0 is not consistent with
current donor practices, it bears consideration.)

i1n October, 1983, the World Bank sent a team to Zambia
to conduct a Populution, Health and Nutrition Sector Review.
The team's final report may be the basis for a GRZ request to
the wWorld benk for major assistance to the health sector
through the Nationel PHBC prograin. assistance would focus on
MCH/FP proglam development, including training, supplies and
infrastructure.

Although the report notes that deficiencies in long and
short term planning are impairing development of the health
gector, it is more a description of overall gsectoral problems
than an analysis of causes Or prescription of steps needed to
begin to solve them. For exanple, the alinost complecte lack of
appropriate, analyzed data upon which to assess priorities 1is
not given due recognition as a part of health sector problems.

We sec the sector review as a beginning which can serve
to initiate a continuirg host country process of inguiry.
Beforc this can be done, however, a molrc realistic assessment
of current institutional performance and constreints will be
required.

C. COMNCLUSIONG: PROBLEMS AND CRPABILITIES

Population-rclated problems are major factors
constraining Zambie's developuent prospects, and substential
need ard demand for maternal-child health and family planning
progrcms has been demonstrated. However, comprehensive
solutions cannot be simply prescribed or easily implemented. A
major limitation is that ménagement of the population and
health sectors in Zambia does not lilncorporate a problem-solving
process involving learning and self-correcting procedures. The
necessary integration of data collection, processing and
analyeis with policy and program formulation and implementation
does not now exist.

The execution of adequate analyses of population
problems and solutions would constitute an inguiry involving
MOH headquarters and field staff and staff {rom other
ministries. It would reguire an extended period of time.

Doing so effectively is constrained by the existing limitations
of financial, physical and trained human resources. However,
although foreign specialists can help and financial assistance
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is needed, the fundemental problems will be solved by Zambians
or not golved at all.

As & result, injections of donor resources at this tine,
vwhether in small or large amounts, are likely to bring limited
impact unless cesources are accoipanied by across-the-board
institutional reform in health planning and delivery systemns,
and the initiation of a rational problem-solving process.
Theze reforms would involve (1) more detailed and reliable
data, data processing e&nd comprchensive analysis, (2) adequate
Zambian staffing, formel and on-the-job training of Zambian
staff{, both abroad and in Zambia, with the assistance of
resident advisors, and (3) improvements in the design and
implenentation of progrems, including changes in current
institutional procedures at headgquarters and in the field.
Financial cssictance to date has placed insufficient emphasis
on strengthening the health sector. Assistance in the future
should reccgnize and take steprs to reverse this situation. In
order to do this, donor support must be phased to permit
sencsible eolutions to the most important and urgent problems.
It muct alco provide the appropriate composition of technical
and capit:l assistance and training to perniit sound analysis of
institutionel strengths and weaknesses, and of how long the
necessary steps will take, how they should be undertaken, and
by whou.

D. RECOMMENDLTIONS

Population problems are severe in Zambia, related
development trends arc unfavoraeble, and matcrnal-child health
and family planning is one ol the weakest aspects of the
national health preocrams. However, the team does not believe
that, at this time, AYD should provide large scale financial
assictance to the MOH. Key instituticnal improvements, which
will talic tiwe to realize, must precede Cevelopment of a major
public sectoxr service dclivery program. In addition, we
belicve thet stronger demnonstrated evidence of CRZ commitment
to IiCII/F'P -- which does not now exist -- 1s another
prerequisite before large scalce donor acsistance in population
will he approprietc.

We recommend steps vhich we believe are feasible for AID
to undertake at this time. Our recommendations address
improvements in instituticnal capability, and point to focussed
areas for support to service delivery through noa-governmental
channels, which can serve to mect some of the country's most

urgent needs and at the same time builé a base -- in improved
management, in information collection and use, and in tested
models for service delivery -- for later, large scale donor

assistance. The recommendations incorporate, where we feel
appropriate, dialogue with Zambian officials and with donors,
support for information and analyeis, and technical assistance,
commcdities and training to expand service provision. They are
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baced on the team's assessment of problems and their urgency,
and of Zambhian capebility to respond, as well as our
understanding of AID's own areas of comparative strength in the
population sector.

Discussed more fully in Section V, the reccmmendations
are (1) support for information collection and aniliysis,
beginning with the 1980 census, through the Central Statistics
Ooffice, (2) dircct support for technical assistance,
contreceptives, and service provision, coupled with improvement
of the national service stetistice system, through the PPAZ,
(3) an assessrent, with the involvement of Zambian officials
and cxperts, cof the potential role of a range of
nongovernrental orgenizations in family planning gervice
provicion, an¢ (4) dialogue with the GRZ and donorsg, especially
the World Bank. regarding & sector approach to health and
pooulation problems, and AID participation in ma jor decisions
aftecting sectoral development.

I11. POPULATION ARD PELLTH PROILEMS IN ZAMBIA

A. POPULATION CHARACTERISTICS

1. Ilntroduction

The relationship betveen demogrephic trends andé other
porulation charccteristice are multiple, diversc and different
in each country. Mortality, fertility and migration are the
basic demographic variables which affect other population
characteristics. They deteruine a population's age structure
and grevith, and its geographical distribution, end they also
creste conditions which affcct other socio-cconomic
cheracteristics.

For exenple, with different levels of fertility and
mortality, and the seme difference bhetwuen cruvte birth and
death ratcs, tuo populations will have the same growth rate but
¢iffcrent age structurcs. Although the population growth rate
will be the same, the poputstion with higher fertility and
mortality will have a younger age structurc--and a higher
dependency ratio--than the population with lower levels.

If country 2 has similar mortality as country B, but A's
fertility is highcr than B's, not only the population of A will
grow faster than B but the age structure of A also will be
younger than B. Problems such as educational needs., job
gupply. dependency ratios, housing requirements, and public
services (such as police, health, sewer systems, water supply.
and transportation) will have to be solved at a itaster pace in
A than in B. Furthermore, migration could worsen the situation
in particular regions of the country. Migration to a city,
together with high rate of natural increase, may double the
city's population in astonishingly short periods of time.
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At any given moment in time the labor force of the next
1L years is alreadv determined by past mortality and fertility
conditions. In other words, the population that will be
demancing jobs over the next 15 years is alrcady born. This
time lag separating fertility changes from labor fcrce changes
has considerable significance. Any policy decision taken today
to reducce the populetion growth rate or change fertility will
affect the compesition of the population de:.anding jobs only
after 1% ycars. This effect calle for deteiled, careful
planning end forccasting, if large rates of unemploynent are to
be avoidcdad.

70 know the populetion characteristics of a country at
regiconal levels is, therefore, a must for effective developrient
planning. Population characteristics are not the only
characterictice affecting development, but they define critical
counditione which ere favorable or non-favorable for
develcopment. 4 countly with a rather low populetion grouvth
rate, together with an older age structurce, generally has
better prospects for development than 2 country with 2 very
rapid population growth rate and a young cge structurce.

2. Information Besc

In 1950, information on the population of Zambia was
obtained by meens of @ demographic sample suvrvey. The sample
did not contzin detailed ege information. It collected
informetior on deaths and births during the previous 12 months
ané on chiildren ever born and children surviving. The guality
of inforration hee becen gucsticned, and the lack of deteailced
age inforration mode it almost impossible to estimate fertility
and mortelity.

The first n:tional census wes teken in two steps. The
ner:-Africer de facio populition was enumeratced in Ceptenber
1961 togrihes with a census of urben ewployees. The African de
facto population was erumcreted from lizy 1% to July 29, 1963.
The final) 1963 census count of 3,490,000 was around 35 percoent
higher than the expectcd population hased on the 1930
demographic sample. ~Llthouyl: the 1961-1963 census constituted
a better count of zambian populetion, tabolaotion in terwmy of
wide age groups once again impeded demogrephic enalysis.

In 1969, & nation:l census was leld, which providcd
useful information for undercianding ¢ demogiaphic situation
in Zambia, as well as other socio-economic characteristics.
The publication of the¢ 1969 census provided detailed
information at the district level.

In 1974, a de facte censvs wacs taken frem Auqust 26 to

September 7. The sample was taken from large and small urban
areas and from rural areas. The sample was supposed to
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represent an overall sempling fraction of 14 percent (CSO,
197%, p. 3). Another sample demographic survey was ccnducted
in urban Lusaka and onc rurol area, Keembe, from August 1978 to
hucust 1979 (EC/H, 1982).

Finally, during August 15 to September 7, 1980, another
national census was conducted. At present, only limited and
preliminery data are aveailable. Plans exist for detailed
tabvlaetion {or urben and rural areas within each district and
tabulotions arce being prevared. It is planned that such
tabulaticne vill be reedy in mi¢ 1984, The tabulations will
permit & uceful enalycis of population charecteristics for the
formulation of uwatlioncl planc.

Current knowleédue of the demographic and population
characteristics of Zamhia 1s gquiie limited, and the limitation
is an impediment to the formulation of a sound and informecd
pepuletion policy and a2 plan of action. In this conncction,
the anelysic of the 1960 census date will be crucial for
determining recent demogrephic trends and pooulation
characteriatics.

3. Histericel CGrowth, Changen in Corpocition and
Distribvtion

a. Fertility

Fercility hes heen estimated as high in Zambia. The CSO
has estimaved 2 crude bixth rate of 47.7 births per thousand
populatiorn for 196%. 'The U.S. Bureau of the Census gives a
range of veriation in crude birth rate from 48 to 51 for 1969.
A report from the Yorld Benl sugjests total fertility rates
flvctvating around 7.0 foyr 1969 and & probahle increasiig trend
after that vear (WVorld Bank, The Derography of Zeoembia, October
1683). Althouagh therc erce son: fertility differcenticle by
province, fertility is stil) high in all of thern. The 197:/79
Urban Lusake and Lvral Keewrbe survey (FCA, 1982) provided sone
fertility information. 7The rcport chove a large differcnce in
fertility between vomen with lcss than upper prirary education
and the rest of thc population. The analysis of the 1860
census data will provide uveeful informction on fertility by
geographical area and in terrs of some of the social
characteristice of females, including education.

b. Mortality

The fragmentary information provided by census and
demooraphic samples indicetes that although Zambia has rather
low mortality by Africen standards, comparison with nations.in
other parts of the world suggests that a large number of deaths
can be reduced.
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Informetion on registered deaths is not complete ahnd
cannot be used for estimating mortality. Cencucs and survey'
informatior for indirect estimaetion of mortality is limitec to
the 1969 and 1974 census and to the 19785-7% Luseka-Keenmbe
survey.

Using infermation from the 1969 census, life expectancy
at birth .as beon estimated at 43 and 46 years for both sexes
combincd. The Central Statistics Office has published a repcert
jndicating a 1¢6¢ crudce dcetiy rate of 19.7 deathr per thousend
popvlation, an infant mortality rete of 129 deaths per thousand
birthes, and ¢ maic and femcle life expectancy of 41.8 and 45.0
respectively. (C%0, 1973). A report from the World Banlt on
the populetion of rambio sugges’'s lower levels of mortality.
Inforrmetion from the the 190% census andé 1974 surveys indicetes
that nmortelity vire declining during that period of time.

(World Lenii, The Demog¢raphy of Zambia, October 1983).

information concerning mortality was collected in the
1978-79 Urban Luseke-Rurel Leembe survey, but no generalizalion
for the vholec country can b~ made. However, tables presented
in onc of the survey reporte would indicate the continuation of
the nmortality decline. (ECnh, 1962, pap:r ECMA/PD/WP/1880/7).
Informetior from this survey indicates the ceiistance of high
mortality differentials among sociel groups and between urban
ané rvral aress. IFinslly, an infant mortality rate of 141
deathe per thoeveand births has been given for both seles
conbined for the pcriod 1969-74 (CSC, 1979).

c. Poprliticrn rge Structure

Ls & conscgrance of past high fortility ard declining
mertvality, the ace stivcturs of the Zaubian pepulation is very
young. 9o proporticon of the populatica under age 15 was 43
and % percent in th 12¢Y end 1974 cencunes, respectively.
The letter ficrre micht be affected by some irregularivies
founs in the 1974 population erc and sull structure.

Neverthelons, it is expected tihat the 1580 cencus will show 2
higheyr proportic: of population under age 1% than in 196%. The

Zembisn oo structurce implics & high dependency ratio per
wvorker (more tlsn £ 3n 1869) and e rapicly increasing dcwand
for education.

d. Populetion Growth Taote

The pepulation inforr.tion provided for 18¢3, 1969, 1974
and 1980 show an increasing population growth rate (See Table
1). The calculated zlnual growth rate¢ are 2.4, 2.8 and 3.2
percent for the intercenczel periods 1963-69, 1969-74 and
1974-80 respectively. The lack of recent information on
fertility and mortality pernit only an estimation of the
porulation crowth rete between 3.1 and 3.4 per cent for 1983.
Tabulation of the 1550 census should provide more precise
estimatces.
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e. Urhan-Rural Differences and Internal Migration

Zambia's population has been subject to unucually high
rursl to urban migration. Consequently, the proportion of
people livin¢ in urban areas has been increasing up to a level
of 41 percent in the 1980 census. Because of the migration
movement, the urban population living in cities over 5000
inhabitents grev at hich annual rates of 8.5 and 6.1 percent
during 1963-G¢ &nd 1969-80 respectively. However, the rursl
popvlation grew at eénnual rates of 0.5 and 1.7 percent during
the same period. (Ratec calculeted from Wood, n.d.g Table 5).

In Zawmbie, teveral large towns, primerily in the
Copper':1lt and Lusahka, coexist with larce arcecas of very sparse
and sccivered rural settlement, with the exception of
relativaely heavily populéted rural zones nesr the towns and
along the line-of-rcil in Central and Scuthern Provinces.
Urban migretion, in responce to the growth of industry and
perceived opportunities in towns. has continued from colonial
years to the present, althouch there is evidence that urban
growtlh rates have slowed somcewhat since the 1960's. There are
significant income disperities both within urben and rural
areas, and between then, and evidence suggests that urban
dwellers have three to four times the real income of rural
dwellers. 1In the lzst & to 10 years the rural-urban disparity
hes probably increased, with rural areas suffering
proporticonatcl: more from the netionwide decrease in real
inconme.

It is likely thet some of the social charzacteristics of
rural-urban migration hiove changed since Independence.
Colunial policics restrictcd property ovnership and residence
and investi.cnt 1n towas, thus preventing workers f{rom brin¢ing
wiver and dependents with them and encouzaging continued socie
and ccenomic ties with home villages, and return to thewm
follc.'ing rotirement. MAfter independencc, migration of nuclear
familiecs and of women to join their spouces appears Lo have
increrscd, as a result of ewployer and governmecnt policier
corserning property owncrship, residence and retirement.

