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EXEC-UTIVE SUIvIMARY
 

Haiti faces a significant problem devolving from population growth, 
especially in view of recent increases in fertility to the level of 6.4 children 
per woman. With a population of 6 million, Haiti already faces an 
ecological crisis and a chronic inability to feed its populace without 
external assistance. Infant mortality is the highest in the region. Migration 
epitomizes a classic push case, in which the dire conditions of life have 
pushed educated and uneducated Haitians to seek new lives outside of 
Haiti. Given these circumstances, the population will double or triple by 
the year 2025. 

Many Haitians know of family planning services and express the wish to 
have had fewer children. An old saying, "children are a riches" is being 
changed to say "children are the riches of the unfortunate". The demand 
for family planning services is there: according to the 1977 Haitian 
Fertility Survey, 42% of women in union declared they wanted no more 
children; in the 1983 Contraceptive Prevalence Survey that percentage 
rose to 48%. Yet the family planning service delivery system has never 
been strong enough to make quality services and information consistently 
available to families who wish to use family planning. 

Many ingredients now are in place for the development of an effective, 
national program of family planning. USAID/Haiti has maintained a 
substantial presence in the population sector through a private sector 
program during the recent hiatus in assistance to the Government of Haiti, 
after the aborted elections of November, 1987. UNFPA is gearing up for 
substantial increases in its involvement in population, with a larger 
program and the assignment of a new country representative. The Wodd 
Bank is coming in with a family planning component of its new health 
sector loan to address family planning needs in the West Region, 
including Port-au-Prince. The responsible Ministry is very supportive both 
at the policy and at technical levels. 

Yet much remains to be done. For many years, the contraceptive 
prevalence rate stagnated at 6%. In 1989, the CDC/CHI joint survey 
showed in the preliminary results that this had edged up to 10.4%. Haiti is 
a pre-emergent country: no real, national program yet exists. Further, 
fledgling programs are functioning In an ambivalent policy climate at the 
national level. The programmatic and budgetary requirements to develop 
a national family planning program (and capture the momentum of the 
present program) are too great for any one donor, or any one service 

rovision sector, to develop alone. A strong participation of all donors will 
e required, as will be involvement of the 

public, private voluntary and commercial sectors, each according to its 
comparative advantage. A recent change in the Foreign Assistance Act 
now allows USAID/Haiti to provide direct assistance to the Government of 
Haiti in family planning. This provides USAID/Haiti with a significant 
opportunity to begin building the effective, national program so needed in 

1iti. 



The USAID/Haiti strategy for 1990-1992, which is presented in this 
document, is comprehensive, addressing donor commitment, policy
needs, and development of service delivery in the three key service 
delivery sectors -- public, private voluntary and private commercial 
sectors. The program laid out is ambitious, but no less than required by 
the situation in Haiti, where overpopulation and lack of resources to fulfill 
basic needs mark the lives of the vast majority of the population. The 
strategy will require a long-term Mission commitment to a large, complex 
program. In tandem with that is the need for increased resources to be 
devoted to population by AID/W through increases to the Mission's 
operating year budget. 

Programmatic and budgetary planning will merge in the development of 
successor activities to the ongoing Private Sector Family Planning Project
(521-0189), which has a PACD of March, 1991. Prior to that time, 
however, USAID/Haiti will move expeditiously to implement an interim 
program of public sector activities, following the adoption of the exception 
permitting direct assistance to the Government of Haiti in family planning.
This means that a complete program now can be implemented, involving 
all relevant service delivery entities, and involving the public sector in 
population policy development. 
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I. LNTRODUTINO 

o Purpose of lStrategy. The USAID/Haiti population program 
addresses a very serious need in the population and family planning 
sector, given the recent increases in fertility. These increases stem from 
the fact that women are entering into stable unions at younger ages. The 
population program is now in a position to grow dramatically. The 
purpose of this strategy is to lay out, for the three-year period 1990-1 992, 
the steps to be taken to see the program achieve this potential growth, in 
terms of programmatic expansion and its budgetary ramifications. 

Because of the magnitude of prospective population growth, a 
multi-donor, multi-sectoral approach is essential. Thus the strategy 
addresses the present and future plans for USAID/Haiti and other donor 
involvement, and development of policy and services in the public, private
voluntaiy (PVO) and commercial sectors. Thus, the strategy document 
for population should serve lay out an overarching strategy for intervention 
in the sector. However, while it provides guidance for the three-year 
period, it cannot substitute for detailed work plans from which a program 
would actually be implemented. 

o Definition of -Population Sector. As defined by USAID/Haiti, the
 
population sector is concerned with family planning, fertility, demography

and population policy. These terms all capture aspects of fundamental
 
behavior patterns: desire for children and families of a certain size,

willingness to use family planning to space or limit births, age at union,
 
level of education, religious influences, pressures to migrate, etc.
 
Programs which bear on these must be cognizant of the fundamental 
underpinnings of these behaviors. Further, these programs are supported 
or restrained by national policies, which also are based on interpretation of 
these behaviors and influences and how they fit into national development. 

USAID/Haiti is supporting currently a diverse range of programs in the 
population sector. These programs are being carried out with PVO and 
commercial entities and increasingly will involve the public family planning 
program. The population sector also has links to work involving AIDS, 
since, at the practical level, use of condoms is important in the prevention 
of transmission of AIDS. 

There Is wide diversity of programs in which USAID/Haiti is working: there 
are family planning programs in model, urban clinics supporting voluntary
surgical contraception along with other methods; factory-based and 
community-based distribution programs; rural PVOs supplying
contraceptives as part of child survival programs; and programs to 
introduce new methods like NORPLANT and a progestin-only pill. To 
increase the involvement of the commercial sector in family planning
service delivery, a social marketing program will launch commercial pill 
sales in July of this year. 
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With respect to demography and population policy, there also are a 
number of initiatives: support of the entry of the UNFPA-sponsored 
demography curriculum into the fifth and sixth grade 3lasses of a large
Catholic school system; support of an effort to develop a private 
population interest group; policy dialogue with the public sector about the 
importance of develtoping a national population policy; encouragement of 
close collaboration between the public and private sectors to insure 
comprehensive family planning ccverage; and introduction of cost-benefit 
analysis of family planning services into the light assembly and insurance 
sectors. 
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II.BACK-ORQ_UN
 

Population growth poses a serious problem in Haiti in view of natural 
resource limitations and difficulties of the economy to provide employment
for the present/future labor force. Haiti has at present a population of 6 
million people, and a total fertility rate of 6.4 children per women. That 
represents an increase in fertility from the level ten years ago of 5.5 
children per wom. n. The increase in fertility, along with declines in 
mortality, mearns the rate of natural increase has grown from 2% to 3% 
per year over the last decade. Migration to the cities is growing, but many
migrants must contend with settlement in slum areas, devoid of services 
such as clean water. 

Haiti, thus, has the profile of socioeconomic development and program
implementation of countries termed pro-emergent. Haiti is categorized as 
such in the paper "Moving Into the Twenty-First Cenfury: Principles for 
the Nineties", prepared by the Family Planning Se,. ' es Division (FPSD)
of the AID Office of Population. Haiti is the only pro-emergent country in 
the Latin American/Caribbean region. A discussion of Haiti as a 
pre-emergent country is contained in Appendix 1. 

The prospects for population growth in Haiti call for sizeable increases in 
the population, starting from the fertility parameter given above. Using the 
RAPID model software, projections for high, medium and low scenarios of 
population growth have been developed. These projections (Ref. Table 1)

uild on fertility reduction patterns observed in other Caribbean nations -­
the rapid or 'type Martinique', the medium or 'type Dominique', and the 
slow decline or 'type Ste-Lucia'. For international migration, three 
patterns are supposed. First is the most favorable one of continued 
migration of 40,000 Haitians per year on a constant basis (as at present).
Second is the medium assumption of migration of 40,000 Haitians per 
year tapering to 20,000 per year by the year 2000. The low assumption is 
that migration drops immediately to 20,000 Haitians per year, declining to 
0 in the year 2000. For life expentancy, there is one assumption; life 
expectancy increases from 55 to 67 years by 2035. As shown inTable 2, 
under the low scenario, the population of Haiti will be 9.3 million In2035;
under the medium scenario, it will be 12.4 million, and under the high, it 
would reach 15.5 million. 

The consequences of this rapid population growth are daunting. As 
shown inTable 3, deforestation will continue apace, with the probability of 
precipitating an ecological crisis. Rice production, while increasing, will In 
no way be able to keep up with this population growth, even under the low 
scenario. This will necessitate ever-increasing food imports. Urban 
migration will continue; Port-au Prince will grow from its present 
population of 800,000 to 3.8 million in 2025 under the low scenario, or 6 
million under the high (Table 4). The population requiring MCH/FP
services will grow to between 3.5 million and 6 million In the yoar 2025 
from its present level of 2.2 million. 
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Table I 

POPULATION PROJECTIONS FOR HAITI 
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A'b e 2 

PROJECM _ m.n l _f a.1 Ions) 

High: TFR reaching 7.0 in 1990-2000 before declining to 2.5 in 2030-35. 
Emigration at 20,000 migrants annually, then no emigration from year 2000. 

Medium: TFR reaching 6.7 in 1990-2000 before declining to 2.1 in 2030-35.
Emigration reduced from 40,000 to 20,000 migrants annually by year
2000. 

Low: TFR begins declining immediately, reaching 2.1 in 2030-35.
Emigration constant at 40,000 migrants annually throughout the 
projection period. 

In all scenarios, life expectancy at birth will increase from 55 to 67 years by 2035.
Increase in life expectancy may be less depending on demographic impact of AIDS. 

ESUL___S-_CT-L-pQopuaN RQ Qfin thousands) 

1995 2005 2015 2025 2035 

High 7,188 9,892 12,575 15,532 18,378
Medium 6,910 9,047 10,704 12,462 13,925
Low 6,765 8,118 8,702 9,483 9,997 

Tctcal Popula ti­
16 ,15.5 

M 12.4 

L 
L 9.3 

H 5 .,.3 ::::::............................" 

0 

01 8 I I I I I 

1985 1995 2005 2015 2C 

-7­



Tabie 3 

CONSEQUENCES OF RAPID POPULATION GROWTH
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Outmigration is a serious problem and is likely to remain so as long as the 
conditions of life are so difficult. This isaddressed in the book, Escapefrm ViQlence: Conflict and the Refugeerisis inhe DeyeopingWorld, 
by Zolberg, Suhrke, and Aguayo (1989, p. 194). They summarize the 
situation as follows: 

"One of the distinctive features of this migration is its extreme 
inelasticity. Glenn Perusek convincingly argues that 'Haiti is a classic 
push case-factors in receiving countries do not determine whether 
there will be migrants from Haiti.' That is, Haiti's economic and 
political conditions expelled its people and made migration a part of 
the popular culture and a symbol of social status." 

Thus, until life conditions improve, Haitians in large numbers will continue 
to seek to migrate to neighboring countries. To the extent that the 
conditions of life become increasingly difficult and pressure to mi9 rate 
grows with increased population, there are geopolitical issues which the 
twin population/migration problems pose to the receiving nations. 

Ila. Histo.y of A!DAssistance_o tbe_p tio $9ctor 

Ilai. History throughNove_mber1 _987: AID has traditionally been the 
largest donor in the population sector in Haiti. AID assistance in 
pop~ulation was, for example, $5.5 million in FY '86. By comparison,
UNFPA, the next largest donor, has provided a total of $15.4 million since 
1972. 

Although AID's presence was large, efforts to increase contraceptive
prevalence were not uniformly successful. During the mid-80s, the policy
climate, as well as the organizational structure of the Ministry of Health 
and Population (French acronym-MSPP), militated against the 
development of a broadly effective program. During those years, no 
effective unit to support implemerition of population policy existed. Within 
the MSPP, the Division of Hygiene, the Family and Nutrition (DHFN), the 
unit charged with establishing family planning services, was not 
committed to the program and was weak organizationally. 

The program's peak was in the late 70's-early '80's, when it took a vertical 
form, with dedicated workers who received salary supplements for work in 
family planning. When, with donor assistance in the period 1983 - 1985, 
the program became horizontal, delivery of services and contraceptive
prevalence declined notably. 
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This is relevant to the present strategy statement, in that the MSPP 
organizational structure does not, at present, provide for front-line,
community-based workers to promote family planning. This should be 
viewed as a potential constraint to making the MSPP fixed facilities fully
operational, since front-line workers play a key role in demand creation 
and encouragement of current users to go to fixed facilities. A fully
vertical program is not being advocated here; however, front-line 
promoters, with family planning as a key task, will be needed as public
sector program implementation proceeds. 

In mid-1 987, USAID/Haiti was negotiating a large amendment to the 
bilateral project. Family Planning Outreach (521-0124). This amendment 
built on two previoL's successes 1)nascent efforts to strengthen the 
population policy unit at the MSPP (Commission National de la Population
- CONAPO) headed by a strong, young leader .',ho had worked well with 
external TA resources, and 2) strengthening of family planning service 
delivery with the identification of a dynamic, U.S.-trained Haitian physician 
as program manager. Work under the new amendment had barely
started, however, by Fall of 1987. At that time the public sector program
for voluntary surgical contraception (VSC) was one of the most successful 
components. 

In November, 1987, national elections were violently disrupted and the 
elections themselves postponed. This lead to rupture of virtually all US 
bilateral assistance to the Government of Haiti (GOH), with the exception
of food and medicines. Family Planning Outreach, which at the that time 
was valued at $13.95 million, along with all other bilateral projects, was 
terminated. Private Sector Family Planning (521-0189) continued, as will
be discussed below, but initially in an environment of political instability
which imposed limitations on field work. At that time, the other major
donor in the sector, UNFPA, maintained its presence, but reduced its level 
of activity partly in response to the political instability. 

