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EXEQUTIVE SOMMARY

1. A mid-term evaluation of Family Planning Services Project (660-0094)
was carried out by a six-member team in Zaire June 10-28, 1985. The
objective of the five year project is to increase the prevalence of
contraceptive usage to 123 through 75 family planning units in 14 urban
areas of Zaire. The team profited from a series of substantive reports
on family planning activities in Zaire.

2. The team foud that financial systems were in place and operational,
Accamplishments in the training area had surpassed project targets and
were providing a much needed service. Services are being provided in at
least half of the targetted sites, but not all are fully cperational.
The team was surprised to find a very low number of acceptors of family
planning services at project sites, with contraceptive prevalence
estimated from project socurces to be at less than cne percent. The team
feels that the basic premise of the project paper--that there is a large
volume of unsatisfied demand for family planning services--was not
justified. Further, project assumptions about availability of
informational methods and adequacy of infrastructure seem poorly founded.

3. In many ways this evaluaticn is premature and this prematurity
explains in part the lack of progress in various activities and the lack
of cunclusivesness in team findings. Delays were introduced at the very
beginning of the project in getting project inputs from USAID. Further
delays occurred as the project departed from its expected organizational
pattern involving an informal arrangement integrating governmental
activities into the existing structure of a non-governmental organization
(the QD). For variocus reasons, this implementation arrangement did not
prove to be feasible; and a naw project structure was created including
the construction of project headquzrters.

4. BAs a result of these changes, there are now two structures in the
family planning field with an unfortunate duplication of effort. One
section of the substantive recamendations of the report focuses on the
various functions which are involved in the delivery of family planning
services, and how they can be divided to reduce duplication of effort.
Briefly these involve consolidating training and contraceptive supply in
the PSND, the consolidation of the information and education function
within the WD, a closer collaboration in statistical reporting, and a
fuller integration of supervision into the existing health zones.

5. 'The team commends the PSND for the steps it has taken to improve its
internal efficiency and suggests further that equity be introduced into
salaries and benefits which would be managed at the project level. The
team concludes that project energy should shift away from internal
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project organieation and reorganication to service activities. In this
regard, the team has offered recommendations for increasing commmnity
outreach, strengthening supervision, and increasing tho emphasis on
information and educaticn about population issues of which family

planning is but cne aspect.

6. The problem of lack of collaboration between the project entities is
a pervasive theme which has preoccupied project staff and recurys
throughout the report. The team has offered several specific
recommendations about formal arrangements which may clarify roles and
responsibilities within the projects including the establishment of a
protocol for activities tc be carried out by the (NND under the project
and the functioning of its consultative council. Further collabozation
could be facilitated by participation of DSP personnel as volunteers with
the QWND. The team has also offered more general recommendations by
which commnications can be improved. However, the team is not convinced
that there exists good faith among the partners to resolve these
differences and notes that no amount of specificity will resolve these
problems in the absence of good will. The team also notes that the
government of Zaire should clarify the principle of “"naissances
desirables"* enunciated in 1972 and should formally support the project
by increasing its financial contribution and strengthening its
instructions to health perscnnel. The team also encourages more
coordination between USAID, IPPF, WHO and the UNFPA at the country level.

7. The team anticipates that the project agreement will need to be
amended to extend the project completion date and make other changes as
well. But amendments are not recommended at this time for several
reasons: 1) The project is just emerging from the shakedown phase; 2)
The staff need to have a chance to act on the recommendations of this
report, as well as to adjust to a new team of technical assistants; 3)
If the collaborative arrangements have not improved within a year, then
mjor redesign of the project will be called for.

8. In the short term, project efforts should be concentrated on
improving services in family planning units already under the project,
and reaching the target number of units. The project should eventually
be expanded to incorporate all family planning units in the 14 cities fuv-
training and resupply. Over the long term, the team sees the need for
continued assistance by USAID in the field of family planning, including
an extension of this project and possible follow-up. Future directions
will greatly depend on the progress in resolving problems outlined above.

*The phrase which translates as "Desired Births" is used in Zaire to
mean family planning.
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SUMMARY OF MAJOR REOMMENDATIONS

The recommendations are divided into three categories. The first is
overall recommeniations which require active intervention by USAID.

These are followed in turn by specific recommendations for the
improvement of each component cof the PSND project. These will require
follow-up by USAID. Beveral other recommendatiocns not summarired here
are useful for the internal working of the project and should be taken up
in the course of routine project monitoring.

Overall:

1) A protocol should be negotiated between DSP and ONND clearly stating
Q™D role and responsibility in carrying out project activities and
clearly specifying the budget and personnel contributions of CNND and
PSND.

2) If in USAID's opinion, substantial progress has not been made after
another year of experience in resolving problems identified in this
evaluation, the project should be redesigned. Even if major redesign is
not called for, the project will need to be amended and exterded.

3) The government of Zaire should begin now to make an ordinary
kadgetary contribution to the project.

4) The streamlined Project Advisory Council and the Project Ooordinating
and Management Unit should function as planned in the project paper.

Administration:
5) The project should be audited.

6) Additional personnel needs should e met by seconding staff from the.
Q2D and other government agencies, rather than by direct hire. The
director's role in review, disciplinary action and reassignment of all
staff regardless of source should be reinforced.

Oontraceptive Supply:
7) Procedures for resupply, as yet untested, should be simplified and
uniform for both PSND and QNND.

'8) Expired contraceptives should be replaced by AID/M at no cost to the
project.

Training:

9) The basic training program should be strengthened by adding a
checklist of practical clinical requirements, by acquiring basic didactic
materials, by esphasizing management training amd by following up
trainees
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IEC:

10) To avoid duplication, it is recommended that the project's IEC
program be located at ORND., Materials developed there should be shared
by all the family planning projects.

Family Planning Services:
11) To strengthen community outreach

QND needs to mobilize volunteers to support new clinics
Realth workers need to go outside the clinie
Inauguration seminars should be put in place in
communities prior to launching PSND activities.

12) The project strategy should be changed to increase the number of
s:r;rice points in cities already covered before expanding to additional
clities.

Supervision:
13) Supervision should be improved by

— reinforcing the PSND supervisory unit with additional
personnel

-~  using the existing supervisory protocol during clinic
visits

_— encouraging DSP supervisory medical personnel in health
zones to play a more active role in family planning
supervision.

Statistics:
14) The overall statistical system should be simplified and computerized

for uniform and@ timely reporting of family planning activities.

15) A global statistical report for all family planning activities in
Zaire should be compiled by the QWD and shared with appropriate medical
authorites,



I. INTRODUCTION AND BACKGROUND

This report is a mid-term evaluation of the Family Planning SBervices
Project (660-0094) obligated on September 30, 1982 and carried out with
the Department of Public Health (DSP) of the Govermnment of Zaire and the
Comité Nationzl des Naissances Désirsbles (QNND). The evaluation was
undertaken by AID with the participation of the same institutions. As a
mid-term evaluation, emphasis is placed on process ard structure rather
than ocutputs. The detailed scope of work is shown in Appendix A.
Briefings with USAID officials indicated internal organizational problems
of the project and problems with collaborating agencies. The team's
attention was drawn to questions of the long-term viability of the
project.

The team was headed by Sarah C. CLARK, Regional Population Officer for
West and Central Africa for AID based in Abidjan. Team members include
Kathy JESENCKY, Program OQoordinator for Africa at Family Health
International who served as a consultant for the International Science
and Technology Institute (ISTT); KIKASA Mwanalissa, editor of Afrique
Zaire and Treasurer of the ONND; Jean LEOOMTE, physician and indcpendent
consultant with ISTI; Ga¥l MURPHY, Health and Population Officer intern
with AID; PANGU Kasa, physician and medical advisor to the Minister of
Health. .

‘The evaluation team carried out its work during a three week period in
Zaire. It was divided into three groups for iield visits to evaluate
family planning units. One group visited family planning ceiaters in bBus-
Zaire; one group visited Kikwit in the Bandundu regicn; the other carriea
out field visits in Kinshasa and paid particular attention to problems at
the central level. A common protocol was used during site visits. (The

French version is attached as ippendix B).

In addition to the field visits, the evaluation included interviews with
project staff, USAID and ONND personnel, review of project documents and

progress reports.

Two major difficulties were encountered in the course of ch- evaluation.
The first is the acknowledged departure of the project in execution from
its original conception - the design team had specifically rejected
creating an operationally independent structure in favor of a centralized
planning and supervisory unit within the OQMND (Project Paper, p 37). The
team chose to accept the reality as it exists rather than dwell on the
deviaticns. The second difficulty results fram the deiay in getting the
project started, due at least in part to delays in getting family
planning commodities and technical assistance tnrough AID. As a result,
some activities such as re-stocking of contraceptive supplies have not
yet been needed. It is, thei .fore, impussille to provide relevant
obeervations and recommendations on them.

N
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The project was explicitly designed to meet unmet demand for
contraceptives, and train health personnel in their uss. According to
the project agreemsnt, the goal of the project is "to increase the use of
voluntary family planning, assisting Zairian families to space their
children and to have the number of children they desire”. Quantitative
targets are epecified in terms of increasing contraceptive usage from
three to twelve pecrcent among couples living in the fourteen target
cities. The seventy-five target centers in the fourteen cities have been
divided into three pools as follows:

let Pool Kinshasa, Bandundu, Bas-Zaire

2rd Pool Shaba, Kasai-Occidental, Kasai-Oriental

3rd Pool  BEquateur, Haut-Zaire, Kivu

There are nine activities which are to lead directly to attaining the
goal:

1) actions to improve coordination of family plann:lng 1,.,...“
delivery.

2} development of technical gkille
3) provision of training at several levels
4) production of didactic and informational mter:lali

5) improvement of facilities through refurbishing and ptovia:lon of
basic equirent

6) provision of contraceptive commodities

7) develorment of an improved logistical support system
8) provision of actual service delivery |
9) supervision, data collection and evaluation

These are more or less associated with nine outputs. (Fbr mre detail,
Bee pages 11-12 of the project agreement).

