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reflect the policies of the World Health Organization. 
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SUMMARY 

As a follow-up to a similar meeting held in 1991, the Seminar on Maternal and Child 
Health/Family Planning (MCH/FP) Programme Management was held in Nadi, Fiji, from 
9 to 20 May 1994, sponsored by the United Nations Population Fund (UNFPA), South Pacific. 
A total of 16 participants attended (mostly managers/coordinators of the UNFPA-projects), 
from Cook Islands, Federated States of Micronesia, Fiji, Kiribati, Republic of the Marshall 
Islands, Niue, Republic of Palau, Papua New Guinea, Samoa, Solomon Islands, Tokelau, 
Tonga, Tuvalu and Vanuatu. 

The objective of the seminar was to familiarize the national MCH/FP programme 
coordinators in the Pacific with knowledge and skills in: 

(a) defining national MCH/FP programme targets; 

(b) identifying effective strategies and developing appropriate workplans to achieve 
them; 

(c) applying operations research and survey technologies for better situation analysis; 
and 

(d) managing the MCH/FP programme in its various aspects (planning, 
implementation, monitoring and evaluation). 

The seminar was organized to cover the following topics: 

- strategies and approaches employed by various countries 

- reproductive health status in countries of the Pacific 

- country case studies 

- data and information collection for management purposes 

- planning of MCH/FP programmes 

- management of MCH/FP programmes (projects) 

- needs of the management information systems (MIS) 

- technical information on family planning methods 

- technical aspects of maternal and child health 

- MCH/FP policies and programmes (global and Regional issues) 

- areas of special concern. 

At the outset of the seminar, participants completed a form in which they expressed 
their needs and expectations, and performed a short factual knowledge test. 

Agenda topics were selected based on the requirements of the UNFPA projects, and 
aspects needing special emphasis were identified. During the sessions, the discussions were 
geared towards updating and broadening the understanding by programme managers of a range 
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and broaden the understanding by programme managers of a range of technical and 

management fields, and to place their routine activities in their social, ethical and legal 

contexts. 

The UNFPA Director for the Pacific discussed in detail in several sessions the 

administrative requirements for programmes, and the role of the newly-established Country 

Support Team (CST) and the procedures for obtaining technical contributions. 

Time was allowed for representatives of the South Pacific Alliance for Family Health 

(SP AFH) to explain the resources the Alliance could offer. 

Running the seminar 

Participants assumed responsibility as chair and rapporteur on a rotating daily basis, 

tasks which were accomplished with diligence dignity and humour. Participants themselves 

enforced punctuality on everyone. Daily evaluations were reviewed in the steering committee 

meetings each evening, involving the faciHtators, the chair and the rapporteur of the day. 

Participants showed a strong sense of responsibility and commitment to the work of the 

seminar. 

The workload of the seminar was designed to represent the reality of the demands of the 

life of a manager. Formal sessions commenced at 8 am and ended at 5.30 pm, and group work 

and private study occurred outside those hours. 

Learning methods 

Emphasis was placed on mutual learning and sharing of experience between faciJitators 

and participants and between countries. A positive approach was maintained through focusing 

on success factors and on problem-solving. Active involvement by participants was achieved 

in the presentation of country reports on the UNFPA projects and on reproductive health data. 

active plenary discussions, and reporting back the results of group work. 

Information was presented in a set of WHO publications and hand-outs for each session. 

Lectures allowed time for interaction between speaker and audience. Many sessions included 

examples of practical situations to be worked out individually and in small groups, applying 

the knowledge acquired in the lecture. Group work over lengthy periods produced formal 

outputs for rapid evaluation methodol gy, district team problem-solving, and innovatjons and 

emerging issues. A half-day field visit to three different service location around Nadi 

permitted experimental application of rapid evaluation methods. 

1.4 Opening ceremony 

The serrunar was opened on behalf of the Regional Director by Mr B. Fisher (Acting 

WHO Representative in the South Pacific), who read the opening speech (Annex 3). The 

Honourable Minister for Health and Social Welfare, Mr 1 .T. Kaukimoce also welcomed the 

participants (Annex 4) . Dr Faysal Abdel-Gadir, UNFPA Director for the South .Pacific 

delivered a statement (Annex 5). 
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2. PROCEEDINGS 

2.1 Summary of counta reports 

All of the countries represented at the seminar now have explicit or implied policies 
which support promotion of family planning and provision of services. Political support for 
the programmes varies in strength, but lack of support is not hindering programme 
implementation. National targets, where these are stated, are realistic. All countries report 
some decline in crude birth rates. Net growth rates are relatively low in some countries, 
notably Cook Islands, Niue, Samoa, Tokelau, Tonga and Tuvalu, due to out-migration, which 
masks the demographic need for family planning. Niue has recently approved an intriguing 
policy of repopulation by encouraging Niueans living overseas to return. 

Almost all countries were able to quote contraceptive prevalence rates (CPRs) showing a 
gradual increase. None of the CPRs, however, appears high enough to account for the 
reported crude birth rates. The presumed additional reduction in fertility may possibly be due 
to supplies, especially condoms, obtained from sources other than government health facilities, 
and to the use of a range of contraceptive methods which may be traditional or which do not 
require medical prescription. 

Adolescent pregnancies, frequently among women not in stable relationships, and 
sexually transmitted ·diseases, are increasing in almost all countries, with serious health and 
social consequences; Cook Islands, Republic of the Marshall Islands, Palau, Tonga and 
Tuvalu noted this situation as a cause of concern. Suicide, substance abuse and crime are also 
linked to the cultural changes contributing to adolescent health problems. 

The frequency of use of each contraceptive method varies considerably between 
countries. The combined oral contraceptive pill is the most commonly-used method in 
Cook Islands, Niue, Palau, Papua Ne~ Guinea, and Vanuatu. Injections of DMPA are the 
most popular method in the Republic of the Marshall Islands, Solomon Islands, and Tonga. 
The highest proportion of use of the IUCD was in Cook Islands (28% ), Vanuatu (20% ), Fiji 
(17.6%), and Federated States of Micronesia (14.5%). Norplant is in use only in the Republic 
of the Marshall Islands and Kiribati, and only recently in Palau. 

Vasectomies are relatively infrequent except in Kiribati which has recently succeeded in 
achieving a considerable increase in their acceptance. Tubal ligation is performed frequently in 
Fiji where 53% of all acceptors were sterilizations, almost all in women, and in 
Federated States of Micronesia which reported sterilizations as 38.3% of acceptors. 

Where government administrative policies have led to decentralization of authority to 
provinces and/or districts, as in Papua New Guinea, Federated States of Micronesia, and 
Solomon Islands, the resulting changes have made the task of national management of 
MCH/FP programmes more difficult. 

Summaries of country reports of UNFPA projects are contained in Annex 6. 

2.2 Outline of topics 

Reproductive health 

WHO's definition of reproductive health is: "Within the framework of WHO's 
definition of health as a state of complete physical, mental, and social well-being, and not 
merely the absence of disease or infirmity, reproductive health addresses the reproductive 
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processes, functions, and system at all stages of life. Reproductive health therefore implies 
that people are able to have a responsible, satisfying and safe sex life, and that they have the 
capability to reproduce and the freedom to decide if, when, and how often to do so. Implicit in 
this last condition are the right of men and women to be informed of and to have access to 
safe, effective, affordable, and acceptable methods of fertility regulation of their choice, and 
the right of access to appropriate health care services that will enable women to go safely 
through pregnancy and childbirth and provide couples with the best chance of having a healthy 
infant." 

The concept of reproductive health places reproduction in its social and cultural context, 
and provides a comprehensive and integrated basis for understanding the interrelationships of 
these factors, and for providing services to fulfil health needs in all aspects of human 
reproduction. Reproductive health brings population data, contraceptive research, status of 
women, ethics, human rights, and laws, into relationship with health services. 

Data collection 

Key factors are to ensure that field staff as well as managers use clear and consistent 
definitions of each item of data. Items frequently unclear were the distinction between an 
attendance and a client. For FP programme management, the number of clients is the key 
criterion. Data becomt: information when they have been processed in a way that allows them 
to be used, as for example, percentages or rates. 

Discontinuation (default, drop-out) is a key event in service delivery, but information 
may need to be obtained by some special method such as home visits. Some of the many 
possible reasons may be pregnancy, which is desired or not desired; supplies are not available 
in the clinic; the method failed; the client is dissatisfied with the attitude of the health staff; and 
the client dislikes the method for any reason. 

Data should be collected in relation to the client's status within the family planning 
programme. 

A new client (first visit, first consultation) is a person who receives family planning 
services (advice) from a clinic (or a health facility or community distributor) who has not 
received services from that source before. How should the health provider record a person 
who has previously received services from another facility? Does 'new' mean a 'new' 
(additional) person in a total programme; or a 'new' attendance at a particular facility? 