1

small cities greir faster thei large cities during
1963-69, and this trend continued during 196¢9-80. Nonetheless,
if the growth of cities is analyzed in terms of the number of
persons added teo cities during each intercensal period, during
both periods the large cities continue to get more people than
emzll cities. If such growth éuring the intercensal periods
could be disaggregated according to naturcl growth and
migrants, the results will probably show a changing migration
pattern. While in the 1963-69 period most of the migrants
(around S0 percent of them) were attracted to the largest
cities, during the 1969-80 period almost the same amount of
migrants went to the largest sméll cities. The change is not
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6. Conclusicns: Temonraphir Characteristics and
Devclonncty_Ljoblf_F

High unewploywent rates, high fertility and rapid
population growtl, concentration of population in the largest
cities, and lLigh vates of illiterate or semi-illiterate pcrsons
arc social charactaeristics unfavorable for economic developuent.

1t is alvays desivable to sustain the effort to reduce
mortality. louvever, account should be taken of the impact of a
fusther decline of vortality on other population
characteyisrtice. Althouglh reducing mortality will bring better
health (and, hence a healthier labor force) it will also
accclerate populaticon growth and bring aboul an even younger
ape structure, thus increasiung the number of dependents per
vorker, vhich vas wore than 4 in 196%. 1If mortality continues
to decline, it is likely that most of the saved deaths will be
in youny age grcupe. lHost infant and child deaths are still
duc to infcctious, contagious and parasitic diseases, which
frequently can be rcduced faster than degencrative and
renal-cardio-vascular diseasce:. Consequently, the life-saving
iv likely to be covcentrated in young ages, videning the
preoportion of populstien under age 15.

Only a reduction of fertility will counteract the
unfaverable effect c¢f declining mortality on the age structure
and grovth rate. 1f feirtility is reduvczd, better population
conditions for developmwent will be created. In the meantime,
the lebor force will continue to groew at very high rates.
Dewnrrephic trends have ecrcated conditions that will not be
favorebhle for reducing unewployment up to the cnd of this
century, and forccante of possible high unemployment should be
Laken into cccount in planring capital investnerts during the
next 15 years. To avoid carvying such a burden for lonner
yeriods of tinme, tl= ccuntry's fertility wust be reduccd.

During the wext 15 yeers, housing requiremeuts will grow

fastcy thaw in the paest. Cities will doublce thei. population
in pericds that filuctuete Litwes 10 and 15 years.
Consequeutly, in 10 - 15 ycars there vill be a need to

construst «s many housiug units as were available at the
beginning of the pcriod. Total construction needs increase
sharply ii housing replacecucnts are added

A reduction of fertility seems to be a mur. for raiscing
the genmeral staudavd of liviug. In the short ruvn, the goal
gshould be to reduce the population growth rcte ¢+d hence reduce
the paca2 o’ emerging requirements in arcas such as food,
child-car+ and hcalth facilities, and school and teacher
requirements. In the lou; run, reductions in fertility will
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bring a better agc structure of the population, and as a result
2 reduction in the rate of growth of the demand for housing and
jobs. Reduced fertility could also contribute to increasing
the per capita income within cech family.

B. POPULATION FOLICY ANY FROGRAMS

0ffici:) interest in population and family planning in
Zambia cdates bacl to 1974, when Zambia sent a delcgation to the
World Populatiorn Confecrence at Bucharest. While at that time
Zambia stated that it did not have a population problem and in
fact was under-populatec, following Bucharest, the government
held a conference in Zawbia to discuss population issues. One
of th~ recommendations that ceame out of thce conference called
en the governmment to strengthen MCH services, includiag family
planning. JIn 1977, the government invited a UNTPA-WHO-UNICEF
Mission to come to Zambia and advise on how & nationzl health
progrem incorporatirg family planning could be established. 1In
1980, the Ministry of Mealth approved a UNFPA-funded Fanily
Health Program, which included equipment and supplies for
MCH/FP.

Aithough the GRZ still does not have an explicit
popularion policy, the attitudes of GRZ leadcrs appear to be
changing. Widespread prornatalist attitudes of about 10 years
ago, as couched in statemecnts that the populction remains small
relative to land size, are less prevalent tocday. The
pronctalist view ic understandable considcering the political
realities of a large -=- and to the casual obcerver, sparsely
settled -~ statc surrounded by numerous neighbors. The last
decadce has broucht, however, new political rcalities:
unewplayment, shortapges of education and services, and 3
drastic rcductien in the country's financial resources. It
seems tlazt, morce and move, GPZ leaders-are becoming zware that
the critical equation is now the measure of population relstive
to resources, rather than to thc land base.

As an indicztion of a mare active GRZ role in analyzing
its population cituation openly, a committec cowposcd of
represcatstives from NCDP, €S0, MAWD, MOH .nd other agencies
was established to preparc Zambia's input to the 1984 World
Population Conference to be held in Mexico City. In
preperation for the meeting, sub-committees are excmining four
broad topics: fertiliiy and the fawily; population
distribution and migration; population, resources and the
environment and; mo:tality and health.

Realizing that the lack of a population policy is

limiting effective action, the recent World Bank Sector Review
recommended that & high-level committee be formed to study
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population issucs and rccommend a policy. Accerding to the
World Eank rccowncndtion, the committee should prepare a repbrt
vhich can form tl besis for anm open dialoguce betwcen GRZ, the
National Party, ana varjous government and private groups. We
understand that, in reviewing the reconmcudations made in the
World Bank Sector Review, the GRZ has agreced to establish such
a committee, but it is still in the process of being developed.

Government comuitmeast to family planning and support feor
proprame sre indirect but important measures of official
thinkine. While the governaent has not come out with strong
stotements in favor of family pianning, family planning is one
of the interventions meutioned in the new governuent strategy
on Priwcry lealth Cerc, outlined in the 1980 document, '"Health
for the People." As part of this strategy, the goverument
stresscd the importance of preventive healih care alceng with a
plan for iwmpleuciting a primary health care progrum. The
stretcegy defines priwary health care to include health
education, nutrition, food scupply, sanitation, sa’e water,
MCH/FP, immunization and cortrol of locally erndendcec diseaser,
mental lLealtl and treatnant of common diseases and injuricc.
Discuscion of MCH/IP rcfers to the provision of child spacing
to redrce raternal and child mortality. The govornment,
through the Family Ueolth Pregram, has traincd over 1000 nurses
and traditional birtl attendants in Tamily Health, including
child spreing. While the MOH reported 54 clinice offering FP
and 59,068 users for 1982, the repovting has been sporadic and
unrclicble.

Picevious to these effoxts, in 1974, the University
Teachirg Hoepital (UTH) beccre intercsted in family planning
when tle Departmen: of Oletctrics and Gynecolopy was designed
2s & WHO Ticléd Rescanrch Cent.r aund began conducting studies on
variour contraceptive methate such as Depo Provera and IUD's,
The bospital started offering family plauning services and
after the Sister in Charyr attended a family planning ccourse at
M:harry in the United States, she returned, trainced othere and
set up a family planuing service thot is almost completely run
by nurscs. UTil has the largest FP clinic in the country and
nrovided FP to cover 6000 clicnts in 1982,

The private Planncd Parenthood Association of Zamlia
(PPAZ) was establirhed in 1972 to support population and family
planning efforts i the country by increusing awarencss and
educating political, government and health policy wakers and
planners to the impertance of population and fauily planning.
PPAZ has provided support to government and non-governnental
agencies in thc provision of FP instruction and services. PPAZ
does not provide services directly, but has becen the najor
supplier of contraceptives and has been collecting statistics
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on usagn and COVErago, ~1beit not adequately. The Association
hao also taken the lead in conducting educational talks and
campeigns in rure] communitics through a field force of .0
educators.

PPAZ hos hed seriouc menagemn. ut problenis over the last
fev years which have affecied their program and, awong othcr
thinge, reculted in & chronic shortage of contraccptives in the
country. As PIAZ wes the sole supplier of contraceptives,
thosc frcilitier offeriug rervices frequently ran out of
supplics. In 1982, the UNTPA supplied contraccptives dirvectly
to the MO zand this has helpad to alleviate the problem. PPAZ
supplics contraceptives Lo M0, to mission health centers and
mincs Lealth facilitics. While statistice are not available on
what poreeuntege of these institutions providc family planning,
miseions account for the delivery of 50 percent of the hcallh
care in rural arcos and 30 percent of the overall health care
for the covrwnivy. Various private groups hav:. inc¢icated
interest in ewpanding FP efforts and, for exawple, groups like
the Zambiz Flying Doctor Scrvice and Makeni Ecumenical Center
have rcceived limitced YP support and are anxjous tc expand FP
inforumation and services. While PPAZ repovts 98,27& uvsers in
1982, the actuzl] user fievre is probably much less as
etatiostlics collcctcd are incomplete duc to lack of an organized
system to collect and znalyze thc data.

w

The Ministry of Healtl and PPAZ are interested 1imn
erpending frmily plinning efforts but some of the exicsting
protlems and conctraints include lack of informztion on
feytilifty and on the kneowledge, attitudes and practices of
fecting birth planning, chronic shortage of
ptives, andéd 2 poor system for collecting FP
ce. Other prollews are 2 weak PPAZ program and the
training of FP health wvoriers.

=y

adults &
contyoecee
striisti
neced for wnore

Solutions to those problems, and a success”ul expansion
of fauwily planning in Zembia, will requirc the cooperation of
PPAZ, MOWN ard other orgenizations in terms of staring and
consclidoticn of infermation and coordination of activitics.
Despite steps towzyd a more active discussion of populzation
concerns, overall govermment com‘itucut to family planning
remzins very limited, cs measured by the budgetary priority
giveu to maternal child care and family planning within the
overall national hcalth care structurc.
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SLRVICES: THE KKOULENGE, ATTITUDNYNS ARD PRACTICE

—

1. Ihg_Trf01mnlynn Lase

Given the limited scepe of family plarning programs in
Zavwhia, and the lack of asscsroment of prosram effectiveness, or
of contraceyptive Incvledpe, attitudes and practice in Lhe
courtry, actual wearure of dcmand for services is not
possible. lovever, an hnuly is of the broader country context
—= thosv socizl and ecenomic processes which may be sus tairing
extrowely high fertility orv whicli are likely to be the basis

)

for fertility c¢eciineg —= provides indirect evidence of demand.

Our documentary TCVLIEW revealed few studies to date of
variation and trends in the detcrminsnts of fertili‘y imn
vambiz. The 1969 ceunsur ceculd have provided additional
background but the data weyce nover adeguztcly analyzced. The
1980 cersus results vill preovide inforuwation to rermit analysis
of frrtility variationr by urban/rural, by provivce and
districi, by ege grouns. by occupational class auvd ecdvcation of
woren, ac wvcll as morce cetoiled analysis of bi 'h spacing, age
of werriage, economic activitius of housclhold nombere,
employncnt znd iaboy force etnatistics, school ¢ tendance and
educational attasinment, and migration and urbavnization
pattern.. Censur enulysis will also serve as the necescary
{rame for morc focussed studics., Nationvide data oun
contraceptive prevelencs or attitudes tovard fecnily size,
family planning and service declivery do not exist. In addition
theve cre ro evaluetiorn. of prograw effec tivencss which might
be uscd to define contents 3n which family pla anning services
arc wclting dewend.  The 1976-79 survey (tce, 1982) covering
Luscka and cne rural arvea, Neewle, p10v1rr som2 uscful
snformation on family patteins, ferLlllly aLLl‘”dc end
cconomic vericlhles. Crveoral small rural cconomic surveys and
surveys of {certility sttitudes conducted by the University of
Zambia alsc provide sene information.

e

2. Scciqﬂﬁco;omic Prekeround

In /frics, large fawily norms are rooted in tradition

and reiunforced 1y thc fact that most women lack any

alternatives to carly marriage and childrearing. Children
provide critical suppoxt to the famnily as unpaid workers.
Demand for famlly planning and effective utilization of family
planning cervices have tendcd to accompany such changes as
1mprovements in education zud employment of women, improvemcnts
in economic status, anc reductions in infant and child
riortality. Africau data, cspecially as shown in the relatively
well documented case of Kenya, suggest, however, that a varicty
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3. Szlient Tindings

There appcars to be lack of knowledge about FP by many
women in both urban and rural areas of Zambia. Consequently
the number of women practicing family plauning is very low:
probably less than 2-3 percent of the women at risk are using
contraceptives. Yet, vnwantcd pregnancy appears Lo be high.
Vhen one looks at the fignres for hospitalized incumplete
abortions (many scli-induced) crpecially in & country that has
a liberal abortion lauw, it 3s astounding. (The Abeortion Act
No.26 of 1972 states that a women can have an elective abortion
if three physicians approve the proccdu:¢.) It was estimatcd
by a physicicn working &t University Teachiny Hoepital thet
over 5000 patients were admitted to UTH in 1982 for
complications of abertions and about 50 requcsts arc made each
weck foy elective abortions. This is a gocd indicctor of
indirect demand {or FP.

Sample data from 1978-197¢ suggestl that variations arc
lilely to cxist in demand for family planning &along key
variables, particularly rural-urban residence, level of female
education, and social class. There is an apparcnt shift
towvards shorter breastfceding periods. There arc differences
betwveen urbar and rural arezs in terms of desired family size,
perceyptions of the econonic contribution of children, the
strength of the extended family support structurc, and mcan
parity of women.

Because of their relevance to the definition of
population problems in Zambia, findings frowm the 1978-7% ECA
survey are discusced in more detail, below:

--Ages st first marrizge vere lov: 17.1 ycars in urbarn Jusals
and 16.2 ycars in rural Kecmbe. Early' age at marricge screms Lo
be asscciated vitlh higher fertility. For exanple, Lusal.a vomen
aged 20 Lo 24 ycars who had married at an age under 15 years
reported two move children than counterparts who married later;
the corresponding differcential for rural Kecmbe was three
children.

—-Data cn mean number of children desired show that rural wouamen
wanted wore childrern than thelr urban counterparts (7.2 vs.
6.6). Within the urban sample the number desired was invercely
related to social class:

Mean Numbii Children Desired

Lusalka low density 5.98
Lusaka high dencity 6.15
Lusaka csquatter 6.92
Keembe rural 7.18
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—-Lusaka women who had lived in rural areas over 20 years had a
mean parity similar to women in rural areas who had never lived
in urban areas. Lusaka women who had mever lived in rural
arcas had a mean parity of 3.8 as compared to 7.2 for Lusaka
women who had lived 20 years or more in rural areas.

--Date sugprest widespread ignorance of birth regulation
methods. Although 63 percent of Lusaka women and 66 percent of
Reembe women said they know of no method of birth regulation,
it is unclear whether this means that these women did not know
about birth regulation, or merely could not name a method. The
higher a woman's education, the more knowledge she had of birth
regulation. Two thirds of the 2729 women sampled expresscd a
willingness to use contraceptives if prescribed by a doctor.