1) an effective management system

2) three training centers

3) curricula for medical and nursing schools

4) 200 trained family planning service providers

5) an improved and simplified service statistics systen



6) IEC Material in French and one local language

7) effective systems of logistics and comodity reporting

8) 75 urban service sites with 15 satellite commnity-based programs
9) 250,000 new and 125,000 continuing acceptors

The project is carried out as the Projet Nationale des Naissances
Désirables (PSND) with staff from the DSP and CONND. It is located in a
free standing building on the grounds of Kintambo Maternity Hospital.
The building includes administrative offices, a teaching center, a model
clinic, a warehouse and a yarage for project vehicles.

There was no mention of the physical location of the project, but the
project agreement implies that the DSP staff would be physically located
within the then existing headquarters of QWD. However, the proffered
space was found to be insufficient so that the project was eventually
located in separate facilities. This physical change had several
administrative consequences. Other deviations from the project agreement
include the establishment of a physical training center in Kinshasa and
the recruitment of staff directly to the project.

For the most part, these changes are understandsble consequences of
conditions which were not foreseen at the time of project design and have
led to a more clearly articulated project structure. However, there are
three negative tendencies which concern the evaluation team:

~the duplication of efforts and structures;

~the weakening of the QD and its ability to carry out its
independent functions; and '

~the long-term viability of the project structure independent of us
government funding.

The consequences of these major observations will be developed in the
aalysis given below, and further addressed in the recommendations which
follow at the end of each chapter.



II. ADMINISTRATIUN/SIRKUCIUKE UF IHE PRNAJECT

Cbservations

Overall Administration: fThe organieation of the project was described in
the project agreement, with the day-to-day operations to be carried out
by a Project Management and Ooordination Unit (UAPC). Overall policy
guidance would be carried out by an expanded version of the UAPC, the
Project Advisory Council(CCP) with membership also including interested
allied organizations. The project agreement implied that the project
would be administered by CNND systems that were already in place with the
attachment of a limited runber of DSP perscnnel. The director was to be
supplied by DSP while the CNND would provide other senior staff and also
provide administrative, management, training and supervisory support to
the project. (p 13 of the project agreemant)

Administration is actually carried ocut by the director and deputy
directors. (See Appendix C for the organizational structure.) Each head
of service prepares an annual workplan. This workplan is then reviewed
and accepted by the UACP and submitted to AID and DSP for review. When
adopted it serves as a basis for the activities of the coming year. The
evaluation team found the repo. s to be camprehensive and timely.
However, the report on activiti.s accomplished in the annual work plan is
not reported in the same format as the activities which had been planned
for that period. Effective administration has been hampered by what the
project staff views as a lack of clarity in the roles of the implementing
organizations in the project agreement, a cumbersame implementation
arrangement, and a lack of job descriptions. The actions of the UACP are
also hampered by the non-availability of key staff members on a full-time

basis.

The Project Advisory Ccuncil has met formally only one time (although it
met once informally to review the findings by the pre-evaluation study
group). Confusion was expressed by various members as to why the council
had not met more frequently, including lack of clarity as to who calls
the meetings. The one time it did meet, discussions were protracted
because of the involvement of a large number of agencies (as specified in
the project agreement) which were not familiar with the project. The
team found that a lack of effective commnication between QWD and DSP
people is at the base of many of the problems observed within the
project. (This is treated more fully in Section IX on Collaboration).
The proper functioning of the Project Advisory Oouncil (OCP) in project
guidance would go far in eliminating these and other problems.
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8ince the January examination by the pre-evaluation study group, a great
deal of time has been dodicated to clarifying roles, relationships and
responsibilities. The resulting structure (shown in Appendix C) geems to
be feasible and workable but needs to be adhered to. It is felt that
further efforts to reorganize, other than to accommodate anf:.icipated
changes in technical assistance and consolidation of progiam efforts with
QIND, are not warranted.

As this project ewolves, effective management systems are still being
developed and with the addition of more distant training centers and
clinics, administrative difficulties are foreseen. Much also remains to
be done in the programming and training divisions. To help shore up
management, charges are proposed in the technical assistance supplied by
AID. An agreement has beer: reached that AID will provide two technical
assistants: one fulfilling the role of technical advisor, the other
continuing as the Assistant Director for Administration. The latter
position will be filled by a locally recruited expatriate. The team is
concerned however that in order to increase the long term viability of
the project, an appropriste Ze’rian candidate should be identified and
brought along to fill this position in future years. Since the present
contractor will leave in July 1985, this changeover will take place in
October 1985. To incorporate these changes, & new organizational chart
hasg been developed (See Appendix D) on which a technical advisor has no
line authority, but will act as an advisor to the Programming,
Administrative and Training Departments. The team is concerned that
technical advisors without "line" authority will not be able to function
effectively in the absence of the Director. In any event, care should be
taken to detail job responsibilities so that there is no confusion as to
the advisor's role in the UACP. A good line of commmication should be
etiaﬂtablished 80 that the advisor is kept current of the activities in each
division.

Financial Administration Because of delays in start-up of the project
and a slowar rate of expenditures than was expected, the project is
adequately financed. The team found the project to be well managed: that
financial responsibilities are taken seriously, and that accepted
financial practices have been established by the project managers. These
procedures were reviewed at an early stage of the project by the USAID
controller and suggestions were made and incorporated to improve cash
flow. Eowever, project director and deputies reported that they were
sperding too much time on financial matters which were not being
adequately addressed by the project accounting staff. The study group
that prepared the mid-term evaluation noted that the project could
benefit from an external audit and suggested implementing a regular audit

Program.

Project staff commented on the delays in getting financial reports out
when the half-time controller wae preoccupied with other activities.
Delays in financial reports were also observed by USAID project

management .
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At present the system of bookkeeping and accounting is a manual one, but
a computer system is to be installed which could be made available for
accounting and generation of f£inancial reports. The team observed that
financial reports were not included in the Annual Report for 1984 end
that the audit suggested by the pre-evaluation study group has 1ot been
carried out.

The budget as actually executed in counterpart funds bears no
relationship to the budget as described in the project agreement because
of changes in the dollar/zaire exchange rate, greater availability of
gaires for project activities, and activities that were not foreseen.

The team noted that the project itself was generating revenues through
renting space, provision of clini:al services ani sale of project
produced IEC materials. The project plans to track and program these
revenues for additional project activities.

Personnel The project agreement anticipated personnel to be supplied
from the DSP and the ONND, with the DEP supplying the project director
and some other personnel. ONND would supply deputy directors for Program
and Training, and other support staff. A bilingual secretary was to be
hired using counterpart funds; no other outside staff were anticipated.
As noted above, the administration was to lave been incorporated into the
existing system of (NND. However, the project agreement did not
establish an organizational or functional relationship between the
various personnel.

Several problems became apparent in the early months of t}wApmject;
Management has expended considerable effort to resolve them. These may
be listed as problems of:

—loyalties of seconded staff to their host organization rather tha
the project

—inequality in salaries and benefits of personnel from ditummr. ,
host organizations

—part-time versus full-time schedules

—lack of perscnnel from collaborating agencies to £ill certa:ln
positions s

—need for clear lines of authority over project activit:l"es‘
~—greater persornel needs than anticipated in the projéct_agréqlenti

7
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These parscnnel issues were identified as critical and led in part to the
study group preparatory to the mid-term evaluation. Both prior to that
and subsequently, the UACP is comnended for having taken many steps to
address these problems. These include sessions ¢y motivation for all
employees; addition of salary supplements to DSP salaries to bring them
more in line with OWND salaries; addition of personnel to the project.
Several propoezls have been made for the elimination of part-time
employees. Tne UACP has made perhaps its most significant contribution
in establishing lines of authority, areas of reponsibility and position
description=. Nonetheless, several problems prevail and in some cases
{as previously noted in the pre-evaluation study group report), attempted
solutions may have aggravated old problems or created new ones. For
example, attaching supplements to the salaries of DSP workers but not to
QWD salaries has left CHND personnel dissatisfied.

The team did not observe inherent organizational and structural
difficulties between full and part-time workers that cannot be resolved
through correct performance of duties, adherence to a work schedule by
the employee, and sensitive scheduling by management. The team also
observed that hiring direct staff has led to the creation of yet a third
category of workere, adding more institutional unclarity and disparity
between classes of workers. This distinction may however concern team
members more than PSND staff. The team was not sure of the legal basis
for hiring project staff cutside the LSP and notes that this may lead to
the creation of &n independent institution at the expense of long term
institutionalization. Discugsion with various individuals and
organizations led to the conclusion that it would be possible to
establish a framework which could promote more equality. Such a system
would have to include steps toward parity of campensation, centralized
personnel administration and salaries. However, it was also reported
that salaries for CNND staff are based on private pay scales and vary
considerably from government salaries. 8o a perfect parity would not be
possible even for camparable work if the employees keep their host
affiliation.

Recamendations

Overall Administration

It is recommended:

1. "That the existing project mechanism, the UACP, be used more fully to
correct problems which result from non-performance of duties or accretion

of duties.

2. That (as recommended by the pre-evaluation study group) the Project
Advisory OCouncil (OCP) be reduced in size to two representatives of the
three principal organizations; that it be called to meet no less often
than four times per year; that th» direction of the project be charged
with calling the meetings and preparing the agenda, but that the CCP may
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be called to an ad hoc session through the office of the director at the
request of any constituent member; that one time each year, an expanded
version of the Council, including the members listed in the project
agretment, be held to review the annual report of the current year anii to
adopt the workplan for the following year.

3, That the annual workplan be revised so that each service is assigned
specific responsibiiities, particularly those detailed in the protocol
with QIND,

4. That the format of the annual yeport be revised so that planned
activities are listed exactly as contained in the vorkplan for the
relevant year. Unplanned activities may be shown separately and
explanations given as to why they were undertaken.

5. That the TA provided to the project be increased as proposed by the
project to ore technical advisor and one administrator. But that steps
should be taken so that in future years, this latter post will be filled
by an appropriate Zairian candidate.

Financial
1. That the project should be subject to an external audit.,

2, That financial reports be included in the annual report and other
periodic reports.

3. That appropriate steps be taken (acquisiton of software, training,
computer time) so that financial acoounts and reports can be _

computer-generated.
Personnel

1. That the director have responsibility for supervision of all staff
working in the project regardless of host institution: the director's
responsibilites include review, disciplinary action and reassignment,

2. ‘That any fi'.cher reorganization be deferred until integration of new
personnel has taken place; the technical advisor should have line
authority; further changes should be made only to accommodate modified
program functions.