From the point of view of programme management, data should be person-related, 
rather than facility-related. It is not clear how each country or in fact, each service provider, 
is dealing with this situation. 

A new user (acceptor) is a person who accepts a contraceptive method from a facility for 
the first time. It may be used to mean a person 

(a) who decides to use any method for the first time; or 

(b) to use a method which is different from the method they have used previously; or 

(c) attends a different facility from the one previously attended. 

A continuing user (acceptor) is presumably a person who has continued to use a 
contraceptive method over a period of time. In that case, it is desirable to specify the period of 
time, and also to specify whether the figures refer to any (modern) method; or to a particular 
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method. When that detail is not available, the figure will be all repeats or revisits, or all those 
using contraception at any particular time, other than those just starting (new acceptors). 

Some additional questions may be raised. 

Is the CPR a point rate or a period prevalence rate? How does the definition affect the 
figures to be extracted from service reports for calculation of CPR? Should a country whose 
reporting system supports only data for new acceptors, be advised to calculate CPR from 
special surveys, and/or to establish sentinel sites? Or would the total of new acceptors be 
admissible as the numerator for the CPR? 

If clients receiving condoms are included in service delivery figures as users, and the 
CPR denominator is taken conventionally as women aged 15 to 49, then the CPR calculation is 
not following its strict definition as the rate of users to all potential users. Probably most 
condoms are distributed through non-clinical channels so that the use data from service 
delivery points are considerably underestimated and anything approaching complete figures for 
condom use are not available except, perhaps, from import statistics. Should programme 
managers be advised to omit condom users from their calculation of CPR? 

Many of these ambiguities are insoluble in theory. What is needed is a consistent set of 
practices within coD BAs and between the countries of the South Pacific. to enable effective 
monitoring, evaluation, and comparisons over time and between countries. 

Rapid evaluation methodology (REM) and distri ct team problem solving CDTPS) 

The rapid evaluation method has been developed by WHO for the assessment of 
MCH/FP service performance. It is a participatory method, and the survey is planned, carried 
out and analysed by personnel responsible for the management of the programme at central, 
provincial and district levels. This technique uses a number of survey methods, such as staff 
interview, exit interview of clients, task observation, record review, facility check and focus 
group discussion. The results of the evaluation are widely disseminated and are used for 
drawing a plan of action to rectify weaknesses and sustain strengths of the MCH/FP 
programme. The whole process is an excellent learning and training opportunity for the 
participants to familiarize themselves with survey methodologies and rapid assessment 
techniques. For the first REM in a country, technical input from experienced persons is 
necessary. 

After an introductory presentation in small groups, participants developed the objectives 
of an REM, identified the major health problems and issues, constructed an issue-information 
matrix and drafted questionnaires for staff interview and facility check. During a field visit to 
nearby health centres and the district hospital the instruments were pilot-tested. The following 
day the experience was discussed. 

Based on the REM exercise and the results of the pilot test, participants, in small 
groups, practised the DTPS method. 

DTPS is a one-year process in which teams of health workers are guided in: 
(1) conducting their own analysis of a high priority public health problem; (2) devising and 
then implementing their own solution to this problem; (3) conducting and presenting the results 
of their own evaluation and implementation; (4) developing the ability to gather and use data; 
(5) developing good teamwork and managerial skills. 
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The groups identified the major health problems (anaemia in pregnancy, high infant 
mortality, high fertility). Each group compiled a table of problem indicators, constructed a 
problem diagram, applied some of the data gathered during the REM pilot survey, drafted their 
intervention ideas and the solution diagram. These were discussed at a plenary session. 

Owing to the obvious constraints a full REM or DTPS design was not the purpose of the 
exercise. The objective of practising the REM and DPTS process at this seminar was to give 
participants an idea of what these techniques are, how they work and what is their value for 
managers of health programmes. The objective was fully achieved, with participants working 
actively and raising many good ideas. 

Programme planning 

National goals are set by the Government, based on national development plans. It 
becomes the task of the health service to plan and implement programmes which will achieve 
the national goals. Health problems, and the services to deal with them, must be ranked in 
order of priority for resources and for scheduling, because there are rarely enough resources to 
do everything equally effectively. In addition, the organization itself may need to be changed, 
perhaps giving people different tasks or different positions. 

Management information system 

The minimum information needed to run a programme efficiently is probably that 
required to calculate these indicators: staff numbers, by category; workload, measured by 
attendances; contraceptive supplies (stock in hand and quantities used); money, in terms of 
budget (funds available, for what purposes) and expenditure; management activities, especially 
supervision visits; and clients starting (new acceptors) and continuing. 

Other types of information is desirable if it can be obtained either from routine reports 
or special surveys, regarding the community, the services and the outcomes of the MCH/FP 
services. Development of a management information system should involve all users in the 
planning and design stages as well as· in implementation. A National Minimum Data Set is to 
be decided. The system should build on the existing information system. Computerization can 
be considered when the budget can be reasonably guaranteed and technical support is available, 
and there is a reliable recording-reporting system functioning. 

Technical information on family planning 

Some of the technical issues related to FP have recently been in the focus of interest of 
both lay people and health personnel. 

Managers are to make sure that the family planning services provided meet the demand 
of the country. An optimal mix of contraceptive methods should be available and accessible to 
all in need; they should be culturally acceptable and at affordable prices. To see if supply 
meets demand it is useful to regularly update a table which includes the following vital 
information: contraceptives available in the programme, contraindications, side-effects, and 
the group of people they are recommended for. This then can be compared to the population 
in need. 

Prevention of infection in the FP programme is an issue of ever increasing importance. 
Health personnel should be aware of possible sources of infection, manners of transmission, 
and the ways to prevent these infections. Prevention of infection is easier and cheaper than 
treatment. Issues of special importance are family planning and AIDS. Training programmes 
and supervisory visits should regularly provide up-to-date information to health workers. 
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Introduction of new contraceptive methods into the FP programme need careful analysis 
and planning. The performance of contraceptives is usually known from research data, but 
factors influencing their safety and efficacy should be known and taken into account. 
Characteristics of users, performance of the family planning service, socioeconomic and 
cultural factors are just a few of the determinants of successful contraceptive use. 

Breast~feeding can be an effective contraceptive method for six months post partum if it 
is exclusive and there is no menstruation. This is one more reason to promote breast~feeding. 

Gender issues in MCH/FP programmes 

It has become customary to use the term "gender" meaning men and women in their 
social context. Sex is used for the physical, biological attributes of people. Women's roles 
can be summarized into the categories of reproduction; production of economic goods through 
labour; and management of resources, especially in the household. Women play a major role 
in the socialization of children. 

In order to ensure that a family planning service is appropriate for women, the service 
should respect women, should have both men and women on the staff, should enable effective 
communication with clients and between staff members, and adopt attitudes towards 
contraceptives which recognize women's rights and concerns. 

Technical information on maternal and child health 

The following issues related to MCH were discussed with the participants and up~to~ate 
information was provided: WHO safe motherhood programme, including the mother~baby 
package, effectiveness of antenatal care, breast~feeding, the WHO partograph, maternal and 
perinatal infections, care of the newborn, abortion, AIDS and MCH, risk approach, and 
nutrition. 

The mother~baby package, as part of the safe motherhood programme, is a new initiative 
of WHO to better utilize available resources to provide quality midwifery and newborn care 
services. Health service outlets have to be upgraded so that they are able to deal with obstetric 
emergencies and provide appropriate care for newborns. 

The partograph is a graphic presentation of the progress of labour. It is an effective tool 
in ensuring better case management. Proper use of the partograph helps to limit obstructed 
labour. The partograph also helps to ensure atraumatic delivery. 

In providing care for newborns the following basic principles should be followed: clean 
and atraumatic delivery, maintenance of body temperature of the newborn, initiation of 
spontaneous respiration, and breast~feeding shortly after birth. Simple, inexpensive methods 
exist for keeping the newborn warm and for resuscitation. Breast~feeding immediately after 
birth helps to maintain body temperature. 

Induced abortion, legal or illegal, is a fact of life in many countries. Induced abortion, 
if performed under unhygienic conditions and with unsafe methods, contributes significantly to 
maternal mortality. Prevention of unwanted pregnancies by providing quality FP services is 
the best way for preventing abortion. However, services should be made available for those in 
need. 
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The South Pacific Alliance for Family Health (SPAFH) 

The Director, Dr R.N. Duve, described the philosophy and resources of SPAFH in 
conjunction with another staff member who was also a full-time observer at the seminar. 
SPAFH employs only experts from the South Pacific region, and is available to assist countries 
in all aspects of their MCH/FP programmes. SPAFH is described as a nongovernmental 
organization but its members are countries, and its Board of Directors consists of senior health 
officials from the ten member countries- Cook Islands, Fiji, Kiribati, Niue, 
Papua New Guinea, Solomon Islands, Tonga, Tuvalu, Vanuatu and Samoa. Originally fully 
funded by USAID, AIDAB is also a major sponsor now. SPAFH places emphasis on 
community education and the social marketing of contraceptives. The Alliance wishes to build 
cooperative relationships with all other agencies active in related fields. 