Ilaii. RarentcontqxA. The climate for intervention in family planning
has changed greatly since November, 1987, both with respect to stability

ermittin field operations and in terms of organizational structure at the 
PP. The MSPP has disbanded the DHFN and replaced it with a 

priority programs office, of which family planning is a unit, responsible
directly to the second-in-command at the MSPP. The orientation Is that of
primary health care, and family planning has been made a major priority
of theMinistry since the Minister's visit to Washington in February, 1989.
The family planning counterpart at the MSPP is first rate. Furthermore, 
the Ministry has adopted a strategy of public-private partnerships, to make 
use of private sector organizations, such as Private Voluntary
Organizations (PVOs), to deliver basic services, and as part of this to 
supervise Ministry staff. 
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Throughout the period of the rupture of assistance, USAID/Haiti
maintained an active policy dialogue with the MSPP to facilitate the 
delivery of family planning services. With the goal of developing an 
effective, national program of fami!y planning, USAID/Haiti sought to 
conduct certain small activities with the public sector. These were first an 
expansion of the NORPLANT pre-implementation trials from 3 PVOs to 
include 3-5 public sector clinics. Second was the introduction of Ovrette, 
a progestin-only pill suitable for breastfeeding mothers, simultaneously
into the PVO and public sector programs. In consultation with 
AID/Washington, USAID/Haiti began to implement these in late Fall, 1989. 

The recent period has also been characterized by policy dialogue with
 
other international donors as will be described below.
 

llb. DQ,Qr HistQory and Presgnet trivoijemnaent 

The necessary elements to mount an effective, national program in family
planning in Haiti are too great for any one donor to provide alone. For that 
reason, multi-donor participation and coordination are essential. Table 5 
shows the historic and present levels of donor assistance in population.
USAID/Haiti has been included in this Table for completeness sake, but 
USAID/Haiti's historical involvement has been previously reviewed and 
the current USAID/Haiti portfolio will be described in greater detail below. 

Ilbi. UNFPA. As described above, UNFPA traditionally has been the 
second major donor in the national health and family planning area. 
However, during the period November, 1987 - November, 1988, UNFPA 
has confined its efforts to small activities focussing on maternal health and 
to supplying the public sector with contraceptive commodities. UNFPA is 
beginning to implement a $2.4 million, four year project, but plans to 
increase that level of assistance if the need can be demonstrated, and if 
political stability and absorptive capacity are conducive to such an 
increase. UNFPA, through the executing agency of WHO/PAHO, has 
focussed its efforts on the public sector. USAID has maintained and 
continues to conduct a policy dialogue with UNFPA to put emphasis on 
the needs of the national family planning program (as contrasted to 
maternal health). UNFPA will be adding a resident representative to its 
staffing in FY 1990. 

The adoption of a formal population policy is one of UNFPA's strongest
initiatives at the present time. This involves a great deal of consensus 
building since elements within ths Haitian government, such as the Institut 
Haitien de Statistique et Informatique (IHSI), are not fully convinced of the 
place of family planning in socioeconomic development of the family and 
the nation. 
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------------- ---------------------------------------------------

Table 5
 

DONOR INVOLVEMENT 
HISTORICAL ANDPRE5ENT ACTIVITIES 

'I UNFPA WORLD EANK CANADIAN ASSISTANCE 

Historic Higt before igh but No Prevvus
 
iniolveent rupture of s:a!ec ocwn invc!heent
 

assistance in ME, to
 
after Nov '87 iocuc on
 

maternal health
 

Presert furnr; 	$9.25 ti lion $2.4 million $1.5 million
 
[cmmit~ent
 

Tiaeframe 	 811986-3/1991 1990-1995
 

Sector 	 PVOiPrivate Public sector Public sector Public sector
 
commercial West Reg:on AIDS program
 

Co;modities 	 Yes Yes No Condoms
 

Pohc cciponent 	Policy dialogue Pop. pclicy No No (or with 
w:th public 'eyeIent public sector AIDS 
sector, plus through program) 
development of publ:c sector 
pr:vate sector 
interest group
 

BEST AVAILABLE DOCUMENT 
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Ilbil. World Bank. In 1988- 1989, the World Bank developed its first 
health sector loan, on soft terms, for approximately $32 million to cover 
the period 1990 - 1995. The loan will go to signature in February, 1990. 
AID has, at all levels, conducted a policy dialogue toward the Bank's 
inclusion of a family planning component. Such a component, valued at 
$1.5 million, will be included in the loan. Activities under the loan will be 
conducted in the West Region of Haiti, which includes Port-au-Prince. 
Neither commoditi6s nor population policy figure in this program.
Commodities will be obtained through the UNFPA supply system. 

The World Bank program will be divided roughly as follows: one-third TA,
and two-thirds budget support for service delivery; equipping of VSC and 
other family planning facilities; information, education and communication 
(IEC) local costs; training arid safe motherhood conferences. Technical 
assistance will focus on four areas: IEC, maternal mortality and abortion 
(data collection and IEC about family planning), screening of high risk 
pregnancies both before and after conception, and improvement of family
planning service delivery. 

The health sector loan has a major policy dialogue element related to 
managernent and efficiency of staffing in the MSPP. As an overarching
objective, this may help greatly to reduce the MSPP's burden of staff,
which make up 80% of its operating budget. However, this may hurt in the 
family planning area, since the MSPP's staffing does not provide for 
front-line community-based promoters. Resolution of this problem should 
be the subject of joint MSPP-World Bank-AID discussions. 

Ilbiii. Canadian Assistance Agency. Canadian assistance to the 
national AIDS prevention program is included here, because of its planned
role in the provision of condoms. The assistance for AIDS will include an 
IEC campaign and provision of a sizeable number of condoms. Since 
UNFPA, USAID and the Canadians will all be bringing in condoms, this is 
an important area of donor coordination. It may be useful for condom 
quantities to be the subject of inter-donor meetings or of meetings of the 
PAHO/MSPP-sponsored, joint donor and implementing organization,
family planning group. 

llbiv. 01ber D_omrm. There is interest in working with other donors as 
well. It would be valuable to approach the Japanese with requests for 
assistance; initial needs are for vehicles, mobile clinics, and equipment for 
VSC facilities. The French, who have an active program in health and 
AIDS prevention, have expressed an interest in being involved in 
population policy work in Haiti. This possibility should be explored,
especially with respect to timeframes and coordination with present work. 
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Two other donors should be mentioned. The GDZ is providing assistance
in the Central Plateau in primary health care. They would be interested in 
collaborating with other donors in family planning, but have not been 
aggressively involved on their own. The IDB wil coming in with a health 
sector loan on soft terms, but it is too late in the development of the loan
paperwork to include a family planning component. However,
representatives of the IDB indicate that family planning is an area of 
interest. 

Ic. U AIJ/HtitL PREotfoi 

The objective of AID assistance in the population sector is to increase 
access to voluntary family planning in Haiti. Since November, 1987,
USAID/Haiti has had a private sector strategy, primarily based on PVOs,
but increasingly emphasizing the commercial sector. Haiti has, it is
estimated, approximately 200 PVOs providing local primary health care 
services. In August of 1986, USAID/Haiti began the Private Sector Family
Planning Project (alongside the bilateral Family Planning Outreach 
Project) to determine whether PVOs could be an effective provider of 
family planning services. 

Private Sector Family Planning (PSFP-521-0189) is funded at $8.25
 
million with a PACD of March 31, 1991. IPPF/WHR is the implementing
 
agency for th!q project. The project, which has recently undergone an

interim evaluation, presently has about a 14% contraceptive prevalence 
rate in the areas in which it is working. When fully implemented, this
 
project should reach approximately 50,000 acceptors. This number is
 
small for two reasons, first funding constraints relative to the great needs
 
to put into place everything for PVO service providers -- logistics systems,
community-based distribution systems, IEC programs, training, programs

of VSC in selected PVOs, etc. Second, the present funding level only

puts project-funded services into the catchment areas of PVOs reaching

approximately 25% of Haitian families.
 

The potential for success of family planning programs in Haiti is
 
demonstrated by previous special intervention projects. For example,

under the Columbia University operations research project, prevalence

rates in the Miragoane area rose to 34% from a baseline prevalence of
 
7%. 

The evolution of the present private sector program has been based on 
strategic opportunities to maximize sectoral and donor involvement, In a 
situation where the only limits are those of creativity and diplomacy. With 
the generally weak government managerial and enforcement structure,
there are very few institutional constraints as to what can be tried. 
However, all new initiatives must be developed in open communication 
with GOH and PVO counterparts so that the initiatives respond to the 
Haitian cultural, political and religious reality. Despite the low 
contraceptive prevalence rate, the present method mix is highly effective,
and includes active service delivery of non-clinical and clinical methods,
including depo-provera, vasectomy, tubal ligation and NORPLANT. The 
interim evaluation of PSFP suggests that the umbrella project mechanism,
with service delivery through PVOs, is an effective approach and 
additional resources should be devoted to this mechanism. 
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The private commercial sector is a major force for stability and its success 
has, historically, been partially due to the laissez-faire system of controls. 
This is favorable for the expansion of efforts with the commercial sector 
and for launch of the new social marketing activity. Activities under the 
Technical Information on Population for the Private Sector (TIPPS) Project 
are very promising for initial success and future expansion as well. 

The social marketing activity will begin with the launch of an oral 
contraceptive product in February, 1990. While USAID/Haiti is funding the 
marketing and managerial aspects of the activity, private sector 
involvement is maximized in that the pill product itself is not subsidized in 
any way. This activity is designed to eventually incorporate a number of 
methods, with phasing in of progestin-only pills appropriate for 
breastfeeding mothors and detailing of IUDs to private practitioners, 
followed by NORPLANT introduction among private practitioners (once
FDA approval is gained for that method). Additional resources will be 
needed to incorporate other methods as planned. 

The small TIPPS buy-in is designed to accomplish two major objectives: 
1) to teach PVO service providers to porform cost-benefit analysis for 
firms in the light assembly sector and 2) to work with insurance 
companies, using their actuarial data, to demonstrate the profitability of 
incorporating family planning services into their health insurance 
packages. Initial work with TIPPS has been very positive; the PVOs are 
very motivatad to participate in the cost benefit analysis training and two 
insurance companies will collaborate in the activity. There are good 
possibilities for expansion under TIPPS, including collaboration with the 
Association des Industries d'Haiti (ADIH) to present the TIPPS apploach 
to member companies, and work with OFATMA, the parastatal 
organization responsible for workers compensation and maternal health 
programs in private sector enterprises. Expansion to inciude t iese tasks 
will require additional resources. 
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USAID/Haiti has maintained an active policy dialogue with the MSPP 
through the period of prohibition of direct assistance, beginning
November, 1987. This policy dialogue has been marked by open
communication about USAID/Haiti's activities with the private sector. 
Further, some PL-480 funding has been made available to the MSPP 
family planning program -- $150,000 in FY 89 and $500,000 slated for FY 
90. This enabled the MSPP to do two things -- 1) to begin to mount a 
program in family planning in a situation where MSPP funds are 80% 
committed to staff, and 2) to work in concert, to a limited extent, with new 
initiatives of USAID/Haiti, for example to have participation in the new IEC 
task force established for the private sactor project. Another outgrowth of 
this policy dialogue was that the MSPP formally entered NORPLANT into 
the national family planning program, in July, 1989. USAID/Haiti in 
conjunction with AID/W was able to initiate two small, exceptional 
activities with the public sector -- the expansion of the NORPLANT 
pre-implementation trials to a few public sector facilities and the 
simultaneous introduction of a progestin-only pill into the public and PVO 
programs. With the new exception in the Foreign Assistance Act, allowing
direct assistance to the GOH in family planning, these and other initiatives 
should be institutionalized. 

To summarize the above discussion, the portfolio of activities by sector, 
including the amount and source of funding and mechanism for 
implementation, is shown in Table 6. 

The historical stream of funding in population in Haiti is shown in Table 7. 
This Table indicates that the population portfolio received considerable 
funding in the years prior to the rupture in assistance, ranging from $3-5 
million per year for the three previous years. It was appropriate for this 
funding level to decrease significantly with the rupture in assistance, since 
USAID/Haiti was embarking on a private sector strategy which was then 
untested. 

It is appropriate now to seek funding at levels like those prior to the 
rupture or higher. As indicated above, the climate for intervention has 
changed dramatically in favor of program implementation. PVO service 
delivery has proven itself to be an effective component of a national family
planning program, as shown by the recent interim evaluation. The 
potential of the private commercial sector is considerable, and efforts such 
as the development of a multi-method social marketing program and the 
work with private enterprise should continue apace. Lastly, with the 
change in US policy toward Haiti, to allow direct assistance to the 
government in family planning, public sector activities should resume. For 

ese reasons, greatly increased resource levels will be required. 
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Poulation Fundiug by Sectort
 
USAID/I1a iti - FY 89 & FY 9(
 

Sec Lo Amoun!t_ and~ Mechi;, i.sm 

Public Sector 	 Private Conunercial Sector Privatie VolunLtary Sector 

1. 	 Support to Family 1. Social_ Marketing I. Umirt lla Project Imple-
Planning Program 
 meiiIt-d by IPPF/WHR thru 

'Vos(_ 
o $150,000 PL-480 	 o $550,000 (Jan. 1989- 0 $.25 million 

FY '88 March 1991) Central (Aug. 1986-March, 
Funds and Private 1991) Private 

o 	 $500,000 PL-480 Sector Family Planning Sector Family 
FY '90 |1lanning* 

2. 	 TIPPS 2. NOkPIANT pilot in PVOs 
by Ji11 

o $60,000 (June, 1989-
Jan., 1990) Central 0 $334,000 (.June, 1988-
Funds and Private Sector March, 1991) 
Family Planning 

Private Sector Family Planning (521-0189) is authorized at the Itvel of $8.25 million; 
PACD of March 31, 1991; IPPF/WHR implementing agent. Balance of funding not shown on this 
chart is as follows: Commodities $893,000; long term training $90,000; PSCs $180,000. 

Doc. #6627T BEST 	AVAILABLE DOCUMENT 



---------------------------------------------------------------------------------------

Table 7 

FOF'ULATION FUNDING
 
USAID/HAITI
 

BY FISCAL YEAR AND SECTOR
 

U.S. $THOUSANDS
 

SOURCE FY 86 FY 87 FY 88 FY 89 FY 90 FY 91 

Bi lateral 

F'ublic Sector 2.280 3234 1,700 50- -)-

Private Sector C, 250 -0- 1857 1, 055 3,350 5,O000 *** 

Sub-total 5,530 3,234 3,557 1,555 3j350 5,00o 

Central 

Public Sector ? ? ? 0 0) 

Frivate Sector 0 ) 0 75 150C 75 

Sub-total ? ?, 75 150 75 

F'. L. 480 

Fublic Sector ? 700 ) 15() 500C ? 

