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NOTE TO THE READER
 

The first two parts 	of this document, the Executive SuMMara
 

all of the points--made in the

and Introduction revie" 


and will provide most readers vith
 pre-assessment report 

our findings and recommendations.
sufficient understanding of 


of the document appraise, in more
Remaining sections 

health problems, institutional
detail, Zaubia's population and 


performance and capabilities, and donor support and plans. The
 

supporting discussion, of
 final section is a presentation, with 

These sections will be of


the team's recommendations. 

follow-up
to individuals responsible for
particular interest 


to others involved in populatic', maternal and
 
activities, and 


fL,.ily planning programs in Zambia.
child health, and 
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I. EXECUTIVE SUMMARY 

This preassessment is intended to initiate a sector 

approach to population, maternal and child health and family 
planning problcms in Zambia. Four basic premises underlie the 
sector approach. First, sustained progress in solving the main 
social and economic problems of many sectors in most developing 
countries depend,, mainly on the adequacy of the developing 
countries' problem-solving process. Second, the issue of 
scarcity, or the limitations in physical, financial and trained 
human resources, is a central issue that must be systematically 
and rigorously treatcd if the developing country 
problem-solving process is to be successful. Third, the 
problem-solving process consists of five major phases or 
stages: data collection, data processing, analysis, policy and 

program formulation, and execution 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, consolidate and refine this process. Although
 
this assistance can take various forms and should be tailored
 

to the host-country situation, areas that teid 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 mus'i be an integral part of a 
financially and administratively feasible host-country sector 
strategy. I 

This Population, Maternal and Child Health and Family
 

Planning (MCH/FP) preassessment is the product of a three-week
 
visit to Zambia in Novemb.r-December, 1983 by a five-person
 
team from REDSO/ESA and the U.S. Bureau of Census. It is
 
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
 
performance 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 pioblem-solving process in
 

Zambia, the preassessment avoili the common pitfall of
 

for problems
presenting a blueprint 	or final solution 


imperfectly understood. It views the gathering of population
 

and health information and the execution of health and family
 

planning activities as complementary endeavors that should be
 

carried out in tandci. It offers recommendations for action in
 

areas in which tho evidence is clearly supportive of the
 

proposed interventions. And it offers recommendations for
 

a process of improvement in and strengthened
initiating 

linkages among data collection, processing, analysis, policy
 

and implemenLtion.
 

Four main conclusions emerge from this preassessment of
 

family planning in
population, maternal and child health, and 


Zambia. First, a significant number of population and
 

are having a strong negative impact
fertility-related problems 

are
on the general welfare. Generally speaking, these problems 


of mothers and
becoming worse. Second, the health status 


children (with the exception of infant mortality) appears to be
 

comparatively low for a country with Zambia's per capita income
 

and, this status does not appear to be improving. Third, the
 

performance or institutional response 	of the principal
 

institutions responsible for managing 	Zambia's health and
 

This conclusion is based
population problems is not adequate. 


on the identification of institutional defects and
 

deficiencies, 
as well as on the failure to date to reverse
 
trends. Fourth, the foreign
unfavorable health and 	population 


bilateral and multilateral donors
assistance provided by 


appears to be reinforcing, rather than rcducing and
 

eliminating, many of the institutional defects and
 

present population and health
deficiencies. In sum, the 


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
 

increase in the growth rate continue? Although a
this steady 

await the completed processing of
 more definitive answer must 


the 1980 census, expected in March, 1984, as well as an
 

analysis of the detailed tabulations, the present evidence
 
7.0, the
indicates that crude fertility may be climbing above 


rate is declining, and the population growth
cverall mortality 


rate is therefore increasing. The combination of population
 

growth and a level of urbanization that is extremely high for
 

(41% in 1980) is having the
sub-Saharan/African countries 


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 i-s
 

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 irpedes a proper assessment of trends
 

in this area. Infant mortality has decieased since
 

independence af. the result of improved sanitation and public 

health measurefs. ThW:, tentative view that the health status of
 

mothers and children has not improved since 1974 can be 

indirectly determined and needs to be further ra)plored. It is 

inferred fro-. the following facts: a) the incidence of 

morbidity for this group is invariably higher than for the 

group of adult males; b) expansien of health services in the 

rurz.l areas has been 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 

arid efficient preventive, promotive and curative health 

measur.es have not been introduced in the rural areas during the 

period in question.
 

During the three 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 ins:titutions and two major sub-sectors: the Central 

Statistics Office (CSO), the Ministry of Health '!,OH), the
 

Planned Parenthood Association of Zambia (PPAZ), the public
 

sector hospitals and clinics, and the church-related and other
 

private or non-governmental hospitals and clinics.
 

Section I, "Introduction" specifies many of the
 

institutional defects and deficiencies. It also describes some
 

of the ways in which donors appear to be contributing to the 

reinforcement of the e institutional flawis. The description
 

here will be brief.
 

The Central Statistics Office (CSO) is charged with the
 

responsibility for all data collection, processing and
 
in the MOH. CSO
analysis, and has statistical staff stationed 


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
 

being inadequate access to
constraints, one of the major ones 


efficient data processing and the consequent need to develop
 

its own data processing and analytical capabilities. The
 

and technical assistance (including 170
large-scale financial 


health advisors) provided by donors has been characterized by
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fragmentation and lack of coordination. This assistance 

program has ignored and neglected (with the exception of an 
insignificant amo.vnt of technical advice and training) the CSO, 
which is the institution responsible for obtaining the 
information needed by policynakers and managers. The team 
concluded that: this w.as a major, althougih unfortunately 
typical, foreign assistance oversight or mistake.
 

Two key po icymaking and management aias in the 
Ministry of Health (MOn) were identified by the team as 
characterized by poor perforu~iance and inadequate capabilities. 
One of these, areas is analysis, policy formulation and 
planning. The Y013 does not seem to have solid information 
concerning the levels anO distribution of health and family 
planning expend itures and corresponding unit costs, nor has it 
made estimates of future financial availabilities or estimates 
needed for proper plannint and resource allocation. Service 
statistics and information concerning incidence of morbidity, 
mortality and fertility, along with the impact of health 
services on morbidity, mortality and fertility arc also 
lacking. The shortage of this latter kind of information is to 
be expected, but the probability of grad.'.lly filling these key 
information gaps would appear to be reduced by the fact that in 
the MO1 Plaining Depnrtment there is only one Zambian, w:hose 
tenure moreover is not assured. SIDA is providing advisors to 

this department, bnt they seem to be working more on projects 
than on analysiqs and planning, and they are not providing 

on-the-job training to Zambian counterparts. As w( 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 trained human resources; but the process of developint
 
these procedures and staff skills should have been initiated at
 

least ten years ago. By providing advisors in this key area
 
and not providing the assistance needed to develop indigenous
 

skills and capabil;ties, Zambia is postponing an urgent task
 

that should be given priority ranking.
 

Another area that is characterized by poor performance
 

and inadequate capability in the 11011 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 informational.
 
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 concluded that there are constraints on 
both the demand and supply side, and that some of the supply
 
constraints can be eased in the short-run.
 

The Planned Parenthood Association of Zambia (PPAZ) has 
had the main responsibility for the importation and 
distribution of contraceptives. Various facts led the team to 
conclude that contrrcepi-vc: use could be extended in a 
relatively short pL:.-;od. Fertility surveys have indicated that 
in Zambia, as elsehloere, existing demand for FP is greater in 
the urban than in the rural areas. It should be noted that 
both popu]:tion and population growth in Zambia are 
geographicaily cc, icentrated, 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 has often run out of contraceptives, thro',,h errors and 
delays in ordering; and as a consequence hospit Is and clinics 
have frequently rvn out of supplies. Second, r.caither PPAZ nor 
the 1OI have developed a good record system for ordering and 
tracking comr odities and col Iecting statistics on usage. 
Third, the incidence of abortion appears to be high and 
increasing. For example, over 5,000 patients were admitted to 
University Teaching Hospital in Lusaka in 1982 alone for 
hospitalized septic abortions. While the exact causes are not
 
known, it is certain that many are due to problems from
 
unwanted pregnancies and induced abortions. Leaving aside
 
needed improvements to include an adequate supply of 
contraceptives, better data and analysis is needed concerning
 
forecafiting, ordering and distribution of contraceptives and
 
improvcients on the collection of statistics on usage.
 

The three-week preassessment period was too short to 
include examination and comparison of clinics and hospitgls in 
the public or governmental and non-governmental sector. Church 
and mission related health facilities provilde an estimated 30 
percent of health ccre nationwide, but it is not known exactly
 

what proportion of thesc. facilities provide family planning 
services. Previous visits to hospitals and clinics by one of
 
the team mei-, ers, and somewhat impressionistic reports of 
other observers suggest that the non-governmental centers may
 
be more effective and efficient; but there is not eiough data
 
at present to make a reliable judgment. It would appear that
 
the 101, as presently organized, operated and staffed, is
 
carrying an excessive workload and can be said to be
 
over-extended. The developm.ent of a properly staffed analysis
 
and planning unit that examined morbidity, mortality, and
 
fertility phenomena, and related the findings to service
 
statistics, and financial information might lead to a
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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 arrangements should also be carried out.
 

Current bilatera. :nd multi-lateral assistance to the
 

health and population sector 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 constitute, 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
 

team has not considered. However, it
staffing issues which the 


is the team's judgment that a significant involvement in the
 

full-time dedication by a knowledgeable
sector would call for 


mission staff member.
 

CSO. It is recommended that the mission consider
 

assistance, training and commodities in a
providing technical 

collection,
multi-year program aimed at improving CSO's data 


processing and analysis. Although improvement of CSO
 

performance and capabilities will include macroeconomic
 

activities, such as national accounts, and various sectors,
 
to
priority under the project or activity will be assigned 


population, agriculture and health. A central concern of the
 

project will be to specify workloads that can be carried out,
 

reflect analytical,
and schedules that can be met, and that 


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
 

on behalf of CSO.

continue to collaborate with AID 


AID consider providing
PPAZ. It is recommended that 


technical assistance, contraceptives, and support for
 
Commodities


establishing two urban family planning clinics. 


will be provided with the understanding that PPAZ will
 

accurate accounting of distribution, and estimate

establish an 


each service delivery point. It will also
 
rates of usage for 


other relevant information concerning FP
 
collect and analyze 


to the kinds of staff

services, 	with particular attention 


their levels of training, and the incentives for
 
involved, 


services and increasing FP practice.

providing 	and manag.ing FP 


central funds may be
 
Technical assistance and training from AID 


purpose. To establish credibility in the FP
 
provided for this 


one or two urban FP clinics

PPAZ also 	needs to establish
area 


in order to acquire its own direct experience. In sum, if
 
for


commodity 	assistance, technical assistance and support 


will serve to assure

direct services is provided to PPAZ, it 


data needed for the analysis of demand for FP
 
the obtainment of 


family

and for improved Zambian monitoring and management of 


planning services.
 

It is
Non-Governmental Hospitals and Clinics. 


mission consider proposing an assessment
recommended that the 

repeatedly pointed
of this sub-sector to the GRZ. As has been 


is, at best, the initiation of a
 
out, the present preassessment 


that is guided by an increasing
problem-solving process 


understanding of the interrelations among fertility, morbidity,
 

the provision of social services,
mortality, unemployment, and 

family planning
and the costs and benefits of health and 


There appears to be comparatively little

interventions. 


and
 
information concerning the non-government'al health centers, 


assessment of this

it might be advisable to carry out an 


the process of evaluating the extent,
initiates 

FP services provided, and


sub-sector that 


nature and effectiveness of MCH and 

a view to comparing costs and
 

the extent of subsidization, with 

The asses3ment


benefits with the governmental sub-sector. 


so that techniques and findings are
 
should be collaborative 


in the appropriate GRZ institution and unit. It
 
internalized 


as many areas and specialties as possible,

should include 


cost of services, organization and
 
including 	quality and 


and it should help develop
staffing, administrative records, 

continuing inquiry.
the conceptual framework for 


GOZ and Other
Dialogueand Coordination with the 


the mission and AlD/W consider
 Donors. It is recommended that 

other donors concerning
GRZ and
initiating a dialogue with the 
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the possibility of taking a sector approach to health and
 

population probL:.,s. 7f the preasressmer-t team is not
 

mistaken, current assistance programs in population and health
 

are not contributing to the solution of priority problems. As
 

has been repeatedly 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 ncr-_ded problem-solving process. Staffing issues and
 

payment for GRZ staff is one of the topics that need to be
 

explored and discussed. For example, ccnsideration should
 

be given to a 10-year period of financing by donors of an 110L1
 

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 base and on using the information to
 

carry ouc the changes needed in institutional organization and
 

procedures and in health and family planning programs. In
 

other words, the purpose of this sector approach would be to
 

develop a moie coherent and effective health and population
 

strategy. This would be a major long-range undertaking that
 

would require the agreement 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 propo;ed sector approach, but
 

if and only if the approach is developed and consolidated
 

through the support, experience and understanding of the GRZ
 

and donors, with parLicular emphasis on the World Bank. In the
 

absence of such agreement and coordination, the team has
 

considerable doubts concerning the advisability of a long-range
 

or large AID assistance program to the health and population
 

sector.
 

I. INTRODUCTION
 

This preas~essment 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 APPROACIi
 

The scope of the preassessment takes into account several
 

interlinked concerns:
 

to Africa expands,
First, as AID population assistance 

respond to country-specific priority
population programs should 


needs, be plhased according to country capacities, transfer and
 
and avoid the
institutionalize appropriate skills, 

too often, way overload
fragmentation of acti'ities that, all 


both mission and host country capabilities.
 

on 


specific problems and needs of countries, and regions within
 

them, in order to develop and implement sound population
 

strategies.
 

Second, at present, required information is lacking the
 

as a basis for
Third, explication of population problems 


the development and implementation of population strategies
 
by African countries
Tnusc be a continuing process carried out 


themselves.
 

not an end in itself, but
Fourth, information gathering is 


a means for host countries to associate present and planned
 

with specific interventions responsive to priorities
resources 

based on sound analysis.
 

And, finally, donor resources should strengthen the
 

capabilities of African institutions to develop sound
 

implement effective service delivery
p.--ulation strategies and 

policy and
of information needed for
I ?rams. The dearth 


can use such
 
i:ning and of mechanisms whereby countries 


allocate resources more efficiently is a major

rmation to 

.!rairt to dealing effectively with population problems.
 

adequate measures of demographic
tries often do not have 

as well as they should the mecium
 

.esses, do not comprehend 

sustained high population growth
 . long-range consequences of 


social, economic
-,:'es, and have not adequately examined the 


vitd cultural conditions which are contributing to rapid
 
future
 

growth. They lack estimates of unit costs and of the 


necessitated by planned
physical, financial and human resources 

program evaluations in an
 

programs, and often do not draw upon 

can
improve program effectiveness. This situation
effort to 


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
 
other sectors;
inhibiting growth in all 
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not know to what extent low
countries may 


contraceptive user rates reflect limited
 

demand, and to what extent 
they represeat
 

inadequate or inapproprLate supply syste-,s;
 

family planning may be given low priority,
 

on the grounds of limited demand, when in
 

such demand is substantial but insufficiently
fact 


understood, measurcd, located or analyzed;
 

service delivery s-Ttems may not be adapted
 

to the particular needs of different regions and groups
 

and as a result be highly inefficient.
 

view that the most important donor contribution,
It is our 


given this situation, is to help to establish 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 team has examined the
 

adequacy 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
 

undertaken by key Zambian institutions
and Dlanning process 


invoived in population and maternal child health/family
 

and assessed the performance and capabilities of
planning; 

required information base
Zambian institutions in providing the 


Office of the National
(especially tlie Central Statistical 

and in impleentation and
Commission for Development Planring) 

management of service programs (especially the Ministry of 

private institutions). TheHealth, along with several team 

hopes to have identified not only defects and deficiencim.i but 

also possible measures for improvement. The team's
 

concern vays to assitt Zambian institutions to

-recommendations 


improve their capabiliti. s and performance, both in the
 

collection and use of information and in management of service
 

In a few cases, the assessment team has made
 programs. 

could af-ect program implementation in


recommendations which 


the short to medium term. However, given the short time
 

available to tne team at this preliminary stage, many of the
 

to areas which will require
recommendations necessarily point 


specific types of assistance
 more in-depth assessment before 


can be recommended.
 

B. REVIEW OF FINDINGS
 

The team's findings can be divided into two types, first,
 

bearing on the nature, dimensions
findings which have 
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and location of health and population-related problems in
 

refer to the performance
Zambia, and secondly, findings 	which 

to manage the population
of Zambi.aii institutions
and capability 


from the team's
 sector. The first category of 	findings result 


(including demographic,
review of the information base 

program statistics),
and health information and
socioeconomic, 


The second category is

and identification of information gaps. 


based on our preliminary assessment of key Zambian
 

institutions, their organization, staffing, resources, and
 

involved in data collection and analysis, policy
operations, 

and planning, and program implementation.
 

1. T'opuiation Characteristics
 

Zambia is characterized by.high fertility, hiph but 

declininf' mortalitv.-rapid population growth, high_ l. endncx 

semi-literateratios, a high prcportion of illterate or 


of unemp oyment. Zambia has also had an
 
persons, and hih_L 	 rates s3ce befor.
of rural to urban mi1raton
unusuaI3- hi},h rate 


urban
 
lndepenOcnce. The proportion of the population livi in 

n 41 _erc en t in 1980. areas is estimated to 	 have c 

The 1980 census, when fully analyzed, will provide
 

detailed demographic data,

Zambia with very extensive anl 


employment at
 
including tabulations 	of fertility, education and 


urban and rural zones, as 
well as other
 
the District level by 


socioeconomic characteristics.
demographic and 


is

The fragmentary demograplhic information which 


total

currently available for 	Zambia suggests that thp 


for 1969, and the population growth
fertility was about 7.0 

since that year.
rate has probably 	increased somewhat 


growth rates are 2..4 percent, 2.8 p rcent,

Calculated annual 


percent for the intercensal periods 1963-1969,
and 3.2 

1969-1974 and 1974-19F0, respectively. A declining trend in
 

from the 1969 census, and from .974 and
 
mortality is suggested 


indirect.