--15.2 percent of Lusaka women, and 16.%4 perccnt of Keembe
women, stoted that they had used the pill. 26 percent for
Lusaka and 24 percent for Keembe married women of reproductive
age had ever used any method of birth regulation. Only 1
percent of women interviewed said they had ever discussed the
use of family planning with their husbands. The number of
women willing to practice birth regulation was highest among
Lusaka women aged 20-39 years.

--Questions concerning opinions about the effect of children
upon cconomic participation showed strong divergencce between
rural and urban women. A much smaller proportion of rural
women felt that having many children would hinder a woman's
participation in the economic life of the society.

--Higher fewmalr educational attainment was associated with
lower fertility. However, attainment at the secondary level
vas needcd to significanily affect fertility. 1Illiterate women
marricd earliest and bore about three wore children than those
women with secorltary forms 1-2 cducation.

Women's Education Parity
Lusaka Keembe
None 6.5 6.4
Primary-Grades 1-4 6.0 6.8
Primary-Grades 5+ 4,1 3.6
Secondary, Form 1-2 or higher 3.7 3.2

--Nearly all women sampled (97-99 percent) breastfed their
children and were azs likely to brcastfeed first and subsequent
children. Mean duration of breastfeeding for Luseka was 15.1
months for the first child, 14.5 months for the child before
last, and 14.8 months for the last child., For rural Keembe,
corresponding figures were 16.9 months for the first child,
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17.1 months for the child before last and 17.0 months for the
most recent child. The overwhelming majority of women .
recommended a breastfeeding duration (about 18.5 months) which
was longer than they practiced. However, only 1.8 percent of
the sample linked breastfeeding to delay of pregnancy.

--Dsta on expected and actual birth intervals show mean
reported interval to be higher in Lusaka than Kecwmbe (24.6
months as opposed to 20.0 monthr). Without lLetter dala on
contraceptive pravalence and the components of the birth
interval, howevecr, it is difficult to interpret the reasons for
this differcnce.--Indirect cvidence concerning family
nucleation is suggcested by the number of relatives of the
household head reported to be resident in the household. 14.9
sercent of household members in Lusaka, and 20.3 percent of
household members in Keembe vere classed as relatives. Persons
still seel: homes of relatives when going to urban areas
(including the old who move in vith their children), but the
data also suggest a gradual reduction on the part of urban
households to accept rural kin, and the difficulty of doing so
in urban areas vherc accommodations are limited. Urban males
established independcnt housclholds earlier tlian rural males.
Most households were headed by men, but there werec many more
female headed housecholds in rural arees (18.5 percent) than in
Lusaka (6.5 percent).

The extent to which urban fanilies are taking on values
whercby fewer children ave preferred because of the high costs
to educate and support them, remains to be fully understood.
Aspects of urban life appear to be fostering wmodern, western
family lifestyle. However, soie of the characteristics of
urbanization and industrialization which tend to bring declines
in fertility -- most notably education, labor force
participation, incrcased social status of women -- do not
obtain, to any great extent, in Zambia's towns. Evidence from
studies of urban wvomen in Zawbia shows vast disparities in
female and male employment rates and educational levels.
(Hansen, 1980) Most women must rely upon self employment in
the unstable (and by some accounts, stagnating) informal
sector, in such occupations as beer brewing and petty trade.
1969 census figures showed labor force composition of 28.9
percent women and 71.2 percent men -- this dicparity is even
greater in urban areas alonc.

The impact of urbanization upon families remaining in
rural areas has also brou.ht significant changes which may bear
directly upon family roles and family size. One of the effects
of Zambia's urbanization has been its draw on the rural labor
supply. A 1975 survey in selected provinces nationwide,
(Murter and Honeybonc, 1976) estimated that 41 percent of rural
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households in the somple had a critical labor constraint.
Thirty percent of the sample were female-hecaded households with
a shortage of 2conomically active males. The sample rural
population was disappregated into subgroups according to farm
size and available labor supply: households which were smaller
also had smaller farm sizc, less per capita crop income, and a
lower number of males per females aged 15 to 55. The vast
majority of smallhbolder farmers relied on hand tools and farmed
less than one hectare. It might be postulated that such labor
shortages have limited the ability of households to effcetively
use agriculturesl inputs, new equipment Or techniques and that
only familics having adequate laboer can take advantage of
opportunitics for farm improvenent. This situation could be
cirectly related to family size.

There is a grezt need for edditional information on |
household labor organization and the nature and timing of any
critical labor shortages. Rescarch is underway, by staff of
the Ruvral Development Studies Center, University of Zambia
(UNZA), on the relaticnships between different forms of
agricultural production, househkold labor organization and
hoveehold inceme, especially to determinc any effects of
changes in the organization of labor at the household level on
vital demographic processes of migration and fertility., Based
on a previous survey condncted by the investigators, the
hypothesis was made that capital investment in farm
modernization implies rigorcus, new labor demands involving all
household members. Based on preliminary survey findings, a
strong correlation betwcen improved farm praduction and high
fortility is proposed. The ey hypothesis of the ctudy 1is
that, in the absence of outrcidcz labor, the succers of improved
farming depends on increased and active participation by wom:n
in both agiricultural production and childbearing, and that, in
the absence of hired labor, the larger the cropped acreage Lhe
greater the benefit frow a larger family labor forcc.

Thus, efforts at agricultural modernizction and farmnm
improvemcnt may now be sustaining the historical demand for
very large families among a significant sulgroup of the rural
population. This is a critical area v!'ich requires further
understanding and findings of the above rescarch may help to
answer key questions. Another factor operating in both urban
and rural areas which could serve to sustain, or ecven bring a
rise in fertility, is diminished adhereuce to traditional child
spacing practices, especially as evidenced through trends
toward a reduced duration of breastfeeding among younger
women. Research needs to be undertaken on thic critical area.
Findings from Kenya surveys suggest that even a modest
reduction in the duration of breastfeeding can result in a 25
percent rise in marital fertility unless the decreased
protection is compensated for by contraception.
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4., Conclusions: Program Planning Considerations

Two tentative conclusions derive from the abave
discussion. Tirst, theve is likely to be significant dewand
for family planning services in urban Zambia, as a reflection
of existing demand for smaller familie2s. The existence of
readily availeble scrvices could bring a significant drop in
fertility, cspecially among specific subgroups of women.

Secondly, fertility may not drop significantly in rural
agricultural areas in the necr term and in order for such a
drop to cvcur, major econcmic and social change may be
required. Agricultural improvements in rural areas may
exacerbate the necd for larger families to provide economic
support from children. In addition, if the duration of
protcction due to breastfeeding is decreasing a#nd the decreaced
protection is not compcnsated for by a rise in contiaceptive
use, fertility is likely to rise in the near term. Only modern
contraception can coupcnsate for ongoing changes in traditional
practices that have in the past kept fertility undcr partial
countrol.

A different kind of demand for and usc of fertility
regulation may charecterize rural and urban areas: in the
former, services wil) be used to space births, and in the
latter, services will be uscd to limit family size. Thesec
basic differences should be taker into account in prioritizing
family plauning investucnts, designing information and service
program:, and training healtl practitiorers.

IV. ASSESCUENT OT PLRTONMAUCE AND CAPABILITIES

A. DATA COLLECTION PROCESSIY< AND AMALYSIS: THL_ST/TISTICAL

syusivy T . .

1. Organization

Zambia has a centrclized statistical system. The
Central Statistics Office (GSO) is under the Naiional
Commission for Development Planning (NCDP). CSO is responsible
for overcll coordination of statistical activity and is the
focal point for the development of statistics. The CSO is
functionally organized under a Director and two assistant
Directors. There are nine subject matter divisions headed by
Senior Statisticians: (1) Nztional Accounts; (2) Industrial
Production and Transport Steztistics: Public Finance
Statistics; {3) Exteinal Trade and Balance of Paymeunts
Statistics; (4) Agriculture, Fisheries and Forc:try; (5) Labour
and Manpower Statistics; (6) Census and Suxvey Administration;
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(7) Prices and Consumption Studies; (8) Population and
Demography.

The Annual Report for 1981 (NCDP, 1983) indicates that
on December 31 there were a total of 282 staffed or occupied
positions, of which 221 were personnel in CSO headquarters and
61 were seconded officers in Ministerial statistical units.

The classification of headquarters personnel shows a staff of
28 professionals (some of which are expatriates), 150 technical
and administrative personnel (including 14 "principal
statistical officers", 12 "senior statistical officers", 44
"statistical officers" and 69 "assistant statistical officers")
and 43 secretarial and clerical personnel. The seconded
officers in ministerial statistical units were distributed as
follows: 46 in Health; 7 in Agriculture and Water Developmeunt;
6 in Education and Culture; 1 in lLabor and Social Services; and
1 in Mines. CSO and¢ these statistical units comprise the
Department of Census and Stctistics, headed by the Director of
CSO.

2. Data_Collectigg

The CSO also has Provincial Statistical Offices in each
Province, headed by a Provincial Statistical Officer. The
field work for collection of data is directed by the Provincial
Officers.

Although the field staff of interviewers is not permanent,
a substantial awmount of data collection is carried out each
year, some of it on a regularized basis, and some of it ad
hoc. The voluwc of collected data has been much greater than
the amount expecitiously proccssed; backlogs and delays of two
to four yeawvs are frequent.

Processiug capabilities and performance issucs aside, the
two basic issues regarding the data itself concern quality or
reliability, and appropriateness. There is a need tuv make dala
collection more regularized rnd to introduce systematic
procedures for assuring correctness. Equally important, data
specification and qucstionnaire design nced to be more firmly
based on analytical plans focused on social and ccononic
problems of importance for policy, as well as on the
information needed for monitoring programs and prcjects. New
plans for policy analysis should provide criteria for
questionnaire design; and this analysis should also contribute
to the identification of flaws and errors in collection, and
the conseguent improvement of data quality.

More attention will probably need to be given to the field
testing of questionnaires, and the training of interviewers.
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After data collection workload levcls have been more firmly
established, a cost/benefit study of having a permznent field

staff would be desirable.

3. Data Processing

The processing of data is performed for the CSO by the
Data Processing Centre, Ministry of Finance (MOF). The MOF
provides both programming and computing resources. The major
problems in the processing of statistical data have been the
low priority given to this work by the Centre and the lack of
data procecsing resources and expertise within the CSO to
decign and inplement projects efficiently. This has caused
extensive delays in tabulations and in the publication of
results. For example, External Trade Statistics have not been
proccssed since 1979, and vital statistics since 1976, while
the annual agricultural surveys (1972-1978) had to be processecd
manually.

The situation has improved in connection with the 1980
Population Cecnsusg. UNFFA provided a data processing advisor in
1982 to assist Lhe CSO. This advisor has installed generalized
edit and tabulation packapes, CONCOR and COCENTS from the US
Census Bureau and the statistical analysis package SPSS from
SPSS, Inc. on the computer at the Ministry of Hore Lffairs
(MOllA) where computer access is better. He has uritten
computer input edit programs and has helped write the edit
programs for the data entry systems (1IBY 5280). Even more
impertant, he has traincd statisticians in the use of
tabulation commands for COCEKTS and SPSS. As a result of these
activitics, census data for the Central region are now ready
and data for the Central and Copperbelt regions should be
released in January 1984. A1l data had been expected to be
released by the third quarter of 1954, Unfortunately, the MOHA
computer is now having rcliability problems, and this is
causing major difficulties. Until Januayy 1982, when the URFPA
advisor arrived in CSO, minor data entry was the only data
processing being carried out. The departure of the UNFPA Data
Proccessor at the end of the Census tabulations, wauld leave CSO
without any significant data processing capahilities.
Unfortunately, the UNFPA data processing advisor 1s expected to
be transferred by the UN at the completion of the census.

Even when data reports are prepzared, the printing is
usually delayed. As noted in the 1980 annual report of the
Department of Census and Statistics, the monthly digest of
statistics has almost been turned into a quarterly if not a
biannual publication, and the Statistical Yearbook for Zambia
has not been printed since 1971.
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4, Data Analysis

Complection of the Census tabulations in mid-1984 will
provide Zambia with very extensive and detailed demographic
data. Fertility, education, and employment information
tabulated at the district level, by rural and urban zoner, will
constitute a data base which, after analysis, should provide
information of greater utility for the formulatioun of
policies. Although similar tabulations were available for the
1969 census, subsequent analyses were not carried out, mainly
becausc of problems of access to computers. A satisfactory
analysis of the 1980 census will require: (1) a team of
well-trained analysts and computer scientists; (2) adequate
access to computers.

CSO has done a very good job of organization and
staffing. Therc appearc a sufficient number of statisticians
specialized in each of the wnine subject-matter areas specified
in the introduction. Fairly recently CSO decided to acquire
its own data processing skills. It hired three programmers who
are prescntly undergoing training in the U.K. However, the
priorities of the MOF have the effect of strongly reducing CSO
access to the MOTF computer, and a similar situation prevails
with respect to the MOHA computer. Moreover, as the flow of
completed work increases, it is likely that additional required
skill capabilities in data processing and analysis will bhe
identified by CSO.

Census Analysis. A limited amount of demographic analysis has
been carried out in CSO. The most detailed report is probably
the population projections, 1%69-1999, for Zambia. Theve is
scope for improving the techniques that were uscd, particularly
the projection of total populetion at the district level.

Y

The most exhaustive analysis of a data set was carried
out with the collaboration of Economic Commission for Africa,
for the 1978-79 survey of urban Luccka and ruial Keewbe. A
review of the curvey reports suggest: that the develcpment of
additional analytical expertise for interpreting survey resultls
and evaluating the quality of information is desirable.

Improving demographic analysis in CSO might involve
redirection of staff time away from administrative activities,
as well as training. Apparently there are only three staff
members that have received some demographic training. It
appears that none have a post-graduate degree. None of the
three are trained in all the demographic arcas that should be
continuously analyzed in Zambia. Nevertheless, with some
additional training they could develop the expertise for
application of techniques in the area of mortality, fertility,
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migration and/or population projections. At present, CSO does
not appear able to carry out the thorough analysis of the 1980
census that is desirable in 2 reasonable period of time.
Hovever, the threc (SO ofiijcials with statistical training
would like to receive assistance and training in this area.

CSO has no equipment for conducting the recommended
analysics. The office does not have its own computer and the
access to other computers 1s unsatisfactory. Desk calculators
are obsolete and programmable pocket calculators with magnetic
cards (as TI-59) do not exist. 1If these circumstances
continue, CSO will not be able Lo produce the recommended
analysis of the 1980 census.,

5. Administration and Management

The timely production of statistics that are of utility
for policy-making and the monitoring of programs will depend on
sound administration and management of the phases previously
described. This management calls for: (1) a proper balance
between the resources/staff capabilities and the organization's
workload and; (2) efficient utilization of the resources and
staff czpabilities in ecxecuting the tasks that comprise the
workload.