F-rivate Sector 0 0 0 710 150 '? 

Sub-t ota l 0 700 (. 86(0 650C 0 

Total 5,5'0 3,934 3,557 2, 490 4,15) 5,075 

• Portion deobligated
 

• FTIIC - General training for Haitian long-term participants 

*A* Through March, 1991 

BEST AVAILABLE DOCUMENT 
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Ill. STRATEGY 

Ilia. Strtegy__Qy_.rv[e_,v 

USAID/Haiti's strategy isto support the GOH/MSPP to achieve the 
development of an effective, national program of family planning (FP)
which maximizes the involvement of the public, PVO and the for-profit
commercial sectors. This supports the MSPP's policy of developing
private partnerships for the delivery of public servces and allows each 
sector to perfonn according to its comparative advantage. 

An effective national program must function in a supportive population
policy climate. Public and private sector family planning programs reauire 
a clear, defined population policy climate inwhich to flourish. In an 
arrbiguous policy climate, cross-Ministerial collaboration isweaker, and 
commitment within the implementing Ministry to program implementation
is ambivalent. Thus, such apolicy needs to be formally adopted by the 
GOH. Within the MSPP, an explicit strategy related to program
development and support for family planning should be developad to carry 
out such apolicy. 

With respect to priorities of intervention, USAID/Haiti's immediate term 
strategy for the period 1989-1992 will emphasize support for the 
continuous user, although priority will continue to be given to attracting 
new acceptors. This represents a shift inUSAID/Haiti's strategy for the 
PVO sector during the period 1987-1989 which focussed primarily on new 
acceptors. There ismomentum now indemand creation, and it is 
appropriate now to focus more on supporting the continuing user, inorder 
to sustain their use of family planning. Haitian families are generally
knowledgeable about one or more methods, and the "ever-used" rates are 
nearly double current use rates (these were 11.9% vs. 6.5% according to 
the 1987 EMMUS survey). This indicates that support to the continuing 
user must be a major priority for the upcoming years. Issues of quality
services will be addressed to assure that the standards for IEC,
counselling, voluntarism are met, and that the circulation of myths and 
rumors becomes less salient. But as alesser priority, demand creation 
will continue to be important as it is inall pre-emergent countries. 
Qualitative research will continue to be needed to develop understandings
of the gap between knowledge and practice of family planning. 

As part of the continuing user strategy, an emphasis will be placed on 
developing quality services. To support the continuing user, services 
must be responsive to the client and uniform intheir relationship to basic 
standards of care developed jointly by acollaborative group of public and 
private sector representatives. 
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The emphasis on quality services will include objective and complete
promotion of all methods building on the acceptability of the wide range of 
contraceptive methods in Haiti. From an administrative point of view,
services must be well managed, free or reasonably priced, and 
geographically accessible. 

Maintenance of consistent supply lines is another element of 
USAID/Haiti's strategy. Historically, abandonmennt of FP methods has 
been partly related to breaks in the supply system. USAID/Haiti will seek 
to provide, on a timely basis, contraceptives as needed in the growing

public, private and commercial sector programs. Methods will be

effectively targeted by sector (see Table 8). Since this is an area of 
participation of other donors, namely UNFPA and the Canadian
assistance agency (re condoms for AIDS), the strategy calls for close 
collaboration to assure that adequate supplies are coming in and being
distributed, but that excessive supplies (for example, of condoms) do not 
develop at any point in the supply chain. 

Donor participation and coordination, beyond the level of commodities, is
also an element of the strategy. No one donor, working alone, will be able 
to support Haiti and the GOH to develop an effective, national program of
family planning. The international donor community must be broadly

involved, but with that involvement comes the necessity of coordinating

activities and resources, etc. One particular area where donor
 
coordination will be sought will be the expansion of the present social
 
marketing project to include other methods in addition to orals.
 

Lastly, USAID/Haiti's population strategy includes emphasis on 
coordination of family planning and AIDS prevention. Prevention of the 
transmission of AIDS is a major public health concern in Haiti. Since
condoms are one of the major tools available in preventing the 
transmission of AIDS, AIDS prevention could well become an integral part
of family planning service delivery. It may be appropriate, after proper
exploration, for family planning programs to offer acceptors
simultaneously an effective contraceptive method and condoms for the
prevention of sexually-transmitted diseases. The family planning/AIDS
interface, particularly as it involves condom supplies from donors and 
condom distribution, will require considerable donor and MSPP/FP/AIDS 
program coordination and documentation. 

IIlb. Elaboration of the Srty 

Iobi. Plansforgrowth of use of contraceptive methods. Table 8 
shows the plans for growth of use of contraceptive methods by sector.
These have been grouped Into long and short-term methods, and each 
method will be discussed below. 
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Lng:Te rmMethoda 

o VSC. According to the 1987 EMMUS survey, VSC was the 
second most used method among survey respondents. The GOH's VSC 
program was one of the stronger components of the program prior to the 
rupture of assistance in 1987. The program service statistics, broken 
down by female VSC and vasectomy, are shown in Table 9. The recent 
small vasectomy figures represent the informal continuation of the 
concerted MSPP/JHPIEGO effort in the North, in the mid-80's. The GOH 
has, during the rupture of assistance, continued to support mobile VSC 
teams to the extent very limited resources permitted. The GOIt is very 
favorable to VSC, both for women and men. It will be important to support 
the GOH to offer VSC in its network of fixed facilities; and it would be 
appropriate to do this in conjunction with the development of a 
post-partum strategy for longlasting methods like NORPLANT and VSC in 
the public sector program. More work in male VSC, building on the 
previous success in the North, is also needed. 

PVO programs in VSC are also growing. At present, three model urban 
clinics offer this service (although one of these, FOSREF, has had a 
serious problem with promotion of its facility and services). One more 
model clinic will be developed in the North (Port-de-Paix). Through the 
Association d'Oeuvres Prives de Sante (AOPS) stable, local PVOs in rural 
or semi-urban areas will be equipped, trained and supervised to provide 
VSC services. 

It is presumed that private, stand-a!one physicians offer VSC services to 
their private patients, but this should be investigated in developing a 
picture of service delivery in the private, for-profit sector. 

o NORPLANT. The GOH formally entered NORPLANT into the 
national family planning program in July, 1989. Since NORPLANT is 
effective for five years, the method is viewed as an excellent method for a 
woman in her twenties, with a completed family, to limit births into her 
thirties, when Haitian norms allow VSC. 

NORPLANT will be offered in 3 - 5 public sector facilities (including the 
large urban and semi-urban maternities of the University Hospital) in a 
continuation of the pre-implementation trials underway in a select group of 
PVOs. The theoretical training for five public and PVO practitioners has 
been conducted, and two of these individuals (one public and one private) 
have had intensive practical training in insertion and removal at one of the 
participating PVOs (Pignon). Another group of four practitioners will begin 
training in January, 1990, and plans are to train a new group every six 
months. 
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Table 9
 

Voluntary Surgical Contraception (VSC)
 
byTyp_-eQt Procedu rean~dY-ez 

19768-2 198a 984 198-5 199-87 

2199 3011 3867 3388 2529Female VSC 4028 

Vasectomy 39 303 387 882 200 194 

3588 2723Total 4067 2502 3398 4749 
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-----------------------------------------------------------------

-- ------------------------------------------------------------ 

TABLE 10
 

Family Planning Users Needed to Meet
 

Fertility Targets by Sector
 
Present and Future Projections
 

(00's) 

CY 90 CY 91 CY 92 CY 95 

Medium Scenario 
Modern Methods 

74.51 
59.90 

78.2 
64.4 

82.0 
69.0 

106.8 
96.1 

Low Scenario 
Modern Methods 

95.01 
77.01 

106.5 
88.0 

117.7 
99.1 

190.4 
171.4 

-

Public Sector 22. 25. 28.0 37.0 

PVO Sector 24.0 32.0 40.5 48.0 

Commercial Sector 
CSM (CYP) 4.7 7.9 9.8 11.4 
Other 2.3 2.4 2.5 2.9 

-------------------------------------. ........... .... ..--.-....---..... . ........---. -


TOTAL 53. 67.3 80.8 99.3 

* Based on extrapolations to fill missing years. 

Based on expansion of 5% per annum (CY '92 - CY '95). 
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The curriculum for this training has been developed by a group of MSPP 
and PVO representatives, in conjunction with the ;nstitut Haitien de Sante 
Communitaire (INHSAC), a PVO dedicated to training in health. 

Within the PVO sector, pre-implementation trials have been underway for 
some time in three organizations, although one of these, Fond -de-Negres, 
has been less successful than the other two -- Pignon and Cite Soleil. 
From this effort has grown the development of an attractive, 
Creole-language booklet for NORPLANT promotion. 

For the commercial sector, it is hoped that NORPLANT will become a 
method supported by the contraceptive social marketing activity. Once 
NORPLANT is approved by the FDA, it will be possible to expand 
promotion of the method, from the present pre-implementation trials. 
Detailing of NORPLANT to private physicians would bo a component of 
Phase IV of the social marketing activity (April, 1992-March, 1993), which 
would include arrangernents for training these physicians. Note that with 
the provision of NORPLANT in the maternities of the University Hospital, 
new private physicians would have received training in the method's use. 
It is interesting to note that one pharmaceutical distributor has had on 
hand a supply of NORPLANT for some time; this distributor sees eventual 
commercial potential of the method once the training requirements can be 
fulfilled. With the ongoing establishment of the training capacity in Haiti, 
both theoretical and practical, the training needs of private physicians can 
be met through private, paid participation in training. As plans for this go 
forward, market research into the demand for such training will be needed. 

o !njetible_. Depo-provera was cited as the fourth most 
used method in the 1987 EMMUS survey. UNFPA supplies injectibles to 
both the public and PVO sectors. Injectibles can account for a significant 
portion of a clinic's activities; in Cite Soleil, for example, nearly 75% of 
acceptors rely on depo-provera. This phenomenon of reliance on one 
method may be symptomatic of the fact that, at present, real, objective 
promotion of all methods is not being done in Haiti. In programs such as 
this, which rely disproportionately on certain methods, it seems that 
satisfied acceptors are the main promoters, bringing in their friends and 
families for the same method they are using. 

Injectibles have a firm place in the family planning program in Haiti. 
Depo-provera is popular as described above, A rocal pharmaceutical 
house is considering whether to package depo -provera for the local 
economy. This might be advantageous for the social marketing activity. 
With respect to Noristerat, there is some highly preliminary data to show 
that Noristerat is even more acceptable than depo-provera to Haitian 
women. Given that the distributor for the social marketing activity also 
handles Noristerat, that may be another attractive option for the social 
marketing activity and would help with product differentiation in the social 
marketing program. Injectibles may be included in Phase IV of the social 
marketing activity, if private or other donor funds can be identified to cover 
the costs. 
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o IUD-s. At present, IUDs are not an important method in 
Haiti; historically, the IUD has accounted for only 5.2% of prevalence or 
3,500 users. For the public sector, IUDs are supplied by UNFPA; for the 
PVO project, USAID/Haiti supplies the Cu-T 380A. Targeted promotion of 
the IUD, as described in the later Section "Short-Term Cross-Cutting 
Actions to Support the Strategy", is needed in both the public and private 
sector programs. 

The Cu-T 380A, possibly supplied by USAID/Haiti, may be entered into 
the multi-method social marketing program, during Phase Ill. The timing 
of this in the period, March, 1991-March, 1992, is advantageous, because 
this should follow on the targeted promotion of the IUD in the public and 
PVO sectors. 

Tem-poraryMetbods 

o P ls. The contraceptive pill was cited by respondents in the 
1987 EMMUS survey as the most used method. 

l.ow-dose conbiepill. Lo-Femenal is provided by UNFPA to the 
public sector. This pill was chosen by the MSPP, in order to 
standardize the low-dose pill in the public sector and PVO 
programs. USAID/Haiti provides Lo-Femenal to the PVOs. 
Through the PVO program, Cite Soleil has developed an attractive, 
Creole-language booklet for promotion and for the use of pill 
acceptors. 

An affordable, q'tality pill will be made available to C and D class 
consumers in the commercial market in February, 1990, through 
the contraceptive social marketing activity. This pill will be 
Minigynon, manufactured by Schering/West Germany. The 
distribution system of the participating distribution firm, Commerce 
SA, will focus on urban areas in the initial distribution system. In 
Phase II(September, 1990-February, 1991), it is planned to 
expand the distribution system, perhaps to include selected rural 
areas, which depend on urban areas covered by the main 
distribution system. 

The model of an expanded distribution system, using non-retail 
promotion through community-based distributors,wil/be tested 
through an operations research activity. This would look at a 
variety of distribution schemes, such as using community-based 
distributors to either educate and refer consumers to commercial 
distribution outlets or alternatively to serve as door-to-door sales 
agents. 
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P__gestLn:nypJll. Ovrette, a progestin-only pill suitable for use by
breastfeeding mothers, will be introduced into the national family
planning program in Spring, 1990. A series of national and regional 
workshops will be held to familiarize practitioners with the pill, 
which has to be taken on a schedule somewhat more rigorous than 
that of the low-dose, combined pill. In the course of these 
seminars, breastfeeding as a -contraceptive method and as a factor 
in child survival also will be stressed. 

A recent analysis conducted by the MSPP showed that the mean 
duration of breastfeeding has increased from 11.7 months in 1983 
to 17.3 months in 1987, due to breastfeeding promotion. While this 
may not represent an absolute increase in the duration of complete 
breastfeeding, progestin-only pills are particularly well adapted to 
the needs of women who partially breastfeed their infants for a long 
duration but not intensively enough to remain anovulatory. 