1978-79 surveys, but mortality 	estimation rimains 


is very high throughout the country,

Although fertility 


as suggested by a 1978-79

ferti" Ly differentials exist, 


and urban areas. However, these
 
survey in selected rural 


large drop in fertility among
differentials -- among them a 

-- need to be better
 women with secondary education 


a basis for more effective policy making and
 
disaggregated as 


programmiug.
 

on labor force or education is 	yet

No information 


1969 census data suggested
1980 census.
available from the 

rates at that time especially for
 

very high unemployment 

situation has probably persisted, given 

Zambia's
 
women. This 
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According to the 1969
 
known history of economic decline. 
 sex
large educational differential by
a very
census there was 


at least
rates of those who have had 
especially for attaintent 

census results will pirovide
 

upper priimary education. 1980 
some 

employment levels and
 on education and
much needed information 
 sex.
urban-rural residence and 
differentials by 

to Family nin Services2. Governnient 

awareness among
There is some evidence of growing 
strain and dcmandf, put on the 

leaders of the economicZambian 
as result of rap!id population growth, but 

nationa]_ bud: ct a 
yet to be translatedrelationshis has y intoof the ol1cy,2LL2 r... moeipraty, rt n t nigawaryhes-s n p o p o l c . . . .oit pu la t,-io nin t o an e x il li c i t 


proper design and effective
 
stroT I cormi tmnenlit to and 


_ir_Eams.
o fomilyJlanninfimplenentation 

Health's
 
Health services are provided by the Ministry of 


and by

clinics, by mission hospitals and clinics, 


hospitals and 

of mines
the health services 


private organizations, including 

care
50 percent of health
An estimated
and other industries. 


care nationwide
and 30 percent of health is
 
in rural areas 


However, statistics are
 
provided through mission facilities. 
 other
 

on what percentage of Ministry, mission 
and 


not available 

provide family planning services.
 private health facilities 


is a major constraint on
 
an infornation gap
Obviously, such 


resource allocation.
planning and
effective national 


has been inadequate, especially 
in
 

Maternal-child care 
 percent
in 1982, whereas 90 

It was reported that, 

65
rural arcas. 

for at least one aptenatal visit, 


of women attended clinics 
 only 1.8.7
 
percent of all deliveries took place at home and 


care. Only 5 percent of
 
clinics for postnatal
percent attended 


rural Western Province, as
 
attended postnatal clinics in 


women 

Copperbelt Province.
 compared to 34 percent in 


family planning is relatively

GovernLnent support of 


of the
spacing an explicit part
child
recent in Zambia, with 

The private
care program since 1980. 


national primary health 

Planned Parnthood Association
 

family planning association, the 
 has been providing
from IPPF,
with support
of Zambia, (PPAZ), 

government and nongovernment service
 

contraceptives to 

to family
Strong government commitment
since 1972.
facilities 


the limited emphasis given
absent, ai; evidenced by
planning is any,

the PHC program. Very little, 

if 

child spacing within
to 

included in most pre-service

child spacing information is 


for health practitioners.
training programs 


DOG ID 1l01D
 



-14

3. 	 Demand for Family PlanninP.
 

Our anysis . csts th._prob o wo to three
 

i f prepancy a u 11 in
Lercent 	c.i Zambian vomen n isk s 

i! evidence of significant

contr.1ceJtives. lox.ever; there 


' 
.erv ce	 i I. Zambia, especiallx
unmct. (eman(' for fLFTil.inL.aPn i 

,'ofe .
am(n ; certain c-te _oii(5_ of 

RCpcrti.ng on use of fariily planning is sporadic and 
there hasis substantial evidence that
unreliable, but there 


bee. for some years a chronic shortage of contraceptives in
 

PPAZ was the
 
Zambia to meet existing demand. Prior to 1982, 


FPIA have also provided
sole supplier. UNVPA and 

then. The vast majority of users choose
contraceptives since 


the pill.
 

There is a lack of information on knowledge, attitu(des 
it

and practices of adults affecting birth planning, but 


the majority of the population do not know about
 appears that 

family 	planning. Hore
 

or properly understand methods of 

area, in order to plan
information is needed in this 	 mere
 

effective programs. 

of program
of studies, or measures 


actual cemand for family planning is not
 
Given the lack 


effectiveness, 

from the 1978-79 survey show


measurable. However, findings 


women wanted more children than their urban

that rural 


urban areas, desired famil.y
that, within the
counterparts, and 


size was lower among those ii higher income groups. The most
 

evidence of unwanted pregnancy, however,
salient, indirect 

Over 5000 patients were
from abortion statistic:'.
comes 


in Lusaka in

admitted to Un:versity Tceaching Hospit;l 1982
 

Vhile the exact
 
alone for hospitalized incomplete abortions. 


elective
ukr,ov'n, in a country with a fairly liberal 

causes are 


are quitc high.
abortion policy, these figures 


that nearly all Za-ibian women
Survey findings show 

the duration of


brcastfeed their children. However, 

in urban areas, and
 

breastfeeding appears to be shorter 


further information is required in order to verify whether
 

a trend toward shortened duration of breastfeeding in
 
there is 


in urban areas, or nationwide. Decline in
 
rural arez-., 


effective family

breastfeeding, without compensation by 


higher 	fertility
tend to contribute to
planning methods, will 

rates.
 

Data arr' limited on the socioeconomic determinants of
 
seem to be
 

fertility in Zambia. Although aspects of urban life 

to
 

fostering a family lifestyle whereby parents 
will choose 


some of the characteristics of
have fewer children, 
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to bring large declines in
urbanization which have tended 

fertility -- such as improved education, labor force 
not yet obtain,
participation and social status for women -- do 


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 urbanizatioh process, may be fueling demand for
 

large farilies anorig rural, smallholdcr farmers.
 

Existing evidei ce suggests that demand for family
 

in order to limit family size, is much stronger in
planning, 

u;rban Zambia than in ru al Zambia. If appropriate services
 

were readily availz:1,le in urban areas, this could result in
 

significant 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
 

may not drcp significantly in the, near term.
 

These differencec in unmet faraily planning demand iin
 

Zambia bear further examination, in order to better prioritize
 

family planning invcstncnts, design information and service
 

prograuL, and tiain hcalth practitioners.
 

4. Performa.,c and C:yja]hi ties: Manateinent of the
 

Information B]se
 

,
Zanl,ia neec' to develop a comprehensive management
 

appro.chthatheip synchronize the collection, processing,
 

analysi.r and use nf basic Oata for develor~ent planning. The
 

lack of ti,.'IydeT.oraphic an', related socioeconov. c
 

information severe' V hamiLers the developme'iL of population of
 

FP pe icies, as well as -Ltic. lann' n. in malor sectors,
 

suce 's arjciltur d__rn :duc .n. 

Alth(-,gh Zantb r las an organized, central ized 

statistical system, thiere are major problems with data
 

data has been collected that is now
managei.ent. Much more 


being expeditiously processed and analyzed. Also, data
 

specification and que-tioiinaire design should be firmly
more 


based on analytical plai-s focussed on social and economic
 

problems of importance fc, policy.
 

The human resourre constraints to timely and
 

professional analysis, and the continued state of limited
 

access to data processing facilities, 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 lurther socioeconomic
 

and agricultural surveys. Satisfactory tabulation of the
 

census by mid-1984 will depend on continued support from the
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Satisfactory analysis
UNFPA-fundcd technical advisor in CSO. 


of the census will require a team of well-tri:ined analysts and
 

to computers.
computer specialists, as well as adequate act&,ss 


CSO staff need to acquire new skills in ordei to carry out a
 

thorough analysis of the 1980 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.
 

is insufficient coordination between CSO, the
There 

and the various
National Commission for Development Planning, 


the types of surveys

Ministries, regarding 	prioritization of 


to produce timely and appropriate
and analyses required 

time. With reference to population, data on


statistics over 

related to fertility or family planning
socioeconomic variables 


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
 

date have been organized, implemented and analyzed
conducted to 


by outside institutions.
 

would benefit from
The Central Statistical Office 

to
 

mnanagement improvement and on-the-job training, in order 


schedule a more feasible
properly sequence projects and 


workload for efficient data collection and timely analysis of
 

critical information.
 

of Health
 
5. Performance and Capabilities: the Ministry 


1roblems are

Majorpuation and maternal cohildhealth 


m s 	 ofnor in th patterntreated uncer Gjknroranot adequateDl 
needed information bare that is 

donor assistance. The urgently 


yeared f or effectiveplannga been badlL neglected b X the 

would be developed inMoll and donors. This information base 

of the eristing health/FF
part from contiixin _anal_ _'..-

system. The analysis would include estimates o' unit a 
costs and
 

Development of 

cost effectiveness studies of various kinds. 


provide comprehensive 	family_planning and maternal
 
system to 


health services will be an enormous, difficult and

child 


a task can and should 	be
task. However,
time-consuming 

carried out b mbians, with assistance from donors.
 

the health system in Zambia is one of

The history of 


the economic
time of Independence until
expansion from the 

concerning
in 1974. Unfortunately, issues
decline which began 


priorities and efficiencies of performance
the selection of 

as a result of the successful effort to
 

tended to be neglected 

financial stringencies since
 

expand health services. While 


the need for greater efficiencies and
 
1974 highlight 


statistics for analysis and planning
effectiveness, neglect of 


lingers on from earlier, better times.
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The budget for health care cortinues to decline in real
 

per capita terms. If heolth services continue to be providfi
 

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 P11C 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
 

investment!" in physical plant and other sunk costs, the focus
 

of health care activities ha8 continui 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 MOL1 of
 

existing efficiencies and inefficiences, past and present
 

resource allocations, and current. unit costs and benefitr, is a
 

prerequisite to improved resource allocation and use.
 

There arc major problems with service providers.
 

Although nurses, midwivcs and traditional birth attendants are
 

receiving refresher training in family planning information and
 

services as part of the UNFPA Family Health Project, there has
 

been no follow-up to determine if the new skills are being
 

used. PPAZ has also supported family planning training for
 

nurses, but follow-up revealed that most were not, in 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, paramedicals will require adequate training,
 

incentives and supervision.
 

The 011 Planning Department is relatively new, and beset
 

by severe problem:s of shortage of Zambian staff. Most key
 

functions are provided by expatriate advisors. Priorities
 

among programs are not 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 inappropriate, 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
 
is no
service statistics related to family planning. There 


joint planning among involved institutions for contraceptive
 

supply and commodity management.
 

An effective, national progra. for delivery of maternal
 
not be possible
child health and family planning services will 


without the development of an expanded and utilized base of
 

health services and finances.
information concerning health, 
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It will also require the development of tested procedures,
 

the effective
 
training and assistance, directed 

toward 


provision of services.
 

for
Other Institutions
and Capabilities:
6. Performance 

Service Del- vcr,' 

the performance
The team was unable to adequ.tely assess 

° i-ental organizationsranj.c 0l non-goveand capabil ties of the 
would lilc to be involved, in familX 

involved, or vhich 
such institutionsdeliv(y-V, It appears that

planninS_.servicc 
care to a substantia1 proportion of the 

alreadyp rovide hcIt" 
famaily flannin_ efforts withSupportingZambia ropuIatioui 

may very well be an c fective and 
i ivat: iriptitutionsthese snumber of couple', through

way_ to r(ach increasii.:efficien', 
usingthesc scrvices

eis tg prorxpecially clientele: 
pVlannin_,• m a readyv b re'orcrece pte tc. famil X 

Parenthood Association of Zambia has, since
 
The Planned 
 for
 

in 1972, served a coordinating function 

its inception 
 to Zambian
 as provided contraceptives
family planning as well 


Church and mission
in service delivery.
involved 

an estimated 30 percent of
institutions 


facilities provide
related health 

it is not known what proportion of
 

health care naticawide, but 


provide family planning services. Private and
 
these facilities 


health services to employees
 
parastatal companies provide basic 


of these facilities may
 
and their familics. Although many 


them which
 
already provide family planning, the proportion of 


It is likely
unknown.

and the scope of the prograas, is 


do so, 

of the wage earning population,

th.t a substantial propoction 
to family planning,tie mo-L receptivewho arc probably among 

already rccci,e he'.th services through parastatal 
and private 

companiies. 

as identified
mnagement problems,
sevcre
PFAZ has had 
if not all, of the
 

1983 Ir'PF man (,enicnt audit. Most,

in the 
 in family


do rot have technical expertise

PPAZ staff
current 
 in improving
however, interested
PT'AZ is,
planning or health. 


role in promoting,
and in strengthening its 

its operations, 


family planninr activities in
 
supporting and coordinating 


to c,erate two family
 
Zambia. In particular, PPAZ would like 


help meet the demand for
 
urban Zambia, to


planning clinics in 

base for the training of
 

to serve as a

family planning, and 


other personnel.
nurses, midwives and 


that the PPAZ, missions and private
There is evidence 

in family
 

groups are interested in strengthening 
their role 


so -
planning service provision. Constraints to their doing 


access to contraceptives, management
including lack of 

-- bear further
trained staff


problems, or shortage of 
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examination. In some cases such expansion may require minimal
 
inputs to relatively strong and efficient institutions, while
 
in others, overcoming manaqement 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 adrinistraetive burdens
 
on government.
 

7. Donor Support and Planf.
 

Donor support to the health sector has been fragmented 
and unccw.dinated. Only one project the UNFPA Family Health 

oq n drpc tly suports family planning service provision as 
part of the national PIIC _r_gram. Iess than one percent of 
1902 d encr health funds were spent -"or family planning and very
little of these funds havive supjortou institutional developmient 
activities or buiit Zambian exprtise. Any lar;e iniection of 
donor funds into the opution/health sector in the near 
future must address the fundamental issue of severe 
institutional deficiencie.; which, unless corrected, preclude
 
sound allocation of resou;.cw7. 

The approach taken by donors to date has been, in the 
te m'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 tabulated. A considerable amount of 
technical assistance is provided, but it is provided in a way 
that, in some respects, tends to reinforce less than 
satisfactory GRZ procedures. Over half of donor health 
activities provided cxpatx.iate advisors only - in 1982 there 
were over 170 health advisors in the country. 

Illustrativ of this problem is the nature of support 
for health planning, a key function if programs are to be 
prioritized and phnsed in concert with institutional 
capacities. With SIDA support, expatriates have been filling 
staff positions without, for the most part, any counterparts
 
receiving on-the-job training. After several years of funding,
 
the sole Zambian trained abroad under the SIDA program has just 
returned and is the only non-e, patriate functioning in the 
Planning Department, and he holds an as-yet untenuLed 
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 statistical 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- olving
 

process. In their willingness to place expatriate advisors who
 

are unmatched by counterpart Zambians. donors have, 
in effect,
 

GRZ capability. (One possible
contributed to a crippling of 

severe government financial crisis is for
 

solution in times of 

to fund key staff planning positions on a gradually
donors 


Although doing so is not consistent with
diminishing basis. 

current donor practices, it bears consideration.)
 

a team to Zambia
In October, 1983, the World Bank sent 


to conduct a Populstio,, Health and Nutrition Sector Review.
 

the basis for a GRZ request to

The team's final report may be 


the Wor2d han for major assistance to the health sector
 
on


through the Nationpl PIHC program. Assistance would focus 


MCH/FP program development, including training, supplies 
and
 

infrastructure.
 

notes that deficiencies in long and

Although the report 


short term planning are impairing development of the health
 

sector, it is more a description of overall sectoral problems
 

than an analysis of causes or prescription of steps needed to
 

begin to solve them. For example, the alnost complete lack of 
assess priorities is
 

appropriate, analyzed data upon which to 

health sector problems.


not given due recognition as a part of 


can serve
the sector review as a beginning which
We see 

country process of inquiry.
to initiate a continuirg host 


a more realistic assessment
be done, however,
Before thin can 

of current institutional performance and constraints will 

be
 

required.
 

1: AND CAPB,TT ESC. COPCLU O PRT3,EM 5 

are major factors
Population-related problems 


constraining Zambia's develop.,ent prospects, and substuntial
 
family planning
need and demand for rNaternal-child health and 


However, comprehensive
programs hac; been demonstrated. 
cannot be simply prescribed or easily implemented. A
 

solutions 

the population and
major limitation is that management of 


not incorporate a problem-solving
health sectors in Zarmtbia does 


process involving learning and self-correcting procedures. 
The
 

necessary integration of data collection, procersing 
and
 

analysis with policy and program formulation anG 
implementation
 

does not now exist.
 

population
The execution of adequate analyses of 


problems and solutions would constitute an inquiry 
involving
 

MOH headquarters and field staff and staff from 
other
 

It would require an extended period of time.
ministries. 

Doing so effectively is constrained by the existing limitations
 

resources. However,

financial, physical and trained human 


although foreign specialists 

of 

can help and financial assistance
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is needed, the fundamental problems will be solved by Zambians
 
or not solved at all
 

As a result, injections of donor resources at this time,
 
whether in small or large amounts, are likely to bring limited
 
impact unless resources are acco:p,,anied by across-the-board 
institutional reform in health planning and delivery systems, 
and the initiation of a rational problem-solving process. 
Thc-;e 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, [c.th 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.
 
Financial zssistance to date has placed insufficient emphasis
 
on strengthening the health sector. Assistance in the future
 
should recognize and take sters to reverse this situation. In 
order to do this, donor support must be phased to permit 
sensible solutions to the most important and urgent problems. 
It must also provide the appropriate corposition of technical 
and capitZ.l assistance and training to perrit sound analysis of 
institutional strengths; and weahnesses, and of how long the 
necessary steps will take, how they should be undertaken, and 
by whoiu. 

D. RECOM?, E1D7T IOS 

Population problems are severe in Zambia, related 
development trends arc unfavorable, and maternal-child health 
and fam.ily planning is one o: the wcakest aspects of the 
natio;ial health prori:ns. However, the team does not believe 
that, at this t.me, AID should provide large scale financial 
assistance to the M.O]. Key institutlic.nal improvement;, which 
will ta',e tine to realize, must precede development of a major 
public secto]: service dc-livery program. In addition, we 
believe that stronger demonstrated evidence of C-RZ commitment 
to MCI/FP -- which does not now exist -- is another 
prerequisit(e before large scal: donor as:.istanc- in population 
will bo approriztc. 

We recommend steps w!hich we believe are feasible for AID 
to undertakc at this time. Our recommendations address
 
improvements in institutional capability, and point to focussed
 
areas for support to service delivery through non-governmental
 
channels, which can serve to meet some of the country's most 
urgent needs and at the same time build 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 analysis, and technical assistance,
 
commcdities and training to expand service provision. They are
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bayed on the team's assessment of problems and their urgency.
 
and of Zamhian capability to respond, as well as our
 
understanding of AID's ow.n areas of comparative strength in the
 

population sector.
 

Discussed more fully in Section V. the reco,.mendations
 
are (1) support for information collection and an.iysis,
 

1900 census, through the Central Statistics
beginning with the 

Office, (2) direct support for technical assistance,
 
contrzceptives, and service provision, coupled with improvement
 
of the nation31 service statisticc system, through the PPAZ,
 
(3) .1n assessment, with the involvement of Zambian officials 
and e>:perts, of the potential role of a range of 
nongovernmental organizations in family planning service 
provicion, and (I) dialogue with the GRZ and donors, especially 
the Norld Ban}:, regarding a sLctor approach to health and 
pooulatioi problems, and AID participation in major decisions 
aftecting sectoral development. 