The information required by the Government of Zambia for
policymaking and management should determine the magnitude of
CS0's data collection, processing and analysis workload. Once
this workload has been defined it will he possible to specify
the physical, financial and trained human resources required
for each component, with greater accuracy than at present.

Anothcr aspect of improved management that requires
attention is how to achieve greater efficiency and some
economics through the proper sequencing of projects. For
example, a rapid and complete tabulation of the 1980 census
might prcvide the statisrical frame for the selection of
samples for agricultural surveys and obviate the need for an
agricultural census.

Improvements in the management process along the lines
described above should lead to the timely production of useful
statistics, and avoid the accumulation of unprocessed and
unanalyzed data that has characterized the past decade.

CSO0's decision to break the data processing bottleneck
and assume responsibilities in this area will lead to sharp
increases in the workload. Execution of data collection,
processing, analysis, tabulation and publication at
significantly higher levels will create new problems in the
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areas of operation and coordination. The correct handling of
these problems will require forward planning in administration

and management.

6. Budgpcts and Expenditures

The Central Statistical Office was created in 1977, as
the single agency in GR7 charged with statistical data
gathering responsibilitics.

The trend in budget allocations in both current and
constant termec has been upvard althcugh somewhat erratic (See
Tabie 4). 1In constant terms, the 1983 budget allocation is
less than that of 1982, but exceeds the 1981 allocations.

Since 1980, the distribution within the budget to
individual line items hes been relatively constant (Sce Table
5). Personncl emoluments was 36-37 percent, special
expenditures were 55-51 percent of the total budget and
recurrent chargec ranged from roughly 8 to 12 pelcent. (Budget
allocations for individual surveys can be found in Table 6).

Actual erpenditures by CSO have becn considerably less
than the budget allcocations, with 1981 an exception. (See
Table 7). 1In 1978, expenditures were only 67 percent of the
budget allocations. By 1982, the percentage had increcased to
79 percent of budget, however, 1981 expenditure was 116 percent
of the budgcted amount. (It is suspected that 1981
expenditures were over budget due to the need to “"clecn up"
after the 1980 population census).

In 19€2, 7/100 of 1 pcrcent of the GDP was spent by CSO.

If the nation's solc statistical agency is in-dequately fundcd
for its assigncd tasks, the informatiotal necds of GRZ wvill not
be mct. The importance of timely and aceurate data for policy

making, plenning, resovrcc allocation and managerent is
ob+vious. Closc attention needs to be given to the full
data/inforrstion necds of the GRZ, and to the availability of
funds for meecting thosc needs.,

7. Data Pricritier for Plannirs

The implications for forcign assistance of the necd for
continuing aunalysis of population problems in the various
sectors--for example, educnt1on, employment--is a central issue
in this pre—-assessment. There is a need for timely statistics
and continuing analysis in all sectors, including health and
family planning. A discussion follows on how improved data on
demand for family planning can facilitate clear and sound
program planning.
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Better understanding of the demand for family planning,
and the economic, social and cultural factors which condition
demand, is necded for policy makers and planners to (1) asscss
the neced for investment in family planning and maternal child
health; (2) provide a basis for choice and prioritization among
different types of programs; and (3)determine the design of
particulsr programs. Particularly useful arc findings which
can discriminate among sub-groups of a national population, for
whom demand for fawily planning or norms about frmily size may
differ, and for whom different types of intcrventions are wmore
appropriate.

This requires timely, analyzed census results and
carefully-designed houschold survcys on health status,
contraceptive prevalence, attitudes vegarding family size and
family planning, and other socio-economic variables.

Study of the determinants of fertility or of demand for
family planning has not been part of any organized effort hy
Zambian jsnstitutions to collect and use such data for policy
making and planning. Institutional link-ges between thoce who
vould be responsible for datc collection and analysis, and
those responsible for planning (especially between CSO, NCDP
and MOHL) appear to be weak. VWhere coordination anong
representatives of several ministries, NCDP and the University
is occurring, such as in the preparation of the 1980 Census
Analytical Report, it is becing done on an ad hoc basis aud only
for a single purpose.

Social and cconomnic survucys of use for populatiyn
planniug bhave been conducted cpart from regular operafions, or
have becn scparate from the planning process. Tn the ECA/CSO
survey, ECA staff verc involved in ¢ substantial way in design,
organi:ation and implermentation of the survey, and bore almost
exclusive responsibility fer data procescing and an:lysis.
While this served to winimize chronic data prcocessing problems,
it also 1 ant theot analysis of key issues was performed almost
exclusively by outsiders.

The Unjiversity of Zzubia (UNZA) is one institution which
may be able to conduct socio-econor.ic studies relevant to
populationr planning. For example, the Rural Development
Studies Burcau (RDSB) of UKZi has conducted numerous, suall,
rural household surveys. A review of the utility of .hese
surveye for agricultural planning showed problems in data
collection (sampling and non-sampling error:), limited analysis
of the data due to manpower shortages, and presentation of
findings in forms of little use to planners. These problems
would have to be overcome if RDSB or another University body

DOC ID 1101D


http:socio-econo,.ic
http:an:,lys.is

-4L6 -

were to suppurt date collection and analysis for
populat10n~1elltcd variables. 1In the case of two ongoing,
donor-funded, population-related studies involving RDSBH staif
even wecll pre‘ented findings may not be used by planuncrs, given
the lack of instituvtional mechanisms to share results. Of note
is that RDSB, with an establishment of 10 research positions in
the social sciences (3 at Ph.D level, one of whom is an
expatriate, 5 at lMA level, and 2 at DA level) is secking to
become wore responsive to specific GRZ requests for applied
rescarch and analysis in scveral topical areas, one of which
concerns dewmography and rurcl development. The proposed
reorganization of RDSHE (not yet funded) would strengthen its

#

ability to provide guidance to program planuerc.

Ways to structure the necessary institutionzl linkages
betv:en the MON, the KCHP and CSO, and Zamiian rcscarchers,
should be c~amined as part of larger review of data collection
and analysis priorities for both CSO and the }MOU, and form part
of improved procedures for the management of data collection
and analysis. These linkages will be critical if the results
of the 1980 census are to be usecd by the range of people who
could benefit fiom them.

B. POPULATION AND MCH/TP: _PROGUAM PLANMNING AN) THPLEMTUTATIOR

1. Planuing Department of the Mivistyy of Health

The planning and management function in the Ministry of
Health (HO)') is relatively new, and wealk. The purpose of the
Planuing Department is to improve allocation of budgetary,
informational and ccoiital reco.urces. Its responsibilities eve
budgeting; programming for health facilities; manpower
planning; coordination of Primary Health Care; maintenance of a
health information rystem; and prepardtion of hezlth plans and
guidelines. Supprii for mauuy of these functions has becen
provided by SIDA-fuirded expatriate advisors aund through the
cadre of staticticians scconded from CSO,

The lack of tiained Zawmbian planners has becn a problen
from the inccption of the Planning Department. SIDA has
provided a Health Planucv/Cconcuist (since March, 1982), an
Architect (sgince June, 1680), and a Transport Planner (¢ince
August, 1983). SIDA also supported the trainiug of one Zambian
Health Planuci, who cowmplcted a two-yecar master's prograwm in
October 1983 and rcturued to the Department. Although this
person does not yet have an approved position, he is acting as
head planner. SIDA plans to add three additional advisors:
Senior Health Planner, to serve as Deputy Head of the Planning
Department, to assist with overall organization of the
Department, and coordination within the Minisctry; a Building
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Supervisor, to assist with planning and implerentation of
building projects; and an cvaluztor, who will be charged with
creating a svsten for continuous evaluation of the PHC program.

While this list of advigcrs is impressive, the lack of
trained Zambian staff remains a constraint to the
institutionalization of health planning. SIDA is aware of this
and has noted in its reports that transfer of planning and
management skills is insufficient and its advisors are
overloaded with work. lovcver, SIDA strategy remains one of
adding technical adviscrs, vith very limited counterpart
arrangements to the small number of established key positionsc
in the Department.

Another problem sica is the poor quality of the health
information systcu. Too much informction is collected, it is
unrcliable, data ave often inappropriate, and much of the
reported information liec unprocessed. There arc few or no
reliable service statistics or statistics o: program costs.
Although €SO provides 46 persons (30 of which are at Central
level), 12 pocsitions are vacent and nearly all of the recst are
filled with poorly qualified individucls.

The most basic hcalrh planning problem is that priorities
are not c¢stablishced using an asscsement of need on the basis of
demographic, economic, or epidemiological considerations.
Socio-expenditures do nof reflect government priorvities or long
range health strategy. Domnor assistance to dazte--primarily
several expatijatc advisors--has becu piecemeal rather than
comprchensive. Althoupl the Planning Department has been in
existence for severcl ycers, only now are planning problems
beginnirg to be addresscd. Most officials indicated a
willirgneres to reviev Lezltlh planning organization and
procedures. They meutioncd as critical problems those of
Zambizr staff shortage, pape in the monitoring and evaluation
of programs, poor budgeting proccdurcs, and an inadegquate
informetion system.

2. Finencia) Constraints Affecting Primary Nealth Cave

In 1981, a strategy for the development of Primary Health
Care (PHC) was adopted by the Ministry of Health. The Plan wacs
developed in the document "lcalth by the People" and proposes
to make all essential hcalth services accessible to the entirec
population. This document, frequently referred to as the
“Yellow Book," outlines a program of health facilitics,
manpover development and services necessary to achieve health
for all of Zambia's population. All health facilities in
Zambia are expected to offer PHC services, which include an
expanded program of immunization, nutrition, health education,
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mental health, environmental health, pre-natal and post-natal
care and child spacinu scrvices.

The eypancion of the Prinary lealth Care Program came at

a time of finanuzi&l corstraint in the health budge: and this
haos affected the implementation of the program. 1In terms of
constant 1981 prices, per capita health expenditures werc over
€19 million from 1971 te 1976. The real per capita expenditure
began to declinc in 1977. 1t wau $14.20 million in 1981 and
$1%.6 midlion in 1962. The estiiate for 1983 is $13.80 million
(World Bank Sector Reviev, Gotoher 1983). Generally, resource
allocation end expcuditures for health services continue to be
concentrated along the line of rail, in vrban aredas, arnd in the
Copperbelt.

In part, dve to buvdgct constraints, the focus of health
care activitice continves to be on curative rather than
preventive scervicees. In 1982, for example, only 7 percent of
current health expenditures went to support PIIZ. Ancther
problem experienced in delivery of health services hes becen thu
lac). of foreign exchange to purchase cesential druge. Hhat
drugs are aveilable go to hospitals and health centers in urban
areae, often leaving rvral health centers without even the
basic drugse. Agc the budget for health care declines in real
per capite terns, and health scrvices continue to Lc providcd
frce of charge, the government will experience increesing
probleirs in covering recurrent costs of health carce, including
PHC seivices, to a growing Zambian population.

3.

—J

at
|

~N

LaTehg

he Neole of the Planned Parcnthend Arsociction_of
T

Since jits inception, the Planned Parcnthocd Ansociation
of %ribic (PPAY) has ploved & coordinating role in comwodity
provisicn, sorv ce statistics, and family planning
informetion., UPPLRZ vee cstabliched in 1992 and has reccived
alnost all of its fuvading froy the Internstional Ploi:cd
Parcnthood lederatioun. ‘YThe Rsscciation has 38 paild steff,
including 20 I'icld Offic:ors baced in each of the couwntry's 18
proviyces vho arc resporzible for the distrikbution of
contraceptives, c¢ollecting statisticz and family plenuiag
counselling. The Acsociciion supports the provision of FF
services to govermment and other agcucies by providing
contraccptives directly to clinice and collecting information
on users from all health facilitius offering swcrvices in the
country. PPAZ is al:uo responsible for conducting seminars and
vorkshops for government officials, parliamentarians, communiiy
leaders and others on various family planning topics, in ordcr
to increase awareness and support for FP.
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Over the past few years, PPAZ has had severe mancgement
problems. There has been an almost complete turnover of senior
staff, including change in the Executive Director three tires
in the past three years. A recent Management Audit, conducted
by IPPF in August 1¢63, identified some of these problems and
made recommendations for improving the wanagement and
increasing the effectiveness of the program. Briefly,
recommencoiicus includcd ways to improve communication and
clarify roles betwcen staf{f and volunteers, develop tighter
controls of projecct funde, and increase staff input into
progiram planving and r1mplementation. The audit report also
reconmmended that the Associotion hire four new staff meubers: a
Program Dircctor, a Yirance Tircctor, a Frogram Officer and a
Supply Maenagewent Officcr. These management problems
experienced by I'PAZ have affected their role in promoting,
supporting and coordinating FP activities.

Two majer problems that PPAZ continues to have arce lack
of staff expertise in I'P and 2 chronic shortage of
contraceptive supplies. PPAZ does not operate any FP clinics
and has no one on its staff with a health or family plenning
background. When PPAZ conrducts FP training programs ov
seminars, the scrvicer o7 outside experts from other
institutions must be escecured. It is difficult to determine how
an organization can effectively promotce TP, or determine
priorities, if they have 1o one on their staff with expevrtise
in this arca. This wvcalness was corroborated during intcvvicws
with staff frowm a num!cr of other institutions.

PPAZ is interestced in developing its professioneal
cxpertice 3n fawily planning Uy opening two model clirics in
vrban arc:c of the ccuntry. The clinics would not only assist
in meeting demand fory services but would serve as trainiug
sites for nurscs, midoives znd other personncl.

The cecond problewm, men:ioned in greator detail below 1s
that of logirtics nenagewcut and collection of service
statistics. PPAZ neceds to coordinate with al) agencics
providing contraceptives, develop a uniform and siuple
recording system and provide training to all those responsilble
for distributing contraceptives and collecting statistics.
However, this vill rcquire technical astcistance and close
monitoring.

4, Materpncl Child Health and Family Plannine Scrvices

MCH/FP care has been inadequate. Very little mention 1is
made of maternal carc and child spacing in the PHC plan. In
1982, it was reported that, whereas 90 percent of women
attended clinics for at least one antenatal visit, 65 percent
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of all decliveries took place at home and only 18.7 revcent
attended clinics for post natal carc. However, figures vary
widely throughout the countyy. . For exauple, only 0.06 percent
of pregnant vomen rccelived tetanus toxoid in the Northern
Province comparced to 46 percent in Lusaka. Likewisc, only 5
percent of women attended post natal ¢linics in Western
Province compared to 34 pevrcent iu the Copperbelt. 1t 1is
estimated that less than 7 percewnt of the at risk women came
for child spacing. Overall, utilization of existing facilities
for 1CH and FP care is particularly low, cspecially in rural
provinces.