It is planned that a progestin-only pill will be introduced into the 
social marketing activity in Phase Ill. 

o Condoms. As described in the later Section "Short-Term 
Cross-Cutting Aclions to Support the Strategy", condoms traditionally 
have been brought into Haiti in great excess compared to their reported 
rates of use. As part of the 1989 CDC/CHI survey of Haitian men and 
women, condom use was explored in depth to probe use patterns and to 
understand the disposition of the large quantities of condoms that donors 
have previously brought in. UNFPA currently provides condoms to the 
public sector; Canadian assistance also will be providing condoms to the 
national AIDS-prevention program. USAID/Haiti also provides some 
condoms to PVOs focussing on AIDS prevention among high risk groups. 

In the PVO program, USAID/Haiti is the major supplier of condoms, 
although IPPF/WHR supplies a small quantity independently to its nominal 
affiliate, PROFAMIL. In the PVO project, condoms make up 19% of the 
reversible methods supplied. Whether these condoms are provided alone 
or In conjunction with a more effective contraceptive method is not 
known. A small survey to determine this will be conducted by CHI/CDC in 
1990. 
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o Sp1rmicidas-and arrermethods. Spermicidals are 
supplied to the public sector by UNFPA and to the PVOs by USAID/Haiti. 
Spermicidals, sponges, etc. are of interest for addition to ihe multi-method 
social marketing program. These ca- be added at any point at which a 
commercial distributor expresses serious interest in taking part. 

Illbii. SeQtoral goals in acceptor-nurn ers. Table 10 describes the 
number of users needed to achieve the medium and low population
growth scenarios. For Calendar Year (CY) '90, 74,500 users are needed 
to achieve the medium scenario; in CY '92, 82,000 are needed; in CY 95 
106,800 will be required. To achieve the low projection, 95,000 users 
would be needed in CY '90; 117,000 in CY '92; and in CY '95 190,400. 

Under the present and planned program, how many acceptors will each 
sector contribute to this? The public sector estimates that it served 
20,000 acceptors in CY '89, and hopes to serve 25,000 in CY '91, 80,800 
in CY '92 and 37,000 in CY '95. Unfortunately, the service statistics 
system for the public sector has not been fully operational, therefore these 
public sector projections must be considered as estimates. 

For the private sector PVO program, it is projected that 24,000 active 
acceptors will be served in CY '90, 32,000 in CY '91 and 40,500 in CY 
'92. Estimates are not available yet for 1995. The planned evolution of 
this program, in terms of active acceptors and catchment areas of the 
PVOs, is shown in Tables 11 and 12. A more detailed discussion of this 
evolution is given in the later Section, "Projections of growth in the PVO 
sector". Active acceptors are defined as those individuals who received a 
VSC or NORPLANT implants, plus the number of CYP in temporary
methods. This is a stringent measure of program activity, in that it counts 
those receiving the long-term methods on a year-by-year basis for as long 
as the method lasts (estimated at 12 years for a VSC and 5 years for 
NORPLANT), instead of the CYP for the long-term methods being taken 
up front in the year of the procedure. Many mature programs use the total 
couple years of protection (CYP) to describe program productivity, in that 
temporary and long-term method distribution are both strong 
components. This would yield levels much higher for the PVO program 
than the number of active acceptors given above. However, the decision 
was made to use a more conservative estimate which would not be 
pumped up by the relatively stronger VSC/NORPLANT component of the 
Project. 
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For the commercial sector, the social marketing activity is projected to 
generate 4,650 CYP in CY '90, growing to 9,815 in CY '92 (Minigynon
sales only). If the program grows at the level of ordinary pharmaceutical 
sales in Haiti (5% per year, a conservative assumption in view of the 
active marketing of the CSM product), this will be 11,360 CYP in 1995. 
Estimates developed from marketing data in Haiti suggest that other 
pharmaceutical distribution houses sold in 1989 the equivalent of 2,310 
CYP in pills; at a growth rate of 5% this would mean 2,540 CYP in CY '92 
and 2,940 CYP in CY '95. 

Calculations of present acc.potors and future demand will be greatly
facilitated when the results of the 1989 CDC/CHI survey of contraceptive
prevalence are made available. This survey was conducted in Fall, 1989 
and preliminary results indicate that 10.4% of Haitian families are usin9
modern family planning. This increase, over the 6% rate at which Haiti 
had stagnated for several years, will now have to be factored in to 
estimates of current acceptors and of growth potential for the near future. 

The estimates of acceptors by sector should be the subject of a serious, 
collaborative refinement effort by the public and private sectors. Tentative 
steps toward launching such a collaborative effort have already started 
under Private Sector family Planning, involving the MSPP, IPPF/WHR, 
and the Futures Group. But projections of the annual activity by sector 
should be developed and a mapping exercise conducted showing where 
active elements of the public sector and PVO programs are located. 
Thus, plans could be made to strengthen programs where the mapping 
exercise suggests no program exists or where existing programs are 
weak. Decisions could be made about the division of labor according to 
the comparative advantage of each sector. For example, if in the 
geographical area of a weak program, the public sector has a fixed facility
which is not geared up in family planning, it may make sense to give
priority to making that facility operational. On the other hand, if a PVO 
seems a better basis for strengthening the program in a local area, then 
the PVO coul "be selected. The cornmercial sector may be a viable 
alternative as .,vell. 

Analysis of AcceANtorNumb~er. As seen in table ten, the 
numbers fall far short of those needed to achieve the medium and low 
scenarios of growth. This indicates the importance of expanding the 
program to additional facilities, shoring up the continuation rates of current 
acceptors, and generating additional demand for all program facilities. 
The latent demand is there: as summarized by the "Haiti Population 
Strategy Paper (1989-1990) Phase I" (page 14),despite the young age 
structure of women in union, 42% of them declarea in 1977 (Haitian
Fertility Survey) that they did not want any more (.;:ildren; in 1983 
(Contraceptive Prevalence Survey), that percentage rose to 48%. 
Moreover, according to the 1977 HFS survey, the average desired 
number of children was 2.8 among women aged 15-19, and 3 among
those aged 20-24. In this context, as pointedout in the 1983 Haiti 
Population Policy draft, it is correct to say that: "the objectives of 
decreasing the birth rate are in symbiosis with the marked preferences of 
the population - urban and rural - for reduced family size." 
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This is confirmed by the reactions of participants in the 1988 focus groups 
conducted to develop the advertising campaign for the social marketing 
activity. It has been said traditionally in Haiti, "timoun se riches", or 
children are wealth. Respondents in the focus groups changed this to 
"Timoun se riches malere", children are the wealth of the unfortunate, 
(Haitian Attitudes Toward Family Planning, p. 59). This is a sad 
commentary, because Haitian families are very loving toward children, but 
this reflects the reality of the situation -- families realize they cannot care 
for, feed and school large numbers of children. 

There was also considerable recognition that it is the poor who are having 
more children than desired. In many ways this theme was expressed; one 
of the most vivid expressions, however, was that it is not the engineers, 
doctors, army colonels, and big (rich) guys who are having many children 
(Haitian Attitudes Toward Family Planning, p. 59). 

But the problem of disuse of family planning goes back to two major
 
themes -- first, unavailability of services and on again-off again supplies,
 
and second, 'nisinfurmation and rumors about methods, side effects and
 
the ability of the acceptor to change methods. As is discussed in
 
Appendix 1, "Haiti as a Pre-ernergent Country", the rural and urban rates
 
of contraceptive use differ substantially, probably due to unavailability of
 
services in the rural areas. Urba, facilities also are likely to be hit with
 
disruption of supply. Anecdotal data are plentiful with respect to the
 
proliferation of myths and rumors about contraception, in the absence of
 
an effective ongoing lEC program.
 

If the problems of unavailability/disruption of services and weak IEC can 
be resolved, it may be possible that a demographic transition like that 
achieved in many other Latin American countries could occur in Haiti. For 
example, in a twenty-year period, Brazil has achievcd the fertility decline 
which had been predicted to require 100 years to ocur (James Brooke, 
New York Timeis, dated August 8, 1989). This chango has occurred in the 
absence of a national population policy or great economic advances, but 
with great reliance on PVO and commercial sector services (93% of 
Brazilian women who use the pill get it from a pharmacy without a 
prescription). Similar fertility declines have occurred in Colombia and 
Mexico; in those countries strong, effective public sector programs have 
led the way. Economic stagnation, and the realization that families cannot 
support large numbers of children, may be important factors in those 
declines. Thus it is possible to imagine precipitous fertility declines over 
short periods of time. Haiti, with the high knowledge of family planning
and strong expressed desires to limit family size, has many of the 
elements which would be associated with such rapid declines. 
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Ilbili. New public sectorzsistane. With the exception in the 1990 
Foreign Aid legislation, permitting direct assistance to the GOH in 'he area 
of family planning, a new bilateral program can be planned and 
implemented. Table 13 shows the areas of activity which would be 
appropriate to include in that program and approximate planning levels 
and phasing of each . In the paragraphs which follow, the activitios will be 
briefly discussed. 

o Comrmodities, logistics, and monitoring. This is a major 
area of activity in view of the complicated situation of sources of supply 
and distribution. As previously described, UNFPA has for the past two 
years supplied the public sector program. To forecast future needs, 

NFPA conducted a full inventory of contraceptive supplies, medications 
(for VSC) and equipment in the Spring of 1989. In addition, there are 
multiple sources of supply of commodities such as USAID/Haiti's provision 
to PVOs and to groups active in AIDS prevention. It also will be recalled 
that the Haiti program traditionally has received condoms far in excess of 
what would be expected to be consumed. For these reasons, prior to 
USAID/Haiti's resumption of supply of the public sector, TA in 
commodities, logistics, and monitoring, and correlative funding of local 
systems of management and monitoring, will be an important ingredient of 
the program. TA resources for this work could come from the 
centrally-funded Family Planning Logistics Management Project at John 
Snow Inc. 

o QQmnunity-Ieve!prQ.mQiQn-system s. As has been 
described elsewhere, a community-level promotion system to bring new 
and continuing acceptors to the MSPP's fixed facilities is vital. 
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Table 13 

Public Sector Asst1!ince
 

Interim and Initial Bilateral
 

January 1, 1990-December 31, '992
 

(In $000)
 

................................................................................. 

Year 1 Year 2 Year 3 
TA and Budget TA and Budget ,1 nd Budget 
$ based Support & $ based Suport & S based Support & TOTAL BY 

Costs Local Costs Costs Local Costs Costs Local Costs LINE ITEM 
.............................................................................
 

Cofincdi ties 
Logistics and Monitoring 60 .100 120 150 120 200 750 

C"rrunity Level 
Promotion Systems 80 200 150 300 150 500 1380 

IEC 80 60 120 60 120 60 500
 

VSC Service Delivery 80 150 20 300 120 400 1170
 

Post Partum Program 80 50 150 250 150 250 930
 

Norptant and New Methods 100 80 100 100 100 100 580
 

MSPP Resident Advisor &
 
r- grain Developient Coordinator 75 ..... 150 ----- 150 ----- 375
 

Population Policy 120 100 150 100 150 100 720
 

Family Ptanning Curriculum ......... 100 60 100 60 320
 

Invitational Travel & Training 40 20 90 60 90 60 360
 

Unbretta Intermediary 400 ..... 533 ..... 533 ..... 1466
 

Contraceptives .... (UNFPA) 500 ..... 1000 ..... 1500
 
...........................................................................
 

Sub-Total 1115 760 j 2283 1380 2783 1730
 
................................................................................
 

Grand Total $10,051
 

BEST AVAILABLE DOCUMENT 
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o !EC. It has been difficult to mount active IEC programs and 
to develop appropriale materials with tie MSPP during the rupture of 
assistance. One element of the cancelled Family Planning Outreach 
Project was a buy-in to Population Communic_.tions Services (PCS) for 
materials for illiterate acceptors. These matorials are very much needed; 
but, of course, work in this area should dovetalI with that in the private 
sector of development of pill and NORPLANT booklets for promotion and 
for method acceptors. This activity will have a large TA component.
Training and supervision of promoters will also be important under this 
component. 

o V$C service delivery. This had been a very successful 
area of the GOH program prior to the rupture of assistance. Since the 
GOH supports this method very strongly where appropriate, is capable of 
delivering these services and has the infrastructure to do so, this is an 
important element of a future bilateral progrrn. TA i. built into this 
component to address development of a quality program, based on 
delivery of services according to a basic but comprehensive protocol for 
quality services. Quality in VSC covers not only clinical care, but also 
objective promotion, voluntary acceptance, counseling, and other aspects. 

o Post-parturn program. It may well be appropriate to 
develop a post-partumn program with the GOH. The MSPP MCH/FP 
programs have indicated an interest in this, given their network of 
maternity facilities. This program should include stress on breastfeeding 
for child survival, breastfeeding as a contraceptive method, progestin-only
methods like progestin-only orals and NORPLANT for breastfoeding
mothers, and post-partum VSC where that is the woman's optimal choice 
. Development of a post-partum program should be considered a 
long-term objective, and external TA in the planniog of it should be 
included in the public sector program. 

o NORPLANT and naw methods. NORPLANT has 
demonstrated a high acceptability rond has the full support of the GOH. A 
joint effort to introduce a progestin-only pill into the public and private 
sector programs is ongoing. A targeted promotion of the IUD is needed, 
as described elsewhere, but introduction of these methods requires
qualitative research, careful planning, collaborative deliberallons, and 
supervision after introduction, to insure that methods ari; pru pedy
promoted and dispensed. For these reasons, TA as wall as local costs 
are factored into this element. With respect to the introduction of new 
methods, operations research will be useful in determining how to 
introduce these methods, to whom, under what circumstances, etc. 
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o MSPF resident advis5r and -program.deveopmert
poordinator. Because of the new priority being given to population and 
family planning by the MSPP and the donor community, it is foreseen that 
a resident advisor to the MSPP should be deployed to help the MSPP 
develop a master plan for family planning, adaressing such things as 
coordination of programs across geographic areas, coordination of TA 
resources, etc. This person would assist the MSPP in coordinating 
activities under the master plan. This person would also be important in 
helping the MSPP to coordinate with donors active in family planning and 
population. 