III. POPULATION AND ITEALTHl PROTLEMS IN ZA!4B!7A 

A. POPUL7T .O, CHP.PRACTET ISTICF 

1. Introduction
 

The relationship between demographic trends and other 
population chaicterictics are multiple, diverse and different
 

in each country. Mortality, fertility arid migration are the 

basic dergographic variableF; which affect other population
 

charactei:istics. They determ;ine a population's age structure
 
and grc-.'th, anrd it- geographical distribution, and they also 
crc,. te cond3.tions which affcct other socio-economic 
ch-racteristics.
 

For exEr',pTe, with different levels o' fertility and 
aottality, and tha same difference bet-,-:en cru-, birth and 
death i:atc, two populations will have the same growth rate but. 

ratedifferent age .Etructures. Although the population growth 
will b. the s,:,(, the popuT ation with higher fertility and 

mortality will haxre a youncr age structure--and a higher 

dependency ratio--.than the populatio:n with lower levels.
 

If country A haE; similar mortality as country B, but A's
 
not only the population of A will
fertility is higher than B's, 


grow faster than B but the age structure of A also will be
 

younger than B. Problems such as educational needs, job
 

supply. dependency ratios, housing requirements, and public
 
sewer systems, water supply.
services (such as police, health, 


and t;:ansportation) will have to be solved at a faster 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 
]5 years is already determined by past mortality and fertility 
conditions. In othei wordr., the population that will be 
demanding jobF; over the next 15 years is already born. This 
time lag separating fertility changes from labor force changes 
has considerabe significance. Any policy decision taken today 
to reduce the populztion growth rate or change fertility will 
affect tl) co'posjtion of the population d(-:,andinI jobs only 
after 15 ycars. This effect calls for detailed, careful 
planning and forccasting, 3f large rates of unemploymeit are to 
be avoided. 

To know the population characteristics of a country at 
regional leveli.-, is, ther-efore, a must for effective development 
planning. Population characteristics are not the only 
charactcrisftics affecting development, but they define criti cal 
conditionc which are favorable or non-favorable for 
development. k country with a rather low popu)lation growth 
rate, together w th an older age structure, genrally has 
better prospects for development than a country with a very 
rapid population growth rate and a yourg ge structure. 

2. Informati -onBa,.c 

In 3.950, infori:ation on the population of Zambia was 
obtained by meF.ns of a demographic sample survcy. The sample 
did not contain detailed age information. it collected 
inforra',.ior oi) deaths and births during the previous 12 months 
and on <lhildren ever born and children surviving. The quality 
of inforuation haz,: been questioned, and the lack of detailed 
age infocrration mode it almost impor'-ible to estimate fertility 
and morl z,ity. 

The first n.V.ional census w:s talken in two steps. The 
no.:--Africzi de facto populztion was enumerated in )epterber 
1961 tog,,he; with a ccnsu2 of urbaon e.ployc.es. The African de 
facto popvlation was er,,Mucrated froim llay l5 to July 29, 2963. 
The final 1963 census coun'? of 3,'490,000 was around 35 percent 
higher th.-1± the expectc.d population based on the 1950 
demographic sampl.e. Althougl! the 1961-1963 census constituted 

better count of Zambian populat:on, tabulr,tion in teriuu of 
wide age groups once again impeded demographic analysis. 

In 1969, a nationz:l census was Leld, which provided 
useful information for urider,:Landing .. c 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 facto census was taken from August 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 sam.-pling fraction of 14 percent (CSO, 
1979, p. 3). Another sample demographic survey was conducted 
in urbirn Lusaka and one rural area, Keembe, from August 1978 to 
August 1979 (ECA, 1982). 

Finally, du:ing August 15 to September 7. 1980, another 

national census was conducted. At present, only limited and 
preliminary data are available. Plans exist for detailed 
tabulti on for urbcn and rural area,; within each district and 
tabulaLion,. are being prcawred. It is planned that such 
tabulationr 17ill be rea,6y in mw1 1984. The tabulations will 
permit a useful analysis of population characteristics for the 
formulation of nationa.l plans. 

Current knowlcdge of the demographic and population 
charactetiistics of Zar,zia is quiie' limited, and the limitation 
is an impediment to the formulation of a sound and informed 
poulation policy and a plan of action. In this connection, 
the arialysis of the .190 census date will be crucial for 
determining recent demographic trends and population 
ch&.3:actc i:i.s tics. 

3. I-Iistorical-owt]'t Change: in Conos tcion anf7 
Distrib-.'tioni 

a. Fert ilitv
 

Fertility has been estimated as high in Zambia. The CSO 
has estimaed a crude birth rate of 47.7 births per thousand 
popiu-lation for 1969. The U.S. Bureau of the Census gives a 
range of variation -In crude birth rate from 48 to 51 for 1969. 
A report from ]:,.,Iorld Ban'. suggests total fertility r.tes 
fluctuat.ing arouncl 7.0 for .969 and a probable ncreasii.- trend 
after thiat 'ear (olC Bank, The De.ogipphy of Zabia, October 
1983). All bough there a: e or,, fertility differ,rlti:' , by 
province, fertility is stil.l high in all of ther... The 197[./79 
UrbLan Luscakz and fural Kceosbe survey (IFCA, 1982) provided sol-ie 
fertility' information. The report sho.-: a large difference in 
fertility between ,'omen wih lcss than upper pri::.ary education 
and the rest of th: population. The analysis of the 1980 
census data Will rrovidc useful information on fertility by 
geographical area and in terrs of some of the social 
characteristics of females, including education. 

b. Mortalit!r 

The fragmei.tary information provided by census and 
demographic samples indicates that although Zambia has rather 
low mortality by African standards, comparison with nations.in 
other parts of the %worldsuggests that a large number of deaths 
can be reduced.
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lrfor.'EmEtion on registered deaths is not complete and 
canot be used for estimaling mortality. Census and survey' 
information for indiiect estimation of mortality is limitecr to 
the 1969 and ).974 census and to the 1978-79 Lusaka-Keembe 
survey. 

Using information from tho 1969 census, life expectancy 
at birt h-.:,r e,,-tina Led at /13 and 46 years fo: both sexes 
com bi i!. The Centri7l Statistic--', Office has published a report 
incicati iwj a 1%69 cro6e dcat,, rate of 19,7 death per tlousrld 
po -latio,, an i nfant morte4.ity rate of 129 deaths per thousand 
births, arid a male and female lif.e expectancy of 41.8 and 45.0 
resrC-Ct i,70) (C. O, 1973). A rel-ort from the Uorld Ban]- on 
the populcit2on of Lamhia. sugge<s , lowe.r levels of mortality. 
Infornat. o:. from the the 1969 census ancd 1974 surveys indicates 
that mcrtdJ-".)Vy y..s declirning during that period of time. 
(1'orld Lank, The Demogjraphy of Zambia, October 1983). 

Inform,1tion concerning mortality was collected in the 
3.978-79 Uribn;n Lusaha-Rural. Keembe survey, but no generalizat ion 
for the whole country can i. made. oloi.'ever, tables presented 
in one of the survcey' report , would irdia&ate the continuation of 
the rorta]ity decline. (ECA, 1982, pal,:r ECA/PD/P/1982/7). 
Informatio: fro-i this survey indicates the e::jstance of higlh 
mortality diff(rc-: lias among social groups and between urban 
and rural areas. ,iiinlly, an infant mortality rate of 3.41 
deaths; per thosand bi rths haf been gi'ven for both se::es 
combined for tle period 1.969-74 (CSO, 1979). 

As v corin ;ec ,:ce :ofpast higl fCr tili ty ar-d declining 
rIortaliv, the aCe st ,veturE2of the Zai.:,ian pcpu0!!-tioi is ve:ry 
yourcg.g , proportion of thr: populaticn under age 15 43 
and '- pe .;.t in Lh, 1969 E.nd 1974 ce:se, respectivcly. 
Tl!,,he l.tter fi(.vre icn t bc affected by some :rregularities 
foun, n thc. 17/4 poT ulat on a,:: and st:: structure. 
Neverthclc.::,. it e.-.pect CO. the 1980 censuAEs wil1 sh ,. a 

hig.ic): prcportie> of population under age 15 than in 1961c. Ti, 
Zambian. :cn structure imp].h.s a high dependency rotio per 
worker (iore tlI:n 4 in 1969) and a rapidly increasing debiand 
for education. 

d. Population Growth - W2te 

The population inforr.-tion provided for 1963, 19G9, 1974
 
and 1980 show an increasing population growth rate (See Table 
1). The calculated ai.nual growth rates are 2.4, 2.8 and 3.2 
percent for the intercensal periods 1963-69, 1969-74 and 

on1974-80 respectively. The laclk of recel't inforiation 
fertility and mortality permit only an estimation of the
 
population growth rate between 3.1 and 3.4 per cent for 2983.
 
Tabulation of the 1980 census should provide more precise 
estimates.
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e. Urban--Rura). Differences and Internal Migration
 

Zambia's population has been subject to unusually high
 
rur L to urban migration. Consequently, the proportion of
 

people living 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 livinq in cities over 5000
 
inhaLitants gre, at hIgh annual rates of 8.5 and 6.1 percent
 
during 1963-C6 aind 1969-00 respectively. Howee'rer, the rural
 
population qj:ew at aznnual rates of 0.5 and 1.' percent during
 
the same period. (Rates calculated fron, Wood, n.d.g Table 5).
 

In Zarbiz,, --everal large towns, primazrily in the
 
Copper -It and Lusa}-a, coexist with larc;e areas of very sparse 
and scat :cred rur;,l settlement, with the exception of 
relativcl] ho aviy populate, rural zones near the towns and 
along the line-of-rcil in Central anc Southern Provinces. 
Urban r2 gr',tioi,, in response to the growth of industry and 
perceived opportunities in tow.ns, has continued from colonial 
years to the present., althouc!h there is evidence that urban 
growyth rate.; hpvre slow;e6 so7 cwhat since the 1.960's. There are 
sign: ficant income disparities both within urban and rural 
areas, and between them, and evidenve suggests that urban 
dwellers ha\,( three to four tines the real income of rural 
dwellers. In the last 5 to 10 years the rural-urban disparity 
has probably increased, with rural areafs suffering 
proportionate., more from the nationwide decrease in real 
i) C.o ,e . 

It is likely that 5ome of the social cha:acteristic. of 
rura.]--uirbai migration hz:,.;e changed since Independence. 
Co)unial policies restrict(id property o,,--nershi p and residcnce 
and investvent in towns, thus preventing workers from bring-ing 
wivec' and dependent.:. h them and encouraging continuced social 

tics hone villages, and
and econo ic hom.t] return to th:,m
 
follc'.ving rc:tiremr-nt. Lfter independencc!, migration of nuclear 
fami. ies andi of women to join their spo.t;,es appearr: to have 
incLepscj, as R result of employer and government policies

co; ... ownership, residence and retirement.erning prvi),erty 

Sinall cities grey,: faster than" laige cities during
 

1963-69, anC this trend continued during 1969-80. Nonetheless, 

if the grow-!th of cities is analyzed in terms of the number of 

perForis added to cities during each intercensal period, during 

both periods the large cities continue to get more people than
 

small cities. If such growth during the intercensal periods
 

could be disaggregated according to natural grow;th and
 
a changing migration
migrants, the results will probably show 


of the migrants
pattern. While in the 1963-69 period most 

(around 90 percent of them) were attracted to the largest
 

same amount of
cities;, during the 1969-60 period almost the 


migrants went to the largest small cities. The change is not
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b ~EduC,9 :(11 

SLevcls of ed-cl,-ional attainrncnt i.n Zambia seem to be* 
imrovin-g--,with- yoting--r-cohiort's ach-icving--ihighc~r-eve--1S: of 

educ2aLion than old c.r cohort s Nevertheless, the 1,969 census 
(thle, best -information source to date on educati'on attainment 

and attendance) slio,,.ed a large eduCati'onaJ. differential'by 
SN For inttvilcC:, the school attendance rates in 1969. were 

siil±r at p-c'5-9 for cacli sex : 28*and 29 pecrcenit for7 females 
and ics i.uscct:vel". 'n At age 10-14 the differential started 

to viden, and rates for females and ales at. age 15-19 years 

old were 30 and 60 percent. Prac'ticz.l ly no females were. 
(see Table 2).attendinj, school for ages 20 years and above 

These attendanco rates lead to large sex differentials
 

with respect to educational attaininent. For ages 15 to 49, 85 
to '46. percentl of the w~ale 'population' has some school educati on, 
whe-coas the percentages for females were much lower, rai'ging
frowi 71 to 12 penc:. able 3). These se) differentials were 

even greater for tho. attainmient rates' of those who have 'had at 

I en r; t s omE upp1e r p r i mary e d uca t io n. In this 'case, the 
percentage 'for males vnried from 61 to 17 percent for 'ages 
15-19 to i5-49 respcctivey, whereas for fei-i les the rates 

varied froim 43 to6v 3 pe;,cenr't (see, Table 3),. 

'55. 'llorbicit y f ndCajuses of Death 

Zaipmji a is not an exception in the developing world with 

rCEgrd t", Morb1idi ty. Deaths under. the 'age of '5 represented 62 
tnd 44 percent' of all 'deatrhs the urban and, rural ;reas of-fin 
'the 1978-79 survey, respectfv.oly (ECA, 1982, Docut;:ent 
'ECA/P I.) /J 9 2f/7) 

)'-tiOT Wid( inofrot i on on causes o f deth docs not 

exist, ' and 'the ov ly an;ni1 ab c source s are 'in formnation c (I ected 
in ho~spital~s: and,'from te Urban Lus ka' - Rural Keembe 

3.l97 8 -79 irv While hospita-l 'informa-tion 'gives 'a's leading 
Ca u o.slc&sf infiant "cica.. mc- (26 percent) and pne'umonia '04 

lists infant deaths~percent), the Lu~ ~ 1978-79 ' survey 
frow high 1-e6 wp crat 1*ir (30 percent) and deaths, connected with 

digestivc' cystems (15 perccnt), an'd a high .proportion of 
u n: causeo (ECA, 1982,; Document ECA/PD/ -PI/3.982/7).c:. 

hence' notAlthou-b the classif icaL ion is dif ferent and 
compni-able, there is no doubt that in both, .,cases, most. of the 

infant deaths are due to-infectious, conta,iou6 and parasitic 

diseases. Somec il.]ness-es, for".xample, malaria and sexually 
transmitted diseases, have tendedci to incre-hse proportionally 
from 1978 to 1981.' 
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6. Conclu!. .ens:_Pero.raphir Char,- :terist ics and 
De2veLS c.p, r ni "Ii o1) 1 

High uneh:p.oylfet rates, high fertility and rapid 
population growthi, concentratioi of population in the largest 
cities, and 1,igh ratuc,; of illiterate or semi-illiterate persons
 

are social c1harac tcrist ics unfavorable for economic developv.,ent 

It is alvay; desirable to sustain the effort to reduce 
nor t ality . llc cv ,, ncconnt shoul d be taken of the impact of a 

fu-ither decline -f .:ortality on other population 
cha rac t: c ri t ic . A]t lough redu ing mortality will bring better 

health (ain , heice a he lthier labor force) it will also 

accelerate popu 1 ; i. n growth and bring, about. an even younger 

age .tro;ctui -, Lhiis increasaig the number oi dependents per 

iworkezj, which) .o ttan in If continiesI:_ , 4 .969. mortality 

to decline, it is li1lel) that most of the saved deaths wi11 be 
.in youn,$ age greip. host infant and child deaths are still. 

due to irfcctiou.7, conta,°.ious and parasitic diseases, which 
frequently c!n be reduced' faster than degenerative And 
rennl-cardio-,asculnr disease:. Consequcntly, the life-raving 
iL li-ely to he coiicntratc6 in young ages, v'idening the 

proport-ion of populrtion under age 15. 

Only a reductio% of fertility will counteract the 
unfavcrable effect cf dcclining mortality on tie age structure 
and grovth rate. if feitility is red c.-.d, better population 
conditions for develop,ent vill be crea'cd. In the meantime, 
the l bnr force will continue to grow. at very high rates. 
De, .rw,-oiJc trend. hav\,e crcated conditions th.at will not be 
favor .-hl for rcdur- ng unei:.ployment up to the end of this 
cen! ury , and forcc: , of ponsiblc high unemployment should be 
ta en into account in .) anr' g ci-piLal investiierts during thc 
next I5 yearf s. To ,void crr'ying such a burden for lcng.r 

eri.ods of tine, t) '% ( untry's fertility uust be redu:cd, 

During tlhe r.cx:t- 15 yc.trs, housing require.euts will1 grow 

fastc " tluu n the p.) ;t . Cities will doubl, thei . population 

in perioos that flu tu1-l 1 b tw : 10 and 15 years. 

Cons, qu iti y, in 1.0 - 15 years there w;il.I be a need to 

construf.t as many housji g uuit," as were available at the 
beginning of the period, Total. construction needs increase 
sharlly i. housing replac:uc.'nts are zdded 

A reductioii of fertil.ity seerms to be a mu-. for raising 
the general standard of living. In the short rii,, the goal 

should be to reduce the population growzth rate :,;d hence reduce 

the pace o, emerging requirements in areas such as food, 

child-car,:- and health facilities, and school and teacher 

requirements. in the loii run, reductions in fertility will 
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bring a better agc: structure of the population, and as a result
 

a reduction in th;' rate of growth of the demand for housing and
 

jobs. Reduced fertility could also contribute to increasing
 

the per capita iiicome within eech family.
 

B. POPUIATI O, POLICY AND PP.O(RAN S
 

Offici.3) interest in population and family planning in
 

Zambia dates bic 1, to 1974 , when Zambia sent a delcgation to the
 

World Population Confereihce at Bucharest. While at that time
 

Zamnbia stated that it. did iot have a population problem and in
 

fact was under-populated, following Bucharest, thtu government 

held a conferenc. in Zai-mbia to discuss popul.tion issues. One 

of tbh recommendations that came out of the conference called 

on the governi,,ent to strengthen MCI services, including family 

planning. In .977, the government invited a UNFPP.-W1lO-UIICEF 

Mission to come to Zambia and advise on how a narional health 

program incorporating familv planning could be established. In 

1980, the Minist:ry of Healti, approved a UNFPA-fiinded Family
 

Health Program, which included equipment and supplies for
 

1.|C1 /FF.
 

Although th, GKZ still does not have an expi ici t 

popula:i on policy, the attitudes of GRZ leaders appear to be 

changing . Videspread prorz talist attitudes of about 10 years 

ago,, as couclhed in statements that the population remains small 

relative to land size, are less prevalent todoy. The 

pronetalist viei: is understandable considering the political 

realities of a large -- and to the casual observer, sparsely 

settled -- state surrounded by numerous neighbors. The lost 

decade h s brought, hovcvcr , new political r(a ities: 
auner:p-,ymc t, sliortages of education and services, and 

drasti r.duction in the country's financial resources. It 

seems tl.t , more and more, GP.Z leaders'are becoming aware that 

the critical equation is no: the mensure of population rel.a t ve 

to resourc(.s, ra their tha i to the land base. 