Personnel management 

Personnel management involves finding people (recruitment, selection); getting them to 
work well (leadership, delegation, motivation, training); keeping them effective (supervision, 
performance appraisal); and preparing to replace them when they move on (succession 
planning). 

Changes in staff are inevitable. A personnel management programme must include 
measures to cope with changes. Other key personnel functions are delegation, supervision, 
performance appraisal, and time management. 

Leadership 

Leadership involves exerting influence - power -over other people so that they act in 
ways which the leader intends. Leadership can derive from three sources of power. Positional 
power has the characteristics possessed by traditional chiefs in some Pacific countries. 
Structural power is due to an individual's position in an organization. Personal power depends 
on the qualities of the individual herself or himself. Essential attributes for a person exercising 
personal power include vision, integrity, selflessness, commitment, ability, toughness, 
communication skill, willingness to take risks, visibility, and hard work. It has been said that 
in the case of management, the managerial characteristics relate to the mind, and leadership to 
the soul. In summary, leadership was defined as the art and science of influencing and 
motivating people to achieve an~ sustain a desired goal by doing the right things. 

Case studies of innovations and emerging issues 

These discussions enabled participants to consider, in groups, the full range of 
implications of each of the following four contemporary issues related to family planning 
programmes: over-the-counter contraceptives; family planning as a social movement; 
"promotion, promotion, promotion"; and abortion. The participants could then propose a 
positive course of action for consideration in their own countries. The output was in the form 
of a draft policy paper which contained a short statement of recommended policy, supported by 
the information, arguments and justifications on which it was based. The experience of all of 
the group members contributed to the consensus. 

Quality assurance 

Quality of care has always been a concern for health services. In the last few years, the 
methodology applied to health services has been strengthened by using approaches to quality 
management developed for business enterprises. The quality of care strategy should foresee 
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deficiencies and prevent problems, rather than having to make corrections after failures have 
. occurred. The strategy will include staff selection and training; written service delivery 

guidelines; effective supervision; and adequate facilities and equipment. 

Monitoring and evaluation 

The monitoring and evaluation system measures the changes which occur in a 
programme as the result of project work. Monitoring is the continuous observation of 
activities and outputs, compared with the plan. Evaluation is the assessment of the results 
(effects, impacts) of the activities and inputs. 

Other elements which are often part of the monitoring and evaluation system are sentinel 
sites; and control, the managerial function which keeps the programme within its limits, acting 
according to the plan, and progressing towards achievement of its objectives. 

Effectiveness means the degree of achievement of objectives. Efficiency is the 
relationship between the effort expended (inputs, costs) and the results achieved. Equity 
(fairness, justice, sharing) refers to the adequacy of the distribution of services to different 
population groups. Monitoring and evaluation are most useful when the information is used 
promptly to improve the programme. 

Community-based systems 

To enable people to exercise their reproductive rights, to ensure that everyone who 
wishes to use contraception is able to do so, and to maximize the effectiveness of family 
planning programmes, it is necessary to extend the availability of contraceptive services 
beyond fixed health facilities and professional health personnel. The result of such an 
approach is the development of multiple delivery systems. Combination with MCH services is 
common, and links with general treatment services and STD clinics often increase the 
accessibility and effectiveness of FP services for clients. Coordination between services 
provided by different agencies is necessary to eliminate omissions and duplications in services; 
to collect complete data; and to share experience. 

Community-based distribution uses local residents who have had a few days' training to 
distribute contraceptives. Other methods include mobile teams; outreach workers connected to 
clinics; employee programmes directed at particular groups of workers; and doctors practising 
privately. Social marketing uses commercial channels and techniques such as market research 
and advertising to increase the sales of partially-subsidized condoms, pills and spermicides. 

New contraceptive technologies 

Descriptions were given of a range of methods in various stages of trial or at early 
stages of development. These included progestogen-only contraception via vaginal rings and 
intrauterine devices, the female condom, the frameless copper IUD, male hormonal 
contraceptive vaccines, implants, no-scalpel vasectomy, and monthly injectable contraceptives . 

UNFPA policy on maternal and child health and family planning 

Dr F. Abdel-Gadir, UNFPA Director for the Pacific, gave a presention on UNFPA's 
policy on MCH/FP. The need to integrate MCH/FP programmes and projects into the primary 
health care programme of a country was emphasized. It is also necessary to improve 
information, education and communication, undertake operations research for continuous 
monitoring and evaluation, and introduce new innovative techniques to make MCH/FP services 
more acceptable and accessible. Introduction of new FP methods into the national FP 
programme is also a necessity. 
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The UNFPA Director introduced the new UNFPA Country Support Team's (CST) 
activities and services to the participants. UNFPA provides advisory and technical 
backstopping services through the experts of the CST. The lines of communication between 
governments, the UNFPA Director and the CST were explained. 

The role of executing agencies and questions of project execution and implementation 
were also discussed. It is UNFPA's aim to enable governments to fully execute UNFPA 
projects. However, taking into account financial restrictions, communication difficulties, etc. 
the process to ensure government execution should be careful and gradual. Conditions and 
circumstances should be weighed carefully and decisions made accordingly. 

Programme plannini and management 

Dr Stephen Chee, Director of the UNFPA Country Support Team, Suva presented the 
theoretical background to programme and project management. 

The management process involves the following functions: planning, organizing, 
staffing, directing, and controlling. The presentation focused on the planning process, as a 
management tool. 

Planning includes motivating, team building, identifying key issues, solving problems, 
defining roles and responsibilities, and time management. 

Objectives of the programme should be "SMART": specific, measurable, appropriate, 
realistic and timebound. During planning, managers should perform "SWOT" analysis, taking 
into account strengths, weaknesses, opportunities and threats. 

Specific examples of planning and implementing an MCH/FP programme were discussed 
in detail. The environmental analysis should consider, among others, culture, policy, 
economy, overall health situation, demographic situation, and the demand for MCH/FP 
services. The workplan of the manager includes all activities carried out under the 
programme. Coordination of programmes and institutions related to population issues is also a 
very important component. 

Participants were very active during the presentation, and requested that future seminars 
of a similar nature provide opportunities for more detailed discussions. 

Operations research 

Operations research (OR) is a process of identifying and solving programme problems. 
Since family planning programmes are complex they require detailed planning at all levels, 
close coordination, careful training, supervision, monitoring and continuous evaluation of 
programme progress and impact. OR supports these management functions, helps to increase 
effectiveness and efficiency, the quality of services, and the availability and acceptability of 
services. 

Five basic steps are involved in OR: problem identification and diagnosis; strategy 
selection; strategy experimentation and evaluation; information dissemination; and information 
utilization. 

OR focuses on service delivery problems (variables) that can be manipulated through 
programme action, and seeks practical solutions to problem situations and viable alternatives to 
unsatisfactory operational methods. 
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Participants were introduced to various types of OR studies, including 
exploratory/diagnostic studies and evaluation studies. Some suggested topics for OR studies 
were also discussed. In small groups study proposals were also drafted and discussed. 

Logistics of contrace,ptives 

One of the challenges that managers of MCH/FP programmes face is to assure 
continuing availability of contraceptive commodities in service outlets. The task is to get 
contraceptives to the client. An ideal logistics management system ensures delivery of the 
right quantity of right quality goods in the right place at the right time for the right cost. 

The contraceptive supply cycle involves selection of contraceptives and selection of 
suppliers; forecasting needs; distribution of goods; and the use of goods. 

In selecting contraceptives, managers have to keep in mind that an ideal (or near ideal) 
method mix is the best way to fulfil the needs of the population. Forecasting contraceptive 
needs is one of the most difficult tasks and there is a need for regular monitoring of the 
situation. 

Although guidelines on estimated needs were given to participants, it is always better to 
use local data for forecasting. 

The need for continuous monitoring must be emphasized. Contraceptive shortages 
should be prevented. Tools for monitoring include setting a minimum and maximum stock 
level, calculation of the month's supply on hand per method, application of the first-to-expire 
first-out (FEFO) system, and conducting a physical inventory. The commodities management 
system should be regularly evaluated. 

2.3 Evaluation 

Methods for evaluation 

At the outset of the seminar, every participant completed a form in which they were 
invited to express their needs and expectations, together with a short factual knowledge test. 
This and all other assessment instruments were anonymous. 