o Population policy. The UNFPA is taking the lead in the 
process of development and adoption of a formal, national population 
policy. However, additional iesouces are needed in the medium term for 
institution building in the population policy area. For example, the cadre of 
prfessionally-trained demographers, experienced in consensus building,
needs to be expanded. (At present, CONAPO's executive director is 
virtually the only staff member fulfilling the above criteria). Furthermore, 
the staff at IHSI should becorne involved in looking at the larger population
ramifications of Haiti's socioeconomic developmert and the place of 
family planning in it. Lastly, the long-term issue of placement of the 
CONAPO (in the MSPP or alternatively in a cross-cutting agency such as 
the Ministry of Plan) needs to be addressed. To achieve the population
policy objectives, assistance will be provided under Private Sector Family
Planning to the Ministries of Health, Planning, Finance and Education for 
the implementation of the national population policy. 

o Family-planning currioulum. As a long-term priority, a 
serious development activity to integrate family planning into the medical, 
nursing and pharmacy curricula is vital. USAID/Haiti's strategy seeks to 
actively involve the public, PVO and pilvate commercial sectors in the 
delivery of family planning services. The medical school and paramedical 
programs, graduating as they do physicians, nurses and pharmacists who 
will work in all three sectors (public, PVO, and private p!actice), is 
therefore an important place to locate training in contraceptive technology,
counseling, voluntarism, etc. The NORPLANT work in the two university
maternities is one step in this direction. This should be considered a 
long-term objective because it will require planning and consensus 
building to achieve. TA and local costs are included for this, phasing in as 
of the second year of bilateral work. 

o lnvItatinal trsvel ndArning. This is included to cover all 
aspects of family planning and population. Many Haitian professionals in 
these fields do not have state-of-the-art training for their work nor 
interchange with colleagues outside of Haiti. Haiti has been iso!ated in the 
Latin American/Caribbean region and information-starvation is endemic. 
To combat this, external TA has been provided in all the above activities, 
but also travel and training, by getting Haitian professionals out to see 
how similar issues are handled in other countries, would help to redress 
this situation. With respect to training, it may be useful to conduct a 
comprehensive training needs assessment, perhaps in conjunction with 
the Centrally-funded Family Planning Management Training Project. 
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o Umbrella intermediary. The bilateral program will be a 
large, complex undertaking. For this reason, to coordinate logistics, TA 
resources and for programmatic planning, the involvernent of an umbrella 
intermediary to keep everything on track is included. It is anticipated that 
an international PVO would be sought as the umbrella intermediary and 
procurement would be through a cooperative agreement and/or and 
operational program grant. (In addition to the umbrella intermediary,
buy-ins to existing AID/W contracts would be developed to access their 
special areas of expertise. Examples are the Centrally-funded Family
Planning Management Development, Family Planning Logistics 
Management, Population Communications Services Projects, as well as 
the new Enterprise Project (to continue the TIPPS activity.) 

o Contraceptives. In coordination with UNFPA, contraceptive 
needs of the public sector must be addressed. Between the two donors, 
the spectrum of contraceptive needs should be able to be met. 

UASID/Haiti may have better access to some methods (for example,
NORPLANT when FDA approved), and UNFPA may be able to supply 
popular methods, such as injectibles, which USAID/Haiti cannot provide. 
Phasing of contraceptive provision is planned for the second year of 
bilateral assistance since UNFPA is presumably covering 1990. In the 
long term c-'st recovery will be a target but not until contraceptive
prevalence exceeds 45%. 

Illbiv. Projections of growth in thePVQ sector. The planned
evolution of the program in terms of active acceptors and of catchment 
areas of the PVOs is shown in Tables 11 and 12. These two 
spreadsheets have been developed to facilitate monitoring of program
growth and calculation of contraceptive prevalence rates in the areas in 
which the PVO program is operating. 
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Table 11 shows how the parameter "active acceptors" is calculated. 
Again, to avoid overstating the activity of a new program such as this, the 
total CYP is not used for this parameter. Instead, the long-term acceptors
of VSC or NORPLANT are shown year by year, in the years covered by
their methods (12 years for VSC, 5 for NORPLANT). Then the CYP in 
reversible methods is added to yield a measure of total activity of the 
PVOs. 

To illustrate the difference that this calculation makes in comparison to the 
use of total CYP, refer to the projections for 1989 (1989 statistics are not 
yet available at this writing - December, 1989). The total number of active 
acceptors as calculated by the method described above is 25,389. If total 
CYP were used, this would yield 35,389. 

In mature programs, studies have shown that total CYP is a good proxy 
for active acceptors, because mature programs are equally strong in 
offering temporary and long-lasting methods. In the relatively new PVO 
program, where establishing the network required to provide 100 condoms 
for each condom CYP, has just recently started, it did not seem as 
meaningful to use the total GYP. The reason for this is that the total CYP 
gives considerable weight to long-lasting methods. Instead, it has been 
felt that the active acceptors calculation described above was a fairer, 
more conservative means of showing the program's activity. 

Note that in 1989, the actual numbers will be lower than those given 
above, because the AOPS VSC program has been very delayed in its 
commencement. 

Table 12 parallels the Active Acceptors Table, in that it shows the PVO 
areas for each type of activity. This Table shows the planned phasing-in
of new large and small PVOs, of the AOPS VSC activity, etc. Thus, by
using both Tables, contraceptive prevalence rates for the PVO program as 
a whole can be calculated. These tables need to be updated regularly,
because actual program implementation, of course, differs from 

rOjections. Thus, these Tables should be installed at the local office of 
PF/WHR for use in regular program monitoring. 
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IV.MDIUMAND. LQNG-TERM QRBJECTlVE_ S__AND_ACT__QON$ 

IVa. Objective: !ocre.ase -Acces.s tQ_VQluntary F mily_ Pa_nning _.ervie 
Proydec! bytbe _P ub ic $eqor. 

This is a major element of the USAID/Haiti strategy for the period, 1990 ­
1992, because of the important role that government programs should 
play in the provision of family planning programs. USAID/Haiti supports a 
strategy maximizing the participation of all sectors, according to their 
comparative advantage to provide the spectrum of services ,equired. The 
GOH has a network of fixed facilities, staffed with trained providers.
Furthermore, the GOH infrastructure contains a network of hospitals and 
maternity units. The utility of the fixed facilities would be greatly increased 
by the addition of an active promotion system, such as family planning
colvols. Given the government's interest in delivering a quality program of 
VSC, GOH infrastructure and its ability to provide services should be 
strengthened. The network of maternity units would also be a good basis 
for development of a post-paitum strategy of service delivery. 

As a rough rule of thumb, the public sector program should be planned so 
that half of the funding is for external, dollar-funded elements such as TA 
and invitational travel, and the other half for local costs. The emphasis on 
TA and travel would respond to the problems of information privation and 
isolation, which affect every aspect of the program from commodity
logistics to IEC and VSC. 

The previous curtailing of assistance to the GOH, as a result of the 
aborted elections of 1987, meant that the public sector program lost a lot 
of momentum, for example, in the area of VSC. With the Congressional
mandate to work with the public sector to provide family planning services, 
USAID/Haiti has an opportunity to strengthen public sector programs as 
one element in a global service provision system. The ingredients are in 
place, in the sense that the MSPP counterpart is strong, the MSPP is 
committed to family planning, the national population policy program is 
moving along, and the donor community is increasingly involved. 

lVai. /nt-erimprQgrrn-Qf_ asiastance. An interim program of 
assistance should be implemented starting immediately, as a bridge, 
because the timeframe to develop a bilateral long-term assistance 

rogram is about one and a half years. There are many things which can 
e done with the public sector immediately, and the more the public sector 

program can grow along side the private sector program, the better the 
private sector program can function. Although not an exclusive list, the 
immediate activities which could be considered are: commodities logistics
and management, IEC, VSC, restarting the colvol network of promoters to 
bring acceptors to public sector facilities, training of promoters in 
all-method promotion and in counseling, targeted promotion of the IUD, 
and initiation of a post-partum strategy. Support to the CONAPO for the 
adoption and implementation of the national population policy is also key. 
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o A_iQns 5t.Sipert objectiye. A mini-design effort will be
 
required to put together the basket of interim activities. Public sector
 
activities will be includod in the upcoming amendment of Private Sector
 
Family Planning (521-0189). The rationale for the inclusion is that the 
development of the private sector program would be enhanced by an 
active public sector program. Many things are being done in the private 
sector program -- implementation trials of NORPLANT, introduction of a 
progestin-only pill for breastfeeding mothers, and all-method promotion 
and counselling to name a few -- which would be bolstered by
simultaneous implementation in the public sector. To the acceptor, the 
services are not identified as public or private, and one month an acceptor 
may turn left to a public sector facility and the next month right to a private 
sector one. If the acceptor can get the same choice and the same, 
accurate information wherever served, the acceptor is much more likely to 
keep coning back. Furthermore, mutually coordinated services will be 
much more acceptable to the Government of Haiti in view of the unusual 
and relatively large responsibility PVOs bear in Haiti for the delivery of 
primary health care services. 

Two small activities to make the programs grow in tandem are already 
being implemented. First is the joint introduction of a progestin-only pill
into both the public and private sector programs simultaneously through a 
series of national and regional, two-day seminars to begin in Spring, 
1990. Second is the expansion of the pre-implementation trials of 
NORPLANT to include public sector facilities in addition to the present 
select private sector facilities. This activity began in November, 1989 with 
the training of the first public sector practitioners on theoretical and 
practical use of NORPLANT, including both insertions and removals of the 
implants. 

The interim program of activities will be managed by PAHO through a 
Handbook 13 grant from USAID/Haiti. This mechanism is being 
successfully used in the expanded immunization program. This will also 
respond to PAHO's concerns about donor coordination, since PAHO will 
be taking an active role in management of AID's interim assistance to the 
public sector. But USAID/Haiti should backstop the small PAHO staff to 
assure that the flow of TA, training and program development continues 
unabated. 
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It may be advisable for PAHO to identify an intermediary to assist with 
day-to-day implementation. The demands of implementing a program
with signficant TA and invitational travel components are enormous. If a 
small organization such as PAHO attempts to go it alone, this could serve 
as a brake on the activities, just because managing the activities places 
such a heavy burden on staff time. While PAHO would manage the donor 
coordination and overall program deve!opment, the umbrella intermediary
would be responsible for travel arrangements. billing, audits, etc. 

The umbrella intermediary could be procured through a cooperative 
agreeement with one of the international PVOs with which AID/W has 
long-standing relationships (such as IPPF/WHR or Pathfinder) to manage 
funds and implement the program. The advantage of using this 
mechanism is that a grant could be expedited by using an existing buy-in 
mechanism. 

IVaii. Bia.eral orotberong-terrm prgram. A bilateral or other 
mechanism for implementing public sector activities over the long term 
also will be needed. This will formalize the program of activities, and base 
it on necessary prior design work. This program will continue efforts built 
into the interim program which focus on family planning service delivery
and support to population policy development and implementation. 

o Action-sto support objer1ive. For this objective, the formal 

AID design process will be followed. This will include development of a 
Project Identification Document (PID) and of a Project Paper (PP). 
Because the umbrella private sector project will be concluding at about the 
same time as the formal, public sector design process, one project,
Comprehensive Family Planning (521-0129), will commence in FY '92 
encompassing both private and public sector activities. Comprehensive
Family Planning will have a life of project funding of $20 million, with an 
initial obligation of approximately $5 million. 

Table 13 shows a preliminary plan for funding and activities with the public 
sector for the period January, 1990 through December, 1992. This Table 
includes both interim activities and the initial implementation of the 
bilateral program. The major areas of activity are -- 1) commodities 
logistics and monitoring, 2) community-level promotion systems, 3) IEC, 
4) VSC, 5) post-partum program, 6) NORPLANT and other new methods 
(that is, new to real use in the Haitian environment, such as the 
progestin-only pill and the IUD), 7) family planning curriculum in the 
medical school, and 8) population policy. To implement this program, 
other expenditure items are -- 1) MSPP resident advisor and program 
development coordinator, 2) invitational travel and training, 3) an umbrella 
intermediary organization, and 4) contraceptives. 
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lVb. Objective: Contin lQSrengtiienYQPogr~amsProvKdng faml 
_PInrnLng.,Se ices. 

Another major element of USAID/Haiti's strategy is to continue to build on 
the effective base of service delivery by PVOs which has been built in the 
period 1986-1989. The interim evaluation of the Private Sector Family
Planning Project has noted the very successful program which has been 
developed, but also pointed to refinements which need to be made. The 
program is at the stage where an emphasis on the continuing User (IEC 
about correct usage, side effects to be expected, resupply, changing
contraceptive needs, etc.) should be placed, while sustaining the effort to 
generate demand. Three important areas related to continuation and 
demand creation are: 1) improved all-method promotion, to inform fully 
acceptors about methods which may be appropriate along with the pluses
and minuses of each, and about the ability of the acceptor to change
methods to suit changing contraceptive needs, 2) counseling to insure that 
the acceptor is indeed making a personal choice, and 3) quality service 
provision, emphasizing client-responsiveness and sustained 
backstopping" by providers of acceptors when they have questions, side 

effects, etc. Objective, all-method promotion is vital because currently 
programs tend to emphasize one method due to weakness in promotion 
and default reliance on satisfied acceptors to promote methods. 

o Actions.$Wo support objective. The private sector project has 
recently been evaluated, and focus must be placed on how to implement 
the recommendations. The recommendations should be translated into a 
workplan, spelling out the tasks ahead and the responsible organizations.
A near-term priority (as will be described below) is that of amending the 
project to add funds for activities proceeding at full speed and for 
immediate expansions of scope. 

One of the major recommendations is to sustain PVO activities after the 
project's PACD of March 31, 1991, due to the effectiveness oi this form of 
service delivery. Plans for development of a PID, PP and for identifying 
and contracting with an implementing organization are presently being
made. 

Efforts to develop a private sector interest group in population also should 
continue. As previously indicated, there is ambivalence in the various 
arms of the government as to the importance of a population policy and of 
family planning services. The many PVOs and the private, commercial 
sector made up of light assembly firms, banking, and import-export
companies (just to name a few) can be effective in changing viewpoints in 
the government and in the community at large about the population 
question. This activity is presently a component of the private sector 
project and should be sustained. 
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IVc. Objective: Maximize the Participati -n-of the Private Qmmeria, 
Se tor.in lhe _.P rQ y i's Ownn o F a i lyPI nj --g $er i cos . 