As an indic;%-.ion of a r-.c;re active GRZ role in analyzing
 

its popultion ,ituaition openly, a committee cowposed of
 

from NCDP, CEO, MAND, 1,01 ..nd other agencies
repres(:it.tives 

was established to prepre Zambia's input to the 1984 World
 

Population Conference to be held in Mexico City. In
 

prcparation for the meeting, sub-committees are exztmining four
 

broad topics: fertility and the family; population
 
and the
distribution and migration; population, resources 


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 a high-level committee be formed to study
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populationl issues and recommend a policy. According to th'e 

World Eank rccowi.iLndtion, the commit tee should prepare a repbrt 

which can form tl,, basi. for an open dialogue between GR"Z, Che 

National Part),, anu various government and private groups. We 

cc.xmittec-., but 'Lt is still in the process of bein developed. 

understand that, in reviewiug the recorime.dat ions made in the 

World Bank Sector Review, the GRZ has agreed to establish such 
. 

a 

Govcrnment ciniitme:t to family planning and support for 

poiram" S! ; V nd1rt-ct but inportant measures of official 

thinkin?. While the gCovcri;i.rnt has not come out with strong 

stCt't c r in favo r of family planning, family planning is one 

of the l)on, in the new strategyiutcrven1: menltioned governii:ent 

on Prii:rry health Care, outlined in the 1980 dlocuaent, "Health 

for tlie People." As part of this strategy, tIhe government 

stressLc( tl!' importance of preventivc health care aleng with a 

plan for iu, levci ting a primary health care program. The 

siratcj.y dofTn.:, priary health care to include health 

education, nutrition, food supply, sanitation, s;.Fe water, 

MC]I/FP, immi.iization and control of locally evndc-.-.c disease.s, 

mental healtl, and treat rt of common diseases and injuries. 

Discus.ion of MCII/iP re.fers to the provision of child spacing 

to redce raternal and chilcd mortality. The gov,.rnment, 
throughl Lhe Family Herlth Program, has trained over 1000 nurses 

and traditional birth atten.dants in Family Health, including 

child spcing. While thc 1l0q reported 54 clinics offering FP 

an(' 59,068 users for 1982, the repo-'ting has been sporadic and 

un re 1iab1 . 

Plev ous to thcse efforts, in 1974, the University 

Teachi T o :i ,a (UTI) becar:e interestr-d in family planning 

v.hen tl,e De-:!;rti1 en, of Obstetrics and Gynecology was designed 

as a WHO Fietld Rerlc;-,i:ch Cent. r and began conducti ng stud ies Oin 

variour , contvaccpt ve metL- such as )epo Provcra and HID's. 

The opit;T! st-.nted offering family plai;ning serviccs and 

after tHie Sistcr in Charg attended a farily planning course at 

lWk harry in thc United States, she returne,, trained others and 

set up a family p.a. ,ing service th.t is almCst completely run 

by nurses. UTiI has the largest FP clinic in th- country and 

provided FP to cover 6000 clients in 1982. 

The privte Planned Parei thood Association of Zam.bia 

(PPAZ) was establi-"hed in 1972 to sipport population and family 

planning efforts ii: the country by incre..sing awareness and 

educating political, government and health policy makers and 

planners to the importance of population and faiaily planning. 

PPAZ has provided support to government and non-governmental 

agencies in the provision of FP instruction and services. PPAZ 

does not provide services directly, but has been the major 

supplier of contraceptives and has been collecting statistics
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The Association on uage 	 and coveragCc-, rlbeit not adequately. 

taken the lead in conducting educational talks and
ha also 

a field force of .0
campaigns in rural communitics through 

educators.
 

PPAZ has had serious m-nagem. i:t problei.;s over the last 

fev7 years whicb have affectLed their program and, among othcr 
thethingt , rc~:u1 ted ir chronic shortage of contraceptives in 

wcs the sole supplier of contraceptives,country. An PFA', 
icr offeriug i crvices frequently ran out of

tho :c ftciljit 
In 1982, the UVP supplied contraceptives directly

Supp]lic , 
IOI1 and this has help.d to a1leviate the problem. PPAZ 

to, tle 
i e cor t rae pt i ves to NO1 , to mission health centers and 

suI)pI. 
are not available on 

L 	 i tiCs. 1 hilc statistics 
Ti 0iTe n5t facil 

wh,:t p: icen~g, of these institutions provide' fanily planning,
 

for delivery of 50 percent of the healLh 
Tiscion;s 	 zccoun!t the 

care30 percent of the overall health 
carc in rvral. arc. s and 

for I he coI-" ry Vnrious pri vate 	 hay. Ineicatedgroups 

expnding FP efforts and, for exainpie, groups likle 
intevre st 	 in 

,i a Flyn octor Service and 1Maleni Ecumenical Cent c 
the Zam1, 

arc anx oios S expand IP 
rece i vedi 	 li.Iit d I"P support andhave inPPAZ rel-.orts 98,2-8 users

infor ation -,nd serv ices. While 
is probably much less as

1982 , the actual user fi Fvre 
organizedincomplete due to lack of an

stati.stlIcs colcct(d anre 

system t.o collect and a-nalyze the data.
 

interested in
The Ii ni.stry of Health and PPAZ are 


erpa.ndirg fr.ily pl,nning efforts but some of the existing
 
of information on 

prohler-s 	 and con.straints include lack 
attitudes and practices of 

ii v arid on tlc knowlct: g" ,ferti] 	 planning chronic shortage ofadu .t. s affcting hirt h 


a poor system for collecting FP
cont~rt cc 	 tiris, and 
are a weak PPAZ program and the12)r 1ci.],ssta isticr. 0.her 

cng 1 wo ers.ff healthneed for 	 r.ra t ra'~ 

t I ;c problems, and a successrul expansion
Solul i ors t:o 

of family pI anning in Zambia, will req :e the cooperation of 

in terms of slaring andothar organiz.tionsPIAZ, -1011 ai .i 
of activities.and coordinationof inforr:atio,consclid ' t :.cri 

more discussion of population
Despite steps toward a active 

to family planningovcrall government comniitucntconcerns, 
by the budgetary priority

remains very linited, as measured 
family planning witiin the 

givei, to 	mnternal child care ane, 
care structure.
overall national hcalthi 
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SoEl TEIE NOWLED GE. ATTITUDI'ES AID PRACTICEC. M.AI..F0R RV I C F 
CF ZAUlAiIi'S 

l. Th e I nforwiant;.nv ),:se 

Given the lir, ited scope of fainily planning programs in 

Zmbia, and the lack of assen.sument of program effectiveness, or 

of cont -Lcc'-l:i !e c'c'nv- ,cde, attitudes and practice in the 

courtry , act u-1 neat.u.e of demand for services is not 

pos E.bl* , lioever, an analysis of the broader country context 

-- tljo' socia.l .n1 " Lccnomic processes which may be sustairilg 
likely to be the basisextrc.ePy hicli fcrtility or which are 

for fer. , ---provides indirect evidence of demand.;) "ty 6ccl.inc 

Our clocuinent;.ry review revealed few studies to date of 

voriation and trendF in the detcrmiriz:nts of fertili.y in 

Zamia ,z. Th.. 1969 ce1su, could have provi ed additionol. 

bacl-'.rotund b t th. ( at a we ,nevor adequateIy analyzcd . The 

1980 cersus results ' :i)l provide infortiation to perm3 t analysis 

of fertility variati on:- by urban/rural, by prov; andcc 

districtL, by 2ge grcuui - by occul,acional class rid] education of 

de1t0p5 analysis spaci.,g,wor.,en, a: \-.'cll a' mor ed of bi :h age 

of Irriage, ecnnomnic activitius of houiellold jI.,mbers, 

erploywnt cud 'abo? force stLtistics, school - tendancc- and 

educat ior--, aIt ain ment , and ,gration nd urba', -at io ' 
will also serve as the necessarypatt:er). . Census analysis 

frae for mne focussed studies. Nation:ide data on
 
or attitudes tovard family size,
contracepitive prev'l]enc,': 

In adlition
fanily plasnn ng and service dci 'c ry do not exist. 


thr re I eva I .Ut icy.:, of program effectiveness v.hich mi [ht
 

to .fne cc.,n L i. u hich family' planning services
be sc: , 

arc Vc.C rg (dc-,C andn-(1 1'--79 survey (ECA, 1982) covering
 

or :;,, e e. , provid.es some useful
Luscka and one rural 

info,1 .0:t 1-, 0 -.1 frmi 1 3 :':teC ns, fertility attilt des and
 

Sc .- ral small rural ca-onomic survey.s
econoric vcvials s an
 

surveys of ieit-..liiy -{t:itude conducted by the University of
 

Zm..,;Ui, als p.ovidc-. s(,,ae information.
 

2. rocio--cor ioi-c. Prc-k round 

rooted in traditionIn /.fric:, large family norms are 
fact that most women lack anyaijd reinforced *y thn 

:arly marriage and childrearing. Children
alternatives to 

the fan.ily as unpaid workers.
provide critical suppo:t. to 

family plazr, ing znd effective utilization of family
Demand for 

as
to accompany such changes
planning services have tended 

education ad employment of women, improvements


improvements in 

and reductions in infant and child
in economic status, 


as relatively
data, especially shown in the
rortality. African 

a variety


well documented case of Kenya, suggest, however, that 
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rJ9nt! un improved hea th and 
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l1c!;- pregnancy wastzare andkte 
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~~ cca-re fch]d
abandonment of 
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tycu., cti 

~ e'--e-rn iza t-ion-:proc~e rast 
(It~ocsof birtth re.gulation suci as 

brc.astfeed-inL , 011d .brtAe1 after childbirth. 

o£T;vr1i.Kcl y,Y n wit!,. o..e of the 

fi vtiI3it ~a L v .ro I 1 C 70rd th cre a re c ig iIi.fi c ant Var ition 
,. C i 1country. (For i, summinw. • of the poula'. ion sAuz!i ion 

:n. ny: ,F&.cc FV eulu ri , c i 1 1] 82, chaptr V II, February). A 

U,r 11p of.! anly ) 1av,iiin g inn ovat ors tend to be those in the 

b,J. incon .. occupatiornnl class'.i, the best educ.ated 

vo,:icn, v'oae.i 'dt w.gmployrt e t and those from ',oci al cl,.sc 

or 'o <.. ;V, I I adoIt.ed w11w e fe.S L n f ain i1r lcfe. s ty . 
1 tlo., U li h etI i o:4 iy a 1.., clu s te ring . nu rba n a es,c a s uch 

0 tifl 1 J-*.gi'icLnt.y ) o-! " fe rti i ty r nd u s O re ltra ceptve 

to ! iir,- t ,a s opI ccr to space births. On he otlherahand, the 

:rnajova.tw of tl'e. woin in U a l1.en have, vei i:V,:b .......h fe l ty; 

th-1)e r, dIt to ue. c of coinlr aep pt ives seews to bc s erv3r-g only to 

C o, pen r for a t r o 1 of'f in tradition l fertiliy r eu lation i 

providcd thirc-'ugl svcli pre~c.ticcrs as al-,rtinc~nce aft(,, cr hi ).dbjirt~h 
an : dbr6t 5 01t rf 0 . Fo po t ic oeanc n , fa i, y lan n nh wa.y 

com~.nz~efr radtioia. ~ac,.rg.In both cases therc 

.r.cordcd 

" 

no:cI and 
PL, POS, 

dcna-iic 
design 

for 
n n 

fam .
ef ct 

y1brplanning progr'ni. 
of-. v o grancs;] v 

, athough 
ffer in 

.the 

ach. 

Zaphb- , share:c with other countries many of the general 

c"l r ,Ct, iSr i.c,, i hh suppo'.t irge f ami ly norm.r and h igh, 

fcrt:i lt : wo17.v, hcg1.) to ear r.hl dren iea.y in l.ife anld 

coil t i a Lh.o,,houl 1: tIlt , :i.r pro duc Live y ears; wo m n h z!e tmited 

0op 11C- t I I t C! 1 1 C.y;1c v , t. outside the IIn r 0r th1)e poor] y 
isect , a d thus 3r~w soc;..l st tu-d; . 11ax'c 

S i gu. f i C 11: 1 10 0 1u Cr,v . of ed v c at io'n i an T'in'.-,; c i. .J r e r 

v.o,. iec U )cnom:i:., s , )Ppr1 : onlt he f jrnl ad 'am i ; ol1r t th I: Uh the. 

cx te)de f a i.y a"" ti 'i c .t. ..parr c ..t s n tc r o d. a . aa...n a 

h Lgpm 010.:t~it o Tr.t:vL hzavc sole or pr)i:,ry economic 
r ..espoi sibili y foi tourcho]d ine;,1.ers . 

0owVVL.I Zprni'& c- if f cr T:rom near]lv all tmc-. rest of 

: -S .ra n :iAfrica i n oi. , major way: it ,is rel i;tvely highly 

urbari'.cd -,nd induutrializccl. 1.900 census figv-:cen Suggest that 

the uvl.ni ;,.cd popu):atic~n is 41 percent. 11,igrat ion f romw 

co lonil times to the present, to towns built upon inini iig 

indus try 0-:Sem1.ViCE1S , has Set inl'rot'ion1 L hallgCS ' i s ocial1 and 

economic life in the towns. Ther:e is a large, settlod, an 

poor urban popu1Leioi.. 

7 tI 

" :- :," ' ' ....:<:: '<;< , ':" o:'i"? : . '+' ";: "'. - ' <"-:, 'ii: ,-,; > ; : " _ ' : < - : =' 

I ~ DOC ID 1101D ~J~ 



-35

3. Salient Findings
 

There appears to be lack of knowledge about FP by many 

urban and rural areas of Zambia. Consequentlywomen in both 
is very lo\':the number of women practicing family planning 

at risk are usingprobably less than 2-3 percent of the women 

contraceptives. Yet, unwantcd pregnancy appears to be high.
 

Vhen one loch,; at thle figures for hospitalized inc6Vpletc 
that hasabortion5; (many se.l-induced ) e!.pecially in a country 

a liberal abort io!, l%%, it in astounding. (Ticm Abortion Act 

that a women can have an elective abortionNo.26 of 19172 st -ues 
the proccdk: '.) It was estimatcdif thrce physicians approve 


worl.ing at University Teachii:L, Hospital that
by a physici an 
" over 5000 patients were admitted to UTH in 1982 

arc made eachcomplications of abortions and about 50 requests 


week for elective abortions. This is a goce indicator of
 

indirect demand for FP.
 

Sample data from 1978-1979 suggest that variations are
 

to ex:ist in demand for family planning along keyliltely 
variables, particularly rural-urban residence, level of female 

There is an apparcnt shifteducation, and social class. 
periods. There are di fferencestowards shorter breastfeeding 


terms of de.sired family size,
between urban and rural areas in 
the
percept:ions of the economic contribution of children, 


family support structurc , and mean
strength of the extended 
parity of women.
 

se of their rElcvance to the definition ofBecat 

populat ion pro1lem)T n Zambia, findings fror., the 1978-79 ECA
 

survey are discussed in more detail, below:
 

.usak -- Ages a:t first marriage yere lc,': 17.1 ycanrs in uran 

Yecmbe. Early' age at marriage seems to
and 16.2 years in rural 

Lusa'.a womun'
be associated i t:lt hi.ghj r fertility. For example, 


aged 20 to 24 years who had married at an age under 3.5 years
 

children than counterpart s who married later;

repo-ted two more 


for rural 1.veerb was three
the correspond ing diffCe ertial 
chii I d-en. 

sl,,w that rural womaen -- Data on mean number of children desired 

childrenr than their urban counterparts (7.2 vs.


wanted ioiore 
Within the urban sample the number desired was inversely
6.6). 


related to social class:
 

Mean Numb;:i Children Desired
 
5.98
Lusaka low density 

6.15
Lusaka high density 

6.92
Lusaka squatter 

7.18
Keembe rural 
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--Lusaka women who had lived in rural areas over 20 years bad a
 

mean parity similar to women in rural areas who had never lived
 
never
in urban areas. Lusaka women who had lived in rural
 

areas had a mean parity of 3.8 as compared to 	 7.2 for Lusaka 
areas.orwomen who had lived 20 years more in rural 

-- Data sugg st widespread ignorance of birth regulation 

methods. Although 63 percent of Lusaka women and 66 percent of 
no method of birth regulation,Keembe women said they know of 

it is unclear whether this means that these women did not know 

abort birth regulation, or merely could not name a method. The 
she had of birthhigher' a womans education, the more knowledge 

Tw(c, thirds of the 2729 women sampled expressed aregulation. 

willingness to use contraceptives if prescribed by a doctor.
 

-- 15.2 percent of Lusaka women, and 16.4 perccnt of Keembe 

women, stated that they had used the pill. 26 percent for
 

24 percent for Keembe married women of reproductive
Lusaka and 

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 economic participation showed strong divergence between
 

rural and urban women. A much smaller proportion of rural
 

women felt that having many children would hinder a woman's
 
the society.
participation in the economic life of 

--Higher femalp educational attainment was associated with
 

lower fertility. liowe%, r, attainment at the secondary level
 
women was needed to significaliLly affect fertility. Illiterate 
those
married earliest and bore about three wore children than 

women with secor.:ary forms 1-2 uducation. 

Women' s Education 	 Parity 
Lusaka Keembe
 

6.5 	 6.4None 

6.0 	 6.8
Pri.ary-Grades 1-4 


Primary-Grades 5+ 4.1 3.6
 

Secondary, Form 1-2 or higher 3.7 3.2
 

sampled (97-99 percent) breastfed their
 --Nearly all women 

children and were as likely to brcastfeed first and subsequent
 

children. Mean duration of breastfeeding for 	Lusaka was 15.1
 

14.5 months for the child before
months for the first child, 

last For rural Keembe,
last, and 14.8 months for the child. 


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 thia 
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.
 

--Data on expected and actual birth intervals show mean
 
reported interval to be higher in Lusaka than Kccmbe (2i.6
months as opposed !o 20.0 montl:'). Without better daLa on 
contraceptive prevalence and the components of the birth 
interval, howevc:r, it is difficult to interpret the reasons for 
this difference.--Indirect evidence concerning family
nucleation is suggested by the number of relatives of the 
household head 
reported to be resident in the household. 14.9
 
aercent of household members, in Lusaka, and 20.3 percent of 
houschold meinber; in Keembe ;'ere classed as relatives. Persons 
still seek homes of relotives when going to urban areas 
(including the old who move in iith 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 independent households earlier than rural males.
 

whereby 

Most households were headed 
female headed households in 

by men, but 
rural area.s 

there 
(18.5 

were many more 
percent) than in 

Lusaka (6.5 percent). 