Family planning s one of the preventive services to be
provicded in health facilities throughout the country, buvt duc
to poor cuality of reperting, the statistics for the number of
facilitiesz offering scrvices and usage rates arc unrelicble.
For 1962, the HMOUN reported thaot 54 of sts 701 health clinics
and hospitals vere providing family planning services and -
total of 56,088 acceptors were recorded for MOH facilities.
Howcver, not all provinces reported. The PPAZ reported that
210 hospitale and clinics were delivering family planning for
1982, [FPAZ is suppesed to ccollect data from all 880 health
facilitice, including MOI, Mission and Mine health facilitics.
PPAZ collects data directly from all health instituticus
through thrir 2( field officerc located in each of thc nine
provinces. The lack of coordination between the MOH and PPAZ
in identifying delivery points and recording usage mav have led
to double-counting of the samc¢ information for MOU frcilities.

a. Slhortroe of Con&raccﬂtivgg

There has been a chronic shortage of contraceptives in
thie couvntry. Prior to 162, PPAZ vas the sole supplier of
contreceptives., Due to ¢ {ire at their headquarters most
supplic: were destroyed. this, coupled with a weal
contraceptive ordering and distribution system, caused some
facilitics Lo comi-letely run out of supplies. 1In May 10861,
University Teeching Hospital was completely out of stocls for
four moullh«., In 1982, the UNTFPA, throush the MNCH Yawmily Heazlth
Program, ordered contyvaceptives which helpad to alleviatce the
supply problem. Thesr contraceptives are stored at MO storcs
and arec distributed throughcut the MOH systew. UNFPA orderced
199,520 cycles of oral contvaceptive: in 1982, and has plans to
order 58,000 cycles in 1984, Other contraceptives have also
been ordercd, but the preferred method has been the pill, with
approximately &0 percent of all users choosing it (see Table §).

The Family Health Project has fallen short of its target

of reaching 494 service delivery points by the end of the
project, and at present only 54 scrvice delivery points provide
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P services. This has been due in part to the gencyal shortage
of contraceptives. In 1683, the only reason that there was not
# shortape of supplies vis due¢ t¢ multiple sources of supply by
PPAL and .the MOL. TPTA also suprlieca Makeni Ecunaenical Center
with some contraceplives which they shared with both MOR and
mission facilitics vheun thicir st-cke ran short.

b, Cellecting Strtiotles oo Uners

A1l reporting on useiys by PPA4AZ and the }MOW is incowpletc,
duc to a tack of auw organined system to collect and znalyze the
data. TI4aY sen's its supylies to its 20 Field Officers
throughent the ccuntry, Wio ave responsible for distributing
{her Lo c¢lir ' cs. 1n the pact, PPAZ has vveen accusnrd of
hociding svpplice and physically taking contraccptives to the
family plaenning clinic and distributing divectly. 1t was not
possible to dctermane vheiher this is e€till a problem. BEach
clinic s suppeccd to submit monthly returns to the PI'AT Field
Offjccr. Howcver, rcports are often ycceived late, or filled
out incompletely, duc to the Ficld Officer not understanding
what 3wnformction is necded, hov to £571 out the forms, anc lach
of transport to follow-up on defaujters. As PPAL is not the
sole suppli~r of contrasceptives, it 1is conceivable that they
may enpevicuce problems in collecting statistice from those
ciinjcs vhich they do nmot supply. In any case, it is clesaw
that PPAZ stil) nceds assistrance in logistics and commodity
management, anc that no assictance has been received to datc in
this arca frow ecither 1IPPF or awny other source.

AL the srie time, the MOW collects statistics from its
facilities on fanily plarnine usage by netheds or. & monthly

3

basis. These figures, as thoey appear in the MO Aunnal Repov
ef the TFTemily Heeadth Fooprds for 198G-82, are clealy suspect.
Tigurc. oa the Tewily Planning Statistics charts do not add up,
znd there are crrove of up to 18 percent for both over and
undorcounting. Tor cxeonple, for 1982, wheo, columns ave added,
therc 35 a 13,21¢ agiffcrence in the number of users. NOIl
reports total ueers and ftotal vicits as the sawme, which is zlso
5uncorvect. Becanse of the way that voth PPAZ and HOH recordud
visits, it is impossiblc to tell how many uscrs arec in the
progreamn. For cuemple, YPVAZ recorded 98,278 new and cont inuing
users for 1982. Given the nuiabcer of cowntvaceplives available
in the ccuntry for that year, there would not have been enough
to supply 29,530 of the wonen, or one—third of the purportedly
recorded users. Given the probleus of colleccting this
informstion from hcalth facilitics and in collating and
recording it correctly, & cimplifi.d and uniform systew to give
a more accusate recading of users shouvld be cousidered, such as
counting the contyaceptives used in the program on 4 yearly or
bi-yearly basis, vather than collecting statistics on cliemt

(e d
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usage. In addition, consideraticn should be given to
collecting statistics on a quarterly rather than a monthly

basis, as staff are mov overburdened.

c. Lack of Coordijatiou

Perhaps #s serious as the shortage of contraceptives aud
collecting inforwmetion on usage is the lack of coordinatiocn
betueen PPAZ, thc MO, and other organizations, such as Mzkeni
Ecurenical Cecntoy, providing family planning services. For
example, service ctatistics arc collected twice for moct
facilities and PPAZ does not routinely receive HMOMN statistice
frow hcadquavters in Lusaho. It is unclear 1f the reporting
informetion is uniforn. 1f{ joint planning is not done between
PPAZ and MOK, then it is likely that the supply stortage will
continue. For examplc, the MOH has ordered only 58,000 cycles
for 1984, vhich mecans that only 4,401 women vould be covered
for one year. That ;s only one eighth of the number recorccd
as new users in 1982.

The Provincial Health officials have recently asked PPAZ
for assistance 1in collecting FP statistics and PPAZ plans to
train their Field Oificers irn FP data collection as vell as
hire a Supplies Managemecnt person at Hecadquarters. This 1is 4
step in the right divection. However, PPAZ and MOH will have
to coordinate the nceded TP supplics and sctivities mnuch more
closely in the futvre 3f the program 1is to expand and meet lhe

FP nceds of Zawmhian couples.

d. Hanpever

Primary RNezlth Carce services, inclusive of Vaternal CHild
lealth /Family Planning, are provided Ly various cctegories of
personrel: physicians, registcered NUTECS, sEN/ZEN'e (Zambia
Enrolled Wurees/Zanbix Eprelled Midwives), modical tosiastn ts,
health assistants, community health workers and traditionel
birth attendants (TRA's).

There is a mcdical school at the University of Zambia,
four schools feor 1i;,istered nurses and 17 ZEN znd tvo ZEM
training schooleg. Thevwe is also a schecol for Medical
Assistants and llealth Lesistents. New catcgor'es of PUC
workers, the Community ficalth Worker (CHW) and TBA, have also
been traincd to provido compunity bascd health services
including MCH care.

Except for thec CHW and TBA, all basic curricula for
health workers stress curative rather then preventive aspects
of health care. This it, in part, why facility based heulth
care continues to focus on curative service:. Very jittle, if
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any, infoermation on child spacing is included in most
pPre-service frainiuy prograrvs. And while there has been some
refresher training which coevers famil, plannirng information,
the basic curricula for all health workers will bhave to be
reviewed and reviscé in keeping with the new PHC stratcgy .

The m- jority of hecalth workers are coucentrated in urban
arcar an” aloug the linc-of=-rzil, whkcre over 70 percent of the
physiciare and 65 pevceunt of the nurecs are posted. A major
problem for the del’very of health scrvices in rural areas
resulte frow Lhis imbalance in manpover distribution.

Con ecquently, Reral Jealth Centers are understaffed and
underutslizod.

The liinisiry of Lealth Femily Health Progrom startcd
yefreshee training courscs for ZEW/2ZTM's in 1980 as part of the
UKFPA Feoily leeltl Project. The conrse is a 1t elve wrel
program cupharizing concepts of mother and child health and
child specing. MNealth Lducnti n is also covered. Six wechs of
didactic troining arc followed by six veeks of field practice.
The goal wars to train 0620 2TN/ZYN's, or 75 per province. This
has proved (o Lo too cmbitious an undertaking, and duc to
delryed storst vp end cute in funding, owly 372 have becen
trainecd to datc. While it was veported that skills in family
planning inforuastion and cervices to inciude distrilution of
pills, barrier wmethods and natural family planning cre taught,
there has Leen no systematic follow up to determine if the
purses sre using their mew skills. Tliecre alrso does nol appcar
to be a list of specific tasks describing the role and
re:vonsibilities of sE/zui's in MCH/TP care.

hs of 1082, the Y. aily Heolth Progrer also trained 7¢7
The! in hy:onic delivevies, vbich includcd health education
and infoyuccien on child spaciug. tegain, there has been little
follow-tp. The training proegrans for hoth ZEN/2ZR#'s and TB! 's
vill Le cvolusted in Yebruary 1964 as part of a lurger
evaluction ¢f the crtir. Fenily Bealth Project. In addivion to
eveluating the appiication of s1:111s taught durivg training,
other arca: to look at stould irclude supervision of MCIL/FY
worlers, handlir, of problcus and referral, adequate spacc to
deliver scyvices, arugs avy suppiies, outreach (to incluca any
contact betveers THA and health centers), recording and
reportiug informatiorn and generea) problews in the delivery of
¥ICH/TFP eervices.

L]

Over tlec past few years FPAZ las also supported fanily
planning training programs for nurses. 97 nurses have bceu
trained at University Teacher Hospital in lLusaka, which has the
largest FP clinic in the country. A recent follow-up of
trained participants rev:--lcd that most were not providing
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femily planning scrvices, primarily duve to rotation to other
cians in letting therm practice.

n
[

acrvices and resistrncz by phys

The Hureing Council of Zawlia is also unclear as to the role of
Lhe nurse 3n fawily planning and is concecrned about the issue

of zccountabiiity for problews and referral.

I1f MCH/YP scrvices are to reach urban, and cspecially
yural arens of the counftyy, nurses and other paranmcdical
vorlors will Leve to be adecuvately trvained and supcrviced. A
greatly enpruded t1:3ining cffcrt in PUHC, both pre-sevvica and
sn-seyvice, will have to take place, coupled with a genercl
reoricuni:ticn prog.aw for phyciclans as tc the zspeocts and
jrportince of TG,

“irtuclly missing in primayy bhecalth

Zarmbhi 1 Joctor s oore v
1' [

car~, as there cve ue zorhiom doctors at any cf the 53
Districts or &t seven of the mine Ministry cof lealth Provimcicl
0f{fices 1w the country. Physicians and senior nursing
pecsounnel arc important merbers of the PHC teom and neced to
understend tho importance of PHC, reprodvetive health and chilad
spacinvye, including the yoles Lhat cach member 15 expected to
perferr in the wanapewent arnd delivery of services. Realiring
this importsont aspoeet, the Temily Health Program is planning Lo
orurnine shoxt couvrsce foo dictyict and proviunciez) mecdical
officers and public health nurces in aspects of faridly health

carc ond fupervicicn.

ppointed a tack force to revieuv health
o deberminieng additional wmanpover
ard proposcd facilities, the existing

The UOH recen' v
wanpover. In cddition

e M

requirvewerts for curres
traini prograwe for ail health vorlers, from the p'vyeician to
tle CLYV and TLA, chevld be reviowved and revined,

. Grley Tartistions Providing Healt!, Sarvices

Porine thi: csrencrest theye ves not erough time Yo viait
r

the loyie vunmbor of nongayscenmental institutions that i
heoith corvices dw Zoawbia. A grovp suel as the Churchaes
Nedicai Losociaticn of Zanbia (CMAZ) providc. over 50 percent

of the bLealih carce in vurel eyecs and 30 pevcent notionuvide,
thyeegh 28 hospitals and ¢l virol health centeis. Alsc, the
Zani .o Copvper Consolida - d liincs operatc 11 hospitals aud 62
bealth cceot2ye in the copber producing areas of the Copperveit
anpd Central Provinces. Other private cowmperies and
parastatals, such as reilvaeys, factovies, 1i.DECY lilling and
the Zawbia Suy.r Cowpinry, previde health services tce employees
aud their families. There &rc slso about 100 private
practicing physicizns in urban areas in Zambis. The Zarmbia
Flying Doctor Secrvice is very interestud in cxpanding its
fanily planniig cfforts,

3
]
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The extent to vhich private and parastatal organizations
are already providing ov intcrested in improving FP scrvices is
unknown. However, & substential proportion of the wage earning
population, who are probably among the most receptive to
accepting FP, alread receive health scervices through these
institutioen: .

-
7

Becrune of the potentisl to reach a large numbeyr of
couplics relaiively quiclly and efficiently through existing
services and prograwms, aud given AID's emphasis and interest 1in
vorking with the private gector, this areca should be explored
further. 1t is poreille ther direct support Lo strengthen
private gecter family planning might be an ap, vropriate ALD
aclivity.

6. Tamsly Tlanning Information

There iec a need to organize educational and promotional
programc on TP information for both men and women. Due tc
causes sncluding resistrnce by husbands, misconceptions about
certain wethede, and nen-oveilable and inacceccrible sevvices,
wonen do not core to clinics for FP. Staff frorn UTH and Makewni
Ecumenicel Center also stated that they cxpericnce a high
perceuntagse of clicnts discontinning services., Whether this is
duc to lach of cducation or counselling, is uanknoun. Rcasons
for discontinuation, and more broad innforaation on knovlcdrfe,
usa and acceste to TP, must be deterrincd to answer v oy of the
quusticns recded to plen ond make programs more eflcetive.

At the seowe tinc, educstional carmpaigns and cecuncciling
scssijons need Lo be strengrheuned.  The decision to use FT may
not necessarily take place in a ter minute scssion vith a
ductor or nursc 3n 2 bu., clinic. Mecsages have to be desigueld
apd informetion presented to help couples make an informed
choice about ¥P. Vhile PPAZ is providing sone helyp in this
arca, effcrts shoulad be exyended to select app:opr.ete media to
get infor..~tion to tarvget avdiences in the communitiy,

7. Ratvyal Fewily

Batural Family Planning (EFT) is still a new movcuent in
Zazuwbia. UTFP activities are coordinated through & local
voluntary organization called the Family Life Moyvouent (ruy) of
Zambia. The FLM was created in 1979 and among oiler things,
provides leadership, guidance and education in the fields of
farily life aund NTP. Primary activities have included NFP
teachers training and the TLM has assisted the Ministry of
Health in NFP training of primary health care workeres. The
Ministry of Hecalth fully supports NRET activities and in 1980
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issued a circular endorsing natural methode and advising they
should be integrated into MCH and FP programs.

The FLM is a member of the International Federation for
Family Life Promotion, which is an international Non-Government
Organization based in Washington, D.C. IFFLP has over 150
members in 50 countries. The IFFLP is seeking to expand NFP
program efforts in Africa and in August 1983, AID provided
$138,000 through the IFFLP to the FLM in Zambia to support NFP
training and service delivery. A key component to the project
will be evaluation to determine the cost and service program
effectiveness of the FLM approach to NFP training and delivery
of services. While it was not possible to meet with FLM staff,
during our visit, as they were out of the country, reports are
that project activities are progressing well and according to
plan.