The commercial sector should be viewed as a major partner in the global
population strategy. Not only can this sector play a role in serving families 
who can afford private services, but it can also be influential in providing 
or facilitating services through the various enterprises and in participating 
in raising awareness of the population problem. 

At present, USAID/Haiti is conducting under the private sector project two 
activities which involve the commercial sector. It appears that both would 
profit from expansion to a greater or lesser degree. The smaller of the two 
activities is that with the Technical Information in Population for the Private 
Sector (TIPPS) Project. This activity isdesigned to accomplish two 
things, first to train PVOs to use business analysis as a way of interesting 
entrepreneurs in facilitating the provision of family planning services. 
Interestingly, Haiti has an ingredient most countries do not have when 
TIPPS comes in to do business analysis. Haiti has the service providers 
already in place to provide the services. The second objective of the 
present TIPPS buy-in is to work with the insurance sector to determine the 
costs and benefits of including family planning in their insurance plans.
The TIPPS activity merits a small increase in scope immediately, as will 
be described in the Section "Short-Term Cross-Cutting Actions in Support
of the Strategy". 

The second activity is social marketing. The project is on track to launch 
a pill product in the social marketing program in February, 1990. This 
activity is notable for two things -- first, there is no subsidization of 
commodities by AID, and second, the commercial firm managing the 
activity is assuming the financial risk, in hard currency, of importing the 
required commodities. This is a first in social marketing projects around 
the world. At present distribution of the social marketing product will be 
through the existing distribution network of the distributor; this network 
covers all the urban areas. Therefore, as the activity develops, it should 
be expanded to include community-based distribution interventions in 
semi-urban areas and new product introductions. 

If the contraceptive social marketing program is successful in Haiti, it 
could be a very useful vehicle, over the long run, for the marketing of other 
health products. These include, among others, anti-malarials, oral 
rehydration salts, deworming medications, and bed nets impregnated with 
mosquito repellant. 
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o ActiQnstsouppQrtobjective. USAID/Haiti will act this fiscal 
year to expand the TIPPS buy-in and will incorporate into the amendment 
of Private Sector Family Planning the planned, major expansion of the 
social marketing activity. In FY '90, no additional funds are required for 
social marketing; however, after that considerable new funding will be 
needed from USAID/Haiti resources ($686,000 and $837,000 in the period 
3/31/91-3/31/92 and 4/1/92-4/1/93 respectively). Prior to the 
implementation of the expanded activities, USAID/Haiti will facilitate new 
product introduction research in November, 1990. The schedule for 
implementation of expanded activities is shown below: 

Schedule for Implementation 

nSocia! MarketingQffExpan$QLoQ 

Ph~aa .Dae_ Type-pfLActivuty 

Phase I Sept. '88- Development of activity/ 
Sept. '90 Pill launch 

Phase II Sept. '90- Research and planning 
Feb. '91 

Phase III Mar. '91- Expanded distribution to PVOs/ 
Mar. '92 Progestin-only pill/ 

IUD detailing to physicians 

Phase IV Apr. '92- NORPLANT detailing to phys./ 
Mar. '93 Injectibles with non-AID 

funding 

An ultimate goal of the social marketing activity is to disseminate 
commodities to all parts of the country. 

lVd. Objective: to Inoure 
Pa-icipat-ion-and Effective Donor _QQrdinaton. 

Both UNFPA and the World Bank are stepping up their involvement in the 
population area. UNFPA will be assigning a new resident representative 
to the Haiti mission. In view of UNFPA's past commitment to maternal 
health in contrast to family planning, and the newness of the World Bank's 
articipation, it Is vital to continue policy dialogue with these two donors. 
urthermore, there is an unfamiliarity among the other donors about the 

mechanics of implementing family planning programs and the great needs 
in Haiti for TA and invitational travel. 
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PAHO and the MSPP have launched a joint donor/major implementing
organization group to address population and family planning issues. This 
group includes representatives of the major donors, the MSPP, and the 
larger PVOs involved in service delivery. This will be a very useful 
coordinating mechanism, and will follow on the heels of a donor 
coordinating group active up until 1988. This group is developing an 
agenda of major coordinating issues such as condoms, IEC, etc. to 
address in the upcoming months. 

One concrete form of donor collaboration which would be useful to 
achieve would be participation in the funding of the addition of injectibles 
to the social marketing activity. Injectibles are a very popular method of 
family planning in Haiti, but because they are not FDA approved, AID 
would not be able to fund their introduction into the social marketing
activity. Perhaps with enhanced donor coordination, this problem could 
be resolved. It may be appropriate to plan for incorporation of Noristerat 
to provide a distinct injectible product for use in the social marketing effort. 

o Actions to-.uppQrtobjective. USAID/Haiti will continue the 
policy dialogue which is ongoing. A variety of short-term activities for this 
are identified below. As part of the policy dialogue, USAID/Haiti will 
continu-j to search for a non-AID funding source for the introduction of 
injectibles into the social marketing program.
 
lVe. Objective: !rwrease AID Resourc s inthe Popu!ati~n esoorQ ht
 
tber~gr~arms P_sc¢ri be_dAboyamay~me_ rieen e_..
 

The program in Haiti is dynamic and can grow by leaps and bounds in all 
areas -- logistics systems, community-based distribution systems, IEC 
programs, new methods, training and programs of VSC. Table 14 shows 
the projected funding needs, including a quick start on public sactor 
interim activities. But the funding is not there to meet these great needs 
and allow this expansion, as indicated by the USAID/Haiti OYB projections
which also are shown. Funding requirements are great at this juncture,
and USAID/Haiti will seek to increase funding levels to those prior to the 
rupture of assistance or higher (funding levels for the period FY '86 to FY 
'91 have been shown in Table 7). 

Based on the recent very positive evaluation of the private sector project,
another $2.5 million willbe needed to fully fund the present activities 
through the PACD of March 31, 1991. Expansions in scope for the two 
commercial sector activities will also need to be funded. Further, now that 
direct assistance to the GOH is permissible in family planning, an active 
program of collaboration is needed here. This activity should commence 
quickly in response to the Congressional mandate to resume family
planning assistance. 
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Table 14 
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However, in view of the cut-off of aid to the GOH in general, USAID/Haiti's 
program is modest in the key areas of agriculture and private sector. 
Thus, to support the expansion In population, two things will be needed -­
allocation of additional funds designated for the population sector, and an 
increase in USAID/Haiti's OYB so that these funds can be absorbed 
without decreases in the other key areas in USAID/Haiti's portfolio. 

USAID/Haiti has ai excellent record of buy-ins in the population sector. 
Historically, USAID/Haiti has paid its own way in joint work with the 
cooperating agencies under centrally-funded projects. As shown in Table 
14, little in the way of Central funding goes into the Haiti program at 
present. Now that the momentum of the portfolio is expanding so 
dramatically and funding requirements increasing correspondingly, more 
Central funds should be allocated to Haiti. Funding is indeed tight all over 
the world, and the cooperating agencies are seeking to increase the 
financial participation of USAIDs in the countries ii. which they work. 
However, given the new priority AID is putting on Haiti, it may be 
appropriate for cooperating agencies to plan on central funds for 
increased activity in Haiti. 

o Acionsto support objective. USAID/Haiti will work with 
AID/Washington to seek the appropriate increases in funds for the
 
population sector, and, in tandem, to obtain an increase in USAID/Haiti's
 
OYB so that these new funds will be absorbed.
 

USAID/Haiti will work with AID/W to encourage cooperating agencies to 
apply Central funds to activities in Haiti. 

IVf. Objective: _on du-cLQp e rationsR~es9_ercb_|.Q. Make ProgranLMQre 
Responsive. 

In a pre-emergent country such as Haiti there is much learning about and 
tailoring of programs needed to make them successful. This process 
represents the domain of operations research to determine how, why and 
what works in a given situation. There are many data needs in Haiti 
indicating the priority that must be put on this area. Research issues such 
as the following need to be addressed: pill discontinuation, 
dissatisfaction/satisfaction with the IUD, the reputation of VSC and 
vasectomy, the content of myths and rumors about methods, the side 
effects of depo-provera, how to appeal to men, etc. 
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V. _HQORT-TERM. CRO$S-CLJTThNQATIQNS IN SUPORT OF.THE 
TRATIEQY 

o Support NFPA- and the GOH in_the frmal adoptiQnQfa_
ppvlationpolicy. UNFPA, in conjunction with the MSPP/CONAPO, is 
making a concerted effort to convince the GOH to adopt a national 
population policy. This effort requires considerable consensus building,
since not all relevant units of the GOH see population/family planning as 
an integral part of the socioeconomic development of Haiti and of Haitian 
families, nor as a health problem. USAID/Haiti will strive to support this 
effort to a successful conclusion. 

Furthermore, USAID/Haiti will program some resources in the population
policy area since, at present, the CONAPO (the policy unit of the MSPP)
is thinly staffed. Development of additioanl professional resources is 
needed and staff should be trained not only in the tech, iical areas of 
demography, but in leadership and consensus building. 

o Continue preaent ac(ivitius andTA/Coordina eTA with other 

!Ono-.r. To cut through thG isolation and critical lack of information, TA 
resources are essential. They bring the outside world of burgeoning 
programs and high prevalence rates into a situation which has been 
perennially starved of up-to-date information and outlook. Thus, the flow 
of TA resources in USAID/Haili's program will be continued, although, it 
must be acknowledged that thib increases backstopping requirements. 

As UNFPA and the World Bank programs in family planning gear up, the 
need for donor coordination of TA increases. The donor community
should seek to coordinate TA visits, to make the visits maximally effective, 
minimally burdensome and, for the purpose of cross fertilization of TA 
resources, consultants should coordinate their activities. 

o Continue to encourage PAHQ/MSPP-sponso~red__cQo rdinatng 

b9dy. PAHO and the MSPP have recently set up a coordinating body
including the relevant donors and the major private sector family planning
providers. This could be a very effective force in the process of 
developing an effective, national program of family planning. The group is 
already planning a number of meetings on cross-cutting issues such as 
condoms, IEC, etc. USAID/Haiti will actively support and participate in 
this group. 

o YV whit-PAHOUNFPANMSPP_Thold_-_InjE(%rno it 
onfeen_. A number of IEC activities are currently underway or in the 

planning stages, including the USAID/Haiti private sector IEC working 
group, condom social marketing (privately-sponsored by PSI),
USAID/Haiti's pill social marketing, the national AIDS program and 
Canadian assistance in IEC, UNFPA and the World Bank. USAID/Haiti
will work with PAHO, UNFPA and the MSPP to coordinate visits f ihe 
responsible persons involved in these activities, so that a one e' two day
workshop could be held to ventilate future plans, data bases, research 
findings, etc. to achieve synergistic implementation of the plans. 
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o Ac-tive!y supp-o-rilbeEC w-orking groupcreatud ne i 
5_ecjQr_F mily Panninn_'(521 -0_!9). InSummer, 1989, an IEC working 
group was created under the PVO component of the Project. In addition 
to representatives of the large PVOs, a representative of the public sector 
family planning IEC program has been an integral part of this group. This 
group is significant for two reasons. First it is the first time that th9 PVOs 
have actively collaborated in an endeavor, and second it is the first time 
that the second and third levels of command have come together to take 
leadership. This activity should be vigorously supported by USAID/Haiti, 
although it will require careful backstopping. 

There are several reasons why this activity is important. IEC ;s now a 
primordial concern of the program, for reasons described elsewhere in 
this paper. But, in addition, territoriality is a big issue in program
implementation in Haiti. Thus, collaboration across organizations is a 
major milestone toward the goal of building an effective, national family 
planning program. Furthermore, with a group of relatively young 
organizations, empowering the sub-directorate level is a major step 
forward in institution building within the organizations. it is recognized that 
this group may not come up with as sophisticated plans as would an 
experienced intermediary working in the IEC area. However, a small, 
local collaborating body is being built, capable of making plans 
appropriate and needed in their own institutions. Because it is theirs, the 
organizations will be invesied in the plans. It is from this kind of basis that 
a self-sustaining !EC group can be formed, which will have momentum 
even if outside TA support ceases. 

o Upjxdaje suimnary__analysis f cQadorsupplje ---- ____sril upj. 
Haiti has traditionally received and distributed a large number of condoms, 
greatly in excess of what the contraceptive prevalence estimates would 
suggest would be needed. USAID/Haiti, in February, 1989, conducted an 
analysis of the condom picture ---who is bringing them in, in what 
numbers, what are current stocks, which organizations are distributing 
them, to which groups, etc. This proved to be a very useful exercise in 
beginning to develop an understanding of this situation. Since that time, 
several more things have been done bearing on the condom situation. 
CDC/CHI has conducted a contraceptive prevalence survey with men and 
women which specifically addresses condom use. Results of this will be 
available in early 1990. Further, USAID/Haiti is carrying out a program 
through AIDSTECH which will be working closely with IDS intervention 
agencies. The Canadian assistance program is now in the field with a 
large knowledge, attitudes and practices survey about AIDS from which 
their AIDS IEC program will be designed. 
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Given this new information, USAID/Haiti will update the 1989 analysis,

reconvoking the multidisciplinary team which looked at condom social
 
marketing, logistics and distribution, and condom supplies and use. It
 
may also be useful to plan to update this analysis annually while the
 
programs are growing and changing so dramatically.
 

o Implement the recQmmendaliQnsof theinterim eval _tiQnfdh_ 
priv_est r familyplannjngprQj.ec. An interim evaluation of the Private 
Sector Family Planning (521-0189) Project was conducted in Fall, 1989. 
The recommendations for this Project will be implemented and particular 
emphasis given to the major recommendations related to 1) amendment 
of the Project, 2) emphatis placed on continuing users (especially as this 
regards IEC) while maintaining activities to increase demand, and 3)
stepping up of management participation of IPPF/WHR, the implementing 
agent for the Project. The amendment will add 47.1 million to the 
authorized level for a new Life of Project (LOP) total of $15.4 million and 
will extend the PACD to March 31, 1992. Additional funding for PVO 
activities proceeding at full speed wi!l be included and for expanded 
scopes of work for some intermediary organizations. It is expected that 
the amended project will achieve a significant additional increase in 
contraceptive prevalence to as high as 16%. 