3. That management be sensitive to the problem of inequality of henefits
between classes of workers and that when possible salary and benefits
should ' » brought into line.

4. That additional personrel needs should be met by seconding additional
staff fron OND, DSP or other govermment agencies as opposed to hir:lng
directly by the project.
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III. CONTRACEPTIVE SUPPLY

~ Cbservations

As stated in the project agreement, contraceptive supply was to be the
responsibility of the QWD. More precisely, at the central level, the
OND would be assigned the responsibility to plan, order, veceive and
warehouse all contraceptives and medical equipment; to deliver them to
the various family planning units (DSP, CASOP, ECZ, training centers
etc); and to maintain and monitor the general supply system. At the same
time, the project document sets up a supply unit within the PSND to
handle the internal logistics of contraceptives within the DSP health
system and to renovate and refurbish selected health facilities providing
family planning services.

Thus, the seed was planted for Auplication of efforts and confusion of
responeibilities. In order to execute its mandate, the PNSD set up a
supply unit with four agents, namely:

A Chief of Service, part time from CNND.

A Deputy Chief of Services, part time from DSP
An Assistant, full time from DSP.

A Stockroom Manager full time from DSP

A consultant has just been hired on a short-term basis to review
procedures.

Three major problems can be identified in the central supply service:

1. The lack of sufficient persomnel to carry cut the mmerous tasks and
functions of the supply service. Besides its two main responsibilities,
i.e., suppiy of contraceptives and medical equipment and renovation of
family planning units, it has assumed numerous other responsibilities
such as the administration of project wehicles; contract negotiations
between PSND and family planning units; printing of various forms and
technical documents; and supervision of the material and equipment of the
project. This has severely stretched staff resources.

2. The two principal authorities (Chief and Deputy Chief of Service)
work on a part time basis.

3. Departure from the allocation of responsibilities spelled out in the
project agreement, especially the ordering of contraceptives and
equipment which was initially attributed to OMD. CNND continues to
order and stock IPPF-supplied contraceptives. However, all USAID
contraceptives are ordered and stocked through PSND and housed in the
PSND warehouse. It was intended in the project agreement that project
commodities, although from a different source, would flow through
existing ONND channele.

Duplication is lessened somewhat since the same person heads the supply
service of ORND and PSRAND and similar documents are being used for Q®D
and PSND stock management.

)7
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It is also important to consider how contraceptive supplies will reach
the family planning units outside Kinshasa. The family planning units of
Bas Zaire, Bandundu ard Kinshasa have thus far recsived ons standard
supply of contraceptives and medical equipment which was delivered
directly to individual unitse by the PSXD Supply Service.

At the present rate of development of the delivery of family planning
services, all the units visited by the evaluation team have, in general,
sufficient stocks of pills, injectables and barriers methods for at least
one year. Oondams are not very popular and the initial stock of six
thousand pieces is often still largely watouched. All the family
planning units have received IUDs and insertion kits; however many of
them do not have personnel trained in IUD insertion, therefore they do
not insert IUDs. Some units still need to be supplied with adequate
medical material such as examination tables and lights.

Since all family planning units are still well supplied with
contraceptives, mechanisms to resupply the family planning units have not
yet been put into operation. It is therefore impossible to estimate
effectiveness of resupply procedures (see Appendix E). Only general
cbeervations can be made. There are however two potential problems in
this domain.

1. The project paper recommended that money be collected for
the contraceptive services and the sale of contraceptive
supplies, but that it be used at the local level to defray the
costs of operation of the family planning units. However, QWD
has adopted the palicy that the money be remitted to help defer
the costs of contraceptives, so that family planning units will
become self-gufficient in contraceptive supply. Forty percent
of the money generated is currently programmed for resupply. At
the clinic level, personnel are not sure what is to be done with
the money they have collected.

2. Another problem is the early expiration date of oral
contraceptives provided by AID/W through the central procurement
system. USAID/Kinshasa has signaled this problem to AIDAV and
has made several attempts to ship the contraceptives to rore
active programs in other countries. It is clear to the team
that at the low usage rate, contraceptives will have passed
their expiration date prior to being needed. Ths team concluded
that even though the physical efficacy of the pills might be
established through testing, their utilization in the program
will hamper ite credibility.

Reccemendations
It is recommended:

1. That the PSND supply service concentrate its efforts on the priority
actions a) to manage und distrilute contraceptives and equipment -to
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family planning units b) to identify and carry cut renovations and
refurbishing the family planning units. Other functions such as the
administration of the cars and the printing of documents should be

"~ assigned to administration services.

2, That PSND should atore, distribute, and manage contraceptives and
equipment for the project, and eventually for the country as a whole as
more units are brought into the project. Project facilities can be used
to store contraceptives for units served by OIND. For the time being,
each organization can continue with its own policy.

3. That the standard supply of contraceptives given to the units of
pools two and three be adjusted acoording to the experience of pool one,
especially with regard to condoms and IUDs.

4. That PSND withdraw IUDs from family planning units which do not
provide IUD services and distribute them to clinics that do.

5. That stocks of contraceptives be established at a regional level in
order to avoid any risk of contraceptive stockout. Where health zones
are operational, the PSND could deliver to the zonal medical chief a
stock of contraceptives for the family planning units of that zone.

Where the health zone system is not yet operational, these stocks could
be handled by the Regional Ooordinator of CNND who works with the project.

6. That a certain flexibility in the supply service should be
maintained. The existence of a regional and/or urban depot of
contraceptives does not mean that all the family planning units must
necessarily cet their supply from that depot.

7. 'That procedures presently plannsd for the resupply of family planning
units be simplified (See Appendix E). Reports on stock management,
provided quarterly by the family planning units, should fulfill the
requirements for re-supply.

8. Since contraceptives will be donated to the program for some time to
come, that fees collected from provision of family planning commodities
and services be reserved for use at the local level,

9, That AID/W replace expired contraceptives with new stock at no cost
to the project.



IV. - TRAINING
Cheervations
A number of training activities are planned:

-Basic training of 200 medical and paramedical personnel in
contraceptive technology;

~Training of trainers for each of the three regionél centers;:

-Development of didactic and informational materials for the training.

centers;
=Development of curricula for the medical and nursing faculties;

-=Training update for personnel already delivering family planning
services

-Training of regicnal coordinators in management and supervision;

-Short and long-term training in reproductive health and in
management outside of Zaire for personnel inwvolved in the project.

To accomplish these activities the project relies on personnel from the
QWD and the DSP. At the national level an Assistant Director for
Training has been named from the Q@D and an assistant from the DSP.
Training activities are to be carried out in three regional training
centers: Kinshasa, ILubumbashi, and Kisangani, each to be headed by a
part time regional training director appointed Ly the QWD with
contractual training staff recruited from the QWD and DSP personnel.
Tre first training center has been establiclix] in Kinshasn with its own
physical structure and an attoc: " cliric, ™o Acristant Director is
also Training Director and Center Director, thus filling three positions
each originally programmed as three half time positions.

The first training of trainers (TOT) took place in Tunis in Novemler
1983, through the Office National de Planning Familial et Population with
support from JHPIEGO. Medical and administrative personnel, many of whom
had received prior training (from Pathfinder, IPPF, JHPIEGO) were trained
to serve as in-country trainers and facilitators. This core group,
supplemented by additional health personnel, has been responsible for
most of the project's in-country training. Over the course of four .
one-month training sessions, the first beginning in February 1984,
seventy-three medical and paramedical personnel have received hasic
training in family planning. Sixty-three of these personnel are from
Kinshasa, Bas-Zaire, and Bandundu, the regions camprising the first
pool. Initiation of the training program was delayed approximately one
year due to the need to develop training cbjectives and curriculum, the
lack of contraceptives and clinical training facilities, and delays in
counterpart fund releases.
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A second TOT took place in sarly 1985 under the direction of the local
training institution, CENACOF. These trainers subsecuently trained ten
persons from Lubumbashi who will ssrve as the core group of trainers for
the second pool of regicns (Shaba, Kasai-Oriental, Kasai-Occidental).

The training program is composed of a theoretical and a practical
~amponent. The theoretical part is divided into four modules:

Philosophy of Family Planning, Omtraceptive Technology, Coumunications
and Management. (See attached syllabus, Appendix F). Up until this time,
ordered didactic materials have been slow to arrive. Oopies of lectures
are given as reference documents. The practical training component is on
a rotation basis in five clinics. This practicum centers around clinic
activities and the trainees do not have any comminity experience.

Although there was not enough time to evaluate in detail the technical
competence of the trained personnel (there were few family planning
acceptors present during site visits) the program has a built-in
evaluation component which consists of a pretest, post-test and the
trainers' evaluation of each trainea's skills. The trainees also provide
input as to their satisfaction with the program.

During the site visits, contact with recently trained personnel indicated
that they were satisfied with the program and felt that they were
competent to deliver family planning services. However, there was a
desire by some to have a longer practicuum so that they could work for a
longer period under supervision and gain confidence in handling a variety
of cases. It is felt that the length of the practical experience would
be sufficient if clinic utilization was increased. This would give each
trainee a sufficient number of acceptors to consult in the planned
period. If a problem exceeds the competence of the nurse, the client is
referred to the attending physician. All personnel expressed interest in
continuing education activities (some requests are however clearly
inappropriate} and in having reqular technical supervision.

Preparations have bequn to establish a second training center in
Lubumbashi. This center will train the medical and paramedical personnel
who will staff the family planning clinics in the regions of Shaba, Kasai
Occidental and Kasai Oriental. The PSND is in the process of negotiating
a suitable location for the program. No permanent physical structure is
plamned. Space will most likely be available fram the university or the
regional medical offices. On-site training activities are programned to
begin in January, 1986. A concern should be noted about the
effectiveness of the practical training component if the number of family
planning acceptors in Luburbashi is as low as in other cities. Qurrently
there are only four clinics providing Zamily planning services. It is
doubtful that there will be enough clients for each trainee to fulfill
the clinical practical requirements.