The extent to which urban fai. ilies are taking on values 
fewer children are preferred because of the high costs 

to educate and support them, remains to be fully understood. 
Aspects of urban life appear to be fostering modern, western 
family lifestyle. However, so,e of the characteristics of 
urbanization and industrialization which tend to bring declines 
in fertility -- most notably education, labor force
 
participation, increased social status of 
women --- do not
 
obtain, to any great extent, in Zambia's tovns. Evidence from 
studies of urban %:omen in Zambia 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 disparity is even 
greater in urban areas alone. 

The impact of urbanization upon families remaining in
 
rural areas has also brou,.Iht significant changes which may bear
 
directly upon family 
roleb 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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in the sample had a critical labor constraint.households 
Thirty percent of the sarmple were female-headed households with 

a shortage of 2conomically active males. The sample rural 

population was disaggregated into subgroups according to farm
 

size and available labor supply: households which werc smaller
 

also had smaller farm size, less per capita crop income, and a 

lower number of males per females aged 15 to 55. The vabt
 
tools and farmedmajority of sr,,allholder farmers relied on hand 

less than one hectLare. It might be postulated that such labor 
of households to effectivelyshortages have limited the ability 

use agricultural inputs, new equipment or techniques and tht 

only families having .dequatc labor can take advantage of 

opportunities for farm improverient. This situation could be 

directly related to faiily size. 

There is a great need for edditional information on
 

household labor organization and the nature and timing of any 

critical labor shortages. Research is underway, by staff of 

the Rural Development Studcies Center, University of Zambia 

(UNZA), on the relaticnships between different forms of 
labor organization and
agricultural production, household 


household inceme, especially to determine any effect!, of 

changes in the organization of labor at the household level on 
fertility. Based
vital demographic processes of migration and 


on a previous survey conducted by the investigators, the
 

hypothesis was made that capital investment in farm
 
involving allmodernization implies rigorcus, new labor demands 

a
household members. Based on preliminary survey findings, 


strong correlation betveen iriproved farm production and high
 

fr.rtility is proposed. The Ley hypothesis of the Etudy is
 
of improvedthat, in the absence of outsi :, labor, the succcss 

on incrcased and active participation by wom.:n
farming depends 
in both agricultural production and chbldbearing, and that, in 

the larger the croppcd acreage thethe alsence of hired labor, 


greater the benefit froi- a larger family labor force.
 

Thus, efforts at agricultural modernization and farn 
the historical demand for
improvement may now be sustaining 


very large families among a significant sulbgroup of the rural 
%:!ich requires further
population. This is a critical area 


understanding and findings of the above research may help to
 

answer key questions. Anotlier factor operating in both urban
 

serve to sustain, or even bring aand rural areas which could 

traditional child
rise in fertility, is diminished adherence to 


spacing practices, especially as evidenced through trends
 

toward a reduced duration of breastfeeding among younger
 
area.
 women. Research needs to be undertaken on this critical 


from Kenya surveys suggest that even a modest
Findings 

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. Conclusnons: Proram Planninp Coniderations
 

Two tentative conclusions derive from the above
 
discussion. First, there is likely to be significant demand
 
for family planning services in urban Zambia, as a reflection
 
of existing demand for smaller families. The existence of
 
readily availpble survices could bring a significant drop in
 

fertility, especially among specific subgroups of women.
 

Secondly, fertility may not drop significantly in rural
 

agricultural areas in the near term and in order for such a 
drop to c ,cur, major economic and social change may be 
required. Agricultural improvements in rural areas may 
exacerbate the need for larger families to provide economic 
support from children, In addition, if the dration of 
protection due to breastfeeding is decreasing and the decreased 
protection if not compensated for by a rise in contiaceptive 
use, fertility is likely to rise in the near term. Only modern 
contraception can co,.pcnsate for ongoing changes in traditional 
practices that have in the past kept fertility under partial 
control . 

A different kind of demand for and use of fertility
 

regulation may characterize rural and urban areas: in the 
former, services wil.l be used to space births, and in the
 

latter, services will be used to limit family size. These
 
basic differences should be takei-, into account in prioritizing
 
family planning investments, designing information and service 
program:., and training healLI- practitioners. 

IV. ASSES2!:E.T OF PERFORWA.FC0E AI D CAPABILITIES 

A. DATA COLLECTIO POf'"PSSV-' AND ANALYSIS: T1II. ST/ TISTIC/,, 

1. Oran q. on 

Zambia has a centralized statistical s)stem. The
 

Central Statistics Office (CSO) is under the RaLional. 
Commission for Development Planning (NCDP). CSO is responsible 

for over ll. 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) National Accounts; (2) Industrial
 
Production and Transport Statistics: Public Finance
 
Statistics; (3) Exteinal Trade and Balance of Plyments
 
Statistics; (4) Agriculture, Fisheries and Fore try; (5) Labour
 
and Manpower Statistics; (6) Census and Survey 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 hesdquarte rs and
 

61 were seconded officers in Ministerial statistical units.
 

The classification of headquarters personnel shows a staff of
 

28 professionals (some of which are expatriatas), 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 Developmerit;
 

6 in Education and Culture; 1 in Labor and Social Services; and
 

I in Mines. CSO and these statistical units comprise the
 

Department of Census and Stctistics, headed by the Director of
 

CSO.
 

2. Datr Collection
 

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 amount of data collection is carried out each
 

year, some of it on a regularized basis, and some of it ad
 

hoc. The voluie of collected d.ata has been much greater 
than
 

the amount expeditiously processed; backlogs and delays of two
 

to four yea-rs are frequent.
 

Processiug capabilities and performance issues aside, the
 

two basic issues regarding the data itself concern quality or
 

reliability, and appropriateness. There is a need to make data
 

collection more regularized ,nd to introduce systematic
 

procedures for assuring correctness. Equally important, data
 

specification and questionnaire design need to be more firmly
 

based on analytical plans focused on social and economic
 

problems of importance for policy, as well as on the
 

information needed for monitoring programs and projects. New
 

plans for policy analysis should provide criteria for
 

analysis should also contribute
questionnaire design; and this 


to the identification of flaws and errors in collection, and
 

the consequent improvement of data quality.
 

to be given to the field
More attention will probably need 


testing of questionnaires, and the training of interviewers.
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more firmly
After da' a collection workload levels have been 

of having a permenent fieldestablished, a cost/benef it study 

staff would be desirable.
 

3. Data Processini
 

for the CSO by the
The processing of data is performed 

(MOF). The MOF
Data Processing Centre, Ministry of Finance 


major
provides both programming and computing resources. The 

problems in the processing of statistical data have been the 

low priority given to this work by the Centre and the lack of 

the CSO todata processing resources and expertise within 

def-ign and iiaplen ent projects efficiently. This has caused 

extensive delays in tabulations and in the publication of 

Statistics have not beenresults. For example, External Trade 

processed since 1979, and vital statistics since 1976, while
 

processedthe annual agricultural surveys (1972-1978) had to be 

manually. 

The situation has improved in connection with the 1980 

UNFPA provided a data processing advisor in
Population Consus. 

This advisor has installed generalized
1982 to assist the CSO. 


and COCENTS from the USedit and tabulation packag, s, CONCOR 

Census Bureau and the statistical analysis package SPSS from 

SPSS, Inc. on the computer at the Ministry of Hore Affairs 

(MOIIA) where computer access is better. lie has written 

and has helped write the editcomputer input edit programs 
more
entry systems (IBM 5280). Even 
progra:ns for the data 


important, he has trainc:d statisticians 	 in the use of
 

. As a result of these

tabulation cominands for 	 CO(;EIUFS and SPSS 


for the Central region are now ready

activities, census data 


and data for the Central aT.' Coppeibelt 	 regions should be 

had been expected to be

releasec! in January 1984. All data 


third quarter of 1964. Unfortunately, the MOHA
released by the 

computer is now¢ having reliability problems, and this is 

causing major difficulties. Until January 1982, when the UNFPA 

advisor arrived in CSO, minor data entry was the only data
 

carried out. The departure of the UNFPA Data
processing being 

of the Census tabulations, wculd leave CSO
 

Processor at the end 


data processing capabilities.
without any significant 


UNFPA data processing advisor is expected to
 
Unfortunately, the 


at the completion of the census.
be transferred by the UN 


Even when data reports are prepared, the printing is
 

annual report of the

usually delayed. As noted in the 1980 


Department of Census and Statistics, the monthly digest of
 

has almost been turned into a quarterly if not a
 
statistics 


for Zambia

biannual publication, and the Statistical Yearbook 


has not been printed since 1971.
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4. Data Analysis 

Completion 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 zoneF, will
 
constitute a data base which, after analysis, should provide
 
information of greater utility for the formulation of
 
policies. Although similar tabulations were available for the
 

1969 census, subsequent analyses were not carried out, mainly
 
because of problems of access to computers. A satisfactory
 
analysis of the 1980 census will require: (l 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. There appears a sufficient number of statisticians
 
specialized in each of the nine subject-matter areas specified
 
in the introduction. Fairly recently CSO decided to acquire
 
its own data processing skills. It hired three programmers who
 
are presently undergoing training in the U.K. However, the
 

priorities of the MOF have the effect of strongly reducing CSO
 
access to the MOF 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 be
 
identified by CSO.
 

Census Analysis. A limited amount of demographic analysis has
 

been carried out in CSO. The most detailcd report is probably
 

the population projections, 1%69-1999, for Zambia. There is
 

scope for improving the techniques that were used, particularly
 

the projectioi: of total population at the district level.
 

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 Luoaka and ruial Keewibe. A
 

review of the survey reports suggest. that the development of
 

additional analytical expertise for interpreting survey results
 
and evaluating the quality of informatton 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 areas 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 a reasonable period of time.
 
However, the three CSO ofiicials with statistical training
 
would like to receive assistance and training in this area.
 

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

5. Admiristration and Manafement
 

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 capabilities in executing the tasks that comprise the
 
workload.
 

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

Another aspect of improved management that requires
 
attention is how to achieve greater efficiency and some
 
economi's through the proper sequencing of projects. For
 
example, a rapid and complete tabulation of the 1980 census
 
might provide the statistical 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.
 

CSO'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. Budgets and E:pendi tures 

The Central Statistical Office was created in 1977, as
 

the single agency in GR7 charged with statistical data
 
gathering responsibilities.
 

The trend in budget allocations in both current and
 

constant termr hag been upvard although somewhat erratic (See
 
Table 4). In 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 itesL,has been relatively constant (Sce Table
 

5). Personnel emoluments was 36-37 percent, special
 

expenditures were 55-51 percent of the total budget and
 

recurrent charges ranged frori roughly 8 to 12 percent. (Budget
 

allocations for individual surveys can be found in Table 6).
 

Actual e>'penditures by CSO have been considerably less 

than the budget allocations, with 1981 an exception. (See 

Table 7). In 1978, expenditures were only 67 percent of the 

budget allocations. By 1982, the percentage had increased to 

79 percent of budget, however, 1981 expenditure was 116 percent 

of the budgr.ted amount. (It is suspected that 1981 

expenditures were over budget due to the need to "clecn up" 

after the 1.980 population census). 

In 39E2, 7/100 of 1 pcrcent of the GDP was spent by CSO. 

If the nation's sole statistical. agency is inrdequately funded 

for its ,ssigned t .ks, the informatioi al need; of GP.Z wiill not 

be iniet. Th2 ir.,Vrtancc of timely and accurate data for policy 

making, pli.nning, resoircc allocation and managc.,ient is
 

obvious. Close attntLion needs to be given to the full
 

data/inforr-Ltion necds of tlhe GRZ, and to the availability of
 

funds for meeting those needs.
 

7. Data P'i oritier for Pl;nn -i 

The implications for foreign assistance of the need for
 

continuing analysis of population problems in the various
 

sectorb--for example, education, employment--is a central issue
 
for timely statistics
in this pre-assessment. There is a need 


and continuing analysis in all sectors, including health and
 
on
family planning. A discussion follows on how improved data 


demand for family planning can facilitate clear and sound
 

program planning.
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Better understanding of the demand for family planning,
 
cultural factors which condition
and the ecoTIomie, social and 


demand, is needed for policy makers and planners to (1) assess
 

the need 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 

particular program!;. Particularly useful arc findings which 

can discriminate among sub-groups of a national population, for 

vhom demand for family planning or norms about fc-mily size may 

differ, and for whorm different types of interventions are more 
appropriate. 

This requires timely, analyzed census results and
 

carefully-designed household surveys on health status,
 
size and
contraceptive prevalence, attitudes regarding family 


family planning, and other socio-economic variables.
 

Study of the detcrininants of fertility or of demand for
 

family planning has not been part of any organized effort by
 
for policy
Zambian in,,titutions to collect and use such data 


making and planning. Institutional link1jaes bet:een those who 

would be responsible for data collection and analysis, and 

those responsible for planning (especially between CSO, NCDP
 

and 140) appear to be weak. Where coordination anong 

representatives of several ministries, NCDP and the University 

is occurring, such as in the preparation of the 1980 Census 
hoc basis anid onlyAnalytical Report, it is being done on an ad 

for a single purpose.
 

Social and econon .c sur,.:-:ys of use for populati. , 

planni g have been conlucted apart from regular operat,. ins, or 

have bee:n separate from the planning process. In the ECA/CSO 

survey, ECA staff v:er: involved in a substantial way in design, 

organ- ation and im-lenentrtion of the survey, and bore almost 

e;clu.iv'e responsibility fer data processing and an:,lys.is. 

While this served to mini: ze chronic data processing problems, 

it alsoi . ant that analysis of key issues was performed almost. 

exclusridely by outsiders. 

The University of Zam-bia (UNZA) is one institution which 

nay be able to conduct socio-econo,.ic studies relevant to 

For example, the Rural Developmentpopulation planning. 

conducted numerous, small,
Studies Bureau (RDSB) of UNZA has 


.hese
rural household surveys. A review of the utility of 


surveyc for agricultural planning showed problems in data
 

collection (sampling and ion-sampling error.), limited analysis
 

of the data due to manpower shortages, and presentation of
 
planners. These problems
findings in forms of little use to 


to be overcome if RDSB or another University body
would have 
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were to support data collection and analysis for 

population-relaitcd variables. In the case of two ongoing, 

donor-funded, population-related studies involving RDSB staff, 
even well presented find ings may not be used by planners, given 
the lack of institutional mechanisms to share results. Of note 

is that RDSB, with an establishmient of 10 research positions in 

the social sciences (3 at Ph.D level, one of whom is an 

expatriate, 5 at 1IA level, and 2 at BA level) is seeking to 

become i.ore responsivc to specific GR.Z requests for applied 

research anc analysis in several topical areas, one of which 

concern, dem.ogranphy and rur:l development. The proposed 

reorganization of RDShi (not yet funded) would strengthcn its 
ability to provide guidance to program planneer. 

Ways to structure the necessary institutional linkages 

bet '!en the MOK, the NC',P and CSO, and Zaml..ian researchers, 
should be c-:amined as part of larger review of data collection 

and onalysss priorities for both CSO an(, the MO 1, and form part 
of improved procedure,,; for the management of dart collection 
and analysis. These linkages will be critical if the rsuts 

of the 1980 census are to be used by the range of people who 
could benefit fi ci thcm. 

B. POPULATION AND MCi!/FP: PROC T'.AM PLA1NNI NG AN,' IIIPLEN.V ITATION 

1. Planning Department of the Ministry. of Health 

The planning and nanagement function in the Ministry of 

Health (1101') is relntively new, and wealk. The purpose of the 

Planning Dcprirtnenl is to i.jrove allocation of budgetary, 
iniorma'iona l and ccl.ital re. .urces. Its responsibilities ere 

budgeting; programiiig for h:alth facilities; manpower 
planning; coordination of Pri:ary Health Care; maintenance of a 

health information :ystecr; and preparation of health plans and 

guidelii:es. Suppr,i, for m;.iy of these functions has been 
pro\,ide~l by SIDA-fu de8C expatriate advisors and through the 

cadre of statii.Liciazis scconded from CSO. 

The lack of t-jaint.d Zambian planners has been a problem 
from the inception of the Planning Department. S ID . has 

provided a Health Planucj-/Econceist (since March, 1983), an 

Architect (since June, 1980), an(. a Transport Planner (:-ince 

August, 1983), SIDA also supported the traininig of one Zambian 

Health Plannei, who completed a two-year master's program in 

October 1983 and returned 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 Ministi'y; a Building
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to assist with planning and implerientation of
Supervisor, 

building projects; and an evaluator, who will be charged with
 

P11C program.
creating a systerm for continuous evaluation of the 


While this list 	of advisers is impressive, the lack of
 

remains a constraint to tlc
trained Zambian staff 

institutionalization of health planning. SIDA is aware of this 

and has noted ir :ts rel'orts that transfer of planning and 

management skills is insufficient and its advisors are 

overloaded with 	i.ork. llovcvcr, SIDA strategy remains one of
 

adding technical advi.,;lrs, with very limited counterpart 

to tl,e small number of established key positionsarrangements 
in the Department.
 

quality of the healthAnother problcm oica is the poor 

is collected, it isinformation systci.i. Too much information 

unreliable, datn are often inapprcpriati-, and much of the 

noreported information lies' unprocessed. There are few or 

statistics or statistics o-. program costs.
 

of which are at Central
 
reliable service 


Although CSO provides A6 persons (30 


level), 12 positions are vacp'nt and nearly all of the re-t are
 

filled with poorly qualified individua-ls.
 

The most baic hcal th planning problem is thr.t priorities
 

basis of
 are not cstablisled using an asscss-ment of need on the 


demographic, economic, or epidemiological considerations. 

do not reflect government priorities or long
Socio-expcnditures 


range health strategy. Donor assistance to d.te--primarily
 

several expotiiatL_ advisors--has been, piecemeal rather than
 

Alt hotgl, tl,( Planningn Dcpartment has been incomprehesivc. 


for severe! yc-ers, only now are planning problems
existence 
Most officials indicated a
beginnir,-, to be addressed. 


tb planning organ:ization end
willirgnc! s to reviei, hel 

those of
procedures. They mentioned as critica'l problems 


and eva]uat.ion
Zambiai staff short::ge., gip.p in the monitoring 

of programs, poor budget.ng procedures, and an inadequate
 

information sy.ter,,. 

2. Finoncia] Cons raints ,,ffectin. Primary Pealth Cae 

In 1981, a strategy for the developoent of Primary Health
 

wasCare (P-iC) was adopted by the Ministry of Health. The Plan 

"l lth by the People" and proposes
developed in the document 


to make all essential 
health services accessible to the entire
 

to as the
This document, frequently referred
population. 


"Yellow Book," outlines a program of health facilities,
 

manpower development and services necessary to achieve health
 

for all of Zambia's population. All health facilities in
 

expected to offer PU1C services, which include an

Zambia are 


expanded program of immunization, nutrition, health education,
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rental health, environmental health, pre-natal and post-natal
 
care and child spacing servrices.
 