IV. DONOR SUPPORT AND PLANS

A. SECTOR SUPPORT

According to the 1982 UNDP Report on External Donor
Assistance, support to Zambia totalled $121,562 million dollars
for 1982. Of this amount, $15,500 million or 12.8 percent went
to the health sector. Only one of the listed 58 health
projects and activities directly supported family health and
family planning. This was the UNFEA Ministry of Health Family
Health Program. Less than 1 percent of 1982 donor health funds
were spent for family planning activities. While donor
assistance to the population sector was reported as nil, the
UNFPA did give population assistance to the Central Statistics
Office (CSO) by supporting an ongoing three year project to
assist in analyzing the 1980 census. Alsc of interest is the
number of projects providing expatriate advisors to the health
sector. According to the report, over half of donor health
projects or activities provided expatriate advisors only. and,
in 1982 there were over 170 health advisors in the country.

The following donors provide support to the MCH/FP
program: UNICEF provides vaccines for the Expanded Program for
Immunization (EPI); SIDA provides equipment to improve the cold
chain for the EPI program and also gives assistance to
nutrition activities; UNFPA supports the Family Health Program;
and, the International Planned Parenthood Federation (IPPF)
provides family planning support to the private Planned
Parenthood Association of Zambia (PPAZ). The World Health
Organization (WHO) is the executing agency for both the UNFPA
and SIDA MCH projects.
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Specific support to population and family planning
includes two UNTFPA projects and IPPF support to PPAZ. The
UNFPA supported National Family Health Program is a three year
1.9 million dollar project which began in 1980. The objectives
are to develop a country wide Family Health Program tco include
services for children under five (both immunization and
nutrition), prenatal and postnatal care for mothers, and child
spacing services. Project components include training,
expatriate advisors, vehicles, audio-visual and clinical
equipment and contraceptive supplies. UNFPA funding was cut
after the first year and consequently many of the planned
project activities had to be dropped. Training of Zambian
Frnrolled Nurses (ZEN's), Zacbian Enrolled Midwives (ZEM's), and
Traditional Birth Attendants (TBA's) has been the major project
activity. This project will be evaluated in February 1983,
after which determination will be made whether to continue
support for this activity.

UNFPA 1s also supporting a 1.2 willion dollar seven year
project with the CSO to assist in planning, executing and
analyzing the results of the 1980 census. The project was to
have been compieted by 1983, but due to the late arrival of UN
experts and data processing delays it has been extended until
1985.

IPPF has given support to PPAZ since it was established
in 1972. Yearly grant funds have averaged around $200,000 to
$300,000 per year. 1In 1982, IPPF funding totalled $270,000 and
support went for contraceptives, administrative support and ten
projects which included Womens' Self Help Projects, Seminars
for Parliamentarians, Seminars for Traditional Rulers and a
Youth Instructors Workshops, to name a few. IPPF has just
approved the 1984 PPAZ Budget for $462,000.

The World Bank scnt a team to Zambia to conduct a
Population, Health and Nutrition Sector Review in October
1983, According to a meeting held with the Zambian World Bank
Resident Representative, the report and recommendations were
recently reviewed by a multi-ministry population committee
chaired by the Permanent Secretary of the Ministry of Health.
The Report emphasizes problems of population growth and
outlines the various prcblems of health care financing, health,
nutrition and family planning programs and services. The World
Bank Sector Review Report (perhaps in the forwm of main findings
and recommendations) will be reviewed by a Zambian Special
Economic Unit that meets weekly and was set up by the
President. In the event of a positive outcome, the GRZ will
ask for World Bank assistance. As a first step, the MOH has
requested short term assistance from the WB, which includes
support for the following studies and activities: (a) a study
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of health services financing with particular reference to cost
recovery; (b) a review of medical education and the possibility
of expanding the University of Zambia Medical School; (c)
strengthening the planning capacity of the MOH with special
refere. ¢ to MCH activities, and; (d) training of Zambian staff.

Within the GRZ, the MOH has proposed to NCDP that a
request for a long term 40 million dollar assistance program be
submitted to the World Bank. The assistance would cover areas
such as national MCH/FP program development, improvement and
maintenance and upgrading of existing health facilities and
staff houses, assistance to PPAZ, development of health
manpower, procurement and manufacture of essential drug
supplies, and distribution and expansion of the National PHC
Program.

The “>rld Bank Representative suggested that, in the
case of a follow-up request by the NCDP and the Special
Economic Unit, a project identification mission would be
available to come to Zambia sometime early next year. As the
World Bank will not be able to provide all the needed
assistance, the Bank and GRZ plan to hold discussions with
other potential donors interested in providing support to the
population/health program.

E. APPRAISAL OF DONOR ASSISTANCE RESPONSES

From the time of Independence the health service system
in Zambia has grown rapidly, obtaining and retaining a
significant share of government outlays and GDP. MOH
expenditure as percentage cf GDP averaged 2.25 percent during

the period 1970~-80. Recurrent MOH expenditures as a percentage
of total government recurrent expenditures averaged 6.7 percent
during this period. In 1981, these two percentage shares were

2.6 percent and 5.9 percent. The budgeted shares for 1982 were
3.3 percent and 9.2 percent.

So long as copper prices were high, and GDP and
government revenues were increasing at higher rates than the
growth of population, expansion of the health system could take
place at a favorable rate. It is common, though regrettable,
that during periods of a system's expansion, issues concerning
the selection of priorities and improved performance tend to be
dismissed or ignored. The drop in copper prices and the sharp
economic decline that began in 1974 led to fimancial
stringencies and has served to highlight the need for greater
efficiency and effectiveness.

' Attempting to service a population with an increasing
growth rate and a growing proportion of infants, children and
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mothers “hat have an incidence of health problems and mortality
that is higher than the health problems and mortality of adult
males (this has been estimated in certain places to be as much
as 50 percent higher) places the present health system under
considerable pressure. The GRZ and donors have begun to
identify the more serious areas of weakness. These areas are
not only of an informational nature. Obviously, information
alone, i.e., information that is not followed by appropriate
interventions or actions, will not reduce morbidity and
mortality. However, improvement of the information base is a
precondition of the selection of priorities, and the
redirection and improvement of programs required for better
health service performance. Moreover, these needed
informational improvements involve not only statistical
collection and tabulation, but the analysis and interpretation
of these statistics, and a presentation of the findings in
condensed formats that will be useful for policymakers,
planners and managers.

The main informational areas and kinds of statistics
involved are the following: (1) geographically disaggregated
population and health incidence statistics, along with related
socio-economic factors; (2) service statistics that contribute
to better appraisal of performance, and the identification of
needed corrective measures; (3) financial statistics that lead
to better estimates of unit costs, areas of waste and potential
savings. Since the more important findings in any one of these
areas will usually have policy implications for the other two
areas, it is highly advisable to have these areas reviewed and
integrated in some properly staffed analytical unit.

It might be useful to consider the current donor
assistance response in the light of the above observatione.
Unfortunately, the large number of donors providing assistance
in some form to the population and health sector makes this
difficult to accomplish in the time available for the present
assessment.

However, three basic premises underlie the views that
follow. First, Zambian population/health problems are complex,
and the difficulties in solving them are increased by the
existing limitations of financial, physical and human
resources. Second, these problems will not be solved by
foreign specialists -- although foreign specialists can help,
and financial assistance is needed. The fundamental problems
will be solved by Zambians, or not solved at all. Third, the
execution of an adequate analysis of these problems would
constitute an inquiry involving staff in MOH headquarters and
the field. It would also require an extended period of time.
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One way that such an inquiry could be carried out is in the
form of a collaborative sector analysis.

A recent World Bank sector review noted: '"The survey of
the health sector noted that deficiencies in long and short
term planning are impairing development 0of the health sector.
The current long term development plan does not detail where
resources should be distributed ... donor activities and
expenditures in the health sector are not coordinated in
accordance with national priorities ... there is a need for a
cohesive strategy for the development of the health sector «..
Priorities among programs should be established on the basis of
demographic, epidiomological and operatiomnal information,
including a specific consideration of cost effectiveness and
distributional objectives."

A considerable amount of technical assistance 1s now
provided, but it is provided by various donors in a piecemeal,
uncoordinated fashion that in some respects tends to reinforce
current unsatisfactory procedures (such as expatriates holding
down staff positions without a count2rpart who 1is receiving
on-the-job training).

One recommendation of the WB report states that form a
committee and make statements to acknowledge the nature of the
country's population problems. As such committees are often a
one time effort, formed at the request of a donor, it does not
usually provide a forum for continued policy discussion. I1f
the purpose of the committee is merely to generate a statement
that population growth is a problem, government agreement may
be coalesced. However, a deeper issue is that population
problems need to be analyzed by Zambian institutions so that
the relations of fertility, mortality and morbidity to
production, incomes, employment, housing, health and education
expenditures and opportunities are better understood by
Zambians.

In sum, reductions in fertility, mortality and morbidity
rates call for reforms in the health delivery system,
particularly in the areas of family planning and maternal child
health. These reforms would involve: (1) more detailed and
reliable data, data processing, and comprehensive analysis; (2)
adequate Zambian staffing, formal and on-the-job training of
Zambian staff carried out abroad and in Zambia, with the
assistance of resident advisors, and; (3) improvements in the
design and implementation of programs, including changes in
current institutional procedures at headquarters and in the
field. Such a coherent assistance program that properly
integrates the required technical, financial and training
components 1is desperately needed.
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VI. RECOMMENDATIONS

A. INTRODUCTION

The population and health problems of Zambia are serious
and are likely to become more serious. Creating reduction in
fertility should be given high priority. The failure to reduce
fertility--particularly in the urban areas--vwill seriously
Prejudice Zambia economically, placing immediate Pressure on
the provision of health and education services that are already
experiencing financial and trained personnel pPressures and
shortfalls.

An improvement of the health services aimed at reducing
morbidity and mortality should concentrate on family planning
and maternal child health programs that are intimately related
and mutually supportive programs, To date, these have been
badly neglected. Zambia has performed quite well in extending
the provision of health services to its population, but efforts
at further extension or coverage run the risk >f being reversed
by recurrent cost shortfalls. During the nw:ut decades emphasis
should be given to increasing the quality and effectiveness of
services, with emphasis on FP and MCH in order to reduce the
fertility rate and reduce morbidity and mortality where they
are highest - among infants, children and mothers,

These priorities are not adequately reflected in GRZ
programs, nor in the pattern of donor assistance. Although
there is increasing awareness of the economic and health
advantages in reducing the population growth rate, translation
of this growing perception into a system that is providing
effective FP and MCH services is an enormous, difficult and
time consuming task. The task calls for planning and resource
management that will not be satisfactorily accomplishzd without
the development of an expanded and utilized base of information
concerning health, health services and finances. It also calls
for the development of tested procedures, training and
assistance, directed toward the improvement and effective
provision of MCH and FP services.

The urgently needed information base that is required
for effective Planning has been badly neglected by the MOH. 1In
certain ways this neglect is being reinforced by donors, who
have tended to place expatriates in line positions, and who
have neglected the Priority which should be given to policy and
institutional reforms. Since the GRZ confronts financial
stringencies and has shortages of trained personnel, the use of
expatriates in line positions is a legitimate, temporary need.
Complete Zambianization will take time. However, the provision
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of staffing by a foreign assistance agency should be
accompanied by planning for Zambian replacements and a
reexamination of the health problems and the health system by
Zambian officials. Without such reexamination the needed
reorganization and reorientation of the health system is not
likely to take place.

This reorganization and reorientation would involve
significant changes in both CSO, NCDP, and MOH and the
improvement of coordination and information flows among these
three key institutions.

The implications for foreign assistance of the need for
continuing analysis of population problems as they relate the
various sectors is a central issue. The present approach
places great reliance on six to eight week sector surveys that
do not, in our view, provide an adequate basis for sector
planning and management. There is a need for timely statistics
and continuing analysis in all sectors, including health and
family planning. This is a host-country task. However, donors
have a contribution to make. Assistance in any sector should
contribute to a strengthening of developing country
capabilities, with particular attention to informational needs
for proper sector management. But the present patterns of
assistance do nhot conform to this need. There is little
coordination between the large-scale financial assistance., and
the various kinds of technical assistance that are usually
provided by bilateral donors. Integration of capital and
technical assistance is needed. If the present assessment
leads to greater cooperation between the World Bank and AID in
helping strengthen Zambian capabilities in data collection,
processing, analysis, planning and management in population and
maternal/child health, it will have accomplished one of its
purposes.

\

B. RECOMMENDATIONS

A brief discussion of the four major recommendations of our
review follow. A more thorough discussion of each
recommendation can be found in the annex of this report,

1. One: Improving the Information Base

Major institutional support, through a multiyear AID-GRZ
collaborative effort, is recommended for the Central Statistics
Office, which manages Zambia's statistical system and provides
information and analysis to other GRZ agencies, including the
Ministry of Health. This support should permit tabulation and
full analysis of the 1980 census, and at the same time lead to
overall management improvement for CSO's data collection,
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processing and analysis functions. The purpose of AID support
should be to lead to an integrated, properly balanced process
for information collection and use, and a central office
responsive to the priority information needs of other
government agencies, especlally the MOH and MAWD.

In addition, we recommend that high priority be given,
within a strengthened CSO, to a joint CSO-MOH household survey
related to family planning or family health and population.
Such a survey would incorporate information on maternal and
child health status, attitudes toward family size and
contraception, and contraceptive practice, including
traditional methods and the practice and prevalence of
brecastfeeding.

Technical assistance, training and commodities will be
required under a broad program for assistance. A 2-3 week
assessment by data processing and analytical experts will be
required to further specify institutional deficiencies prior to
design of program support. After its completion a decision can
be made regarding the most appropriate funding mechanism (e.g.
a new bilateral project, or through existing USAID/Zambia
project) and the viability and extent of technical assistance
from the U.S. Bureau of the Census.

2. Two: Family Plannin~ Services: PPAZ

Assistance to TPAZ will begin to address two of the most
urgent problems in the population sector: the lack of
commodities, and the lact of a system to effectively distribute
them according to need and demand. AID support is recommended
to strengthen PPAZ's established role in Zambia as national
coordinator for family planning commodity provision,
information and service statistics. Provision of
contraceptives to PPAZ should be coupled with technical
assistance to establish improved procedures for ordering and
distribntion and an information system to monitor contraceptive
use and demand naticnwide. Also reccommended is support for two
urban family planning clinics, which will serve to enhance
PPAZ's expertise in service delivery, provide training for
health practitioners in Zambia, and Cemonstrate an effective
model for delivery of services. In order for PPAZ to expand in
this way, technical assistance should be provided to help the
organization solve its acknowledged management problems.
Funding will be required for commodities, training and for
technical assistance in logistics and management. Decisions
regarding the appropriate mechanism for assistance, e.g.
bilateral, regional or centrally funded swpport, should await
further discussions among PPAZ, IPPF, the MOH, and USAID.
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3. Three: Private Sector Family Planning Assessment

An examination is recommended of the potential and
advantages of stepped up support for family planning service
delivery through private organizations involved in health
service provision, including missions, wmines and other
industries. It will serve as a feasibility study for possible
AID support for private sector family planning in Zambia.