Up until this time, energies have been devoted to developing the basic
contraceptive technolciy curriculum. Little has been Gone to develop
curricula for the medical and nursing schools, although this is another
of the mijor cbjectives of the project. Further delay will mean an
increased number of personnel who must receive basic contraceptive
technology training in special postgraduate ocourses which entails
additional financial and personnel resources for future programs.
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Likewise, no systematic program has besn institutad to identify training
neads and to update skills of those psrscnnel trained by the QWD in the
late '70's and already delivering services although one retraining
workshop was held in Canuary 1985, Beveral PQND staff members and
selectsd medical perscnnel have received ghort term training in
management, surgical contraceptive techniques and IBEC from JHPIHGO,
CEDPA, INTRAH and Columbia University. The PSND has supported overseas
training for all three of the regicnal coordinators - two at Columbia
University and one at JHPIEGO. As yet no cne has been sent outside of
Zaire for long-term training—one of the major reasons is language skills
in English.

Discussions confirmed that the first phase of the programmed utiliration
of the Kinshasa training center for basic training of medical and
paramedical personnel is almost complete. However, if the project and
possible follow-on projects are going to increase coverage to include all
urban health facilities providing family planning services, a long-term
need for basic training of numerous medical and paramedical personnel
will exist. Moreover the need for continuing education is ever present.
Future use of the center and its clinic to train personnel in new
contraceptive techniques and research is planned. Likewise,
informational sessions for allied health personnel, cammunity service
organizations, and policy makers in the realm of family planning will be
needed. Presently the center is used only 403 of the time fcr actual
training so that space for other training activities exists if personnel
and other resources are available. Besides providing space for its own
training activities, it can generate income through renting space. This
means of support has already been initiated with activities of SANRU.

The number of staff appointed to design and carry out all aspects of the
training program is insufficient. For example, one individual is
currently occupying three key roles. Elaboration and execution of each
of the different tiaining programs require additional personnel and
material resources, Additional personnel could be requested from
participating agencies; short term consultants can be drawn upon as
need

Recommendations

It is recommended:

1. That a checklist of clinical practical requirements be given to each
trainee to ensure that he or she is exposed to a variety of situations
and has the necessary skills to complete their assigned tasks with

campetence.

2. That needed didactic and informational materials be acquired and
adapted as soon as possible so that the training will be more effective.

77
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3. That a system of continuing education for trained personnel be
established through reqular update newsletters, panphlets, and seminars.

4. That a follow-up evaluation of each trainee's expertise take place
six months after the training. This evaluation can pinpoint programmatic
weaknesses and indicate continuing educational neceds.

5. That a study be made of the utiliration level of the existing family
planning clinics in the Iuburbaghi area to ensure an adequate number of
acceptors available during the practicuum. If there are not acceptable
utilization levels, training should be echeduled in Kinshasa.

6. That at least two nurses from each health center and their immediate
supervising physician be trained so that there is less risk of
interruption of services in the absence of one nurse.

7. That the curriculum for medical and nursing students be developed
and have the appropriate didactic materials and equipment available for
the 1986~87 school year.

8. That OMND plan in its upcoming budget to hire a second staff member
to be the director of the training center in Kinshasa, as planned in the
project agreement.

9. That additional personnel needs be identified and that negotiations
take place on how thicse needs will be met. Advantage should be taken of
short-term and external consultants for tasks which need an expertise not
easily available in-country.
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V. INFORMATION, EDUCATION AND COMMINICATICN (IEC)
Cbeervations '

No specific IEC goals and strategies were included in the project
document. The project was based cn the assumption that sufficent demand
for family plenning services war present and thus the priority was to
provide servicas to meet this demand. However, in the clinics visited,
low utilization of family plznning was observed. A definite need for an
effective IEC program exists ot all levels to explain to government
officials, traditional leadzrs, business enterprises, commnity
organizations und the people the benefits of family planning, respond to
their questions, advise as to the accessibility of family planning
services and motivate couples to becomne family planning acceptors. The
usefulness of an aggressive IEC coamponent is shown by the increase in the
number of family planning acceptors in the Libcta Lilaru training center
clinic in Kinshasa after a community education campaign in March, 1985.
The number of new acceptors increased from 53 in March to 107 in April.

Actual IBEC is limited in scope. Site visits determined that IEC sessions
for family planning are most often held in the clinic during prenatal,
contraceptive ard well-baby consultations. The frequency of these
sessions is once or twice a week, however in some clinics they are as
infrequent as monthly. Participation varies between 20 and 50 women with
sessions lasting about 30 minutes. Lack of space contributes to the fact
that there has been no effort to divide the participants into smaller
groups for effective interpersonal contact and group discussion. The
sessions are held elther in a large multipurpose room, in the examination
room or in the hallway. Individual motivational sessions are held when a
woman comes for more detailed information or when she is ready to accept
a method.

At the clinics, motivational sessions seem to emphasize the different
methods available; personnel felt that women were already motivated to
accept family pla:ining since they appear at the clinic. Thus education
sessions may put the accent on inappropriate themes. Research should be
carried out to clearly determine the level of motivation of the
population 74 barriers to contraceptive use.

In most clinice there were no IEC materials. Most often the walls were
bare of any type of visual aid. Evidence that femily planning services
were offered was lacking or very inconspicuous. No red trianc.: logos
which indicate the availability of family planning services we & in
evidence. The personnel are conscious of the usefulness of visual aids
ard are interested in receiving any that are available. Two clinics had
copies of a simple flip chart produced by the QMD. The designs were
stenciled on durable cardboard, but were not very large and may be
difficult for women to understand because they were not colored. Easy to
use visual aids which can be distributed to each family plannirg service
are greatly needed. The PSND has just developed some such visual aid
materials which it has pretested and is putting into production.

/7
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Litcle has been done to prepare the commnity to receive these family
planning services and advise them that contraception is now available. In
oome cities, motivated clinic personnel are beginning this process. In
four clinics, personnel are taking initiatives to reach potential
acceptors. In Kinshasa, the nurses at the training center clinic go into
the neighborhood to mo:ivate the women. In another city a plan to
educate men about family planning through companies which provide health
services, including family planning for workers and their families is in
place. Cne clinic is making arrangements to have commnity meetings and
another is integrating a small commnity motivation program fcc family
planning started by a protestant church. Thus the personnel are
conscious of the need for IEC end are taking initiatives to go outsida
the clinic.

Research to determine motivation, appropriate messages, media and
cultural sensitivities is essential. Preliminary work has been done by a
joint commission of QNND/PSND/SANRU/PCS duringy a Family Planning
Corrmnication Study carried out in Decerber, 1983. Also Tulane
University will carry out a KAP study in the Kintambo section of
Kinshasa, which is served by the training ceuter clinic. 8Such rtudies
will contribtute to the general understanding of the commnity and the
identification of barriers to family planning.

Reccmmendations

The evaluation team feels that having an IEC component at both the CNND
and the PSND is a duplication of effort. Advantage sho:ld e tairen of
the QIND's long experience in IEC to have it develop a comprehensive IEC
strategy, #nd to develop, produce and distribute materials. Therefore it
is recommended:

1. That the IEC component of the PSND be incorporated into that of the
QBD. Specific needs will be daveloped by PSND subject to the agreement

or the anr-val protocol.

2. That materials be designed and produced by ONND. These include logos
and short technical documents which summarize contra-indications and side
effects of family planning methods. PSND should make sure that each
family planning unit is adequately stocked to carry out its own IEC
program. In designing the materials, literary level, cultur»l sensitivity
and ability of the audience to recognize symbols should be taken into
account.

3. That the OMND organize its cadre of volunteers as a resource for
commmity education in support of family planning as new commmities are
included in the project.

4. That commnity-based initiatives of health pemonnel be emw.raged
mterially and technically.

N\
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5. That the IEC program be evaluated periodically to ascertain its
appropriateness.
6. That short training sessions be held for clinic personnel to isprove

their communications skills and to demonstrate the use of the IEC
xaterials developed for the clinica. :
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VI. FAMILY PLANNING BERVICES
Cbeervations

The cbjective of the project is to provide by 1987 family planning
sarvices in 75 health facilities in 14 cities and to enroll 250,000 new
family planning acceptors among which 125,000 who will be regular users
of modern contraceptive methods, i.e., representing a contraceptive

prevalence rate (CPR) of 12 percent among urban women 15-49.*

Facilities: Bo far, 33 governmental, military, industrial and church
hospltals, clinics and dispensaries have been enrolled in the project to
deliver family planning services in the urban setting of Kinshasa,
Bas-Zaire and Bandundu. The selection of the health facilities offering
family planning services is primarily the result of individual field
visits by the project staff of the PR to each individual clinic. The
clinic then Las to meet specific criteria to be enrolled in the project

(See Appendix G).

Staff: A physician and usually one or two nurses (Al-A2-A3 levels) from
the hospjtal or clinic are trained for one month by the PRND to form the
team providing family planning services in their home facillity. These
individuals may have been trained previously by the QWD. The nurse,
sometimes with the help of an assistant is responsible for providing the
bulk of family planning information, counseling, and contraceptive
services to clients as well as maintaining family planning patients and
contraceptives supply records. Supervision, management and medical
back-up fall under the respansibility of the physicians in charge of the
unit.

Service Delivery: Family plannirg methods are either available on a
dally basis, upon client demand, or by appointment as in the region of
Bas-Zaire, or scheduled once a week as in the case of Bandundu. In
Kinshasa, eame clinics were open every day (two visited by the team);
others from one to thiee days per week. New acceptors receive
explanations of the type of methods available and related information
such as appropriateness, use and side effecis. A health history is
taken; physical exams and laboratory tests are provided. The results are
recorded on a well-designed individual medical form. Even though some
clinics designate only one day per week for family planning, current
users are resupplied throughout the week.

*The team noted an inconsistency in this objective. A recalculation

of the CPR based on the figures given in the project agreement produces a
CPR of 18%, with 250,000 users or 185,000 new acceptors to attain a CPR
of 12 percent, It is the conclusion of the team that neither of these
two figures will be approached.
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All facilities provids pills, injectables, condams. vaginal foam and
tablets. BSome provide IUD insertion and even female sterilization.

Based on statistical data presented in a PSND 1984 report, the
distribution of new acceptors by method is:

Pill Injectable Barrier IUD Sterilieation
48.3 25.2 14.8 8.3 3.2

Payment for clinic services varies. For scme clinics, such as those run
by companies, consultations are free, With the goverrment's emphasis on
self-financing of public clinics, the acceptor is asked to pay 10 2
($.20) for the consultation and 5 2 ($.10) for the wedical form. Payment
for contraceptives varies according to the method: 5z ($.10) for a cycle
of pills, 15 2 ($.30) for an injectable, 30 Z ($.60) for an WD am § 2
for 20 condoms.