The expansion of the Prip.'ary Health Care Prograin came at 
a tiTe of finan'iv.xl coxVstraint in the health budge, and this 
has affected thu implei.entation of the program. in terms of 
con,'tant 1981 prices, per capita health expenditures werc over 
$19 million from 1971 to 19/G. The real per capita expenditure 
began to declini in 1977. It wa:; $.4.20 million in 1981 and 
$15.G million in 1982. T1,,(ces iii ate for 1983 is $13.80 million 
(World LLa-ik Sectcr hevie , O".t.,er 1983). Generally, resource 
allocation .nd expcrditures for health services continuq to be 
concen':ated along thc. lino of rail, in urban areas, and in thr, 
Coppc xbelt. 

In part, due to budget constraints, the focus of health 
carc- acti.itico continuc:s to ba on curative rather than 
preventive servicer. In 1982, for exajiple, only 7 percent of 
curreni health expenditures vent to suppor:t PilC. Another 
probiem experienced in delivery of health services has bee, thI 
lac: of foreign exchange to purchase ccoential druii. What 
drugs are available go to hospitals and health centers i niurban 
are.,, ofte, leaving rural health cente.. s without even thle 
ba, c c:un .. As th.e budget for health care declines in real 
per capita terms, and health iervices continue to bc providcd 
free of chiarge, the govci-nrr.ent will experience increa,:ing 
prob el.,s in covcr 5i'.r recurrent costs of health car,, inc].uding 
PHC se:.vices, to a gro,.ing Zaribi;in population. 

3. Thr. ]_-r1e. of th)e Planned Parr nthgof,.4 Ar-soc. tir- of 
ZeriI ,
 

Since its inception, the Planned Parcntho-,d Af..sociat.ion 
of /r,.:bi a ( PPAT) has pl..'ycd '. coord~inatino role in cou odity 
prov.sic.n, serv'ce stati:'t es., and family planning 
inforr-tation. PF '- s; stb]..uiZed in .9/2 and has receivedi 
almott. all of its fu:i 1-T fro:. the International Pla.;"cd 
Parenthood Fecratioii. The Asscitzti on has 38 paid staff, 
iliclu(".;rig 20 Fic).d Of.fi c:.,s based in each of the co.!,try's 18 
provi;lces *.,ho arc respov::ih..e for the distributioni of 
conjt!:;ceptives, col).ectirig statisticr an$ family plri3;n ng 
cou):,;e] li.. The Asocixion supports the provision of 1i, 
service, to governipent and other ag&cL..ies by providin-, 
contraccptivs directly to clinics and collecting irifurmatiron 
on users fro i: all he.alth facilitit.s offering s,.!rvicos in the 
country. PPAZ is al:.(, responsible for cor:ducting seminars and 
workshops for governient officials, parliamentarians, comhi1un'ty 
leaders and others on various family planning topics, in order 
to increase awareness and support for FP. 
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Over tje past few years, PPAZ has had severe manrgcment 
problems. Thelr: hzis been an almost complete turnover of senior 
staff, including chinngc in the Executive Director three t ir~es 
in the past three years. A recent Management Audit, conducted 
by IPPF in August 19"3, identified some of these problems and 
made recommendations for improving the management and 
increasing the effect:iveiess of the program. Briefly, 
recommend .kicn.i in' udcd %:,ysto improve comunication and 

,clarify rolc.F brtwcen staff and volunteers, develop tighter 
controls of project fund., and increase staff illput into 
program plani, ing and iplementation. The audit report also 
recollmended that the Association hire four new staff mc.bers: a 
Program Director, a Finance Fircctor, a Program Officer and a 
Supply lanct',:ant Officcr. These management problems 
experienced by PPAZ have affected their role in promoting, 
supporting ano coordinating FP activities. 

Two ir.ajor problem; that PPAZ continues to have are lack 
of staff expertise in FP and a chronic shortage of 
contracept.l.ve supplies. PPAZ does nct operate any VP clinics 
and has no one on its staff with a health or family planning 
background. When PPAZ conducts FP training programs or 
seminars, thie servicer of outside experts from other 
institution. must be secured. It is difficult to determine how 
an organization car, effectively promote 1P, or determine 
priorities, if they have ia one on their staff with expertise 
in this area, 7his wea1rness was corroborated during interviews 
with staff froi a num' !r of other institutions. 

PPAZ is interested in dc.velopin- its profession.] 
experti-e in family p]anning "y opening two model clirics in 
irban arc;.- of the country. The clinics would not only assist 
in meeting dcmnd i or services but would serve as traimvg 
sites for vv.d2 aid othar personnel.nurses, i; 

The rc:c,ncl probl em, menl ioned in great-:r detail be]ow is 
that of loLij'tic. managem. at and collection of service 
statistics. PPAZ needs to coordinate with a]] agencies
 
providing contr~cept iv':., develop a uniform and iuple 
recording sys.tem and p,-ovide training to all those respo:nsible 
for distributing contraceptives and collecting statistics. 
However, this 'Jill require technical aszistance and close 
monitoring.
 

4. Maternal Child Health and Family Planniom Services 

MCH/FP care has been inadequate. Very little mention is
 
made of maternal care and child spacing in the PUC 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 delivcries took place at home and only 18.7 pe rcent
 
atterded cliiics for post natal caLc. flowcver, figures vary
 
wide) y throughout the Couptry. For exauple , only 0.06 percent 
of pregnant women received tetanus toxoid in the Northern 
Province compared to 46 percent in Lusaka. Likewise, only 5 
percent of women attended post natal clinics in Western 

Province compared to 31: percent i',ithe Copperbelt. It is 
estimatei that less than 7 percent of the at risk women came 
for chi.ld spacing. Overall, utilization of existing facilities 
for liCB an(, F11 care is particularly low, especially in rural 
p -o v 1 ,c e i,• 

Family planning is one of the preventive services to be 

p rovi('cd in lialth facilities throughout the country, buL diie 
to poor quality of replrting, the statistics for the number of 
facilities offering services and usage rater arc unreliable. 
For 1982, the 11O11 reported that 54 of its 701 health clinics 
and hospitals i'cre providing famVly planning services and 

total of 59,08 acceptors werft recorded for MOH facilities. 
flowver, not all provinces, reported. The PPAZ reported that 
21.0 hospital.': and clinics were delivering family plaining for 
1982. 1FPAZ is suppe ccd to ccllect data from al.) 880 heal.th 
facilities, including MO] , Nission and Tline health facilitics. 
PPAZ collects data directly from all health institutions 
through thr-ir 2(, field officers located in each of the nine 
provinces. The lack of coordination between the 'M and ?PAZ 
in identifying delivery points and recording usa ge may have led 
to doublc-countin g of the same information for 14011 facilities. 

a. ,SlorV' of Contraceptives 

There has been a chronic shortage of contraceptives in 
the co-ntry. Prior to 19F2, PPAZ w:as the sole supplier of 
contr{,,cptivc :s. lie to r fire at their headquarters most 
supp1 ~i- ve'. e destroyed. This, coupled with a weak 
contraceptive ordoring and distribution system, caused some 

faciliticsc to corn, Ie t(Ily run out of supplies. In 1.1ay 1981, 
Univerr.ity Tez-ching Hospital was completely out of stocks for 
four mowths.. In 1.982, the UNFPA, through the 1O11 ranily Helth 
Program, ordered contraceptives w;hi ch helpad to alleviate the 

supply problem. Thes, contraceptives are stored at MO storcs 

and are distributcd throughc--t the M011 system. UNFPA ordered 

199,520 cycles of oral contraceptive:. in 1982, and has plans to 

order 58,000 cycles in 1984. Other contraceptives have also 

been ordered, but the preferred method has been the pill, with 
approximately 80 percent of all users choosing it (see Table 8). 

The Family Health Project has fallen short of its target
 
of reaching 1i94 service delivery points by the end of the
 

project, and at present only 54 service dclivcry points provide
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in part to the geneyal shortage 
YP services. Thin has been toe 

there was not 
of contraceptiv's. In 10C83, the only reason that 

by
v: s duc tc multiple sources of supply 

a shortage of supplies 
FPA also suplie.j Makcni Ecumenical Center 

PPAZ and the NOIE. 
they shared with both Me01 and 

with some contracepLives which 
ran


mission facilities \vhcu tLhoir s5:ck; short. 

b. C c.2]n " Sirt . -Lt .c.rsf-
. .... .... . _... . . . . . .. . .. 

the 1.011 is incomplete,
All reportL es' on usuyr by PPAZ and 

a orani cd systen to collect and analyze the 
duc to a lack of 

to its 20 Field Officers
data. PL:Z Sen's its supy lies 

thu ccu 'iti , w:ho a.re responsible for distributing
throupbuc.t 


V~een accusod of 
then to cli:cs. In the part, PPAZ has 

hoc djup s,'jIrliu and pLTsically taking contraccptives to thE 
It wah not 

pl:, ., ing', clir,ic aWc distributing directly.
far .ilv 

still a problem. Each e Vb e .her this is 
ponss 4]' to dc tUer n; 

PiA% Field 
, r:ed to submit monthly returns to the

clinic is su 
late, or filler! 

Pre often icceivedOfficer. Hovcver, reports 
to the Field Officer not understarnding

out inco pete]y, due 
fill out tie forms, and lack 

what iA.forom tion is needed, hew to 
is not the 

to follo:-up on defaulucr:;. As PPAZ
of transport 

it is conceivable that they
sole supp] i-r of contracepiives, 


in collecting statisticr. fiom those
 
mpy e-peryieuce probl.em 

clea:
dIo not supply. In any casn, it is 

clinics vbich th.y 

still Pceds assinClnce in logistics and commodity


that PPAZ 
, and that po a ssistnnce has been received to date in 

rwonnemcnt 
other source.either IP}' or anythis arca from 

from it!.,PO1 collects statistics
At the sr;.e trnme, the 

nethds on. a monthlyplar'nirn' usnge byfocilit is on fauily 
MO fnnual Report

basis. T'hc'e fivurer:, ns th(.y appear in thc 

cf t' Fam:,ily KfLo,:]tb . cK.r; for 19g--82, are clea ly suspect. 
do not add up,

the ]'La : " Planning Statist'ics charts
Figurt. on 

both ove,- andto 18 ,ercent for 
nd there are erroys of up 

fur 1982, whe". columns Lyn added,For ex.rnyle,und.rcountiv;. NOllin the number of users. 
is a 1'A,2] 9 differecethere which is also 

un.rs an!. totaL visits as the same,
report.; total 

e vay that both PPAZ and MO recorded 
incorrect. Becau e of ti 

c many users arc in the 
visits, it is impossibl to tell how 

cont nuingPPAZ recurded 98,278 new and 
prograrn.. For cx;mple, 

number of co- .racepLives availablt:
Given theusers for 1902. 

not have been enough
for that year, there would

in the country 
the womcn, or one-third of the pvrportedly 

to supply 29,536 of 
Given the problems of collecting this 

recorded users, 
and in collating andfacilitins
information from health 
 to give
 

recording it correctly, a simplifid and uniform system 


should be considered, such as
of users a more accu:ate reading 

on a yearly orin the program
counting the contraceptiven use& 


on client
rather than collecting statistics

bi-yeaily basis, 
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given to
 
addition, consideraticn should be 
usage. In 	 a monthly
on a qunrterly rather than 


collecting statistics 

are no; overburdened.basis, as staff 

c. Lack of Cocrdi-ntiol 

shortage of contraceptives and
 
Perhaps ,s serious as the 


of coordinationon usage is the lack 
collecting iur ;;ation 	 l1akcniorganizations, 	 such as 

PPAZ, the MO1!, 	 and other
between 	 Forplanning services.

Ccnt r, providing familyEcuienical 	 mosttwice forare collectedservice statisticsexample, 	 receive HOI st.tistics
PPAZ does not routinely

facilities reportingand 
in Lusak.. It is unclear if thle 

frot-a hcadquaters is not done betveanIf joint planningis uniforms.informution 	 willsupply slortageis likely that the 
FPAZ and I,101I, 	 then it 

ordered only 58,000 cycles 
continue. For 	 exaw.,plc, the MOB has 

covered
that only 4,4C1 wonen v.ould be 

which meansfor 1984, recordlid
 one eighth of the number 
for one year. 	 That is only 

as new uners in 19S2. 

The Provincial. 1ealth officials have recently asked VPAZ 

and PPAZ plans 	 toFP statiticsin collectingfor assistince as well ascollectionField Officers 	 in FP data
train their 	 This is a 

person at Headquarters.
Supplies Ilanagemn(,fthire a 	 and MOB will have 

step in the right direction. Hoever, PPAZ 
nuch moreand activitiesthe needed FP suppliesto coordinate 	 meet theis to expand and 

future if the programin theclosely 
FP needs of Zai:;bian couples. 

d. 	 lln np f.Cr 

C re services, inclusive of .aternal Clli.ld 
Primary l:--Lalth 

Planl'i ',, are provided by various czrtcgories of 
hlealth /Fami ly 

nurecs, ZEN/ZEIi's (Zambia
registeledphysician1s,personnel: 

idwives), .. dical ssistn, ts, 
Enrolled Nurses/ZamL'i, Enrolle O 

and traditionplworkers 
health -.ssistanhts, comnuT.ity health 

birth attendanL, (T'A's). 

There is a r cial scbool at the University of Zambia, 
ZEN two ZEM nursecs and 17 and

for i.,i:tcredfour schools 
is also a scbool for 1-.1edicalTheretraining sch:ools. of PlCNew categor'es

and Health Ass 4	 st oaLtS. 
Assistants 	 TBA, have also(CHUf) and11calth Vorker
i.workers, the Community 	

based health services 
trained to provid(. comuiunitybeen 

care.
including MCH 


basic curicula for
 
the CIIW and TBA, all
Except for 	

rather t:han preven!-kve aspects
curativeworkers stresshealth 	

This if;, in part, why facility based hezilth 
of health care. 	 Ver) little, if 

on curative service:..
focus
care continues 	to 
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any inra t ion on chil)d spaCing is included in ros t 

pre- ;er rc I raini,. progru,)o r . And while there has beeTn some 

planning information,,lh ich covers familyrefresher training 
for aIll health workers will have to be 

the basic curricula 
P1C strategy.keepiug with the newreviewed and revisec in 

The Tr- iy of health workers are conccntrated in urban 
cent of the 

arcnr an', alou,-. the line-of-rrai), w'here over 70 pr 

nurses are posted. A major
physician, and 65 peoceiit of the 

del 'vcry of health services in rural areas
prob erm, for the 

iror i i,, iril..a,,ce i.n ma;lpo'cr distribution.resu.ts 
Centers are. undcrstaffed and

Con equently, Rural ]1ealtil 

Famly lie alt', Program started
The in.i fi .y of lle a 1 th 

ZE1N /ZT 's in 1 9S0 as part of the 
refresh ," tra in g cours es for 

1cr 1.tI The cn,rsr is a - el.ve wrel.
UVN FPA F I i -- t Project. 

and child health ond 
prog;rar ephwri::i! concepts. of mother 

i s also covered. Six iec'.. of 
child s1,icing. 1Ioaitl; Educ:.tJ-,i 


oeeks of field practice.
are f ol lowed by sixdidactic tra in ing 
This 

Thc goca waS to train 620 7E1I /ZlU. I , or 75 per prov nce. 
and clue toLrh3. ti.uon an undertahing,has prove o I. too 

372 have beencut: in fundCnV o,Iydelryed str, t up and 
it was -e orted t'.at skills iv family

train-d to date. V, ile 
distri1,utJon of

' and service. to includeplann:;.ng in form,:.t ,or-
are taught,

pills, barrier rmethods and natu;ral family planning 


follow up to determine if the
 no syste.,aticthere has been 
not appcart-i r r, c shills. TheYe also does 

nurse re using 
to b a list: of specific tasks describing the role and
 

1CH/FP care.
ons1 1re.: -. il ti s; of 7E1/1" ' i n 

Fl;o trainrd 797
As of 1 28?, the '. . ilv llecILth Progras 

s in hy! .n> cllivv:e s , ich includ d health education 
has beeni littlespacvm8. !,ga~n, thore

Pnd i.nfCr., r, . on child 
s for both ZEN/ZFUI' s and TB/ 's 

fol1ow": V TheI" ra n .g pre ,'a 
9G4 as part of a 1,rger

w;ill be (:vanluO tc(] in February 
t . Far Iy Vealtb Project. In ad : ion to 

evaluCt. loo f tIe C 
of sl: lls taught durivg trainsrni ,

evallat'n[ the apt 1.lcntj on 
. at sloold i-c ludC supervision of MCI',/FP

othei area. to loo 


landling, of lro!Iei.,.; and referral, adequate spacL to
 
v.orkers , 

(to include, an 
vicec , ocu'gs ai,' supplies, outreachdeliver sc. 

TI;A and he l:)th centers) , recording and 
contact be tee. 

report ing - nforzatior: and general probieirws in the delivery of
 

1,CH/FP services.
 

also supported fan il.yyears FPAZ hasOver tI.e past fen 
for iturses. 97 nurses have been 

planning training programs 

trained at University Teacher Hospital in Lusnka, which has the 

follow-up of
clinic in the country. A recentlargest FP 

providingrev .- ,.led that most were not
trained participants 
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j'm.ly p 1ar1,.n; s(rvices, primari]y due to rotation to other 
thern practice.

scrvices and 	 rw::istvnc2 b) phyricians in letting 
of 

T'hfe ,ursing Cou K2 of Zov.:,la is also unclear as to the role 

nurse in fai ;ly v .nn.rig ,n , is concuyne6 about the issue
thu 

of accountability for proble..i and referral.
 

s ur,'v cu: are to reach urban, e:nd especiallyIf HCIt/FP' 
Purses and other paramedic , 1

of t h c- cOUtVt,'y ,rural areas 
too 1eu :o ately trained and su-crvined. A 

,y r2: U M l .v 
in PUC, both pre-service and 

greaL-y emprW riJLng cfft 
to tVokc place, coupled with a general.