A preliminary fact finding visit should be undertaken in
the very near future to gather information on the scope of
health activities undertaken by private sector organizations
and their interest in expanding family planning services, as
well as the extent to which the MOH might play a supportive
role. REDSO/ESA should work closely with the individuals
contracted to conduct this preliminary study.

Depending on the results of the preliminary visit,
including the responses of Zambian officials, a full scale
assessment of several mon.hs duration, with Zambian
participation, should be undertaken to define specific areas
for assistance. This collaborative effort shculd focus not
only on private sector potential but also involve Zambian
officials in the examination of questions of efficiency, cost
and effectiveness of alternate channels for service delivery.
Thus, planning and management of public sector programs can
benefit as a result of careful examination of private sector
programs.

4., TFour: Dialogue with GRZ and Donors Concerning a Sector
Approach

Direct support to the MOH is not recommended at this time,
due to the lact of emphasis on MCH/FP; its severe budgetary
problems; its very weak planning and management capability; and
the need to improve overall planning and management of the
national primary health care program prior to any significant
improvement in MCH/FP, its weakest component. Another
consideration is the fact of other donors' current commitments,
specifically continued SIDA assistance to the MOH Planning
Department and support from UNFPA for training and services.
UNFPA's plans will be known following a February 1984
evaluation of its Zambia program. The most important fact
affecting the likelihood of expanded national MCH/FP program =-
and any potential role for AID in supporting it -- is, however,
an expression of interest on the part of the World Bank in
supporting a major sectoral imitiative, perhaps with the
involvement of other donors. World Bank interests will be
further defined following GRZ response to recommendations from
the recent World Bank population assessment.
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civen the very important potential role of the World Bank
in the Population sector, we recommend that USAID begin a
dialogue with the GRZ and the World Bank concerning a sector
approach to health and population. Using this assessment as a
sterting point, and perhaps with the involvement of REDSO
population and sector analysis experts, the dialogue should
lead to examination by donors, along with GRZ officials, of the
spstitutional weaknesses and information gaps to be overcome in
order to lead to cffective program implementaticn, and of ways
that donocr acsslstance can bring about a strengthened GRZ
analytical and planning capability. Discussions with the World
Bank should include examination of such key issues as
appropriate phasing and timing of assistance; MOH staffing
needs and the possibility of temporary. phased donor financing
of sclected recurrent costs; the proper misx of technical and
capital assistance; and key institutional reforms. The
dialogue would also lay a foundation for any discussiong
regarding if, when, and how AID might participate in a GR7 and

multidonor sector approach.
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TABLE 1:

Urban and Rural Population of Zambia 19063 - 1980:

Population
1963 1969 1980
Total 3,490,170 4,056,995 5,679,808
Urban . ’715,020 1,192,116 2,322,328
targc Cilies £82,33¢ 1,117,736 /, 500,276
Small Civies 32,682 74,380 422,052
Rural 2,774,484 2,864,879 3,357,480

Population Growth

Total Period Annual Average
1963-69 1469-80 1963-69 1669-80
Total 566,825 1,622,813 94,471 147,528
Urban 477,096 1,130,212 .79,516 102,747
Large Cities 435,398 782,540 72,566 71,140
Small bities 41,698 347,672 6,950 31,607
Rural 90,395 492,601 15,066 44,782

Annual Population Growth ‘Rates (%)

1963 - 69 1969 - &0
Total 2.5 3.1
Urban - 8.5 6.1
Large Cities 8.2 4.8
Small Cities 13.7 15.8
Rural 0.5 1.4

Source: Calculated from Adrian Vood "Population Trend in Zambia:
A Review of the 1980 Census', Table 5.
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TARLE 2:

Percert of Population Attending Schoel at the 1969 Census Date
by Sex and Agc:

Age Graups Male Female
5-9 28.9 28;0‘
10 - 14 71.4 66.0
15 - 1§ 60.4 29.7
20 —.24 14.0 1.5
25 - 2¢ 1.2 0.3

Source: Calculated {rom: Central Statistical Office,

Census of Population and Housing 1969, Finsl Report, Vol.l,

Total Zambia", Lusaka November 1973, Table 5.




-68~

TABLE 3:

Percent of Population with Indicated Educational Attainment
by Sexx and Sclected Age Group - Zawmbia 19069:

Male Female
Age Groups Any Upper Primary Any Upper Frimu
School " and Above School &nd Abcve
5 -5 " 31.0 0.3 30.2 0.2
10 - 14 79.3 26.9 75.5 25.0
15 - 19 85.0 61.0 70.9 42.3
20 - 24 79.2 56.9 50.0 20. 4
25 - 29 72.8 45.4 37.5 12.0
30 - 34 67.8 37.8 28.4 7.6
35 - 39 61.6 29.8 22.4 5.4
40 - 44 56.4 25.3 15.7 4.2

45 - 49 46.3 17.0 12.0 3.2

Source: Calculated from same source ,as Table 2.
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€SO Budpet, 1977 to 1983, Tatal Budpeect in Current end
Constant Terms
1977 1978 1979 19§80 1581 1982 1983
(K000)
1. Personal Emoluments 485 451 751 490 787 1050 1074
2. Recurrent Debt
charges
General Expenses 101 119 105 S8 86 121 184
Travelling on duty 44, b4 L 53 60 127 150
Other 13 13 19 13 13 72)
) 1423
3. Spec. Expenditure 110 831 734 6742 1160 1500)
Total Current 755 1459 1657 7847 2105 2870 2883
Total Constant® 755 1315 1153 4923 1294 1711 15063
1275=100

% Dpeflated by the implicit price deflation

#% Implicit price deflator assured to be 10

than 1982 (historical average 1p

percent higher

D increase 1977 to 19863).



Table 5, €S0 Budrpet;

-70-

Percentage Distribution of Selected Line

- 1
Items and Total CSO Budpet as a Percent of Gpr, 1977-83 /
1977 1978 1979 1980 1981 1982 1983
Persoral Emoluments 64.2 30.9 45.5 37.4 36.6 .37.3
Recurrent Departmental
Charges
Generel Expenses 13.4 8.2 6.3 4.1 4.2 6.4
Trcveiling on Duty 5.8 3.0 2.8 2.9 4.4 5.2
Other 1.7 0.9 1.2 .6 2.5)
) 51.0
Specizl Expenditures 14.6 57.0 44.3 55.1 52.3)
3/
Percezn:cge of GDP .059 .056 .064 .069 .089
1/ The year 1980 was omitted as there was an inordinate anocunt
Included for the 1980 Census of Population.
2/ Accounting recording procedures were changed.

3/

Gl

18

unknown at this time.
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IﬁBLF 6: Budgpet Allocation to Sclzcted CSO Survey Activities,
197z_§om1983

Item 1977 1978 1979 1880 1981 1982 1983
: - (000)
Crop Survey 50 40 42 50 23.4 20 20
Nationzl Sample Survey 30 150 170 180 1€2 120 120
Census of Population 208/ 10* co2/c000 450 400 410
Census of Agriculture 1003/ 903/.5774/ 500
Nationsl Manpower Survey 300
Census vf Happing Survey 600 400 410 432 370
Totaz1 Current Value 100 800 674 6740 1157 4 1487 1356

1 . v
oral Constant Value ' Loo 722 471 228 711 887 732"
1/ Sample Census of Pophlation.
2/ Pilot Census of Population
3/ rilot Census of Agriculture

4/ Pilat Census of Agriculture

5/ nelfated by ihe ¢cDP 1lmplicit Price Deflator 1977100

6/ loplicit Price deflator assumed to be 10 percent above 1982



72~

TABLE 7: Actual Expenditures of CSO, 1978 to 1982 and Actual
Expenditures as a Percent of Budaet Allocation

197¢ 1979 1980 1981 1982
Personal Emoluments 401 488 566 691 929
Recurrent Departmental
Charges
Gencral Expenditurec 115 107 130 214 197
Travelling on duty 43 55 55 98 09
Others 11 12 7 9 28
Special Expenditures 408 580 5261 1441 1018
Total 978 ’ 1242 6019 2452 2z71
Percent of Budget
Allocation 67 75 77 116 79
Percent actual
Expenditure is of GDP™ .04 .048 .08

* (Percent actual_ expenditure is of budget allocation) x (Percent of
budget allocation is of GDP)
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TABLE 8: Oral Contraceptives In-Country

1982
Cycles Couple Year of Protectio
Ministry of Healthl/
(UNFPA Supplied) 199,520 15,347
Planned Parcnthood Association
of Zambia
(1PPF Supplied) 195,100 15,007
Makeni Ecumenical Center
(FPIA Supplied) . _60,600 4,661
355,220 35,015

2/ Couple years of protection are the number of cycles (13)
which are required to protect one woinan for one year

1/ Ministry of Health did not order contraceptives for
1983, and only plan to order 58,000cycles for 1984
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VITI. ANKEX FURTHUER CLABORATION ON RECOMMENDATIORS

RECOMMENDATIONS CONCERKTNRG THE INFORMAT1ON BASE

1. The Statistical System

A request from the Central Statistic Office for
microcomputers and vchicles was made to USAID in July 1983.
The requested commodities were to support an expanded data
collection prograr that would includc household surveys, annual
agricultural surveys, and a survey of establishments for
manpower planning purposes. Some questions concerning the
request avocsc ac the result of a REDSO/ESA review. The main
questions concerncd the practicality of moving quickly into
such a large data collection effort in view of the existing
data processing bottlenecks and the very little amount of
apalysic that had been carried out to date. It was decided
that these issues shculd be more fully explored.

At a meeting of CSO and USAID it was agreed that since
the USAID pre-assessment sclieduled for November-December 1983
included a review of CSO operations, a broader examination of
data collection, processing and analytical activities would
contribute to a.better identification of needs and possible
forms of assistance. It was also agreed that a data processing
specialist whould be =2 member of the assessment teamn.

Discussions that assessment team members held with the
CSU Director and other CSO officials led to the conclusion that
a much more couprehensive management approach to the problems
of data collection, processing and analysis is desirable. Such
an approach would increcase the probability that the different
phases of the statistical process would be properly balanced
and integiated. Yor exauple, greater attention to the kinds of
analyces neecded by CS50 and NCDP? would countribute to an
improvement of the process of data specification and
questionnaire design.

On> of the main recommendations of this assessment is that
consideration be piven to _providing a phesed propram_of
assistarce to CSO in the_ are:ns of data collectiun, proccssing
and analysis.

The detailed program would be developed by NCDP, CSO end
AID during early 1984. Various specialists would be involved
in the preparation of this program, for example, a demographer
and an economist with background in agriculture and health.
The team would collaborate with NCDP, CSO, MAWD and MOH in
selecting the first analyses to be carried out, the main
problems, issues and questions to be analytically addressed,
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and the consequent kinds of data that should be collected.
Statisticians with expertise in sampling, design and managembnt
of surveys and specialists in data processing from CSO and 41D
would collaborate in Jaying down detailed plans for the
sequencing of survey and analysis projects, survey desigr and
execution, and for thc processing, tabulation, and statistical
computations needed for analysis., A central purpose of the
collaboration would be to assure balance and coordination among
the different pheses of the statistical process to assurec that
each projoct ie carricd through to completion as expeditiously
as possible.

Although the purposc of the task would be to prepare a
detailed program, work plan/schedule and budget for multi-year
GRZ/AID colleoborution, certain fcatures of such a program can
be provisicnally descrilbed. 1In the area of data processing,
after obtairing a commitment from the Mirnistry of Finance data
center to provide disk and computer resources (CPU time and
communications lines), AID would provide additional equipment
to conncct terminals and printers to be located in CSO, MAWD,
NCD? and MOH. Ancther initial activity in this area would be
the installstion and wvorkshop training for CONCOR and CENTS-4,
(These are the most rccently developed programs for speeding up
and facilitating computer edits and tabulations. CSO is now
using older versions of these programs for processing the 1980
census.) A third initial data processing activity would be to
provide micrccomputers for improving administration and
management in areas that include project scheduling and
monitoring, budgeting, and word processing. Since these three
activities uculd serve to significantly reduce the deta
processing constraint, they should be provided as soon as
possible and have immediaste pay-offs.

Another set of initial activities'would involve
consultations bcectween U.S. and GRZ survey statisticians and
samplers, data processors and analysts in determining a
feasible workload and the proper sequence of projeccts to assure
balance and timely execution of the various statistical tasks.

The above paragrephs describe activities of the possitle
program during its ec.rly phases. The nature and timing of
activities during subsequent phases would depend partly on
initial performance. For example, some of the commodities to
be provided under the program would be delivered during this
later stage, as determined by successfully completed
activities. Expcditious and effective operation of
microcomputers and terminals would precede the installation of
a computer system in CSO. This would be only one feature of a
collaboratively developed work plan aimed at assuring the
acquisition of needed skills prior to the assumption of new and
additional tasks.
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One of the purposes of the work plan would be to assure
periodic review and evaluation of all the elements and
components needcd for an effecctive and efficient statistical
system. For example, as well as assessing curvrent skill luvels
in order to identify training needs, attention would be given
to the objective of retaining trained professional staff by
increacing incentives ard improving careey development
structurcs. Asscssmcul of progress in the coordination of
entitiecs through the sharing of processcd information and the
execution of policy analyses would also be carried outl.

Over the long run the developmont of more coherent and
effective macrocconounic and sectoruzl policies depends no® only
on the ava:.ability of timcly and appropriate statistics, but
on their proper vtilization by NCOP and the Ministries in
presenting alternatives to policymakers. The statistical
linkages betwcen CSO and the other institutions participating
in the program vould contribute to this long-ranze objcctivc.

2. Analytical Needs

A. DEMOGRAPHIC ANALYSIS

The information collected in the 1980 census and
the planned publication of statistical tables will provide CSO
with a conplete set of data for a detailed analysis of the
population characteristics of Zambia. Conscqucntly, tabulation
and publicetion of the 1980 censuvs should be exccuted as soou
ZE‘bo?ZSFTELff@ﬁé"ﬁ@ﬁiEal Sté}isiical Office is_planning o
have the Cop..rbelt 2nd Central Provinces taktulated in Jenuary
1984, aud the rent of thc provinces by June 1964, These goals
should be mctl. in addstion, ceusus analysis should be a
priority activity vithin CSO. )

(1) Mortalily

The 1¢¢0 census information will be the basis for
ectimating infant and child mortality for uvoan and yural areacs
within each distyict. It is recommended that estimates of
infant and child mortality from the 1969 and 1974 census data
be processecd &t a rrovince lcvel for comparative purposcs.