Quantitative Achievement: Statistical data for 1984 can give an idea of
current demand tor family planning services. Once again, one mist note
that some of these centers have been operational for only a few months.

Estimate of FP Users in PSND Units-1984

Reglan Number of Units Mumber of Units Acceptors

included in Reporting New 0ld  Total

Project

Kinshasa 10 5 215 69 284
Bandandu 10 5 403 547 950
Bag Zaire 11 6 586 287 873
Kisangani 2 2 222 118 340
TOTAL 33 18 1426 1021 2447

Source: PSND Statistical Report 1984

Users for 18 of the reporting family planning units total 2447, for an
average of 136 total acceptors per P&D clinic.

In the most generalizable hypothesis (i.e., if one considers that those
units which have not reported statistical data have achieved the same
level of performance as those units which did) the total number of family
planning users would be:

2447 x 33 = 4486 users
1R
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In 1584, the total population of the urban areas coversd under the
project was about 4,500,000, therefore, the target population of women
aged 15 to 49 is ubout 810,000 (16% of the total population).
OContraceptive prevalence achieved by project activities is therefore
estimated at:

4,486 x 100 = 0.5%
, COO

Oontraceptive prevalence should be measured by all sources and not only
by service statistics, so that the result shown above is surely an
underestimate of prevalence from all sources.

The most striking observation in regard to family planning services is
the low level of acceptance in PSND clinics. Although there is an
indisputable need for contraceptive services as witnessed by the large
number of illegal abortions and abandoned children, the awareness of the
population concerning the availability, location, and safecy of modern
contraceptive methods seems to be negligible. The impact of IEC
activities conducted by the QXD has not created a wide demand, and much
more effort has to be made in order to identify and overcome the
cultural, traditional, religious and legal barriers which lim't access to
contraception. Within the project itself, several constraints can be
identified:

— the limited number of service delivery outlets;

— the selectior. of some units which do not provide statistical
data, and may or may not provide family planning services;

— the restrictive eligibility criteria which in some cases limit
access to married women, making it very difficult, if not
impossible for a sizeable proportion of those in need (divorced
and unmarried women, teenagers, and women without their
husband's permission) to have access to contraceptive services
{(This may be offeet somewhat by lax enforcement of the
criteria.);

- the lack of community-based activities;

— the lack of follow-up of fanily planning acceptors resulting in
poor continuation rates;

— and the velative "isolation" of family planning, not yet fully
perceived by the medical commnity as being an integrated
companent of a comprehensive health service.
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The tean observed that IFC activities should be more closely linked to
services. A program of geminars ooculd be undertaken to prepare
ocomunities Jor expansion of family planning activities. Prior teo
beginning project activities, the PSND and the Regional Tommittee of the
Q2D could organize a one week saminar in the medical zone/region for the
DSP regional authorities. Buch seminars woild explain the overall
objectives of the project ard seek practical support and identify ways to
collaborate with the authorities, This collaboration would be es, acially
important in the selection of future family planning units and in their
medical supervision. It would also insure a stronger committment from
the medical community for the project. Further, interest in such
activities has been expressed by the medical @irectors of the urban zone
and General Hospital of Kikwit and Bas-Zaire. &.~h seminars could begin
in these two regins within the next three months.

The team cbserved that even in units where persans had already been
trained and contraceptives supplied, problems with facilities and
supervision exist. It is not enough simply to declare the unit open, but
project resources need to be directed toward establishing quality
services and high continuation ratea.

Recommendat ions

It is recommended:

1. That eligibility criteria for family planning services be reviewed so
that these services are easily accessible to all women.

2. That health persommel be encouraged to conduct family planning
information/motivation sessions via commmnity, political or voluntary
organization channels (e.g. youth groups, women's associations, Iions or
Rotary Clubs). Family plarning nurses should use the bicycles given by
the project for commnity activities such as neigliborhood meetings and
home visits to family planning acceptors who do not come for followup
visits.

3. 7That norms and standards for contraceptive uze (being elaborated by
the PSND) be published as soon as possible and distributed to the medical
and paramedical community involved in family planning service delivery.

4. That project development take place by making services available in a
larger number of health facilities in one city before moving to
additional cities. (In one city only 4 out of 27 health facilities
offered family planning services).

5. That the OND cooperate with PSND to carry out seminars with the
medical community in a regic.: prior to inaugurating family planning
programs. .
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VII. SUPERVISION

Cbesrvations

The Project Agreement clearly defines the responsibilities of each
institution with regard to the supervision of project activities.

A supervisory unit at the national level was to be established within the
PEND urder the Program Division. &taff support was to be provided by the
QIND and the DSP with tschnical support from the OWND medical advisory
comnittee and a statistician. Major responsibilities of the supervision
unit as outlined in the project agreement are to:

-—gstabligh atandards for service delivwiy

—develop a supervision protocol

—assist regional coordinators through periodic visits
—develop a standard system of service statistics

—gather service statistics

—eavaluate project activities

—inform and involve regionzl medical inspectors in the project
—nromote internal DGP medical supervision

—facilitate QD supervision

—supervise family planning units in Kinshasa.

Currently the PSND supervison unit is lacking adequate staff to undertake
all of the responsibilities ocutlined in the project agreement. 'The two
assistants have left without being replaced and the chief of supervison
is on temporary leave. Meanwhile, other PSND divisions are attempting to
take up the slack until the unit is cperating. Candidates have been
identified to fill the two assistant positions.

Unfortunately, supervision is not yet done routinely and ir not as
effective or as helpful as desired. Most PSND family plaaning units have
been functioning for less than a year and the system for field
supervision is still evolving. At the the regional level, supervision
should be assured by the ONND and CRND regional affiliates. Up until
thie time, most often multipurpose teams from PSND including the CRND
have visited the units. Supervision was not emphasized because the
agenda included a variety of activities. However, the project recently
developed a protocol which should help in quiding the supervisors.
(Attached at Appendix G)

To facilitate supervision PSND provided each CRND coordinator with a
vehicle. (Fuel and operating costs are to be provided from the QIND
budget). Unfortunately, the wehicle for Bzs-Zaire was destroyed in an
accident. The coordinator for the Bandundu recion does not have funds
available for fuel. Thus, neither of the coordinators is likely to meet
the programmed mummber of supervisory visits (five per year).
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Procedures for supsrvision have to be clearly spelled out and enforced.
For example, if the vehicle in Bas-Zaire is replaced, zll relevant
persons should underatand who is authorized to use tha vehicle, for what
reasons and vhere. Regional health authorities and the QWD can assiat
the coordinator in applying the regulations and lessen the risk of any
misunderstandings or abuse. A percentage of the money collected from
clients should be designated for fuel and per diem as needed by the
regional coordinator to fulfill his responsibilities. Given the current
low-rate of acceptors, further financial support from the PRND and the
CND may be necessary.

In addition to the logistical problem of having to cover large geographic
areas with seriously underdeveloped road systems, regional coordinators
have a variety of other responsibilities including training,
administration, comodity and equipment supply. Alpo, technical
supervision is impossible in regions where the coordinator does not have
any type of health background.

At the unit level, all participating health facilities are responsible
for their own supervision. The evaluation team cbserved that supervision
within the family planning units varied considerably depending on the
motivation of the physician in charge. Kinshasa nurses reported that
they had adequate medical backup within their clinics, but would
appreciate more help with record keeping and statistical data. 1In
Kinshasa, the chief cf supervision is directly responsible for the
supervision of the family planning units, however the team found that of
the four units visited, a total of one or two supervisory visits each
since the beginning of the project were reported.

In regions where the supervision system is independent from the DSP,
smooth and rapid integration of family planning activities into the
existing DSP network is difficult. The degree to which existing DSPp
regional and local health authorities are underutilized as a resource for
supervision was evident to the evaluation team.

The regional health office (headed by the regional medical inspector)
expects to receive sufficient resources to be involved in supervision of
family planning activities along with other health services. This
involvement could be developed at several levels—training, joint
planning and reporting, and supervision.

It was clear that regional teams varied in experience and willingness to
carry out supervision. Particular needs exist at the regional and local
level to improve administration and management, not only amongst
coordinators but also amongst physicians who provide medical backup to

family planning units.
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Recomendations
In order to improve supervision, it is recommended:

1. That the two empty -ldts in the centralized supervision team be
£filled as soon as possible.

2. That scheduled supervisory activities be established to include an
active use of the protocol for supervision of family planning units.
Supervisory visits to the field by PSND staff should focus on
strengthening existing supervisory mechanisms at the regional and local
levels. Once the local supervision team is operational, one supervisory
visit per year to the field by the PSND should suffice.

3. Tat supervicors be identified and trained for each family unit in
the PSND project ureas.

4. 'That the PSND accelerate its efforts to train doctors who have
responsibility for medical supervision within the health zones; that the
PSND attempt to better integrate supervision of family planning
activities into the existing DSP structure; and that the PSND should
attempt to incorporate statistical reporting on family planning into the
existing reporting system.

5. Where the DSP has not established health zones, that the coordinator
and PSND provide more intensive supervision and seek to identify ways in
which the existing health structure and personnel may be utilized for
closer supervision.

6. 'Tat PSND funded training of coordinators and physicians responsible
for family planning include a more extensive curriculum in administration

and management.
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VIII. STATISTICS AND RESEARCH
Cbeervations
Bervice Statistics

According to the project agreement, the QXD was to be in charge of
developing a simple standardized system of service statistics and to
gather and analyze statistical information. However, in 1984, the PSND
recruited a statistician and set ur its own service statistics. Various
data collection forms were developed (clinical record form for acceptors,
clinic registry, quarterly report forms and appointment cards) as well as
instruction manuals. Although the data collection system is standardized
for all family planning units (PRID and Q®D), each organization
processes only those data generated from its own facilities, There
appears to be no concolidation and analysis of all family planning data
at the national level, hence, nc report exists that encompasses all
family planning activities in Zaire. (If it does exist, no one has
received a copy.)