o Incorporate into program-pilanning the -resultsof theDC!C0H/ 
ontraceptive prevalences.ryey. A major survey of contraceptive

prevalence, condom use, contraceptive knowledge and practices among 
Haitian men and women has recently concluded field work. USAID/Haiti
has sponsored this survey, conducted by CDC and a local PVO for 
research and evaluation, the Child Health Institute. The results of this 
survey will be available in early 1990; USAID/Haiti will incorporate these 
results into program planining and reporting. 

o ILit-ale alarg-_tedpomo1onQfAheIDina cQlWorativep-rcea
wijlthe_PVO a~ndpkiJllis .The IUD is litile used in Haiti 
now. However, the effective method mix needed to reach fertility targets 
under the medium and low scenarios call for the IUD to have a small, but 
significant place. As the national program develops and post-partum 
strategies are put in place, it will be useful to have the IUD take its proper
place. In a country such as Haiti, where sexually-transmissible diseases 
are a serious health problem, the IUD will not become one of the top
methods in the program. But with the availability of the Cu-T 380A IUD, a 
highly effective, long-lasting and well-tolerated IUD, there is little doubt 
that for a defined group of Haitian women, the IUD may be an appropriate 
method. 
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Thus, USAID/Haiti will start a process with MSPP and prvate sector 
representatives to develop a protocol for the use of the IUD. The protocol 
is to identify through a consensual process that group of women for whom 
the IUD would be appropriate. Following the development of the protocol, 
a series of national/regional workshops like those currently planned for the 
introduction of the progestin-only pill suitable for breastfeeding mothers 
should be conducted. A TA resource such as Family Health 
International's new product introduction program could usefully become 
involved in this process. 

o Facilitate_ the_ x_p_anign Qfjhe $sQcl!mark~eJng program-by 
nFnd~ucting the new _producj_ intrOuJctiQn-rese-arh incoy_.mber1_199_Q_an 

byproviding fQrjn_,snededin FY' 91. The private, commercial sector 
in Haiti is very important in the role it plays in providing pharmaceuticals to 
a wide range of consumers. This is an asset in a situation where the 
public sector and donor communities would never be able to take on this 
responsibility in addition to their present mandates. The pill social
 
marketing is off to a good start, with launch planned for February, 1990.
 

USAID/Haiti envisions the social marketing activity becoming a 
multi-method program, with gradual phasing in of a progestin-only pill, the 
Cu-T 380A, NORPLANT and other long-term methods to be distributed 
through private physicians. It is foreseen that these methods, with the 
exception of the Cu-T 380A, would be supplied by the private, commercial 
sector. USAID/Haiti would likely supply the Cu-T 380A, if it is included in 
the social marketing activity. 

In order to plan for the multi-mcthod program, USAID/Haiti will conduct a 
systematic research effort to screen new product options and distribution 
strategies. This research is to be conducted in November, 1990. In 
planning for the multi-method program, USAID/Haiti will provide in the 
amendment of Private Sector Family Planning (521-0189) for the 
additional funding required for this expanded scope. 
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o _Qntinue-to wprk with private ent prLsesanOinsr.errs. Several 
expansion opportunities present themselves in this area -- 1) collaboration 
with the Haitian Association of Industries (French acronym - ADIH) to 
present to its members the financial merits of incoiporation of family 
planning services, 2) work with other trade associations such as those in 
insurance and transportation, and 3) collaborate with parastatals such as 
OFATMA, responsible for worker's compensation and maternal health, to 
incorporate family planning into their programs. 

A small expansion of the TIPPS buy-in should be effected to permit the 
activity to take advantage of additional opportunities which exist. It would 
be useful to accomplish the expansion now, in view of the fact that the 
TIPPS project is reaching its ceiling. Further, the successor to the TIPPS 
project is likely to be a long time in development, so it would be prudent to 
take advantage of the remaining ceiling to expand the activity now. 
USAID/Haiti, in conjunction with AID/W ST/Pop/PDD, will increase the 
scope of the TIPPS buy-in to allow for the expanded scope. 

o Criductthe,study Qf condomdistribuion. One recommendation 
of the condom team in February, 1989 was that research should be done 
to determine the extent to which acceptors were being given a more 
effective method such as the pill, in addition to condoms to protect against 
disease transmission. This is important to determine since, if acceptors 
are being given two methods, this would affect service statistics such as 
CYP. There is no issue with such distribution of two methods -- it is very 
prudent where sexually-transmitted disease is prevalent, as it is in Haiti. 
However, given the potential impact on service statistics, it is important
that the presence or absence of this pattern be determined. A small study
of various distribution outlets is planned to be conducted by CDC/CHI in 
early 1990. USAID/Haiti will continue to facilitate the conduct of this study. 

o Backstop thejimplementation of the AQPSCVQagtivity. As 
mentioned above, the AOPS VSC activity was delayed in its 
commencement. Delays may also be experienced with the necessity of 
equipping the new centers either partially or completely. USAID/Haiti will 
work closely with AOPS and with IPPF/WHR to assure that the 
implementation of this activity continues smoothly. 
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VI. OQNSTRAINT$
 

In the section which follows, constraints to mounting an effective, national 
program will be discussed. Few actual constraints exist at the present.
However, political instability in Haiti is a constant backdrop of program
implementation and could potentially be a constraint in the future. This 
would come about if political instability again created a climate in which 
field work could not be undertaken, or if it lead to a change of leadership 
at the MSPP which could affect programs negatively. The actual and 
potential constraints are briefly discussed below. 

Via. ActoLaLCnstraint 

o L.ckofa_-urmnoaLpQp.rti npoijy. No formal population policy
has been adopted by the government. There are, at present, conflicting
views of the importance of family planning to socioeconomic development
stemmin o'am the IHSI (under the Ministry of Finance) and from 
individualsat the Ministry of Plan. This is detrimental to the operation of 
family planning programs, in that itis translated into ambivalence about 
the program's priority at the Ministerial and operational levels. A 
concerted effort by all friends of population in Haiti will be required to see 
the present UNFPA population policy activity into fruition in early 1990. 

o No front-Iine promaters inMSPPorganzatjQnal chart. As 
previously mentioned, the MSPP organigramme does not include a 
category of front-line, community-based promoters. The only class of 
worker similar to this is the malaria-control (SNEM) workers who are 
generally males. Furthermore, the World Bank in its policy dialogue
component of the new health sector loan isseeking to formalize and 
decrease MSPP staff levels, which militates against the creation of this 
new category of worker. 

This worker is badly needed to make effective the MSPP staff working in 
fixed facilities. Family planning acceptors, both new and continuing users, 
need a lot of encouragement, reinforcement and readily available 
information to adopt, and stick with, family planning. A program built on 
the model of the acceptors "coming to us will never be as effective in 
terms of contraceptive prevalence as one where "we go to them". Part of 
the success of Pnvate Sector Family Planning has been that programs
have local collaborating volunteers (colvols), earning minimal subsistence, 
who have been an integral part of service delivery. Whether this worker is 
a dedicated outreach worker in family planning, or has multiple
responsibilities including ORT, immunization, etc., is a design issue, but 
this level of worker should be provided for, and the donor community must 
ultimatelyface the costs of supporting it. Based on previously successful 
tests of the colvol system (for example, in Miragoane), the actual 
subsistence compensation of the worker can be quite reasonable. But 
hands-on supervision for thesb workers Is essential and will be costly. 
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o CurreDcy revalutLQ.f__n h & urreocyntsQQi
rnarketing. The unit of currency in Haiti, the gourde, isnow changing at a 
gray market rate of approximately 50%. This represents asignificant
devaluation from the rate of 19% through December, 1988. The 
devaluation has come about as a result of lack of confidence inthe 
government's approach to the private sector, as symbolized by the 
punishing restrictions on currency exchange imposed briefly in Summer,
1989. 

This situation may, as time goes by, become aconstraint on the social 
marketing activity. As presently designed, the activity will be implemented
relying on the workings of the private sector to bring inproducts and make 
them commercially available to consumers. No subsidized products are
planned and USAID/Hait's funding goes strictly to marketing and 
management of the activity. However, the erosion of the conversion value 
of the gourdes derived through sales of the product may ultimately hurt 
social marketing and should be carefully monitored. 

o IEQ. Few culturally-appropriate, Creole language IEC materials
 
exist and little inthe way of active IEC programs is being carried out at
 
present. The lack of materials and of operational IEC activities is a 
substantial brake on the program's ability to attract new acceptors and to 
sustain current users. Under Private Sector Family Planning, a recent 
activity to implant an active IEC program, using appropriate materials, is 
getting started. All IEC activities should be developed from a basis of 
qualitative research. MSPP representatives have been involved in
planning the IEC task force, so some correspondence of activity inthe two 
sectors can be foreseen. Inaddition, under the social marketing activity,
IEC materials appropriate to the C&D class pill user are being developed
for mass media and point-of-sale use. IEC must, however, become a 
major priority both interms of commitment of time (at every level - TA,
donor, PVO/MSPP management and local facilities) and of resodrces, and 
al donors .'TlcId participate in this activity. 

o Financia[_res-ourcea. Resources have been very constrained in 
the period 1987 - 1989, as described above. To address the needs in 
population and family planning inthe only pre-emergent country inthe 
Westem Hemisphere, resources must be greatly expanded. This applies
to all donors -- USAID and the return to funding levels at or above those 
before the rupture of assistance, UNFPA and the commitment to greatly
expand their involvement infamily planning service delivery, the World 
Bank in the new loan component, etc. 
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With respect to the background situation in Haiti, there are two potential 
constraints which should be mentioned. 

o Political instabl!ty _andbanngesfe drhsbip. Haiti's recent 
history has been marked by frequent changes of government, sometimes 
accompanied by changes at the Ministerial level. Needless to say, 
political instability is a constraint on program implementation, especially 
where it is accompanied by violence. If a situation such as this recurs, it 
can be expected to curtail service delivery to a greater or lesser degree. 

Changes at the Ministerial level also could be a potential constraint. At 
present, the prograrn enjoys warm support of the present Minister who 
has both a PVO and a primary health care orientation. A change in the 
incumbency of this position would mean changes to the program. In the 
worst case scenario, the MSPP could, for example, seek to shut down 
primary health care/family planning service provision by the PVOs or seek 
to restrict the range of methods in use. Either of these would decrease 
the program's range. 

o $QcijQcultur-aLcorstrainls. Haiti traditionally has been isolated from its 
English and Spanish-speaking neighbors, and this isolation has retarded 
development of a consciousness of the role of family planning in 
socioeconomic development which those neighbors have long 
appreciated. Furthermore, the Catholic church always must be taken into 
consideration in this regard. At present the Catholic Church is not an 
active opponent of family planning, but may take a negative position if 
confronted. Again, changes of leadership are relevant here, because if 
more conservative leaders were in place, this could be a barrier to 
program growth. Thus, every effort should be made to base program 
growth and new initiatives on a clear understanding and broad-based 
deliberations prior to program commencement. 
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VII. FEASIBILITY
 

The strategy to establish an effective national program in population is
 
feasible at the present time due to a number of factors conducive to
 
implementation. These are noted below.
 

o PopulatQn pQicy. The UNFPA effort to develop a population 
policy, and, through policy dialogue, to achieve formal adoption is moving 
along well. The policy should be written in early 1990, with formal 
adoption to follow the period of development. This would help to remove 
the constraint that programs presently face functioning in an ambivalent 
policy setting. 

o MSPPcommiment. The present leadership at the MSPP is 
strongly favorable to family planning, as a key primary health care/child 
survival intervention. This leadership is putting into place a number of 
basic supports toward the establishment of a national family planning 
program. One example is that of the public/private partnerships to provide
primary health care through the PVOs, using MSPP staff. At the level of 
program implementation, the MSPP counterpart in the family planning 
area is dynamic, knowledgeable and committed to the establishment of an 
effective, national program in family planning. But a strong family 
planning/population office in the MSPP will be needed to institutionalize 
the program, as a buffer to changes in leadership above at political levels. 

o Laissez-fairenvirQrnme.nt. With the present laissez-faire 
environment toward the commercial sector and the climate of cooperation 
between the MSPP and the PVOs, the strategy of implementing a 
program maximizing participation of the three sectors, including the public 
sector, is feasible. However, all new initiatives should be developed in an 
open and collaborative manner, so that the MSPP is fully informed at 
every step. Further, this will insure that an appropriate approach is taken 
in terms of the Haitian cultural, political and religious context. 

o Lack of cnstrBLinA$. No constraints exist in the Haitian program
with respect to prohibition or unacceptability of methods, controls on 
pharmaceutical products, etc. In addition, there is a generally weak level 
of enforcement on the part of the GOH. Thus, taking into consideration 
the caveat stated above referring to open collaboration, the program can 
move ahead freely. 
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VIII. BESQUREREQJ[REMENTS
 

The resource requirements for the population sector in calendar years '90 
through '92 have been shown on Table 14. Note that the public sector 
portion of this Table is based on the assumption that USAID/Haiti would 
move very quickly to implement an interim public sector activity, in 
response to the Congressional exception permitting assistance to the 
GOH in family planning. This Table is structured to show activities under 
three major headings -- 1) Umbrella PVO, 2) Social Marketing and 
Commercial Sectors, and 3) Public Sector. Mission Operating Year 
Budget (OYB) and Central funding are shown. 

Table 14 showed the umbrella PVO component level funded at 
approximately $2million per year in Mission OYB and PL-480 funds. In 
addition, Central funding of $200,000 per year, to fund technical 
assistance from the Association for Voluntary Surgical Contraception
(AVSC) to both the PVO and public sector programs would be useful. 

With respect to the social marketing activity, no additional Mission funds 
would be required in CY '90. However, in CY '91 and '92 significant
increases in Mission funding would be required ($513,000 and $799,000 
respectively) to fund Phase 3, to introduce a progestin-only pill, detail the 
copper-T 380A (Cu-T 380A) IUD to physicians, and expand the 
distribution mechanism, and Phase 4, in which long-term temporary
methods such as NORPLANT would be introduced. A small amount of 
Central funding would be programmmed for this activity -- $41,000 in CY 
'90 and $20,500 in CY '91. Central funding would phase out after that 
year. Financial self-sufficiency would be a goal after another five years. 