Daily each participant completed an evaluation form, all of which were discussed at the 
steering committee meeting which was held every evening. The committee consisted of the 
facilitators and two participants who were the chair and rapporteur of the day. Requests were 
made for minor variations to procedures and to time schedules which were responded to. 

Before the closing session, the participants completed a final evaluation in which they 
recorded their reactions and were invited to make suggestions about any further learning 
opportunities which they felt they needed. 

Participants' reactions 

Every person stated that their attendance had been worth while both for themselves and 
for their countries. Their differing backgrounds and experiences were reflected in the 
comments of nine people that the time available was too short, although several said they 
would review again the documents issued when they returned home. 

Achievement of seminar objectives was regarded as good to excellent by all participants. 
All topics were regarded as relevant. Physical facilities and seminar organization were 
generally commended. 
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About one-third of the participants felt that they had insufficient opportunity to express 
themselves and to contribute their knowledge and experience. One person attributed this to the 
different levels of experience, while others suggested the reason to be differences in education 
and professional status. 

The knowledge test at the end of the seminar showed that the participants had indeed 
learned a considerable amount. 

Additional subjects on which participants requested opportunities to learn more included 
computing skills (three people); and one request each for nursing management, statistics, 
insertion of IUCDs, Norplant, men's health, and UNFPA project design guidelines. 

Facilitators' observations 

The work of the seminar was planned to be reasonably demanding, and the time pressure 
was built in as part of the learning experience. It was notable that all participants responded 
positively by full attendance, close attention and a high degree of punctuality. 

The issue of full and equal opportunity to contribute to discussions was given careful 
consideration. While official status and formal education were undoubtedly factors, it is 
considered that a future seminar could incorporate suitable activities designed to increase 
sensitivity to participatory processes and to enhance skills in group dynamics. This approach 
might be extended to include interpersonal communication skills. 

3. CONCLUSIONS 

3.1 A future seminar 

The experience of this seminar as reported by the participants, indicates that another 
seminar in about three years' time would continue the process of steadily enhancing the 
capability of MCH/FP programme managers. A future seminar could build on the work of this 
one by incorporating, among other topics, the subjects summarized below. 

Reproductive health 

This set of issues would constitute the conceptual context of the seminar. The reports on 
reproductive health status presented to this seminar by each country were successful in 
demonstrating the scope and significance of the reproductive health approach. 

A future seminar should continue to provide training in the analysis of data and 
implementation of programmes to improve maternal and infant health and the safe and effective 
use of the full range of contraceptive methods. Additional topics could include men's health, 
adolescent health, sexually transmitted diseases including HIV I AIDS, infertility management, 
and medically-assisted conception. 

Computing 

Demonstrations might be provided in the use of "EPI-Info", and in the use of an 
example of a management information system. However, the seminar would not attempt to 
train in computer skills, which would require a longer time and a different learning 
environment. 
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Field study 

Structured observations (as in this seminar), would be useful for applying REM and 
other techniques to MCH/FP delivery services. 

Sustainability and self-reliance 

Community financing options for MCH/FP services within the context of overall health 
financing developments might be explained. Potential supplementary sources of support, the 
skills required for negotiating with donors, and project management in a multi-donor system 
are possible topics to be considered in the context of programme management. 

Contraceptive logistics 

This is a key element in any MCH/FP training, and should continue to receive attention 
in future seminars. 

Gender issues 

Programme managers require increased ability to plan for, manage and evaluate the 
fulfilment of women's concerns in MCH/FP projects . Training within a future seminar could 
be based on Appendix A of the UNFPA Guidelines for Project Formulation and Appraisal, 
"Instructions for Dealing with Women's Issues". Participants should be issued with the 
UNFPA guidelines on women issued on 3 June 1980 (UNFPA/CM/80/51) as a reference 
document. They should demonstrate ability to respond constructively and fully to the Check
list for Appraisal of MCH/FP Projects, questions 53 to 56; and to the section Additional 
Women's Concerns on page 8 in the UNFPA Appraisal Check-list for Communication and 
Education Projects. They should complete accurately the Reporting Form on Gender 
Considerations in Project Development. 

To fulfil these formal reporting requirements , they will themselves have to be able to 
carry out basic gender analysis, or ha've access to additional technical assistance in order to do 
so. An essential prerequisite will be an attitude of positive sensitivity to gender issues 
stimulated by sympathetic training in Pacific Island culturally-relevant gender and development 
methodology. 

Group process 

Specific training in group work methods would be a useful prelude to the group 
discussions of the seminar. 

Expanding contraceptive availability 

The current situation in each country, and potential next steps towards strengthening 
multiple delivery systems, social marketing and over-the-counter sales, and community-based 
distribution, could be discussed with a view to extending these modes in every country. 

Programme management 

Continuing development of skills in the methodology of project and programme planning 
continues to be a valuable function of MCH/FP seminars. Information systems and their 
application in the monitoring and evaluation of programmes might henceforward be approached 
through problem-oriented learning methods . The key skills of personnel management relating 
to constructive supervision, performance appraisal, and staff development including training 
needs assessment, can be steadily enhanced using the participants' own experience and the 
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application of principles within classroom exercises relevant to real situations in the Pacific 

Island countries. The development of the communication skills required of managers has 
application also to their understanding of the process of counselling for personnel engaged in 
service delivery. 

Quality assurance 

The current status of the application of quality assurance methodologies to health 

programmes generally and to MCH/FP programmes in particular, could be presented. Quality 

from the clients' viewpoint will be the context for programme management, monitoring and 

evaluation. The need and methods for developing management standards as well as technical 
and clinical standards could become a practical activity within a seminar. 

Technical updates 

Future seminars would present a valuable opportunity for updating the knowledge of 

people whose access to information on technical matters related to maternal and child health 
and family planning is limited in their home countries. 

Emerging issues 

Contemporary controversies at the time of a seminar might be explored in a manner 

similar to the group discussions of issue-based case studies in the present seminar. Such 
discussions enable managers to progress in their ability to integrate in their minds the social, 

cultural, ethical, legal and political implications of clinical procedures in MCH/FP. 

Audiovisual aids and educational media 

Examples of printed and video media for professional and public education could be 
demonstrated and assessed so that participants can decide their potential usefulness in their own 

programmes. Media might be sought from various sources. 

Technical support 

On-the-job support will be a continued requirement during country visits by UNFPA and 

WHO staff members. Some countries are expected to request technical support for specitic 

activities which are likely to include operational research studies. 

Data collection 

The present seminar suggests that there is a special need for consultation on the 
collection and use of data and calculation of indicators. For example, the formal definitions of 

"new acceptors", "continuing acceptors" and "contraceptive prevalence rate" are 

straightforward. The derivation of statistics from the routine reports of a number of countries, 

however, proved not to be straightforward. A knowledge test given to participants at the 

beginning and end of the seminar supports the conclusion that the use of these data in practice 

presents a number of uncertainties. While some services register clients by name and can 

report on persons receiving a service, others can report only attendances, with some 
uncertainty as to how the reports deal with multiple attendances by individuals. 

It is suggested that UNFPA, perhaps by using the services of one or more members of 
the Country Support Team, might consider working with the countries to develop a consensus 

on definitions and practices in regard to data entry, summarization, and calculation of 
indicators including the contraceptive prevalence rate. 
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3.2 Training 

It is anticipated that needs will be identified for a range of training opportunities for 
individuals. Several countries are intending to add Norplant to the available methods; no
scalpel vasectomy attracted considerable interest; and skills in IUCD techniques are sometimes 
inadequate. Additional training similar to that already undertaken by some seminar delegates 
in neighbouring countries with larger programmes than those in the Pacific Island countries, 
would be worth while. 

It could be cost-effective for countries with relatively larger populations for their 
programme managers to obtain training as a Master of Tropical Health or Master of Public 
Health. Looking further ahead, a Master's degree in Business Administration would equip a 
manager to improve the cost-effectiveness and sustainability of his or her programme. 

Participants were enthusiastic about the potential usefulness of operations research. 
Managers must know about operations research to identify research questions and to manage a 
research activity. There is a risk of waste of effort in naive efforts in research, so that studies 
should either be done by individuals in a country who have become expert in doing research, 
or by commissioning suitable institutions. 

In the Pacific region, the Fiji School of Medicine, the Medical Faculty of the University 
of Papua New Guinea, or the Pohnpei School of Medicine, are potential sources of expertise. 