In the field, personnel have different interpretations of new and old
acceptors and visits. Thus, no guarantee exists of consistency between
data gathered in different family planning unite. What is recorded under
"visit" is very confusing and of questionable interest. (Informational
visit, programmed visit, never made visit, first visit of the year, other
visits...). On the other hand, no data are collected which could be used
to calculate discontinuation rates or rates of contraceptive failure.

Filling out reports is too often considered to be cumbersome, thus only
about half of the family planning units of the project have sent
statistical reporte for 1984. Reports from family planning units are
sometimes gathered by the CRND. 'The family planning unit provides three
coplies of its menthly report, two of which are sent to the CRND who
report to the C\ND and the PSND on a quarterly basis. Bowever, saome
family planning units send their reports directly to the PSND. Sometimes
the family planning unit does not retain a report for its own files. To
date, ther2 has been no consolidation and analysis of the data; thus no
feedback to the field is pcssible. No copy of the family planning
reports is sent to the regional medical inspector. To sum up,
statistical data are incamplete, unreliable and of little use for

planning, programming, evaluation and management purposes.
Research

The DSP has recently signed an agreement to undertake collaborative
research with Tulane University. A Knowledge, Attitude and Practice type
of survey of approximately 1500 wamen, age 15-49 is presently being
carried out in the area of Kintambo of Kinshasa around the Libota Lilamu
Center. The two major objectives of this study are (1) to give the PRND
staff on the job training in methodology and in the practice of applied
research techniques; and (2) to gather baseline data on attitude,

knowledge,

NN
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practice and other contraceptive related issuss. This study should aid
the center in its coomunity activities. Two other projects related to
commnity based distribution are envisaged, ane in the Kasai Oriental
region and anothar in an area still to be daided upon.
Recommendations

It is recommended:

1. That the statistical system be reviewed, especially the definition of
terms, upon the return of the PSND statistician now being trainsi at
Colunbia University. A clear, understandable and internationaily
acceptable dafinition should be given for acceptors, and simplification
made to clarify the number and type of visits to be recorded.

2. That training of field personnel te reinforced in data recording and
proper understanding of stated definitions, in order to insure ccherence
and consistency amongst data collected from different family planning
units.

3. That a feedback information system be built into the service
statistics.

4. That the medical authorities at all levels receive periodic family
planning reports.

5. That the family planning units themselves be supplind with a
sufficient nurber of blank report forms and retain one opy of the
campleteu forms for their own files.

6. That resources of the PSND - especially the computer -~ be utilized to
centralize and analyze all family planning data at the national level by
aeb,

7. ‘That future research focus on two salient areas:

~ Continuaticn rates, side effects, ccntaceptive failures,
etc... of different methods.

- Barriers to contraception. (Sociological, econcmic, medical,
traditional, religious, political, logistical, etc.).
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IX. COLLABORATION WITH OTHER INSTTTUTIONS

Cbeervations

Oollaboration has not been a gtvong point of the project. DSP and CNND
were meant to and are coopsrating in the field of family planning through
an AID-financed project. Administration and coordination of project
activities were to have come from the QND. However, in the evolution of
the project, the PSND hus come to resemble an "institution" that
coordinates its own full program of activities more than a “project”.
Thus duplication of activities occur in the following areas:

provision of contraceptive supplies
IEC
statistics

training
supervision of field workers

and in each case, duplicative structures have been developed to carry out
these functions.

Both project staff and ONND have expressed their concern about the type
of collaboration which exists. The PSND has evolved into a structure
with considerable autonomy within the DSP, absorbing many of the
functions and staff of WD, OWD has meanwhile seen its independent
role diminished.

The major complaints have: been noted by many earlier reports and hinge on
lack of coordination of efforts within the overall rubric of "naissances
desirables". The PSND has the financing and government backing while the
QWD has the mandate for coordination, the history and field experience,
and the support of IPPF. The team feels that the unproductive climate
between the two institutions which has led to reduced emphasis on
services and too much emphasis on administrative and bureaucratic
maneuvering nevates the great potential of the project.

The team did not evaluate the program of CONND. Nonetheless, the team
would like to express the conclusion that the interests of family
planning in Zaire as well as the eventual sucuers of the AID-financed
project depend upon a resolution of these collatorative issues in such a
way as to elimirate duplication of structures and to produce a strong and
independent Q™D with a narrower and more focused procram. Decisive
steps must be taken so that activities and energies can be directed
toward irproving access to and the quality of family planning services in
the country. The CNND has a significant role to plaey, in the areas of
population policy, public awareness (through its volunteer network), IEC

>
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for all target groups, coordination of population activities, developing
pilot programs, and program develcpment in areas not served by the
project. One of its unique features is its independence from govermment;
it should remain free from government control. However, it should be
remembered that it has institutional responsibilities to collaborate in

national programs,

Collaboration between the two entities at the regional level also poses
some problems. As the project document was written, the project was to
take advantage of existing networke and fill the gaps. However, the
regional health and population infrastructures are in transition and have
changed considerably since the time of the project design. The project
document did not anticipute the development of the urban health zone
structure and assumed a more fully developed system of CKND regional
networks than exists. BHowever, experience leads the team to conclude
that more cooperation is needed between the CRND staff coordinators and
the ixisting health system. Further, the role of the regional president
should be reduced vis-d-vis project activities. (More specificity is
given in the above section on Supervision).

Outside the two principal organizations directly collaborating in the
project, the project also coordinates with the AID-funded SANRU Rural
Health Project and UNFPA. For SANRU, which is supporting the delivery of
Primary Health Care supervision in 50 rural health zones, training and
contraceptives are included. Oontraceptives are supplied through SANRU
project channels. Training for medical personnel has been provided by
JHPIBGO in collaboration with the PNSD and ONND to everyone's
satisfaction. In the follow-up project to SANRU, the family planning
element will omntinue to be reinforced though collaboration with the PSND
project.

The UNFPA is anticipating funding a $1,200,000 integrated MCH/FP project
beginning perhape as early a3 September 1985 in ten rural vones (two of
which are also included within the SANRU project). There has not been
mich collaboration between USAID and UNFPA to date, although
commnications channels are open. Both organizations are represented on
the expanded Project Advisory Council. Important elements for
collaboration between the PSND and the UNFPA projects are evident,
notably in training and supply of contraceptive camodities.

Recommendations

It is recommended:

1. That the PSND activities carried out by the QWD be subject to a
protocol negotiated between DSP and OND; and that sufficient project
resources be allocated to ONND to carry out the workplan. The protocol
should be submitted to the UACP by OWD; should have a well-documented
budget, a calendsr of activities and should indicate staffing needs to
cover (WD activities as well as CNND staff contributions to PSND.
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Project gponsored activities should be shown in the context of the
overall QMD workplan. The protocol agreed to by QONND and PEND should
form the basis for collaboration on all project activities. This
protocol should be reviewed annually to reflect chiongss in project scope.

2. That adjustments within the project and QIND take place to consolidate
functiona:

—to locate all contraceptive commodities in the PFND with one
warehouse manager, one system of supply and two sources of materials
(IPPF and AID);

—that training activities continue as present, with QWND staff
working through the project mechansim to carry out training programs.

=-that technical training programs, baseline training, clinic
managment, contraceptive techniques, and re-training take place at
PSND through the project. But that seminars, roundtables, and other
awareness raising activities be included in the QWD mandate for
non-project funding. BSome training activities which border on
training and awareness raising snould take place in common. For
example, the proposed inauguration seminarse prior to initiating
project activities in new places should be 3 joint activity of QWD
and PSND with financing through the project under the rubric of
*naissances désirables". (See section V)

—that the development of revised medical and health training
curriculum be carried out by OWD. This activity may require outside
technical resources; if so, they should be directed to ONND. This
activity should be part of the protocol.

—that the supervisory function be decentralized. That supervision
in the regions be taken over by the cocordinator of naissances
desirables (whose nalary is paid by QWD) with the close
collaboration of the regional health offices.

—that activities in the IEC section carried out by the project
should be implemented by CNND with support of the project. There
should be a unified IEC structure for the country with two sources of
funding, PSND for project activities and IPPF (with perhaps outside
agencies such as PCS contributing also) for activities in the field
of development of materials for motiviation at the clinic level,
visual aids and mass media campaigns. The project-financed
activities should complement IEC activities sponsored by IPPF and
should be the subject of the protoocol. The IEC section of OWD
should be reinforced with adequate material and human resources to
carry out the program ar:3 should be the entry point for technical
assistance. The IEC unit within the headquarters of PRND sghould be
eliminated and existing personnel should be reassigr<d to ONND, if
possible.

yz



=31~

-=The statistical function continue as at present with Q™D and PSND
ocoepiling service statistica on the units they serve. The data
proceasing should ba identical; resources, espacially camputers and
software should be shared. An annual document should be prepared by
the QXD reflecting data of the two cervices under the rubric
“Naissances Désirables au Zaire". It shculd be transmitted to the
Minister of Public Health and given widespread dissemination.

In addition to to the program steps mentioned above, the evaluation team
recamends the following:

3. ‘That in order to avoid confusion among the public, wherever possible,
reportas ard documents on population and family health issues be issued
under the rubric of "Nalasances Désirables" with both PSND and CNND logos
in minor positions; that posters and fiches indicating services sites
indicate only "M-issances Désirables”.

4. That a representative of the DSP be invited as an cbeerver to the
Erecutive Committee of the GWND, that the director of PSND or designate
be invited to all meetings and participate in other ways to help plan
QD activities. Further DSP staff members are urged to participate in
the OWND as wolunteers.

5. 'hat all parties be invited to come together to work out these
difficulties in a constructive atmosphere. If these actions are not
successful 1. reducing tension, then USAID should work directly with QIND
and PSND to separate project activities.

6. That there be closer donor coordination in the field of family
planning; specifically that USAID and project staff work more closely
with UNFPA as it begins project implementation to avold duplication of
efforts.
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X. PERSPECTIVES FOR THE FUIURE

Financial and Institutional Viability of Project Activities

The PSND should not develop as an institution in and of itself although
terdencies in that direction have been roted. 'he project was developed
in orier to reinforce fumily planning services in urban settings
channele which already existed. The project, bascause of its limited life
gJpan and of the definition of its role, is to be merged at some point
into a national family planning program, institutionaliged within the
health structures of the country.