For the public sector, a major, new funding commitment for USAID/Haiti
would be required. In CY '90, this would be on the order of $1.875 and 
would increase to $4.513 million in CY '92. This would return population
funding to the levels before the rupture of AID assistance (for example, FY 
'86, in which $5.53 million was obligated in the population sector. By
comparison, recent funding levels in population have been on the order of 
$1.350 million per year. 

Table 14 does not program Central funding to the public sector. To the 
extent that Central funds could be committed to this, some of the burden 
on Mission funds could be alleviated. It would be appropriate for 
increased Central funding to go to this program, in view of USAID/Haiti's
excellent record in working through buy-ins. Many better-endowed 
programs have enjoyed Central support at levels far greater than 
USAID/Haiti has. An overview of the present commitment of Central 
funds to activities in Haiti is given in Table 15. Mechanisms appropriate
for Central funding would include JSI/Family Planning Logistics
Management (to address supply and distribution needs of commodities in 
the public sector) and Johns Hopkins/Population Communications Service 
(to meet the program's great needs for IEC materials). 
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, T/POP CENT.LY FUND)ED ACTIVITIES IN KAITI 
..... ............................ 	 ......... ..
 

COOPERATING f P p GAMTEE I DATES 

AGCEWCY I S.Tf/PP j Y-INS I 
....... 	 I................. . .I . .............
............


FNI 	 IPREImPLE F.TATIOIN TRIALS N*GO-CITE DE SOtEIL I 110/31/87-3/31/911 

IOF IWCMP:DNT - ITAL; PUBLIC SECTORI 1 321,000.. IN 


............ I...............................................-------------.------- ------I
 
OFTICK$ 	 jPl' t INGO-MAITIAJ 50,000 Z35,000 4/-9/90IONI POL.ICT CHILD 

IANALYSIS IIWSTITUTE 
............ I. ........ ............- I,-......... I ...-----­............ ....... 

SOMARC ICO.94ERCIAL COTACEPTIVE IFO PROFIT DISTRIBUTOR 15.4,000 1 40,OOO 4/5189-9/30/91 I 

ISALES ICO"MRCIE S.A. I I I 
........... 	I -I........................m... . .. .. . . . . i........... m......-- I
 

AVSC 	 ITECHNICAL ASSISTA)(CE TO jNGO.-PROFAMIL, AOPS, 20,000 1 MONE 16/14/89-6/14/90 1 

IPVOs IAINNSAL I I I 
I ............. ................................. ............ 

TIPPS POt.CY ASSISTANCE IN 

JFIMJUCIAL SUSTAIABILITY jCDS-CENTRES PO.IR LE 7,034 1 50,000 13/27/89-8/28/90 1 

ITO PVOs; BJSINESS IDEVELOPMENT ET SANTE I I 
JAALYSIS SKILLS TO MOOS I I 

FCOt FOR-PROFIT COM'PANIES IOASH-DEVELCOPENT DES I I I I 
JACTIVE EW SANTE 

IPROFA,1]L
 

IALIGO
 

........................-- - - - - --............. - . . ................... , 

FPIA SERVICE DELIVERY IN THE INGO-CIS 7,000 I NONE 9/89-9/90 

INORTH I I 
............ I.........................I ............. ....... I............ I 

TOTAL 	 301,03.4 1,006,000 

BEST AVAILABLE DOCUMENT
 

-60­



Appendix 1. HAITI AS A PRE_-EMERENT OUNTRY 

Program funding levels and possibilities have been reviewed in the body 
of this document. However, any design effort should be based on 
consideration of the specific needs of a program. These needs may be 
best addressed by consideration of the type of program implementation
existing in Haiti, in relation to the level of socioeconomic development. 

AID recipient countries recently have been categorized into five groups 
according to their contraceptive prevalence in modern methods. These 
levels range from the pre-emergent countries with less than 8% 
contraceptive prevalence to the mature countries where prevalence is 
over 45%. This categorization, and the analysis which accompanies it, 
are presented in the paper "Moving Into the Twenty-First Century:
Principles for the Nineties", prepared by the Family Planning Services 
Division (FPSD) of the AID Office of Population. 

According to the categorization and analysis, Haiti is a pre-emergent 
country. Haiti is the only pre-emergent country in the Latin 
American-Caribbean region. How Haiti stacks up on a variety of program
characteristics, socioeconomic characteristics and program needs is 
shown in Appendix Table 1. 
Ala. Prm_ a _ 

As discussed above, contraceptive prevalence is low in the pre-emergent
countries, which generally have less than 8%prevalence in modem 
methods. According to the 1987 Survey of Mortality, Morbidity and 
Service Use (French acronym EMMUS), the contraceptive prevalence
rate in Haiti was 6.5%. THe contraceptive prevalence rate stagnated at 
this level for many years but edged up in 1989 to 10.4% in the recent 
CDC/CHI survey. 

Furthermore, in pre-emergent countries the use of modern contraception
tends to be higher among urban elites. Family planning services are 
limited, with services available frnm a limited number of government and 
private providers. The availability of services isalso not well known. 

These traits describe the present situation in Haiti. According to the 
EMMUS survey, contraceptive use in the urban areas is 8.4% compared 
to 4.8% in rural areas. This is apparently due more to uneven distribution 
of services, rather than to differences in demand within the two groups
(Cayemittes, Michel and Anouch Chanazarian, "Survie et Sante de 
'Enfant en Haiti", Institut Haitien de I'Enfance, Port-au-Prince, 1989). 
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Appendix Table
 

Hait: - Pro i E Fre-ererert £C.ntry 

F r oram Pr -emercent Haiti
 

a'acterlst:s courre: Overy l
 

LCJrace.r6 EP 1e5 '1 (EMPUS survey, 1q87)
 
prea.&:e 11,4 tCDCCH!, prelim, 1990)
 

Sr1; Er s::; Yes Metropolitan CP (C. vs. EIMUS)
 
L'ta, elites Rural CP = 4.8
 

Ztat.s :f famiy Only limited
 

p: eavi:es services avail, Yes 

through govt. 
and private
 

provicers
 

Services not Yes
 

midely known
 

oocioe:onom1c Methoos are not Methods are widely known; 
characteristics sidely known 89 cnwore or mo e
 

methods. (World Fertility Study
 

of 1983)
 

Tota] Iert:I t?rate b.4 6,4 	(EMMUS) 

L: e e:art2r 49 55 	iFop. Reference Bureau, 1989) 

Lrc" force :n Ag. (1! 76 65 	(People Review, IPPF/London 
John May, Futures Group 

fort hc oin g) 

(World Bank,
 
GNF per capita/per year 347 360 World Development Report)
 

Urban Q%) 2b 26 	In 1982 (People Review, op. cit) 

BEST AVAILABLE DOCUMENT 



---------------------------------------------------------------------------

Ha!i-F's t:le o a
 

ro Ne eds Overal! HaI
 

*
];: _;r an P ,.epal.c)(;u .-set r fa po.1~y, 

ireon.,:ttor FF Yes ptrlatE szt r IerESt Ir,p; 

. t :a:e- - arcy but :tandar d,:ec 

Tair:r f, ;erscnnel es .,!: ;:.I tr:,,, t'irr. to cocat isolationE r;d 

an at ,a, v E &1 rn, 

£elop F:>::ss and Yes 	 Fort y , re:a:ptor o; p:p. pcicyI; SPP strateg 
tregies resCr:e alocation anc coTItment; 

st,egy for p u tcI pivate ,o! ercia:
P';'C-n o 1 ost,o, in" 'F , *. r post­e.n ; 

par tu stuatev. 

"eet Ne-Os oi Urbar Elite es 	 Yes, Lut rural progr am deelop~ent also. Urban: 
urbnr vo~el clinics, scc:al ;areting 

to urbia M& class cD !nsersaural:
 
rural PYs, ,urel CBDievetual sociEl arketing
 
t: ruta3areas lreo to s a1ler Lrban zones.
 

.e.r.
. te Yes 	 Yes, oronoic.r, of net cts a'udc"rect use, 

prmoton of facilitaes, (ront-lne 
promotion in public setor (lacune inWorld Bank 
staffing patter n, private e'terpr:se/ 
insurEr promcot , social aaret n . 

=I: cll'ica 'Ee'i1:eB ies Ze Pei.r of P E-eoof se iles, 
,r .... 	 ,oir,: i re 	 , ..... s~' lv ,.. or
.. ; ...*Z..... 	 s,.r e .,.. 0'~ ,'S 

ano,BF-eeu 	 t sustain cur'ent acceptors, 4'-P fixed 
* :;V'S, epu's:nr o; NDF:'LON! an
 

F'JE:: netKr; :argeted pfoso on
 

: te UD; MSFP post-partuM strategy.
 

Donor Participatlon! Yes No one donor can do this alone. 
Coordination Coordination of activitaes required 

for efficient implementation. 

Donor coordination needed for expansion
 
of social 5arketing tra multi-method
 
program including injectibles/NORPLANT,
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Alb. $Qcioeonomi.QCharacteristi s 

With respect to socioeconomic characteristics, Haiti also shares the profile 
of the pre-emergent countries. In general, pre-emergent countries 
average a total fertility rate of 6.4 children per woman; according to the 
1987 EMMUS survey, the total fertility rate for Haitian women is likewise 
6.4. Life expectancy, in pre-emergent countries, is 49 years and infant
 
mortality 116 per thousand. In Haiti, these estimates are slightly higher;
 
life expectancy is 55 years and infant mortality is 101 per thousand.
 

For economic and urbanization estimates, pre-emergent countries, in 
eneral, have 76% of the labor force in agriculture; per capita GNP is 
347 per year and just over a quarter of the population lives in urban 

areas. In Haiti, somewhat fewer are involved in agriculture (65%), arid the 
GNP per capita is $360 per year. More Haitians live in urban areas: 26% 
lived in urban ;(,ttings in 1982 and micratini t,, the cities has contin jed 
apace. 

Alc.Program Needs 

According to the FPSD categorization, pre-emergent countries have a
 
broad range of needs in developing their programs. These include
 
building support and credibility for family planning; training key personnel;

policy improvements; meeting needs of urban elites; generating demand;
 
devoloping clinical services for service provision, training and referral; and
 
donor participation/coordination. Inthe paragraphs which follow these
 
needs will be broadly described a-s they apply to Haiti.
 

Alci. Building support and credibility for farniilyplanning. This is a 

major area of need in Haiti and includes both the population policy climate 
in which service provision goes on and service pro\'sion itself. 
Discussions and information dissemination leadlng to the formal adoption
of a national population policy and development of a private sector 
population interest group will support the eventual expansion of family 
planning ser/ices. Quality services should be provided which are 
responsive to clients and which conform to protocols for promotion,
counseling, voluntarism, and clinical care which grow out of joint
public-private sector deliberations. 

Alcii. Trp.inng keyper.oine. This is important for both population
policy and family planning service provision staff. Haiti has a long history 
of isolation in tho region, partly due to its history and to its status as one of 
the few Francophone countries in Latin America. Invitational travel and 
training, and external TA to programs in Haiti can help to combat this 
isolation and the situation of information starvation. 
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Al ciii. -_an~d -s-rategie_. As described above, the 
formal adoption of a national population policy and development of an 
active private sector population interest group would be very helpful in the 
establishment of an effective national program of family planning. These 
would also provide the basis for the development of a strategy within the 
MSPP in terms of resource allocations and commitment to family
planning. An action plan for delivery of services by the public sector, PVO 
and private commercial sectors, and for fundin9 by the donor community 
taking into account the contribution of the individual sectors, is very
important. Development of a planning strategy may also help the MSPP 
to develop its activities in family planning. 

Alciv. Meeting n-eeds of urban elites. This continues to be an 
important need in Haiti but rural program development is also a priority.
For urban acceptors, the USAID/Haiti program presently offers urban 
model clinics able to provide long-lasting methods in addition to temporary
methods. Soon the launch of the social marketing activity will make an 
affodable, quality low-dose pill available to C&D class consumers. In the 
rural areas, the USAID/Haiti program is building a network of rural PVOs 
which can deliver non-clinical services; also three to six model VSC 
facilities are in development in larger, stable rural PVOs. Eventually the 
social marketing activity will be expanded to include intensive promotion in 
rural areas abutting urban zones. 

Alcv. _enerating emnn. This is a key need, since most Haitian
 
families know about family planning methods (87%, EMMUS Survey) but
 
relatively few use them. There is a substantial need for qualitative

research to address the reasons why this situation exists. To generate

demand, the USAID/Haiti program is concerned with objective promotion
 
of all methods and their correct use as well as promotion of facilities. For
 
the public sector, front-line community-based promoters will be needed to
 
link acceptors with fixed program facilities. Since the MSPP staffing
 
pattern does not provide for this type of worker, exploration of how this
 
role can be fulfilled will be needed.
 

Al cvi, D__eYv_[Qp ng _ JcaI _e fireo ipoior in ing and 
referral. This is a clear need for a program trying to sustain current 
acceptors and attract new users. Thus, the development of quality
services (that is services which are responsive to clients and meet basic 
standards related to promotion, counseling, voluntarism, and clinical care)
in the MSPP and the PVOs is critical. The USAID/Haiti program, at 
present, focuses on the PVO sector but can now develop public sector 
activities. Additional specific needs in this area include (but are not limited 
to): continued development of MSPP VSC facilities, expansion of 
NORPLANT in the PVO/MSPP network, targeted promotion of the IUD, 
male VSC, and development and implementation of an MSPP 
post-parturn strategy. 
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A l cvii. !ncfea_ingdoQr_p_articpaonoQrdin~tQn. This is vital, 
because no one donor can meet all the current needs of the program in 
Haiti, Coordination of activities is required for efficient implementation and 
to maximize the utility of external TA. Donor coordination will be needed 
for expansion of social marketing to a multi-method program, including
injectibles and NORPLANT. 
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