For people in the South Pacific region who already have a grounding in epidemiology, a 
specially designed course of three to six months might be arranged by an institution such as 
those above or others such as the London School of Hygiene and Tropical Medicine. For 
candidates with less experience, it is probable that a minimum of a year's formal training at 
master's degree level would be necessary to enable a selected manager to carry out an 
operations research study, although he or she would still require advice. 
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ANNEX 3 

OPENING REMARKS BY THE REGIONAL DIRECTOR 
AT THE SEMINAR ON MATERNAL AND CHILD HEALTH/FAMILY PLANNING 

PROGRAMME MANAGEMENT FOR THE PACIFIC 
NADI, FUI, 9-20 MAY 1994 

Honourable Minister of Health and Social Welfare, 
Distinguished participants, colleagues, 
Ladies and Gentlemen, 

On behalf of Dr S.T. Han, Regional Director, WHO Office for the Western Pacific, it is 
my great pleasure to welcome you to this second seminar on maternal and child health and 
family planning programme management for the South Pacific countries. 

Let me first express my sincere gratitude to the Government of Fiji for its interest and 
cooperation in hosting the seminar for the second time in Nadi. 

In the Western Pacific Region of WHO, improvement of management skills continues to 
be one of our main priority areas. That is why we were most happy to organize the first 
seminar in this same town two years ago. Some of you participated in the first seminar and 
may remember how useful and successful it was. Cooperation between WHO and UNFPA has 
continued fruitfully in this Region. This second seminar thus reflects both our general policy 
and the specific need for good management in planning, formulating, implementing and 
evaluating MCH/FP country programmes in the Pacific. 

Health management is an applied science. It involves scientific methods, including 
careful observation, data collection and analysis. The conclusions based on the results of the 
analysis lead to the diagnosis of the situation and the formulation of strategies and programmes 
aimed at improving the situation. The strategies and plans should be tested, the progress 
carefully monitored, the impact evaluated, and the new situation diagnosed again. 
Management, as you can see, is a continuous process of evaluation, planning, intervention and 
monitoring. At the same time health management is the art of dealing with people, either as 
providers or beneficiaries of health services. Good management is sensitive enough to deal 
successfully with different types of people, whose motivation levels, cultural background and 
behaviour are often unknown and may vary dramatically. The importance of good 
management in health, as in all human endeavours, cannot be overemphasized. 

During this two-week seminar you will discuss management techniques and tools as well 
as theories. The nature and development of the health care system differs from country to 
country. Issues for management differ too: with problems to solve, strengths to sustain and 
weaknesses to improve. The seminar's emphasis will be on practical aspects directly relevant 
to the specific needs and situations of your countries in the Pacific. Special attention will be 
given to presentations and group discussions on how these management theories and techniques 
can and should be applied in the planning, implementation, monitoring and evaluation of 
MCH/FP programmes and projects. 
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Despite the differences, however, the main problems are somewhat similar in most of 
the countries. High fertility and high maternal, infant and child morbidity and mortality in 
many countries point to the urgent need to improve MCH/FP care. Shortage of financial and 
human resources is a common obstacle to improvement. With good management, these 
problems could be overcome despite the scarcity of resources. Introduction of simple, cost
effective technologies, better distribution of health personnel, efficient and needs-based 
training, better understanding of the attitude and practice of both the providers and acceptors of 
health services; these are just a few of the possible managerial interventions. Their cost would 
be minimal and their effect considerable. 

Most of you are managers of the national MCH/FP programme and coordinators of 
UNFPA funded projects. You already have extensive experience in this field. Your active 
participation in the seminar will give you the opportunity to apply management theories and 
techniques more effectively in your countries to the benefit of the mothers and children. 

I wish you very fruitful discussions and an enjoyable stay in Nadi. 
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ANNEX 4 

SPEECH FOR THE MINISTER OF HEALTH AND SOCIAL WELFARE 
HON. J.T. KAUKIMOCE, AT THE OFFICIAL OPENING OF THE SEMINAR 

ON MATERNAL AND CHILD HEALTH/FAMILY PLANNING PROGRAMME 
MANAGEMENT FOR THE PACIFIC, NADI, FUI, 9-20 MAY 1994 

The Director of UNFPA for the South Pacific, 
The WHO Representative of the South Pacific, 
Distinguished participants, Honourable Guests, 
Ladies and Gentlemen 

It is my pleasant privilege to be here this morning to participate in the opening of this 
Seminar, in my capacity as Minister responsible for health in Fiji. 

The Government of Fiji recognises as co-host of the importance of this programme, the 
Regional Seminar on Innovative approaches in the management of Maternal Child Health and 
Family Planning. The Seminar has given us all another opportunity to work together on two 
areas fundamental in our primary health care effort. For this we must on-::e again salute the 
support of the United Nations Fund for Population Activities (UNFPA) and the World Health 
Organization (WHO) in our health and development programmes. 

On behalf of my Government and the people of Fiji, I must extend to all of you 
participants, resource persons and facilitators from our neighbouring island nations and 
beyond, a very warm 'hula vinaka' to Fiji. I do hope that you will find time to meet our local 
people and perhaps to see a bit more of this country and its people and take back with you 
some fond memories of Fiji. 

The staging of this Seminar is significant in a number of ways. Firstly, it can enable 
you to recognise that management, which is a science as well as an art, as in our MCH and FP 
programme, deals first of all with people, with varying needs and motivation. As you mould 
innovative management techniques, I am confident your discussion takes this in careful account 
so that your options will be both relevant to the Pacific situation in terms of its targets and 
manageability. 

Secondly, you are all aware that 1994 is the International Year of the Family and it is 
quite fitting that a programme can be organized for these areas directly relevant to the family, 
Maternal Child Health and Family Planning . .It will be an opportunity to develop the health 
and prosperity of the family which must become the critical unit in our social and economic 
progress in our communities. I must congratulate you all also for the way this programme will 
help highlight the themes as when we launch the International Year of the Family programme 
on Wednesday in Suva. 

Thirdly, this Seminar will be a useful prelude, for you as regional workers, to the 
International Conference on Population and Development to be held in Cairo in Egypt later this 
year. The Cairo Conference as many of you will know, will aim to address issues of relevance 
such as family planning and reproductive health. 
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Agencies such as UNFPA and WHO have reported that an unacceptably high number of 
babies and mothers continue to die as a result of complications and poor management of 
pregnancies and childbirths. In absolute numbers, I am advised that over 4.2 million babies 
and over half a million die every year in this manner! 

What is most depressing for us in this region is that 99% of these maternal deaths and 
90% of infant deaths actually occur in developing countries. I am however proud to record 
that out of the 20 Pacific island nations, excluding Australia, Hawaii and New Zealand, 14 
countries already have infant mortality rates at less than 50 per 1000 live births and twelve (12) 
with maternal mortality rates at less than 100 per 100,000 live births by the end of 1992. 

Such statistics have been achieved through concerted effort at improving health 
management knowledge and skills and I am pleased to note that you will be dealing in this 
programme with scientific methods in health management which enable health workers to draw 
up plans and strategies to raise the health status of our mothers and children. Let me also urge 
you participants and resource persons, as you attempt to come to terms with your challenges, 
not to underestimate the very real contribution our traditional methods and capacities for 
positive interpersonal and community interaction and cooperation. 

Our peoples have in fact have a level of health awareness already where many 
understand the benefits of good food and good health. However, it is perhaps our special call 
today and in this Seminar to put in all we can to encourage our more vulnerable groups, to 
focus on those we will determine to be in highest risk. 

Much can be achieved, as I am certain you will be convinced in this seminar, through 
the use of simple better known and tested techniques. It is up to you to come up with health 
management skills to sustain and capitalise on such methods. Our peoples will also acquire 
complementary skills through your effort and identify more readily with the community 
projects you must encourage. This way also the peoples in the Pacific will be enabled to 
implement resolutions of the Cairo Conference and other international initiatives. 

Remember also that with improved health management capability there are benefits 
beyond Maternal Child Health and Family Planning. We certainly will have better chance at 
reducing crude birth rates and the control and reduction of health and welfare obstacles. 

All governments have the priority goal of improving the quality of life of their peoples. 
It is only relatively recently however, largely through the efforts of organizations like UNFPA, 
that governments have recognised the pivotal place of population in any national development 
process in the long term. 

We look forward to continuing cooperation and assistance from UNFPA, WHO and 
other UN agencies as we acknowledge with deep appreciation their sponsorship of maternal 
child health and family planning programmes for the region. 

I wish you all fruitful discussion and all success in the Seminar. I pray that you will 
consequently see progress in your MCH and FP programmes when you return to your work to 
apply acquired knowledge and skills. Of course please enjoy your stay in Fiji. 

Ladies and Gentlemen, it is with great pleasure that I hereby declare this Seminar Open. 

Vinaka Vakalevu. 