Cn-s:,'. .cc, 0.13 have 
Ps to. the aspects and pr, . ;: fior phy-iciansreor enw I:t n 

iWrport ,icr- of ?BC. 

health
Zarb! n" 	 in .r virytually missing in primaiy 

no Zar .r-n doctors at any of the 53 
car-, o: thure nrc: 

nine hi.nistry of Health Pro.,irc:Ltl
Distr t or at seveCn of thc 

cnu-, ry. Phy.ician:; and seno nursingOffie:,, in thr 

- of the P11C tLE m end need to
 

pe-sou:nl nr import:: n cr., ers 

impo,rt,-ncc of PH]IC, reprodULive h;ea1lh and child
 

undcrft.nd .e 
that each mcmi:,er is ex 1 ;ccter to

spactV[, incluOin;. the rolen 

perfcrr. r the unepn-ent anr' delivery of sprvices. Real ing
 
Health Prograi is peu inF to
 

this inportrI 	 .hnspcct, tic V'ar.ly 

or ni:.: shurt cou:c. fo: dOi.trict and provi;:cip. m dica 
aspects of farnily health

officers; end 	public h.al llh r urses in 

care ,n4 r . erv i.-	 .., 

a trAs force 	 to reviev health
The ,1 r ecen'l appointed 

rnapow Y. In ,-dritio, to ,cdi:: nieri . :g additin nnl manpoxer
 

pr(r.osci facilities, the existiug
for curYJC . aldrejuirev.tr, p' :,,.yicion to . for a;] halh ,C'r e-:;, from the
tra'ni' ' oi.ro.
 

'olILA, ,!euld be r\,ic\:ed and reviv ed

tLie C1. 

Pr -,id'2: llenit', ServiCC.S5, Olcr .	 r., ,: 

c 	 thure u.rp not enough timc "o v it 
D.uring V 

th t. o:. r 
Lhe 1lor,I e r. . ngo,.bc"K. tal inr.titut ins 


as tW Churc .s
 
h-,, ." , rviccu in '.bi.. A grovp such 


N:...a(C1.AZ) proviid., over 50 pOret

ldOZ: -b/,oiatiO of N 

of the 1,ea) 1, ccfc in rurr'i Prca. and 30 percent nct.o,:ide,
 

.. and 6/: rv.al health centc;.n. Also, the
 
tb 0vgh '3 hospi 

Li lMincs operate: 11 hospitals aid 62 
Znja Copy,cr Con::o) ida' 

areas of the Copperbueltth eotpC" producino.,.: 


and Central Provinces. Otlcr private corm.& .ies and
healthC uwt in 

IDECO Milling andro:lv''ys, factories,parastatals, 	 ,such as 
health services to employeesCompzi y, providethe Zambia Sugar 

arc also about 100 private
and their fam ].ies. There 


in urban areas in Zambi:a The Zambia
 
practicing physicians 

Flying Doctor Service is very intercstid in c:pandinj its 

fataily plannii.g efforts. 
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and parastotal organizantionisThe extent to \:hich private 

ore already providing or intcrested in improving FP services is 
of the wage earning-lowevr, n substntial proportionunlznoln. 

most receptive to
population, uho 	 are probably among tho 

these
acc(pting 1P, already re.ceivC health services through 

institltion' , 

a large numbcr ofBccrui, e of thc. pctcnti.aI to reach 
through existingcoxjl;e rclni:ively .;ix cl'ly and efficiently 

servicu- and yrogran,, , a-id giv,.n AID's emphasis and interest in 

' be exploredtc sector, this area shoulx:orzir,: x'viLh thc Ii i\v 


It is po,,i~ e that direct support to strengthenfurtlier. 
iiy p]anriig might bt an ap, ropriat,. AID 

private sEcc L'.'.r 
actLivitfy,
 

6. 17p . I I a 3n, n~ n ' o r m tioP 

e educationa I nd promotional
Ther, i : a ncnd to orFaniz 

:omen. Due tc 
progranr on VP 	 nforma t ion for bot), men and 

by husbands, misconceptions about
 includ-3g re-.JstrncC
causes 
serv'iccf,

certain iCethc.sOd, and non-'vcilable and inaccesible 

and Makeni
 

women(1 do not co--e to clinics for FP. Staff from UTIl 

Cc.nt - r .Iso stated that they .-xpericncc a high
Ecvmn.c acrl 	 Whether this is
peretdag. of clients discontirinfg services, 


duc to Iack of educatioCii or counselling, is iinhno:n. Reasons
 

and mor, broad iforiiation on kno:ledge,

for discontinuation, 
 .,y of the
 

to V'P, must be det.errminrd to answ.r 

use and accese, 


e fc L:i1v .
 
(1 .-ti CIn neCded t o pln and make pro ram more 

cairpaigns and eoun.,.clling
At te s11-1 ie, educIr..onal 


session.'; ned t.o be str ergthcued. The decision to uFe FP mr y
 

place in a te. rlinuto session 
 V:ith a
 
not necess.ari.y 	 take 

,.
d:-ctor or nurse 	in :2b. crlinic. Nessages have to bc desigr'


prc i,;entto help couples make -n i ,formed
ed
i in'ormatir, 

in th.:;


VP, ?hilo PPIAZ is providing soiL he!l 

choice about 


apF opr t,., mCdia to
' nk-.u exl.,nded t e select
ef fc I h d bearea, 

audiences in tlhe cmmun,. 4 L,',

get info:'...t: ion 	 to target 

Pl anin.
7. Iatra.1 Far.iii Iy 


a new movc.i,ent in
N.atural. Family Planning (V'rP) is still 

a local
Zambia. I'FP activities arc coordinated th-'ough 

Life Mo\ ,,ent (17,1) ofthe Familyvoluntary orgonization called 

among oiler things,
The FLM was cicated i.n 1979 andZabia, 

guidancv and education in thl, fields of 
provides leadershil, VRFP
Primary activities have included

faiA.ily life and 	 UFP. 

assisted the M;.nistry ofand the FLI. hasteachers training 
health care workers . 

Health in NFP training of primary 	 The 
and in 1980
supports NFI" activities
Ministry of Health fully 
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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 UNFPA 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. Also 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 UNEPA 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 to 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
 
Frolled Nurses (ZEN's), Zarbian 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 is also supporting a 1.2 million 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 completed 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. In 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 t462,000.
 

The World Bank sent a team to Zambia to conduct a
 
Population, Health and Nutrition Sector Revi'ew 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 preblems of health care financing, health,
 
nutrition and family planning programs and services. The World
 
Bank Sector Review Report (perhaps in the form 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
 

DOC ID 11OlD
 



-58

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, e 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.
 

B. 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 of 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 financial
 
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 that 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 ivaste 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 observations.
 
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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in the
 
One way that such an inquiry could be carried out is 


sector analysis.
collaborative
form of a 


"The survey of
review noted:
Bank sector
A recent World 
 long and short
 
noted that deficiencies in 


the health sector 

the health sector.
 impairing development of 
term planning are 
 not detail where
 term development plan does 
The current long 


donor activities and
 ...
should be distributed
resources 
 in
are not coordinated

in the health sector
expenditures for a
a need
... there is
priorities
accordance with national ...
the health sector 


for the development of 

cohesive strategy 
 the basis of
established on 
among programs should be
Priorities 


operational information,
 
demographic, epidiomological 

and 

effectiveness and
 

a specific consideration of cost 
including 

objectives.
distributional 


technical assistance is 

A considerable amount of now
 

a piecemeal,

but it is provided by various donors 

in 

provided, 
 to reinforce
in some respects tends


fashion that
uncoordinated 

as expatriates holding
 

current unsatisfactory procedures (such 

receiving
a countarpart who is 


down staff positions without 


on-the-job training).
 

a

the WB report states that form 


One recommendation of 

of the
nature 


statements to acknowledge the 

committee and make are often a


As such committees 

country's population problems. 


formed at the request of a donor, it does not
 
one time effort, 


continued policy discussion. 
If
 

a forum for
usually provide 

merely to generate a statement


committee is

the purpose of the 


a problem, government agreement 
may
 

that population growth is 

issue is that population
 

be coalesced. However, a deeper 

so that
Zambian institutions
to
problems need be analyzed by 


morbidity to
 
the relations of fertility, mortality and 


incomes, employent, housing, 
health and education
 

production, 

are better understood by


and opportunities
expenditures 

Zambians.
 

In sum, reductions in fertility, mortality and morbidity
 

in the health delivery system,
for reforms
rates call child

family planning and maternal 
in the areas of
particularly and
(1) more detailed
would involve:
These reforms
health. (2)
 

data processing, and comprehensive analysis; 

reliable data, 


adequate Zambian staffing, 
formal and on-the-job training of
 

in Zambia, with the
abroad and
staff carried out
Zambian the
(3) improvements in 

of resident advisors, and;


assistance in
 
programs, including changes 


design and implementation of 

headquarters and in the
 

current institutional procedures at 
 properly

coherent assistance program 

that 

field. Such a 


and training

required technical, financial 
integrates the 


components is desperately needed.
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VI. RECOMMENDATIONS
 

A. 	 INTRODUCTION
 

The population and 
health 	problems of Zambia 
are serious
and are likely to 
become 	moTe serious. Creating reduction in
fertility should 
be given high priority. The failure 
to reduce
fertility--particularly in 
the urban areas--will seriously

prejudice Zambia economically, placing immediate 
pressure on
the provision of 
health 	and education services that are 
already
experiencing financial 
and trained personnel pressures 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 neglectcd. 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 if 
being reversed
by recurrent cost 
shortfalls. During the ni,;:t 
decades emphasis
should 	be given 
to increasing the 
quality and effectiveness

services, 
with emphasis 	

of
 
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
time consuming task. 	
and
 

The task calls for planning and resource
management that 
will not be satisfactorily accomplishe 
 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.
certain ways 	 In

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 not 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: ImprovinQ 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, especially the MOH and MAWD.
 

In addition, we recommend that high priority be given,
 

within a strengthened CSO, to a joint CSO-MOII 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
 
breastfeeding.
 

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 Plannini Services: PPAZ
 

Assistance to PPAZ 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 deirand. 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
 
distribution and an information system to monitor contraceptive
 
use and demand nationwide. Also recommended is support for two
 

urban family planning clinics, which will serve to enhance
 
PPA7's expertise in service delivery, provide training for
 

health practitioners in Zambia, and eemonstrate 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 atsistance, e.g.
 

bilateral, regional or centrally funded s!pport, should await
 

further discussions among PPAZ, IPPF, the MOH, and USAID.
 

DOC ID 11OD
 



--

-64

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, mines 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 MO1 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 months duration, with Zambian
 
areas
participation, should be undertaken to define specific 


for assistance. This collaborative effort should focus not
 

only on private sector potential but also involve Zambian
 

officials in the examination of questions of efficiency, cost
 
service delivery.
and effectiveness of alternate channels for 


Thus, planning and management of public sector programs can
 

benefit as a result of careful examination of private sector
 

programs.
 

4. Four: Dialogue with GRZ and Donors ConcerninR a Sector
 

Approach 

management capability;
problems; its very weak planning and 


Direct support to the MO1 is not recommended at this time, 

due to the lact of emphasis on MCH/FP; its severe budgetary 
and 

the need to improve overall planning and management of the
 
care program prior to any significant
national primary health 


improvement in MCH/FP, its weakest component. Another
 
other donors' current commitments,
consideration is the fact of 


specifically continued SIDA assistance to the MOH Planning
 

Department and support from UNFPA for training and services.
 

IJNFPA's plans will be known following a February 1984
 
The most important fact
evaluation of its Zambia program. 


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 initiative, perhaps with the
 
World Bank interests will be
involvement of other donors. 


further defined following GRZ response to recommendations from
 

the recent World Bank population assessment.
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role of the World Bank
 
Given the very important potential 


we recommend that USAID begin a
 in the Population sector, 

dialogue with the GRZ and the World 

Bank concerning a sector
 

Using this assessment as a
 
approach to health and population. 
 involvement of REDSO
 
starting point, and perhaps with 

the 


population and sector analysis experts, 
the dialogue should 

the
 
lead to examination by donors, along with GRZ officials, 

of 
in
be overcome 


institutional weaknesses and information 
gaps to 


effective program implementation, 
and of ways
 

order to lead to 

can bring about a strengthened GRZ
 that donor assistance 


analytical and planning capability. Discussions with the World
 

such key issues as
 include examination of
Bank should 
 1-011 staffing
assistance;

appropriate phasing and timing of 


needs and the possibility of temporary, phased donor financing
 

the proper mix of technical and
 
of selected recurrent costs; 


and key institutional reforms. The
 
capital assistance; 

dialogue would also lay a foundation 

for any discussions
 

when, and how AID might participate 
in a GRZ and
 

regarding if, 

approach.
multidonor sector 
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TABLE 1:
 

1963 - 1980:
Urban and Rural Population of Zanmbia 


Population
 

1980
1969
1963 


5,679,808
4,056,995
3,490,170
Total 


2,322,328
1,192,116
'715,020
Urban 

422,052
74,380
32,682
Small Cities 


3,357,480
2,864,879
2,774,484
Rural 


Population Growth
 

Annual Average
Total Period 

1969-t0
1963-69
1969-80
1963-69 


147,528
94,471
1,622,813
566,825
Total. 


102,747
79,516
1,130,212
477,096
Urban 

71,140
72,566


Large Cities 435,398 782,540 


31,607
6,950
347,672
41,698
Small Cities 


44,782
15,066
492,601
90,395
Rural 


Annual Population Growth-Rates (%) 

1969 - 801963 - 69 


3.1
2.5
Total 


6.1
8.5
Urban 


4.8
 
Large Cities 8.2 


15.8
13.7
Small Cities 


1.40.5
Rural 


Trend in Zambia:
Adrian Vood "IopulationfromSource: Calculated 

the 1980 Census", Table 5.A Review of 
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TABL.E 2: 

Perc ,entof Populati, n Attending Schol at tile 3969 Census Date 

by So:: and t-'e: 

Fema]Age Groups Foae e 

5- 9 28.9 28.0' 

10 - 14 71.4 66.0 

15 - 19 60.4 29.7 

20 - 2 14.0 3.5 

25 - 29 1.2 0.3 

Source: Calculated from.: Central Statistical Office,
 

Census of Population and Hdusing 1969. Final Rcport , Vo.l, 

Total Z-mbia", Lusaka Novcmber 1973, Table 5.
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TABLE 3: 

Percent of Population with Indicated Educational Attainlent
 

by Sex and Selected Age Group - Zarbia 1969: 

Male Female 

Age Groups Any Upper Primary Any Upper Prima; 

School and Above School and Above 

5 - 9 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 42.9 

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 sourceas Table 2.
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1983, Total Budpct in Current and
 
TABLE : 	CSO Budget, 1977 to 


Constant Terms
 

1983
1980 1981 1982
1977 1978 1979 

(KOOO)
 

787 1050 1074
485 451 751 490

1. 	Personal Emoluments 


2. Recurrent Debt 
charge s 

GeneraI Expenses 101 119 105 98 86 121 184 

Travelling on duty 44. 44 47/ 53 60 127 150 

Other 13 13 19 13 13 72) 
) 1423 

3. Spec. Expenditure 110 831 734 6742 1160 J500) 

21.05 2870755 1459 1657 7847 	 2883 
Total Current 


1563
1294 1711
755 1315 1153 4923 

Total Constafnt* 


the implicit price deflation 1975=100
* 	 Deflated by 

Implicit price deflator assumed to be 10 percent higher
** 

1983).
increase 1977 to 

than 1982 	(historical average IPD 
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Table 5":CSO Budget; Perccntnge Distribution of Selected Line
 

CSO Budpet as a Percent of GDP, 1977-83
Items and Total 

1977 1978 1979 1980 1981 1982 3983 

Persoral Emoluments 64.2 30.9 45.5 37.4 36.6 .37.3 

Recurrent Departmental 

Cha r Sc S 

General Expenses 

Tr~ve:.ing on Duty 

ot h or 

Specie Expenditures 

Percezr-ge of GDP 

13.4 

5.8 

1.7 

14.6 

.059 

8.2 

3.0 

0.9 

57.0 

.066 

6.3 

2.8 

1.2 

44.3 

.064 

4.11 

2.9 

.6 

55.1 

.069 

4.2 

4.4 

2.5)) 
52.3) 

.089 

6.4 

5.2 

51.0 

3/ 

2 

l/ The year 
Included 

1980 was omitted as 

for the 1980 Census 

there was an inordinate 

of Population. 

amount 

2/ Accounting recording procedures were chang,ed. 

3/ GDF is unknovn at this time. 
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Survey Activities,
CSO
to Sce.::cted 

TABLE '6: Bdpet Allocation 
1977 to'.']983
 

1983
1982
1981
1980
1979
1978
1977 

Item 


20
20
50 23.4
42
40 

Crop SurveY 


50 

120
120
162
-180
170
150
30 


National Sample Survey 
400 
 410
450
0 602/6000 


Census of Population 
201 

10 903 .5771 500
 
100
 

of AgricultureCensus 300
 

1 SurveYManpoXerNation
 370432410400600
SurveYuf NappingCensus 

674 6740 1157.A 14U7 1350 A
100 800

Total Current Value 
887 732'711
4228
471
722
100
ValueConstantTotal 


of pop'ulationCensusI/ Sarple 

Population

2/ Pilot Census of 


Agriculture

Pilot Census of 


3/ 


Agriculture

Pilot Census of 


4/ 


implicit Price 
Deflator 1977:%100
 

the GDP 
51 Delfated by 


10 percent above 
1982
 

to be 

1-plicit Price deflator 

assumed 

61 
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1982 and Actual
TABLE 7: Actual 	Expenditures of CSO, 1978 to 


a Percent of Budget Allocation
Expenditures as 


1978 1979 	 1980 1981 1982
 

Personal Emoluments 	 401 488 566 691 


Recurrent Departmental
 
Charges
 

General Expenditurer 	 115 107 130 214 197
 

55 55 	 98 99
Travelling on duty 43 


7 9 28
11 12
Others 


408 580 5261 1441 1018
Special Expenditures 


978 1242 6019 2452 2271
Total 


Percent of Budget
 
67 75 	 77 116 79
Allocation 


Percent actual
 
.04 .048 	 .08 .07


Expenditure is of GDPY: 


* (Percent actual eperJditnre is of budget allocation) x (Percent of
 

budget allocation is of GDP)
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TABLE 8: Oral Contraceptives In-Country
 

1982
 

Couple Year of Protectio
Cycles 


Healthl
Ministry of 
/
 

15,347
199,520

(UNFPA Supplied) 


Planned Parenthood Association
 

of Zambia
 

15,007
195,100

(IPPF Supplied) 


lMakeni Ecumenical Center
 4,661
60)6OO

(FPIA Supplied) 


35,015
355,220 


are the number of cycles (13)

of protection
2/ Couple years 


for one year

which are required to protect one woinana 


for
order contraceptives
I/ Ministry of Health did not 

1984
to order 58,000cycles
1983, and only plan 

for 
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FURTIIER ELABORATION ON RECOMMENDATIONS
VIII. 	 ANNEX 


CONCERN NG THE INFORMATION BASERECOMMENDATIONS 

1. The Statistical System 

from the Central Statistic Office for
A request 

made to USAID in July 1983.


microcomputers and vehicles was 

to support an expanded data


The requested commodities were 

that would include household surveys, annual
collection prograr 


and 	 establishments for

agricultural surveys, a survey of 


manpower planning purpos-.s. Some questions concerning the
 
The main
 

request arosc aE the iesult of a REDSO/ESA review. 


questions concerned the practicality of moving quickly into
 
the existing
a large data collection effort in view of
such 


little 	amount of

data processing bottlenecks and the very 


It was 	decided
that had been carried out to date.
avalysiE 

that these issues should be more fully explored.
 

was agreed that since
At a meeting of CSO and USAID it 


pre-assessment scheduled for November-December 1983
the USAID 

a broader examination of
CSO operations,
included a review of 

activities would
 data collection, processing and analytical 


of needs and possiblecontribute to a.better identification 
also agreed that a data processing
It was 


assessment 

forms of assistance. 


team.

specialist whould be a member of the 


assessment team members held with the
 

other CSO officials led to the conclusion that

Discussions that 


CSO Director and 

the problems


a much 	more comprehensive management approach to 

analysis is desirable. Such
 

of data collection, processing and 


would increase the probability that the different
aii approach 

properly balanced
 
phases 	of the statistical process would be 


to 	 kinds of 
and integ~ated. For exa-.:ple, greater attention the 

CSO and NCDP would contribute to an
 
analyses needed by 


of data specification and
improvement of the process 
questionnaire design.
 

this assessment is that 
One of 	the main recommendations of 


Prram of
'ven red
consideration be 

CSO in 	 the arezs of data collect i pn roce.-sing

assistence to 

and analysis.
 