While the final evaluation of the project should decide the form and
modalities of further AID support, it seems evident to the evaluation
team that the need for further assistance beyond 1987 cannot be
challenged. Because of the variocus technical and administrative
difficulties ecountered at the beginning of the project, important Jelays
have occurred in implementation. Therefore the evaluation team
recommends that USAID continue to assist family planning in Zaire for
another five years after this project.

In the short-term the recammendations of this report should be adopted to
avoid duplicriion that is wasteful of financlal and human resources. If
the two collaborating agencies cannot work in harmony along the lines
indicated, then AID should w:rk with each of them to redesign the program
to separate the activities. It will probably be necessary to extend the
life of the project for a period of two to three years to help make up
for the delays already experienced in the project implementation.
However, the team does not perceive that this is a priority until
collaborative arrangements are smoothed out or other arrangements made.

In terms of project implementat‘on, the team thinks that activities are
expanding quickly in geographicil areas, perhaps more quickly than is
appropriate, given the need for adequate training and community
outreach. The team would prefer to see more quality control in the
services provided, more supervision and data collection than an expansion
to meet the target goals. The team would also like to see the project
incorporate training, contraceptive commodities, and supervision for all
of the family planning units in the project cities as a step toward
eliminating duplication and a move toward program consolidation.

It is clear that, over the longer term, the program must be incorporated
into the existing health care systems, and should not continue as a
project. In order to prepare for the organization of a national family
plannirg program, the goverrment should take the necessary legal,
financial, administrative and technical steps to integrate family
planning services within its primary health care policy including
assigning clear administrative responsibilities for family planning.
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A hudgetary commitment should eventually be made by the DSP in order to
cover family planning recurrent costs in arcas such as training,
supervision, administration, statistical analysis, supply services, etc.
External donors could then supplement governmental funds in specific
costs (equipment, logistics, contraceptive commodities, research, etc),
as well as provide financial and technical sssistance to the QWIND whose
role will continue to be of paramount importance in population policy
development and general information and motiviation of various target
groups. The ordinary budgetary camnitment to project activities by the
DSP should begin now.

Short-term assistance is st’ll needed in specific areas: especially IEC,
statistics and operations research. Initial efforts to get these
activities underway have been attempted but these are less than vigorous
because of the lack of technical expertise and materials. Short-term
technical assistance has alrcady been provided by JHPIEGO to supplement
local facilitators during the training prcgram. Needs assessments in the
areas of training and IEC were completed by INTRAH and Population
Communication Services respectively and Tulane University is working with
the PSND to elaborate an operations research camponent.

i
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SUBJECT: FAMILY PLANNING SERVICFS PROJFCT . ]
- EVALUATION-SCOPE OF WORK .=
FOLLOWING IS THE SCOPE OF WORK FOR THE UPCOMING Date Zl 2
EVALUATION OF THE FAMILY PLANNING SFRVICFS PROJRCT Daue Da
(669)-%94) _Action Taken
1. BACKGROUND _MANSee

THE FAMILY PLANNING SETRVICES PROJECT WAS AUTFORIZED ON
SEPTEMBFR 14, 1982. THE GOAL OF THF PROJECT IS TO
INCRFASE THE USE OF VOLUNTARY FAMILY PLANNING SERVICES
AMONG ZAIRIAN FAMILIES, ASSISTING THEM TO SPACE THEIR
CAILDREN AND TO HAVE THE NUMBER OF CHILDREN THEY DESIRE.
THEY PURPOSF OF TRE PROJECT IS TO INCRFASE CONTRACEPTIVF
USFT IN 14 URBAN AREAS FROM APPROXIMATELY 3-5 PFRCIHT OF
COUPLES OF FERTILE AGE TO 12 PERCENT BY 1987, THE
ZATRIAN PROJECT DIRECTOR ASSUMED HFR RFSPONSIBILITIES IN
JANUARY 1983, WBILE THE LONG-TERM TECHNICAL ASSISTANCE,
CONTRACTOR ARRIVED IN JULY OF TFAT YFAR. TOTAL LIFF-OF-
PROJECT COSTS AKE EXPESTFD TO BE APPROXIMATELY DOLS
19,0¢0 000, AID’S AUTHORIZED CONTRIBUTION TO THIS TOTAL
1S DOLS 3,940,¢d2¢. THIS WILL BF THE FIRST EVALUATION
UNDIRTAKEN OF THIS PROJECT. :

II PURPOSF OF EVALUATION

THF PRIMARY PURPOSE OF THIS EVALUATION IS TO ASSESS THFE
DEGRFE TO WRICE THE SYSTEMS AND MECFANISMS NECFSSARY TO
THE ACHIEVEMENT OF PROJECT OUTPUTS ARF IN PLACE AND
OPFRATIONAL., ASSESSMENTS OF ORGANIZATIONAL CAPARILITIES
FADE DURING TRE PLANNING STAGES WILL BE REEXAMINED AS TO
TAEIR CONTINUED VALIDITY. PARTICULAR ATTENTION VWILL BE
FOCUSED ON THF PROJECT’S PROGRESS TO DATE IN CRFATING A
STRUCTURE WHICH WILL CONTINUE TO FUNCTION FOLLOVWING THE
COMPLETION OF USAID SUPPORT. ANY REDESIGN DREMED
NEC¥.SSARY IN ORDER TEAT PROJECT OBJECTIVES MAY BF MET
¥ILL BE IDENTIFIED AND SPECIFIC RECOMMENDATIONS VWILL BE
MADE. '

1/2 UNCLASSIFIED KINSHASA ~ 005317/01:
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COMPOZ}TION OF EVALUAT]Oh TEAM

T FVALUATION TFAM WILL BE COMPOSED OF: THF REDSO/VCA
’PULATION OFFICER (TFAM LEADER); TWO DUTSIDE CONSULTANTS
VITH FXPERTISY IN FAMILY PLANNING PROGRAMMING AND SIRVICF
TYLIVERY IN PROJECTS OF THIS NATURY; A REPRESENTATIVY OF
T8F GOVERNMENT OF ZAIRE’S MINISTRY OF PUBLIC HEALTH; AND
A RFPRFSENTATIVF OF THE ASSOCIATION ZAIROISE POUR LE
BIEN-FTRE FAMILIAL.

IV. SCOPE OF WORK

UND¥R TRF SUFFRVISION OF TRY TEAM LEADER THE FVALUATION
TTAM V1LL:

A. ASSISS THE EFFECTIVENESS OF THE PRQJECT’S

ORGANIZATIONAL STRUCTURE WITH RESPECT TO PROJECT
MANAGFMENT AND COLLABORATION BETWEEN PARTICIPATING
INSTITUTIONS?

B. FXAMINE THE APPROPRIATENESS OF THE ROLE PLAYED BY THE. -
1ONG-TFRM TECHNICAL ASSISTANCE FURNISHED UNDER THE aROJFCT
AND DETERMINE WHETHBFR MORF OR LFSS TA IS NFEDED;

-C EVALUATE PROJECT IMPLEMENTATION TO DATF VWITH RFSPECT
To. .

'1 MANAG:MFNT (PROGRAM PLANNING AND ADMINISTRATION
PUDGET. FINANCIAL RECORDS, LEGAL. PERSONNEL) . :

-2. COMMODITY PROCUREMENT AND DISTRIBUTION. AND
FROCFDURES FOR REFURBISRING FAMILY PLANNING UNITS

=3. TRAINING, CURRICULUM DEVELOPMENT, IT®C, AND TRE
CREATION OF TRAINING CENTERS

4. PROVISION OF FAMILY PLANNING SERVICES

=5, SUPERVISION AND OVERSIGHT OF PARTICIPATING ‘
INSTITUTIONS AND THE DEVELOPMENT OF MEDICAL SIANDAR“S

E. TEY COMPILATION AND UTILIZATION OF STATISTICS
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. ASSESS?IHI PROSPECTS FOR THF FINANCIAL AND

INSTITUTIONAL ~(TECANICAL, MANAGERIAL) SUSTAINABILITY OF
FRCJIFTCT ACTIVITIFS UPON THE COMPLETION OF USAID ASSISTANCFS
PROJFCT ACTIVITIES -UPON THF COMPLETION OF USAID ASSISTANCE;

F. NWAYF SPECIFIC RECOMMENDATIONS FOF ANY REDESIGN OF THF
PPOJECT WRICE XOULD ENHANCE THE PROSPECTS FOR PROJECT
SUCCFSS. YFPERE APPROPIATE, THE FVALUATION REPORT SFOULD
INCLUDE A DISCUSSION OF LESSONS LFARNYD TO FACILITATF¥ AND
IMPROVF FUTURF USAID FAMILY PLANNING ACTIVITTES.

V.  RFPORTS

TERFE DPYS REFORE THE SCHYDULED END OF THE BYALUATION TRE
TEAM LFADFR VILL SUBMIT FOR MISSION REVIEYW A DRAFT
EVALUATION REPORT DETAILING THF TEAM’S FINDINGS AND ™ .
RECOMMENDATIONS. A FINAL DRAFT, INCLUDING AN EXECUTIVE
SUMMARY THAT CONFORMS TO AID/v GUIDFLINFS, VILL BE
SURMITTED TO USAID PRIOR TO THE TEAM LEADER’S DEPARTURE
TROM ZAIRE.-

SCOPF OF ¥ORK FOR POPULATION SECTOR ASSESSMENT WILL BE
PROVIDED SFPTEL. FERRITER

BT

£5317.
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PROTOCOLE POUR LE TERRAIN.-

A= ADMINISTRATION

- Qui dirige le projet ?- _

- Quellé est la structure administrative ?

- Quelles sont les relations entre les partenaires du projet (CRND, DSP
Missionnaires, industrie etc) vis-a-vis des unités de prestation de s
vice (PSND) ?

- Qui gire le projet PSND au niveau régional ?

- Zone de santé - quelle estiéqn.influence sur la coordination du PSND

- Quel est le degré d'intégréfﬁdﬁ du PSND dans les services de santé 7

- Rapports d'activités : par unité et par région (CRND) (exemplaire)

- Quelle est la comptieation et 1'utilisation des statistiques ? °

- Y-a-t-il un plan d'action d'activités , soit transmis par PSND central
soit élaboré sur place. Y-a-t-il transmission d'ohjectifs @ationaux
aux régions ? »

- Quelles sont les relations entre les responsables régionaux du PSND e

- 1le niveau Central ? (réunions, intructions,_tranémission des rapports

- Aspect financier, source de financement (ventes de contraceptifs, ser
ces, projet), ventilation par rubrique, dépense effectuée jusqu'ici.
Rapport financier.