- 31 -

STATEMENT BY DR FAYSAL ABDEL-GADIR 
UNFPA DIRECTOR FOR SOUTH PACIFIC 

SEMINAR ON MATERNAL AND CHILD HEALTH/ 

ANNEX 5 

FAMILY PLANNING PROGRAMME MANAGEMENT FOR THE PACIFIC 
NADI, FUI, 9-20 MAY 1994 

Honourable Minister of Health 
Representative of the WHO Regional Director 

for Western Pacific 
Distinguished participants 
Ladies and Gentlemen 

I should like to express my pleasure and appreciation for having been given the 
opportunity to offer my warmest greetings and welcome to you all on behalf of UNFPA and 
personally at this opening session of the regional seminar on Maternal Child Health and Family 
Planning management in the Pacific. We are most privileged to have this Seminar held in this 
beautiful spot with its kind people and excellent arrangements. 

Honourable Minister, allow me on behalf of UNFPA to express gratitude to your 
Government for hosting this regional seminar here and highest appreciation for the continuing 
cooperation in the population and development field as well as to the distinguished participants 
in this Seminar. We much appreciate the partnership with your Governments and the 
cooperation in the nobel goals for improving the quality of life of the peoples of your 
countries. · 

Ladies and Gentlemen 

UNFPA since its inception and as the largest multi-lateral UN organization in the field 
of population has been guided by basic principles in its assistance and cooperation with 
countries in the broad area of population in general and in the area of maternal and child health 
and family planning in particular. Those principles are mainly related to the right and 
sovereignty of nations, and the principles of human rights and informed voluntary choice as 
basic concepts of UNFPA promotes when it comes to family planning. 

Through the years national population and family planning policies has evolved in 
various countries and significant changes have occurred and countries increasingly recognised 
the importance and the central role of population as a dimension to the overall socio-economic 
development. Most developing countries elected to adopt population policies and programmes 
including MCH/FP programmes. 

Consequent} y, over the last decade, contraceptive use in developing countries has 
increased five fold reflecting the growing strength of organised MCH/FP programmes. 
Remarkable albeit uneven progress have also been made over the last 20 years in reducing 
levels of morbidity and mortality especially high deaths among young children. Achievements 
in other areas included education when levels have risen considerably during the past 20 years 
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in many parts of the world and significant changes have occurred in the role and status of 
women in many countries. However, and despite the relative successes, the facts and figures 
indicate a great and urgent needs and challenges if not rightly addressed could have 
implications for the quality of life of all people, including generations not yet born and perhaps 
for the planet itself. 

Turning to this region the Pacific, which has its unique particularities, it is evident that 
many countries have made some progress in expanding access to reproductive health care and 
increasing education levels, as well as improvements in other social and human indicators. 
The relative success of some countries in those areas provide a basis for optimism about what 
this region can accomplish in population and development field. 

The world as a whole has changed in ways which create new opportunities for 
addressing population issues. Among the most significant changes are the major shifts in 
attitudes among people themselves and their leaders in regard to population issues in general 
and to reproductive health, reproductive rights and family planning in particular. Maturity and 
commitment at the various levels on population issues is vastly growing in the region, which is 
very important. Right in mind is the recent Port Vila official and ministerial meetings held in 
Vanuatu in September 1993 which concluded by the endorsement of Port Vila Declaration and 
previously the Conference of the Pacific Leaders in Tahiti in June 1993 and its communique on 
the Conference theme population and sustainable development. Both the Leaders Conference 
Communique and the Port Vila Declaration provide a benchmark and represent the highest 
level political commitment and recognition to the central role of population issues and 
programmes for sustainable development and sustained economic growth for this region. The 
Port Vila Declaration as a distinct document crystalizing the uniqueness of this region and the 
complexity of the population and development issues in the island countries . As a plan of 
action, the Declaration has sufficiently addressed the issues of reproductive health, 
reproductive rights and family planning, and their various complex aspects including social, 
cultural and the Pacific ethnics. 

In its own wisdom, the Port Vila Declaration demonstrate the main ingredients of 
success in our collective efforts to improve the quality of maternal child health and family 
planning services. However, building the capacity to undertake programme of action in 
population in general and in MCH/FP in particular requires among other things, an effective 
institutional arrangements and realistic and strategic planning. However, the lack of adequate 
management skills critically reduces the ability of strategic planning, weaknesses programme 
execution and thus diminishes the usefulness of programmes to their beneficiaries. As our 
experiences has shown where the basic minimum strategies are absent, the programme will 
never make a headway. When these strategies are being implemented and combined with 
sound management practices, the quality of services and the goal of the programme could be 
within reach. 

As programill;e managers and coordinators, you are confronted with various challenges 
and constraints be it institutional, financial, and name it which we all recognise and also realise 
particularly in health which are rooted in political, economic and cultural conditions and we 
must face the reality that these conditions must be changed for the better if we are to have 
reasonable degree of impact on improving health and the quality of life of our people. 

With these few words, I thank you very much for your patience and I take this 
opportunity to wish you all constructive and fruitful deliberations in your Seminar. 
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SUMMARIES OF COUNTRY REPORTS OF UNFPA PROJECTS 

Note on data sources: 

The information in these summaries is the most recent available at the time of the 
seminar, compiled from: Country Reports prepared by participants; the Project Agreements 
between the respective governments and UNFPA; and additional updated information provided 
by participants during the seminar. Some supplementary information was obtained from the 
Western Pacific Region Data Bank on Socioeconomic and Health Indicators, WHO/WPRO, 
Manila, December 1992. 
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COOK ISLANDS 

Population data 

Population 18 617 (1991 census). 34% under the age of 15. 

Growth rate 1.8% (1991). Until 1988, growth rate was negative due to out-migration to New 
Zealand. Since then, people have been returning. 

CBR 26.8 
CDR 7.5 
CPR 47% 
TFR 3.3 (1992) 
MMR 1 death occurred in 1992. 
IMR 31.3 (1991) 

Family plannin~ program 

National Policy: health improvement. No population policy. 
Aims: Reduce CBR from 24.8 (1989) to 20; increase CPR from 46.9 (1989) to > 50%. 
Reduce IMR to 15 (from 7-25); maintain MMR at 0 (from 0-230/100 000). 

MCH guidelines exist but no FP guidelines. 

Special features: Adolescent pregnancies. Cervical cancer may be higher than in other 
countries. 

Methods: New acceptors by method: pill66%, DMPA injections 28%, and IUCDs 5%. 
Condoms are freely available. 

UNFPA PROJECT 

Long delay in project approval by UNFPA/WHO. Delay in release of funds. 
Staff shortages have been experienced as a result of absences for training. Since 1976 all 
MCH/FP programme costs have been provided by UNFPA and WHO. 
Project start date 1992. Duration 4 years. 

Components: 

1. Improve quality of MCH/FP services in particular antenatal and postnatal care, 
contraceptive supplies and services including IUDs and vasectomy. Especially on outer 
islands. 

2. Increase knowledge and skills of health personnel. 

3. Strengthen health education services; increase community awareness and involvement. 
Emphasis on young people. School health education supported by Ministry of Health 
personnel. 

4. Strengthen health information system 
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FUI 

Population 717 104 (1993) (749 500 in 1991) 37% < 15. Persons of Fijian origin constitute 
slightly more than half of the population, most of the remainder being of Indian origin. 

Growth rate 2 % (1991) (1.3 in 1990) 

CBR 25.3 (1990) 
CDR 5.7 (1990) 
CPR 27.6% (1990) There has been little change since 1982. If private sales of contraceptives 
were to be included, the CPR is estimated to be about 50%. The cumulated number of 
sterilizations is used in the calculation of CPR. In 1990, the CPR for Fijians was 22.7% and 
for Indians 37.3%. 
TFR 3.2 (1990) (average of Fijian 4.5 and Indian 3.2) . 
MMR 26 per 100 000 (1991) 
IMR 16.9 (1990) 

Policy: Population growth below 2%. Family planning programmes. FP promotion through 
schools. Increase female education and employment. Increase CPR from 31.3% (1990) to 
40%. 

No MCH guidelines. There is a Manual of Standards for FP. 

Special features: Different IMR and CPR of Fijians and Indians. Immunization coverage 98%. 
98% of deliveries are medically supervised. 

Methods (1990): Sterilization (male and female) 53.4%; pill 12.4%; IUCD 17.6%; injectables 
8%; condoms 5.8%; other 2.7%. 

UNFPA PROJECT 

20 years previous support. Ad hoc funding 1989-1993. Start date 1994 to continue to 1997. 

Components: 

1 Strengthen health education, including MOH Health Education Unit upgrade; schools. 

2. Increase knowledge and skills of health personnel, including research. 

3. Management skills development; 

4. Improve services with equipment, transport, and supplies. 

5. Increase community awareness and participation; involve community leaders and 
organizations including youth and women. 