The detailed program would be developed by 
NCDP, CSO and
 

Various specialists would be involved
 AID during early 1984. 

for example, a demographer
in the 	preparation of this program, 


economist with background in agriculturc and health.
 and an 
 in
 
The team would collaborate with NCDP, CSO, 

MAWD and MOIH 


carried out, 
the main
 selecting the first analyses to be 

to be analytically addressed,
problems, issues and questions 
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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 11D
 

would collaborate in laying down detailed plans for the
 

sequencing of survey and analysis projects, survey design and
 

execution, and for tho processing, tabulation, and statistical
 

computations needed for analysis. A central purpose of the
 

collaboration would be to assure balance and coordination among
 

the differeut phses of the statistical process to assure that 
each projc.ct is carried through to completion as expeditiously
 

as possible.
 

AlthouLgh the purpose of the task would be to prepare a 

detailed program, work planjschedule and budget for multi-year 
GRZ/AID collv.bo:ation, certain features of such a program can
 

be provisionally described. In the area of data processing, 
after obtaining a comnitment from the Ministry of Finance data 

center to provide disk and computer resources (CPU time and
 

communications lines), AID would provide additional equipment
 

to connect terminals and printers to be located in CSO, MAWD, 
NCDP and 11011. Another initial activity in this area would be 

the installa-tion and workshop training for CONCOR and CENTS-4. 
(These are the most recently developed programs for speeding up
 

and facilitating computer edits and tabulations. CSO is now
 

using older vers;ions of these programs for processing the 1980
 

census.) A third initial data processing activity would be to
 

provide microcomputers for ir.proving administration and 
manageme nt in areas that include project scheduling and 
monitoring, budgeting, and word processing. Since these three
 

activities i culd ser\c. to significantly redu,:e the data 

processing constraint, they should be provided as soon as 

possible and have immediate pay-offs. 

Anotlhcr set of initial activities'would involve 
consultations between U.S. and GRZ survey statisticians and 

samplers, data proces-sors and analysts in determining a 

feasible workload and the proper sequence of projects to assure
 

balance and timely execution of the various statistical tasks.
 

The above paragraphs describe activities of the possible
 

program during its e,.rly phases. The nature and timing of
 
on
activities during subsequent phases would depend partly 


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. Expeditious and effective operation of
 
installation of
microcomputers and terminals would precede the 


one a
a computer system in CSO. This would be only feature of 

assuring the
collaboratively developed work plan aimed at 


new and
acquisition of needed skills prior to the assumption of 


additional tasks.
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the work plan would be to assure
One of the purposes of 

periodic review and evaluation of all the elements and 
statistical
components needed for an effective and efficient 


system. For example, as well 	 as assessing current skill l.;vels 

needs, attention would be given
in order to identify training 

retaining trained professional staff by

to the objective of 


improving career developmentincreazi.,, incentives ard 
of progress in the coordination of 

structures. Assessmcrzt 
sharing of processed information and the

entities through the 
also be carried out.

execution of policy analyses would 

Over the long run the developmcnt of more coherent and 
not only

effective macroCcononic and sectoral policies depends 

on the avai ability of timely and appropriate statistics, but 

on their proper utilization by NCDP and the M-inistries in 

present.iu alternatives to policymakers. The statistical 

CSO and the other institutions participatinglinkages betveen 

in the program vould contribute to this long-range objectivc.
 

2. AnIl.ticfllNeeds 

A. DEMOGRAPHIC ANALYSTS
 

the 1980 census and
The information collected in 

tables will provide CSO
 

the planned publication of statistical 

of thea detailed analysiswith a complete set of data for 

of Zambia. Con sequrtly, tabulat:i On 
popuItin charac teri stiCs 

be e)*cutedaSSuted
and pub) icatror of the 1980 census should 

tr-- Stat-i .T-cal. O ffce is planinf to 
as!Y11S, hC. he CCi1 

in JZ.nuary-.- rbclt piiC Ce intral Provincr(s tabulated
have the Co 	 These goals
1984 ii lzrL t t pviesby__X.Dne n 19 W! 

* in addition, census analysis should be a 
shoud he met 

priority ac ivi.ty witLin CSO.
 

-(77ortals"for 
bc the basis for

The i 6Oce1sus information will 

and child mortality for u-.man and ,nral areas 
estii.,ating infant 

that estimates ofIt is recommendedwithin each distiict. 
aned 1974 census data
 

infant end child mortality from the 1969 


at a province level for comparative purposes.
be processed 


at the
 
The recoauiended geographical 1980 estimates will be 


the whole
within each distr.ct, for 

level of urban-rural area: 


area of the whole iovince, for the
 
district, for urban-rural 


all urban and rural area:, of the country,

whole province, for 


in order to
are recomii..:ided
and for the whole country. These 
child mortality to
 

know the geographic variations of infant and 


direct MCH/FP programs accordingly, and 	also because the
 

errors, and errors
 
estimates will permit detection of data 


resulting from applied techniques.
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(3) FertilitY
 

the census will make possible the
Information from 1980 

at the same geographic levels
estimation of fertility as 

as cll as levels of fertility by educational
mortality, 

and the fertility of economically active 
attainment of mothers, 

possible, comparisons with 
and non-active females. Whenever 

order to detect tertility
the 1969 census should be made in 

areas of the country during the intercens',!

changes in certain 
period.
 

The estimtes of fertility by districts, together with the 

the educational attrinment,
total population of the area and 

voluntary

can be osed for identifying population targets for 


fertility reduction.
 

IL.ration and Urbanization
(4) 


Analysis of internal migration based on both the 1969 and 
census information,

1980 censufes is recommended. Using 1980 

census, migration estimates of 

and co .-prisons with the 1.969 
by se. r.nd age can bc obtained at a 

origin and destination 
district level.
 

estimated at the
Rural/urban life migration also can be 

Since life migration is
from 1980district level the census. 

migration

not the best information for analyzing recent 


movements, intercensal survival techniques for estimating rural 

to urban m.igration should al.!:o be used. 

(5) Lubor Force 

census reveals astonishing unemployment rates for 
The 1969 

In order to kno.;, whether or 
the male an,' feianle population. 

escimates of 
not the siteu'tion has changcd, there should be 

rates bascd on the 1980 census. Furthermore, such 
those 

dow'n by urban and rural level within 
analysis should be broken 

to detect regional unCmployment rates by age and 
ech district 

can further, if necesszry, by estimating 
sex. The analysis go 

in urban and ruial areas in each 
the unemployment conditions 

Further analysis of labor 
by educationz l attainment.district 

force changes by industry and occupation should also be 

included.
 

(6) pulation Projections 

CSO for the
 
Population projections have been prepared 

by 

census


Since they were based on the 1969 

period 1969-1999. 
 as the 1980 census
should be revised as soon

population, they 
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sex is available. Improved techniques
population by age and 


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 provide 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 analysLs of the 1980 census dnta, there are 

several socin-econolic topics which beak further study in order 

to ensure tlq t MC11/FP_ aora.s a-e 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 rise in fertility with primary educational
 

attainment, and at what level of educational attainment a drop
 

new
in fertility occurs. (This may require some data).
 

Additional surve , work, throjjh a Familv liealth Survey, 

using, the 1980 c: isus to estzblith a samp3 rrmne , is 

recommended in o;der to better unCerstand family. nlanninfa 

knowledge, attitudes and practice. The survey should be 

undertaken col labor7tively between MOH andl CSO. It should 

permit analysis of: 

(1) changes in birth intervals and the components 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 fertility regulation,
 

types of methods, 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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in the
 
collect data regarding the role 

of children 

be able to 
 family
and urban areas; trends toward


both rural
family in 

or modernization, especially in urban areas; and,
 

nucleation 
 in the
economic opportunities

whether and how women's limited 


towns affect family change.
 

national development
in general, beneficial to
It is, 

further analysis
to understand, through
planning for planners 


review of national policies and
 
of survey 	findings, along with 


the way that investments in education, health and
 
programs, 


affecting attitudes
 or
agriculture, employment policies, may be 


For example, researchers
size and child spacing.
about family 

UNZA, are analyzing the relationships between 

agricultural
 
at 


househ'ld labor organization, demand 
for
 

in rural areas.
change 

useful information bearing on
 and family size. Some
children 


available 	from planned CSO
 
fertility determinants may also 

be 


agricultural surveys.
 

further socioeconomic
 
It important to stre..' that 


:s 	 They should
carefully prioritized.
should be
information needs 
 plan for future
and timely overall
fit into a rationalized 

analysis to be coordinated through CSO, NCDP, 

MAWD
 
survcys and 


The timing of any additional surveys should take into
 
or MOH. 


perform the necessary
to 

account the institutional capability 


data collection, processing and analysis.
 

CHILD HEALTH/FAMILYMATERNALCONCERNINGC. RECOMMENDATIONS 

PLANN1,G
 

for NCH/FP address improvements 
in
 

Our recommendations 
 areas for
 
institutional capability, and 
point to focussed 


delivery through non-governmental 
channels.
 

support to service 

country's most
 

These channels can serve to meet some of the 

-- in improved


at the same time build a base 
urgent needs and 

and in tested
 

information collection and use, 
management, in 

donor
for later, large scale 


for service delivery --
models 

The recommiendctions incorporate, where
 assistance. 
 and with donors,
 

appropriate, dialogue with Zambian 
officials 


technical assistance,
and analysis, and
for inforniation
support 

expand service delivery. They are
 

and training to
commodities 

and their urgency,
of problems
team's assessment
based on the 


to respond, as well as our
 
Zambian capability
and of 


own areas of comparative strength in the
 
AID's
understanding of 


population sector.
 

the PPAZ
Service Statistics: 

Familv Planning Services and
1. 


in order to strengthen its
 
is recommended
to PPAZ
Support 	 for family planning
coordinating role 
present, national 	 provision and
 

activities, including information, 
commodity 
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required 	for commodities,
service statistics. Funding will be 

to permit PPAZ to expand service
for training (especially 


logistics and
provision) and for technical assistance in 


management. Decisions regarding the appropriate mechanism for
 

or centrally funded
assistance, e.g. bilateral, regional 


support, should await futher discussion among PPAZ, the IPPF,
 

the MOH, and USAID.
 

for the following
Assistance sho uld provide support 


activities of PPAZ: (1) distribution of
current lpianned, 

(2) collection of service stqtistics, (3)
commodities 


through two model family
training, 	and limited service provision 

planning clinics in urban areas,jand (4) coordination and
 

family_2 lanning information. In addition, chronic management
 

problems, as reported in the latest IPPF Management Audit, will
 

have been acknowledged
have to be addressed. These problem: 


within the organization, and the necessary organizational
 

reforms and technical assistance in management should be
 

included in any AID support.
 

Assistan, e to PPAZ will begin to address two of Lie most
 

in family planning: the lack of commodities,
urgent problems 

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 procedures for ordering and distribution, and an
 

to monitor contraceptive use nationwide. A
information system 

simple recording system should be established whereby
 

collected and processed accurately and
information on use is 


rapidly, and PPAZ's distribution system should be simplified
 

and be responsive to the needs of the program.
 

for two urban family planning
Also recommended is support 


serve to expand service delivery in areas
clinics, which will 


high demand, provide training for health practitioners in
of 

for delivery of
Zambia, and demonstrate an effective model 


to enhance
services. Provision of clinical services will help 


PPAZ's expertise in family planning. There are several
 

to working through PPAZ at this time.
distinct advantages 

are
First, it is an established institution whose activities 


provincial offices
supported by the GRZ. It has a network of 


commodity provision and collection of
and staff, whose role in 

a
statistics is understood and accepted. Second, AID has 


in working with similar family planning
record of success 

In addition, PPAZ can,
associations in other countries. 


family planning clinics, work in focussed
through its model 

at the same time provide much-needed
 areas of high demand and 


family planning training. Implicit in this recommendation
 
current management
would be 	that PPAZ resolve some of its 


and hire Qualified personnel knowledgable and
problems 

experienced in FP.
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Sector Family 	Planning Assessment
2. Private 


Zambian 	officials
involvement of
An assessment, with the 

and advantages of
 

and experts, is recommended of the potetitial 

for family planninL service delivery through
stepped up support 


in health service provision,
Private oranizations involved 

and other industries. It will serve
 

including missions, mines 

for private
for possible AID support
as a feasibi.ity study 


sector familyylanning in Zambia.
 

institutions in
 
Although the team focussed least on these 


its assessment of performance and capabilities, they of the
are 


because of the magnitude of
 
highest priority for further study, 


provides up to 30 percent
services they 	provide (CMAZ, alone, 

they


of health services nationwide); indirect evidence that 


their known interest
services more 	efficiently;
provide 	better 

MOH supports
indications that
in expanding family planning and 


the same time, the budgetary and
 
such a role for them. At 


the MOH, discussed at length

organizational deficiencies within 


of rapid expansion

in this pre-assessment, preclude the promise 


family planning services.
of public sector 


with the first phase
assessment is 	recommended,
A two-phase 
A 1 or 2-person team should be 

to last 	approximately 3 weeks. 


in the very near future to gather information on the
 
fielded 


health activities undertaken, or supported by, private
 
scope of 


interest in
to
and parastatal organizations, and 	 review their 


In addition, the team
 
expanding family planning services. 


might play
the extent to 	which MO1
should discuss with the MO 

the scope of work
 

a supportive role. REDSO/ESA should 	define 

to conduct
 

and work closely with the individuals 	contracted 

should possess experience
Team members
this preliminary study. 


family planning program developmcent wi-th non-governmental
in 

familiar with 
the AID-funded
organizations. Individuals 


in Kenya might be most

Sector Family 	Planning Project
Private 


appropriate.
 

the results of the preliminary visit,
Depending on 

of Zambian officials, a full-scale


including the 	responses 

several months duration, with Zambian
 assessment of 


to review institutional
undertaken
participation, should be 

to define specific areas for
 

strengths and weaknesses and 

at this time would be
Also to 	be addressed
assistance. 


to coordinate the different, private
institutional 	mechanisms 
 in
the CE4AZ secretariat 

channels and any potential role of 


Zambian
 
doing so. This collaborative effort should involve 


efficiency, cost
 
officials in the examination of questions of 


for service delivery, and

alternate channels
effectiveness 	of 


recovery.
increased cost 

the potential 	for fee-for-service and 
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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,.xamination of
 

alternative channels for service delivery as one way for
 

Zambians to themselves address questions of planning and
 

management for public sector programs and for the population
 

and maternal/child health sector as a whole.
 

3. Dialogue with GRZ and Donors and Participation in Donor
 

Plans
 

It is recommended that AID initiate a dialogue with the GRZ
 

and donors, especially the Vorld Bank, regarding a s-ctoral
 

aproach to .opula tion, maternal child health and family
 

R)anning. The dialogue should emphasize the steps which are
 

needed to initiate and maintain a problem-solving approach to
 

the sector within the MOH. The dialogue would also lay a
 

foundation for any disccussions reparding if, when and how AID
 

Eight participate in a wultidonor population sector effort. In
 

any case, AID should participate in major decisions affecting
 

sectoral development, and in particular participate in
 

development of plans by the World Lank.
 

Large Bilateral Direct AID supp6rt 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. In addition, since family planning services are
 

part of the maternal/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, MCB/FP is by far the weakest component
 

of PHC program, and within the MO1l as a whole, the PHC program
 

is beset by particular managerial and funding problems. Thus,
 

in order to expand service delivery through the MOB, all of
 

these problems must be tackled. This is something which cannot
 

be done quickly or simply and which should, 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 Health Project is likely to continue,
 

perhaps with even more emphasis on service provision, following
 

a February 1984 evaluation by UNFPA.
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The most important fact, however, affecting the likelihood 
of an expanded, improved national MC1I/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 run, an improved 
public sector program will be a necessity: the MOH plays a 
coordinating 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 recommend that USAID begin a 
dialogue with the GRZ and the World Ban]- 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, along with GRZ officials, of the institutional 
weaYnesses 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; IAOFH staffing needs and 
suggested changes; and, recominendcd policy, budgetary and 
institutional reforms in the sector. 

DOC ID 1101D
 



LIST OF ACRONYMS
 

CHW Community Health Worker 

CMAZ Christian Medical Association 
of Zambia 

CSO Central Statistical 
Office 

ECA Economic Commission 
for Africa 

FP Family Planning 

FPIA Family Planning International 
Assistance 

GRZ Government of the Republic of Zambia 

IPPF International Planned 
Parenthood 

Federation 

IUD Intrauterine Device 

MAWD Ministry of Agriculture 
and Water 

Development 

MCH Maternal Child Health 

MOF Ministry of Finance 

mol Ministry of Health 

Home AffairsMOHA 	Ministry of 


NCDP 	 National Commission 
for Development
 

Planning
 

PHC Primary Health Care
 

Zambia
 
Planned Parenthood Association 

of 

PPAZ 


Rural Development Studies 
Bureau
 

RDSB 


Swedish International 
Development Authority
 

SIDA 


TBA Traditional Birth Attendant
 

for Population Activities
 
United Nations Fund
UNFPA 


Zambia

UNZA University of 




UTH University Teaching Rospital 

WHO World Health Organization 

ZEM Zambia Enrolled 
Midwife 

ZEN Zambia Enrolled Nurse 

UNFPA united Nations 
Fund forPPulation
 

Activities
 

Zambia

University of 


UNZA 


University Teaching 
Hospital
 

UTBI 


World Health Organization
WHO 


Zambia Enrolled 
Midwife
 

ZEM 


Zambia Enrolled 
Nurse
 

ZEN 