2 ~ APPROVISIONNEMENT

~ Qui est responsable de 1'approvisionnement (temp&plein, partiel etc..
Commande o 4
Récepﬁion
Stockage

Distribution

- Méthode d'approvisionnement (contraceptifs et équipement‘médical)
modalité de la commande (trimestriel, semestriel etc)

satisfaction de demande (suffisance, délai de 1'approvisionnement)

- Stock existant (état des produits, date expiration, quantité, nature,
estimation de la durée des stocks disponibles)
- Tenue des fiches

-nu/--n



- Etat du'ﬁagasin, ventilation, FIFO
- Rupture du stock - pourquoi ? et durée de. la tupture, aa conséquence.

- Y-a-t-il eu des chagements dans le systéme d'approvisionnement. i oui, ‘est ce
que c'est une amélioration ?
- Qui fait 1'entretien de 1'équipement médical 7

3. FORMATION

= Adéguation de la formation aux taches ‘et responsabilités de prestations des .
“services de P.F. ’

- Avis des gens formés sur la forme du contenu de leur stage -

= Qui, par qui, ou,combien de temps, comment?

- Y-a-t~il des documents de référence (guide, fiches techn;ques, manuels etc)

- Y-a-t-il un plan de formation au niveau régional ? Qui s'en occupe ?

= Y-a-t~il un budget pour la fermation ?

«~ Evaluer les activités effectuées par les gens formés, no:amment “point de vue
clinique ? L
- Existence du personnel médical ou nara-médical non encore formé par le proje
qui fournxssent des services de PF, ,
- Ceux qui ont été formés par le projet ont-ils formé d'autres personnes ?

- Y-a~t-il eu un suivi depuis la formation initiale ?

3 - IEC

- Y-a-t-il des séances et matériels d'IEC en quelle langue ?

- Quels sont les matéfiels et méthodes disponibles (brochurg,‘radio ete)
(fréquences, audiences, population cible)

- Quel est le réle du CRND dans 1'IEC ?

- Y-a-t-il d'autres organismes qui font 1'IEC ?

- Est ce que le personnel a regu une formation en méthode 4'IEGC ?

- Est ce qu'il y a une formation prévue pour le personnel ?

= Quel est le climat dans lequel le projet se déroule ? (socxal( politiqu

- Qui fait 1'IEC et comment ? (en ville, 2 domicile ete...) ﬂnvaun]\utz

- La motivation de 1'acceptante ce fait comment et par qui ? ,



4 - PRESTATIONS DES SERVICES,
R . R axo
=~ Quels services ? déroulement des.services (emamimer horaires, nombre
des visites etc ) - 7 o
- Quels sont les critires.de 1'€1igibilités ? (cas spéciaux, pratique des
critéres) L
- Qui fournis les services? Qui fait quoi? (médecin, i“fitmief»°ﬁattohqf£§§§
née) - g
- Nombres de nouvelles clientes par mois ? suivi des clientes?7:calendrier. di
activités de PF ? ,
- Intégration des services PF avec autres activités
Corachiyiipn = Gatégories socio-démographiques des acceptantes
h - Notez les affiches, équipements, structure etc...

- Quelle est la qualité des prestations des services, connaissance techniqu
accueil, la durée d'attente, sidge etc.

5 = SUPERVISION

= Qui supervise, fréquence, quand y a-t=-il eu lieu la dernidre visite & 1'Ul
- Acl'avis du personnel, est ce que la supervision est assez fréquente ?

- Responsable de supervision qu'estJau'illelle fait, combien de temps a-t-i
"~ “elle resté ? '
- Est ce que la sﬁpefvision est formative ou apercue comme purement un cont:
‘.le? .

- Est ce que les standards'médicaux'soh; connus et‘appiiqués {sans trop ins:

ter) ?

6 - STATISTIQUES
= Instruments des collectes : Est ce qu'ils sontkéoﬁpiiquéé, compris par le
" personnel ? comment sont-ils remplis (avec soins ou non)? d'ol vient il ?
Quel est la voie d'acheminement ? ‘ o R - i
- Est ce que des rapports sont élaborés et ehsuite‘ethyés ? 8i non, pour-
quoi ?

- Prennez des exemplaires de chaques instruments de.collecte
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7 = COORDINATION
4- Y-a-t-il d'autres structures (unités) qui travaillent en dehors’ du PSND !

= Est ce qu'il y a des liens entre fes unités (réfétence, formation, stan-
: dardisanon ete) d ulh b oy
8 - Quels sont les besoins de :echqrch'é.’opérhtionﬁelle‘ ?

9 - Autres commentaires.



JROGANIGRAMME  ACTUEL

DIRECTEUR. ]

APPENDIX C :
CURRENT ORGANIZATION [LA:

| -1
DIRELTEVR ~ ADIOINT
1 ADMINISTRATION

{BINANCES

1 —
AMNN'@.TI AWF.O.J

| 1
‘| RECTEL R ~ADTOLIT |(4) DIRECTELR ~ADSOINT Q, )
" PROGRAMME FORMATION 9
1 l :
1 I 1 I R | Y I i
| RECHERUIE . ‘
STATISTIQUE| | SuPeRuition] | "oee opcenon. | [PORMMTON) | ‘TeC c.L.L.
4 Chiticd A Salermicr 4?(:9\ —_ A bt A st }‘\’“—d’“ﬁu‘.f/")
o ) e meir
Ailorasour Yo 4 Teovalonyr
6 z“{';»m
2 Seclitoires

ACnJt00 L) 2 hadety gl dom
A C:iﬁz\-e/) A aires 4 CQ\EF ""'fl,'j'

A Q:,u.th’.omlﬁ..{ Ayt
L" ée\ f H.a;‘n.’;'— “-
3 A‘bﬁq"mﬂ g



LSS CUP U
JEAD DE L ST UL
SERVICES DE3 Jiniso disis D5y,
B,P, 100 KINIL.S8/14

VIOC 35S SPPROVISIONFEZTHTS & NATERTEL

RUAPPROVISONSZVERT DCS UNITLS DES FAXSSANC: S DZSIRJ»BIB;

1/ CRITINES DE HEAPPROVISIONITIZNT

Le xéapprovisiomnenont de 1tunité doE moissances dbpirablep Pasco par los
oritires mivu.ntn ]

a) = &5poser A 1a Direotion éu Projet 1o repport d‘utinsation &
mtériel et oontraceptifs,

b) = &voir suivi los olmuson éu Irotooole d'hooord sigré éntre
1'unit4 et ln Direotion &u Projot.

©) = vomser unc some d'argent thuvulmtohladmda 8o trau-
vont sur L'état™de bosoin,

2/ DIAROHES A SUTVAT

1, = Diposor su Seordtariat dec 1o Diréotion du Projet unc letire de tronmip-
pion dc 1'¢tct de bonoir diment cignde por lc Respouscile culoriss.

le SecexCtoriet, eprin cvoir enrcietnd o detire, cmcie & ctdle=cd
uns ficho Ge réepproviciomenent ci enveitl ev Service Co trosTorTnt.

2. = Au Servico do Progrome, il s'eoire doc wérificr £i 1'wiits ool cn ordre
&voo 1a Projety surtout en op qui cancerne los clsuses du Protocole
d'Acoord, Inmmuito, 1'6tat de besoin est envoyé mu Servios dos Statistiques.

3, = Dans 1o Servico des Statistiques, on slooeupera & Justifier les ressong
derla conmonie en oomparant 1lvétat de besoin en rapport d'utilisction,
Si la oommerde est justifie le dooument passe au Servise d'/pprovision-
nozent, dong le ons contreire, on sipgnale & 1'unité que lo comenie n'est
pas Justifise pour tclle ou tolle raiaon.

‘4. - An Bervice d'Appmviniomemnt ’ ln. vérification consistere & voir si les

‘ qua.nti‘téa disponibtles permottant dthonorer le comanndej si oui, la ocom=
mande est envoybe aux Finonoes aveo montion "OI”', sl nony on mnim dana
quelle yroportion on sorvira,
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CENTRES ' SELECTIONNES

~ QUESTIONNATIRE PRELIMINAIRE .

Existe-t-il des mctivités doa Naiasanoes Déairnblos dans - votrc fornatton

_ médicale 7

Lesquelles ?

R, dans quelle partie ?
‘ouvons-nous visiter 7

zui;eh est le Résbonsabiq ?

,ombion d'infirmiérea travaillent ‘dans oe servicl %
IML~D“¢1 un’ médecin ?

Quel est. le niveau de chao@h(é)\d'énffg;élleé ou eux 2

84 oﬁ installait un service des Naissances Désirables, fans cette for-

- 'mation médicale, cela génerait-il la bonne marche des autres activités ?

;‘Avei-vous des dcmandes de cevgenre ?

Quelle est la moyonne den consultations gynécologiquea »axr 3our .
Par moia ?
1a moyenne des consult;tions prenatales ?

1a movenne des conealta‘ions de nourrissons ?



10, . .Quelles sont les infirmidres qui pnurraient Otre détaohéu pour une
' fermatien en Nalssamees Désirables ?

"Et pauy hnpb!onf de temps.? Bans perturber --J.a"bnﬁno»”qihroh'e” du service,

1. Twagt 11 des infirnidres _torméea ex *N.“ L
¢ ~ fles 'Hédeoins ? :

12,  Yeatil des améugemonta (btt:lnents) 4 faire avant de débuter les .
. -aetivités des N Do 2

: I;esquones_ ?

13, Esteil poseible de garder les eentraceptifs et autres matériels des
: NeDe aflleurs que dans le Dépat commun ? Et en séourité ?
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_ Nozbre des aoooptnnta l 1n dernidro vipite 1 .
Nombru ds nouvenux aooeptants & 1a dornidre visite 1 -
8took & la dernildre visito ¢

.-Btook aotuel 1

Date probabls de 1a proohaine visite s

COMENT.ATRES /OBSERVATIONS s

= Do_1'é&uips de supervision i

'~ De 11équips de 1'U: |t dos N.D.
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