6. Improve health information system. 
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KIRIBATI 

Population 76 000 (1993) (72 000 in 1990) 40% < 15 

Growth rate 2.3 % (1990) of which 2.02% is natural increase. 

CBR 28.9 (1993) (32.3 in 1990) 
CDR 9.2 (1990) 
CPR 27.2% 
TFR 3.3 (1990) 
MMR 5 deaths reported in 1993. equivalent to 162.5 per 100 000. 
IMR 65 (1990) 

Policy: achieve balance between population and resources. 
Increase CPR from 27.8 8 to 35%; reduce CBR from 26.8 to 25. 

Methods: Vasectomy relatively frequent following successful information program. Norplant 
began as a pilot activity in 1993 and 100 insertions done so far .. 

Special features: Male sterilization increasing. 

UNFPA PROJECT 

20 years previous support. 

Start 1992 for 4 years. 

Components: 

1. Increase knowledge and skills. Include IUD insertion, possibly Norplant; AIDS and 
nutrition. 

2. Strengthen health information system. 

3. Strengthen health education. 

4. Increase community awareness including youth and seafarers. 
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MARSHALL ISLANDS 

Population 47 000 (1991) 52% < 15 

Growth rate 4.5% (1990) 

CBR 23.5 (1993); calculated from reported births. (49.2 in 1990) 
CDR 3.83 (1993) (4.3 in(1990) 
Both births and deaths are probably underreported. 
CPR 29.53 % in 1993. 
TFR 5.83 (1992) (7 .2 in 1988) 
MMR n/a 
IMR 63 (1988) 

Policy: Improved health and well-being. Noted population growth rate of 4.1% . 
Increase CPR from 25% (1991) (by 20%, ie) to 30%. 

Annex 6 

Special features: Growth rate in 1988 census 4.1%. Rapid cultural changes are associated with 
adolescent health and social problems including pregnancy, STDs, substance abuse, crimes and 
suicides. Malnutrition among women and children; AIDS. The 'Youth-to-Youth in Health' 
programme under the Department of Social Welfare, for education in sexual health issues, is 
widespread and regarded as effective. 

Methods: Injectables 35.8%; Norplant 21.5%; condom 19.2%; pill 18.7%; tubal ligation 
4.6%; vasectomy 0.3%; others 1% . . 

Norplant first used in 1989 as a part of the programme without a preliminary trial. Initially 
there was strong demand, but many women requested removal because of bleeding irregularity. 
It is suggested that providers should be able to provide thorough counselling and to select 
clients who are suitable for Norplant, before the method is promoted to the community. Users 
often change from Norplant to DMPA. Pill use-effectiveness is low. 

UNFPA PROJECT 

Previous project ended in 1991. Current project started in 1992 for 4 years. 

Components: 

1. Increased community awareness especially youth, so that > 75% of people of 
reproductive ages can name 4 family planning methods. 

2. Strengthen health information system. 

3. Increase knowledge and skills of health personnel and youth leaders. 
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FED ERA TED STATES OF MICRONESIA 

Population 109 009 (1993) (100 500 inl990). 46% < 15 

Growth rate 2.8 % (1973 - 1989) (natural increase 3.4% p.a. in 1989) 

CBR 37.9 (1989) 
CDR 8.0 (1989) 
CPR 28.5% (1993) 
TFR 5.6 (1990) 
MMR 60 for the period 1986-92. 
IMR 24 (52 in 1990) 

Policy: National Population Policy formulated in 1988, but was rejected. Programmes are 
aimed at improved health and well-being. Targets are to reduce CPR from 21.2% (1989) to 
28%; growth rate from 3% to 2.5%. IMR reduced from 24 (1988) to 20; MMR from 85.5 
(1988) to 68. 

Special features: Government administration is decentralized-to the four states. A national 
census is to be held in October 1994. A fertility survey was conducted in 1993, but has not 
yet been reported. Growth rate 3%. Threat of AIDS. No MCH guidelines have yet been 
written. 

Methods: sterilization 38.3%; DMPA 24.7%; pill 14.2%; IUCD 14.5%; condoms 2.7%; 
'natural' FP 2.4%; and others 3.2%. 

UNFPA PROJECT 

Supported since 1985. 

Project started in 1991 for 4 years 

Components: 

1. Increase community awareness of family planning, so that all people of reproductive 
ages can name at least 3 FP methods. 

2. Increased knowledge and skills of health personnel in family planning and AIDS. 

3. Improved heath information system. 

4. Health education upgraded in schools and in the community. 

5. Improved services through supplies and transport. 
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NIUE 

Population 2 500 (1990) 43% < 15 

Growth rate - 0.2 % (1988) (natural increase rate 2.1%) 

CBR 49 (1989) In 1993 there were 40 live births. 

CDR 7.8 (1983) 

CPR 21.2% 

TFR 

MMR 85.5 
IMR 24 (0 in 1988) 

Policy: To re-populate Niue by returning about 5000 expatriates from New Zealand. 
No official MCH guidelines exist, but services including delivery in hospital, are compulsory 
and transport is provided if necessary for people to reach the hospital. 
FP services are not available to adolescents at school. Policies restricting services previously 
to married and stable de facto couples are now becoming more flexible, and single people also 
can now obtain FP advice. 

Special features: Charges for contraceptives prescribed at the hospital. No STDs reported for 
the past 6 years. Major health risks are alcohol abuse, traffic accidents, accidents at sea. 
Assistance received from SPAPH. 

Methods: pills 65%; DMPA 25.6%; tubal ligation 6.4%; and IUCD 2.6%. Vasectomy is not 
acceptable at present. 

UNFPA PROJECT 

No financial assistance from UNFPA, and no UNFPA project. A project preparation mission 
is planned for 1994 in view of the re-population policy. 
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PALAU 

Population 15 122 (1990 census) 35% < 15 

Growth rate 1. 7 % ( 1990) 

CBR 21.8 (1988) 
CDR 7.5 (1988) 
CPR 21.2% 
TFR 1.0 
MMR 85.5 
IMR 24 

Policy: Health improvement through service improvement including FP services. 
Increase prenatal attendances from 16% to 24%. Reduce teenage births from 17% to less than 
8%. Strong programme focus on adolescents, and their attendance at clinics is increasing. 

Special features: In October 1994 the status of Palau will change from a Trust Territory to one 
of Free Association with USA. 
99% of deliveries occur in hospital. Teenage pregnancies 15% of total births. Social pressure 
is very strong for people to get married if they become pregnant. 

About 5000 Philippines guest workers contributed 25 births out of total of 327 births in 1989. 

One sixth of the population is Hep B positive. 

Methods: pills 68.7%; DMPA 11.7%; IUCD 9.4%; condom 7.8%; tubal ligation 1.2%; 
sponge 0.8%; 'natural' methods 0.2%; diaphragm 0.1 %. l insertion of Norplant has been 
carried out in 1994 so far. 

UNFPA PROJECT 

At least one previous project. Present project started in June 1991; duration 1991-1994. 

Components: 

1. Improve health information system. 

2. Increase proportion of men aware of FP by 50%; increase proportion of men using FP 
clinics from < 1% to > 5%. 

3. Strengthen central office management. 

4. Collect data and provide services for guest workers. 
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PAPUA NEW GUINEA 

Population 3 740 600 (1990) 40% < 15 

Growth rate 2.3 % (1991) 

CBR 34.7 (1985-90) 
CDR 12.1 (1985-90) 
CPR 5% 
TFR 5.2 
MMR various estimates show wide variations between urban and rural areas. 
IMR 72 (1991) 

Policy: National Population Policy (1992) to balance population and resources. 
National Health Plan to achieve health targets. 

Annex 6 

Special features: Decentralization of MCH/FP to the provinces. A large population and family 
project began in 1993, with the assistance of WB, ADB, and AIDAB. Norplant is awaiting 
approval by the national Department of Health. Several training courses have been conducted 
in the technique. A Family Planning Manual and a pocket manual have been written and 
published under another project. Rapid Evaluation Methodology was implemented through 
WHO in 1992. 

Methods: pills 33.2%; injections 30.6%; condoms 14.4%; tubal ligation 8%; vasectomy 1 %; 
ovulation method 0. 96%; IU CD 0. 5% . 

Reported new acceptors increased sharply in 1992, but decreased again in 1993. 

UNFPA PROJECT 

Supported since 1973. New project intended to start in 1994 for 4 years. 

Project design under revision. 

A detailed planning process has occurred including extensive consultations, but no project has 
yet been agreed and none of the planned activities have yet been implemented. 

Planned components include IEC and task descriptions; supervision guidelines; information 
system upgrade; quality assessment; inventory of equipment. MCH/FP standards are to be 
written. 