The recowmended geographical 1980 estimates will be at the
level of urban-rural arecas within each district, for the whole
district, for urban-rural arca of the whole ,iovince, for the
whole proviuce, for all urban andé rural areas of the country,
and for the whole country. These are recomun-nded in order to
know the geographic variations of infant and child mortality to
direct MCH/FP programs accordingly, and also lLecause the
estimates wiil permit detection of data errors, and crrors

resulting from applied techniques.

pOC ID 1101D


http:distr.ct
http:present.iu

~79-

—

(3) Fertility

—

l

Information frow the 1980 census vill make possible the
cstimation of fertility at the same geographic levels ae¢
mortality, as well as levels of fertility by educatiomnal
attainment of mothers, and the fertility of ecconomically active
and non-active femazles. Whenever possible, comparisons with
the 1969 census should be made in order to detect tertility
changes in certain areas of the country during the intercenss?
period.

The estimstes of fertility by districts, together with the
total population of the area and the educational attcinment,
can be vsed for identifying population targets for voluntary
fertility reduction.

(4) Migration and Urbanization

Analysie of internal migration based on beth the 1969 and
1980 censuses is recommended. Using 1980 census information,
and compzrisons with the 1969 census, migration cstimates of
origin and destination by sex snd age can bec obtained at a
district level.

Rural/urban life migration also can be estimated at the
district level from the 1980 census. Since life migration is
not the best information for analyzing recent migration
movements, intercensal survival techniques for estimating wsural
to urban migration should also be used.

(5) Lelor Fence

The 1969 census reveals astonishing uncmployment rates for
the male an< feuale population. In order to know whether ov
not the situvotion has changed, there should be esiimates of
those rates basecd on the 1980 census. Furthermore, such
analysis should be broken down by urban and rural level within
eoch district to detect regional uncmployment rates by age and
ser. The analysis cau go further, if necesssry, by estimating
the unemployment conditions in urban and rui1al arcas in each
district by educationsl attainment. Further analysis of labor
force chanpges by inductry and occupation should also Le
included.

(6) Population Projections

Population projections have been preparcd by CSO0 for the
period 1969-1999. Since they were based on the 1969 census
population, they should be revised as soon as the 1980 ccnsus
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population by age and sex is available. Improved techniques
should be used.

Once the 1980 estimates of mortality, fertility and
migration are available, population projections disaggregated
~>. urban and rural areas, and at the provincial level, should
L~ made using the component method. This will prov1de useful
iniormation on the future trends of population by sex and age.
Furthermore, other techniques can be used for estimating the
total population at urban and rural areas within each district.

These projections should be the basis for predicting the
school population, labor force availability, and contraceptive

requirements in each of the provinces and districts.

B ADDITIONAL SURVEY DATA NEEDS

In addition to analys*s of the 1980 census data, there are
several socio-economic topics which bea. further study in order
to ensure L]ui MCH/FP programs_are appropriate to need and
demand.

In some cases, these topics can be addressed as part of
analysis of census information. First, planners would benefit
from estimation of variations in fertility by female labor
force participation and education in rural and urban areas, and
by district. Also of use would be additional analysis of
fertility-education relationships, to examine whether or not
there is a risc in fertility with primary educational
attainment, and at what level of educational attainment & drop
in fertility occurc. (This may require some new dzta).

Additional survey work, throupgh a Fam11\ iiealth Survey,
using the 1980 ¢-usus to estubllah a sampliug frome, is
recommended in_o.der to Letter uncerstand family planning
knowledpe, attitudes and practice. The survey should be
undertaken collaborztively between MCH and CS0. It should
permit analysis of:

(1) changes in birth intervals and the camponents of birth
intervals, including the effect of breastfeeding as well as
contraceptive prevalence, disaggregated by rural, urban and
administrative areas;

(2) perceptions and knowledge about fert111ty regulaulon,
types of methoas, norms about child spacing, and contraceptive
and child spacing practice;

(3) evaluation of family planning program effectiveness,
especially regarding perceptions of accessibility and quality
of services.

The Family Health Survey, depending on its scope, may also
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be able to collect data regarding the role of children in the
family in both rural and urban areas; trends toward family
qucleation or modernization, ecpecially in urban areas; and,
whether and how women's limited economic opportunities imn the
~ownes affect family change.

It is, in general, bencficial to national development
planning for planners to understand, through further analysis
of survey findings, along with review of natiomal policies and
programs, the way that investments in eduzation, health and
agriculture, or employment policies, may be affecting attitudes
about family size and child spacing. For example, researchers
at UNZA, are analyzing the relationships between agricultural
change in rural areas. househ~14 labor organization, demand for
children and family size. Some usefrl information bearing on
fertility determinants may also be available from planned CSO

agriculturzl surveys.

It 5s important to stre::i that further socioeconomic
jnformation needs should be carefully prioritized. They should
£it into a rationalized and timely overall plan for future
surveys and analysis to be coordinated through CS50, NCDP, MAWD
or MOH. The timing of any additional surveys should take into
account the institutional capability to perform the necessary
data collection, processing and analysis.

C. RECOMMENDATIOKS CONCERNING MATERNAL CHILD HEALTH/FAMILY
PLANNIRG

Our rccommendations for MCH/FP address improvements in
jnstitutional capability, and point to focussed areas for
support to service delivery through non-governmental channels.
These channels can serve to meet some of -the country's most
urgent needs and at the same time build a base —- in improved
managenent, in information collection and use, and in tested
models for service delivery == for later, large scale donor
assistance. The recommendstions incorporate, where
appropriate, dialogue with Zambian officials and with donors,
support for information @nd analysis, and technical assistance,
commodities and training to expand service delivery. They are
based on the team's assessment of problems and their urgency,
and of Zambian capability to respond, as well as our
understanding of AID's own areas of comparative strength in the

population sector.

1. Family Planning Services and Service Statistics: the PPAZ

Support to PPAZ is recommended in order to strengthen its

present, national coordinating role for family planning
activities, including information, commodity provision and
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service statistics. Funding will be required for commodities,
for training (especially to permit PPAZ to expand service
provision) and for technical assistance in logistics and
management. Decisions regarding the appropriate mechanism for
assistance, e.g. bilateral, regional or centrally funded
support, should await futher discussion among PPAZ, the IPPF,
the MOH, and USAID.

Assistance should provide support for the following
current, or planned, activities of PPAZ: (1) distribution of
commodities, (2) collection of service statistics, (3)
traininy and limited service provision through two model family
planning clinics in urban_areas, and (4) coordination and
family planning information. In addition, chronic management
problems, as reported in the latest IPPF Management Audit, will
have to be addressed. These problems have been acknowledged
within the organization, and the necessary organizationzl
reforms and technical assistance in management should be
included in any AID support.

Assistan. e to PPAZ will begin to address two of vLiue most
urgent problems in family planning: the lack of commodities,
and the lack of a system to effectively distribute them
according to need and demand. Provision of contraceptives to
PPAZ should be coupled with technical assistance to establish
improved procedurcs for ordering and distribution, and an
information system to monitor contraceptive use nationwide. A
simple recording system should be established whereby
information on use is collected and processed accurately and
rapidly, and PPAZ's distribution system shculd be simplified
and be responsive to the needs of the program.

Also recommended is support for two wrbar family planning
clinics, which will serve to expand service delivery in areas
of high demand, provide training for health practitioners in
Zambia, and demonstrate an effecctive model for delivery of
services. Provision of clinical services will help to enhance
PPAZ's expertise in family planning. There are several
distinct advantages to working through PFAZ at this time.
First, it is an established institution whose activities are
supported by the GRZ. It has a network of provincial offices
and staff, whose role in commodity provision and collection of
statistics is understood and accepted. Second, AID has a
record of success in working with similar family planning
associations in other countries. In addition, PPAZ can,
through its model family planning clinics, work in focussed
areas of high demand and at the same time provide much-nceded
family planning training. Implicit in this recommendation
would be that PPAZ resolve some of its current management
problems and hire Qualified personnel knowledgable and
experienced in FP.
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9. Private Sector Family Planning Assessment

An assec¢sment, with the involvement of Zambian officials
and experts, is recommended of the poteutial and advantages of
stepped up support for family planning service delivery through
private organizations involved in health service provision,
including missions, mines and other industries. It will serve
as a feasibility study for possible AID support for private
sector family planning in_Zambia.

Although the team focussed least on these institutions in
its assessment of performance and capabilities, they are of the
highest priority for further study, because of the magnitude of
services they provide (CMAZ, alone, provides up to 30 percent
of health services nationwide); indirect evidence thet they
provide better services more efficiently; their known interest
in expanding family planning and indications that MOH supports
such a role for them. At the same time, the budgetary and
organizational deficiencies withia the MOH, discussed at length
in this pre-assessment, preclude the promise of rapid expansion
of public sector family planning services.

A two-phase assessment is recommended, with the first phase
to last approximately 3 wecks. A 1 or 2-person team should be
fielded in the very ncar future to gather information on the
scope of health activities undertaken, or supported by, private
and parastatal organizations, and to review their interest in
expanding family planning services. In addition, the team
should discuss with the MOl the extent to which MOH might play
a supportive role. REDSO/ESA should definc the scope of work
and work closely with the individuals contracted to conduct
this preliminary study. Tezm members should possess experience
in family planning program development with non-governmecntal
organizations. Individuals familiar with the AID-funded

Private Sector Tamily Planning Project in Kenya might be most
appropriate.

Depending on the results of the preliminary visit,
including the respenses of Zambian officials, a full-scale
assessment of several months duration, with Zambian
participation, should be undertaken to review institutional
strengths and weaknesses and to define specific areas for
assistance. Also to be addressed at this time would be
ijnstitutional mechanisms to coordinate the different, private
channels and any potential role of the CMAZ secretariat in
doing so. This collaborative effort should involve Zambian
officials in the examination of questions of efficiency, cost
effectiveness of alternate channels for service delivery, and
the potential for fee-for-service and increased cost recovery.
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Ideally, not only might service delivery be expanded through
private organizations, but planning and management of public
sector programs can benefit from careful examination of private
sector programs. We see a collaborative .examination of
alternative channels for service delivery as one way for
Zambians to themselves address questions of planning arnd
management for public sector programs and for the population
and maternal/child health sector as a whole.

3. Dialogue with GRZ and Dorors and Participation_in Donor
Plans

It is recommended that AID initiate a dialogue with the GR2Z
and donors, especially the World Bank, regarding a scctoral
approach to population, maternal child health and family
planning. The dialogue should emphasize the steps which are
needed to initiate and wmaintain a problem-solving approach to
the sector within the MOH. The dialogue would also lay a
foundation for any discussions rersarding if, when and how AID
might participate in & multidonor population sector effort. In
any case, AJID should participate in major decisiomns affecting
sectoral development, and in particular participate in
development of plans by the World Lank.

Large Bilateral Direct AID support to the MOH is not
recommended at this time, due to the lack of emphasis on and
unclear commitment to MCH/FP by the MOH, its severe budgetary
problems, and its very weak planning and management
capability. 1In addition, since family plaunning services are
part of the meternal/child health program, and maternal/child
health is only one component of the Primary Health Care
program, a prior step to significant improvement in family
planning services must be improvement in the overall planning
and management of the PHC program. It is worth reiterating
here that, at this time, MCH/FP is by far the weakest component
of PHC program, and within the MOH as a whole, the PHC program
is beset by particular managerial and funding problems. Thus,
sn order to expand service delivery through the MOH, all of
these problems must be tackled. This is something which cannot
be done quickly or simply and which shculd, perhaps, be left to
a collaborative GRZ-multidonor effort.

Another consideration in our decision not to recommend AID
support to the MOH at this time is the fact of other donors'
current commitments. Limited AID assistance might conflict
with or duplicate these activities. In particular, SIDA
assistance to the MOH Planning Department will continue for
several years, and UNFPA assistance for training and services
through its Family Heulth Project is likely to continue,
perhaps with even more emphasis on service provision, following
a February 1984 evaluation by UNFPA,.

DOC ID 1101D



~85-

The most important fact, however, affecting the likelihood
of an expanded, improved national MCH/FP program in Zambia --
and any potential role for AID in supporting it -- is, however,
an expression of interest on the part of the World Bank in
supporting a major sectoral initiative, perhaps with the
involvement of other donors. In the long rur, an improved
public sector program will be a necessity: the MOH plays a
couvrdinating role for all health activities and controls the
largest percentage of health facilities in the country. If
institutional capability and policy commitment were in place,
this could have a major national impact on service provision --
and on the solution of Zambia's population-related problems.

Given the potential, very important role of the World Bank
in the ropulation sector, we razcommend that USAID begin a
dialogue with the GRZ and the World Bank concerning sectoral
‘priorities. Using this preassessment as a starting point, and
perhaps with the involvement of REDSO/ESA population and sector
analysis experts, the dialogue should lead to examination by
donors, aleng with GRZ officials, of the institutional
weaknessee and information gaps to be overcome in order to lead
to effective program implementation, and of ways that donor
assistance can bring about a strengthened GRZ analytical and
planning capability. Collaboration with the GRZ and the World
Bank at this time should include examination of such key issues
as the appropriate phasing and timing of assistance; the proper
mix of technical and capital assistance; IMOH staffing needs and
suggested changes; and, recommended policy, budgetary and
institutional reforms in the sector.
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CHW
CMAZ
cso
ECA
FP
FPIL
GRZ

IPPF

1UD

MAWD

MCH

MOF
MOl

MOHA

NCDP

PHC
PPAZ
RDSB
SIDA

TBA

L.IST OF ACRONYMS
Community Health Worker
Christian Medical Association of Zambia
Central Statistical Office
Economic Commission for Africa
Family Planning
Family Planning International Assistance
Government of the Republic of Zambia

Intcrnational Planned Parenthood
Tederation

Intrauvterine Device

Ministry of Agriculture and Water
Development

Maternal Child Health
Ministry of Fimance
Ministry of Health

Ministry of Home Affairs

National Commission for Development
Planning

Primary Health Care

Planned Parenthood Association of Zambia
Rural Development Studies Bureau

Swedish International Development Authority

Traditional Birth Attendant

UNFPA United Nations Fund for Population Activities

UNZA

University of Zambia



UTH

WHO

ZEM

"ZEN

University Teaching Hospital
World Health organization
Zambia Enrolled Midwife

Zambia Enrolled Nurse

UNFPA United Nations Fund for Population

UNZA

UTH

WHO

ZEM

ZEN

Activities

University of Zambia
University Teaching Hospital
World Health Organization
Zambia Enrolled Midwife

Zambia Enrolled Nurse
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