Staff in national DOH/Family Health Services insufficient. Short-term consultancies have not 
compensated for the shortage of permanent staff time. Information system is not working well. 
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SAMOA 

Population 163 000 (1991) 48% < 15 

Growth rate 1.8 % (1990). Considerable out-migration. 

CBR 29 (1987) 
CDR 4.3 (1990) 
CPR 17.5% (1987) 
TFR 4.7 (1990) 
MMR 90 per 100 000 
IMR 21.2 (1990) 

Methods: n/a 

Policy: Improved health. 
Reduce CBR from 29 (1987) to 25. Increase CPR from 17.5% (1987) to 22%. Reduce MMR 
from 150 to 90 ("to 20% of the present level") . Reduce IMR from 35 to 21. 

Special features: The Ministry of Health is being reorga..'lized. High frequency of spontaneous 
abortions and intrauterine deaths is associated with diabetes. Suicide especially in young males 
is relatively frequent; paraquat most often used. No AIDS yet reported. 

UNFPA PROJECT 

Supported since 1971. Present project 1990 to 1994. 

Components: 

1. Improve services and supplies. 

2. Improve knowledge and skills. 

3. Community awareness increased. 

4. Improve health information system 

5. Strengthen intersectoral action. 
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SOLOMON ISLANDS 

Population 330 000 (1991) 49% < 15 

Growth rate 3.5 % (1990) 

CBR 42 (1990) 
CDR 10 (1990) 
CPR 10.9% 
TFR 6.4 (1989) 
MMR 549 per 100 000 (1992 survey) 
IMR 42.9 (1989) 

Annex 6 

Policy: Population Policy 1988. Community awareness and improved MCH/FP services. 
Reduce TFR from 6.4 to 5.6. Increase CPR from 25% to 30% of MWRA. Reduce IMR from 
42 to 38. Breast-feeding policy exists. MCH guidelines, FP standards of practice, and an 
obstetrics and gynaecology manual have been published. 

Special features: Since Population Policy passed by Cabinet at the end of 1988, public 
discussion of FP has been more acceptable. Decentralized government administration. IUCD 
being promoted because few women discontinue. However, few nurses have proved successful 
for IUCD insertion. People have been trained in Beijing for Norplant but it is not yet in use. 
Nurses have been trained in the Philippines in IUCD insertion. Health information system has 
problems. Few doctors trained to do sterilizations. Some nurses are uninterested in family 
planning, because of religious objections pr because they think it is not their job but should be 
done by the FP coordinator. Men listen to radios but women seldom do. Female children are 
most valuable, partly because of their bride price and of their work in the gardens. Inter-island 
transport causes difficulties for supervision of field work. HIV infection not yet reported; 
testing facilities exist. Colostrum is not given to babies because it is regarded as 'dirty'. The 
Solomon Islands Planned Parenthood Association (SIPPA) provides clinical services, and 
Dr Junelyn Pikacha works in the clinic. 

Methods: DMPA 72%; pills 18%; condom 6%; IUCD 2.5%; ovulation method I%. 

UNFPA PROJECT 

Previous support since 1985 to June 1990. Ad hoc UNFPA funding 1990-1993. Current 
project 1993-1996. 

Components: 

l. Increase community awareness. 

2. Improve service quality. 

3. Improve health information system. 
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TOKELAU 

Population 1577 (1993) 46% < 15 

Growth rate 1.3 % (1991) (natural increase 3%) 

CBR 23 (1991) 
CDR 8.2 (1991) but 0 since. 
CPR 
TFR 
MMR 0 
IMR 65.2 (1988) 

Policy: Establish and develop MCH/FP services. 

Special features: Self-governing under New Zealand administration. Population density 142 
per sq.km. To date, there are no organized MCH/FP services, but coverage is 100%. No 
motor vehicles. 1 boat every 2 months goes to Tokelau. 

Methods: n/a 

UNFPA PROJECT 

This is the first UNFPA assistance. Project to run from 1991-1993. 

Components: 

1. Set up MCH/FP services in each of the three hospitals. 

2. Staff clinics with trained personnel. 

3. Community awareness. 
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TONGA 

Population 99 419 (1994 projection) 90 664 in 1993 from MCH workshop i.e. public health 
nurses registers of population. 41% < 15. 

Growth rate 2.2 (1993) natural increase. Net 0.3 %. High rate of out-migration. 

CBR 26.2 (1993) 
CDR 4.1 (1993) 
CPR 27.89 (1993) (36% in 1990) 
TFR 5.0 (1990) 3.4 (1992 MOH Ann. Rep.) 
MMR 47/100 000 births (1992 MOH Ann. Rep.) 
IMR 13.8 (1993) (27.5 in 1990) 

Policy: National Economic Development Plan VI 1990-1995, incorporating a health policy 
statement. Health and well-being. Reduce CBR from 25.9 (1990) to 25; increase CPR from 
36% (1990) to 43%. 

Special features: Youth problems of pregnancy, alcohol abuse, STDs, suicide and crime. 
Project aims to increase capacity of all health personnel to be self-sufficient. Migration masks 
the need for family planning. There is little cooperation with the Education Dept. Statistics 
do not include private practitioners or NGOs. There have been 6 cases of AIDS of whom 3 
have died. The system of public health nurses for between 1000 and 5000 population 
depending on the population density, enables accurate recording of vital events and also 
complete good follow-up of family planning clients. 

Methods: DMPA 36.6%; pill 13.2%; condom 12%; 'natural' methods 9.1 %; IUCD 8.7%; 
tubal ligation 8.5%; vasectomy 0.005%; other methods 11.7%. 

UNFPA PROJECT 

Supported since 1972. :Present project to run 4 years from October 1993. 

Comments: Implementation hindered by 3 changes of MOs in charge of the programme in 2 
years. MOH has complex administrative procedures. MCH/FP almost entirely funded by 
UNFPA. Procurement of contraceptives a problem for past 12 months. 

Components: 

1. Strengthen knowledge and skills of health personnel. 

2. Strengthen health education. 

3. Increase community involvement. 

4. Improve services by facilities, supplies, and equipment. 
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Population 8525 (1990) 32% < 15 

Growth rate 1.7 % (1992) 

CBR 29 (? 1992) (26.18 in 1988) 
CDR 13 (? 1992) (9.57 in 1988) 
CPR 45% 
TFR 3.4 (1992) 
MMR434 
IMR 40. 
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TUVALU 

Policy: 4th Development Plan 1988-1991; health and well-being. Population policy still in 
draft stage. 
Reduce CBR from 32.6 to 24; increase CPR to 65%; reduce IMR to 30. reduce growth rate to 
1% by year 2000. Reduce TFR to < 3. Reduce MMR to zero. 

Special features: Resource-poor. Promotion of FP is difficult. 10% of births are to unmarried 
women. 95% of deliveries occur in hospital . All births are attended by trained personnel. 
Tuvalu Family Health Association is active in promotion. Service guidelines for MCH have 
been published. STDs very rare. No HIV. 

Methods: n/a 

UNFPA PROJECT 

Supported since 1984. Present project for 4 years from 1990-1993. Supplementary funds 
provided for 1994. 

Components: 

1. Improve knowledge and skills of health personnel. 

2. Community participation. 
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VANUATU 

Population 160 129 (1991) 44% under 14 years . 

Growth rate 2.8% (1978- 1989) 

CBR 37 (1991) 
CDR 9.0 (1991) 
CPR 15% (1991) 
TFR 3.8 urban; 4.8 rural (1989) 
MMR 200 per 100 000 (6- 10 deaths per year) 
IMR 37 (1989 census) 

Annex 6 

Policy: Third Five-Year Development Plan; First National Health Development Plan 1992 -
1996. 
Increase CPR from 15% tO 25%; reduce IMR from 40-50 to 30-40; reduce MMR from 200 to 
150 per 100 000; increase medically-attended births from 75% to 80%. 

Special features: Literacy 30%; GNP pc USD 820 1988. 80% rural. 
lnjectables and Norplant are not allowed at present having been banned in 1983 by the Minister 
of Health. DMPA use is to begin in 1995. MCH guidelines are in preparation. Medically
attended births 75%. Most of the remaining 25% are attended by TBAs. A public service 
strike including the health department, has been in progress now for five months with serious 
effects on services. 

Methods: (1994) pill77%; IUCD 20%; vasectomy 3%. 

PROJECT 

Supported since 1991. Present project period is 1994- 1996. 

Comments: 

Staff capability and time are limited. Decentralization requires delegation to local supervisors . 
Travel funds inadequate. Information system not working well. 

Components: 

1. Nursing pre-service curriculum strengthening in MCH/FP. 

2. Knowledge and skills of VHW and TBA. 

3. Strengthen project management including HIS . 

4. Community awareness. 






