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P

REFACE
Letter from the Minister of Public Health

At the moment where our country is engaged in a revolution of
modernity for a Congo emerging on the horizon in 2030, the revitalization of
Family Planning, as stipulated in the second edition of the Growth and Poverty
Reduction Strategy Document , is a major component in the acceleration
of lasting socio-economic development. In matters of Family Planning, the
Democratic Republic of Congo favors the choice of responsible parenting and
planned births.
The Program of Action adopted by the participants of the International
Conference on Population and Development held in Cairo in 1994,
including the Republic of Zaire, now the Democratic Republic of Congo
(DRC), defines in Chapter 7 the notion of “reproductive health rights” as
follows:
“By reproductive health we mean the general physical, mental and
social well-being of human beings, including their reproductive system, its
functions and functioning, and not only the absence of disease or disability.
This means that a person should be able to lead a satisfying sexual life without
risk, and procreate as often or not as they wish. This last condition implies that
men and women have the right to be informed and use the Family Planning
method of their choice, or any other legal birth-control method of their
choice; these methods must be safe, efficient, affordable and acceptable. Men
and women also have the right to access health services that allow for safe
pregnancy and safe birth delivery, giving couples the opportunity to have a
healthy child.”
Family Planning, a component of reproductive health, is given special
attention in Chapter 7, which underlines the multiple benefits of Family
Planning use by men, women and families.
In all research reports conducted in the DRC from 1998 to 2010, the
Family Planning situation has been troubling. Indeed, in 2010 only 5.4% of
Congolese women living in union used a modern contraceptive method, one
of the lowest rates in Africa. Congolese women have 6.3 children on average,
two to three times more than in emerging countries.
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Aware of this situation, the government of the Republic has implemented
resolutions based on the recommendations of the 2nd National Conference
to Reposition Family Planning held in Kinshasa in 2009, mainly through
two follow-up mechanisms: the Political Advocacy Committee (CPP) and
the Permanent Multisectoral Technical Committee (CTMP). It is from these
committees, and their numerous meetings and hard work, that experts from
the government and technical and financial partners were able to finalize
the Multisectoral Strategic Plan for Family Planning, which I am proud to
introduce today.
This strategic plan, adopted on January 10, 2014, covers the period
from 2014-2020 and was designed as a reference tool for all Family Planning
interventions in the Democratic Republic of Congo (DRC). It aligns with the
National Health Development Plan (PNSD) 2011-2015, and will also contribute
to governmental actions included in DSCRP II, which seeks to reduce poverty,
improve social conditions for the Congolese people through decreasing
population growth, and reduce maternal and child mortality, among other
things.
I thank all experts from the government, as well as all the technical
and financial partners who have contributed to the drafting and finalization
of this National Multisectoral Strategic Plan for Family Planning, whose
provisions will guide all actors and partners involved in Family Planning in
the Democratic Republic of Congo (DRC).
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S

UMMARY
Strategic Plan for Family Planning :
2014-2020

T

he Democratic Republic of Congo (DRC) is a vast country with great natural
resources. The government faces important challenges to provide communities
with social infrastructure and services in general (such as schools, housing, roads,
and food), as well as primary health services in particular to its population of 68 to 80 million.
Because of high maternal mortality and rapid demographic growth, the government
identified Family Planning as one of the six priority interventions in its plan to accelerate progress
towards the achievement of the 4th and 5th Millennium Development Goals. Recent studies
have shown that the fertility rate of the DRC is at 6.3%, while a quarter of married women in
the DRC population wish to avoid pregnancy but do not use any contraceptive. This strategic
plan, developed over the course of a 12-month period through a participatory process involving
various actors and sectors, provides a roadmap to increase modern contraceptive prevalence
from its current rate of 6.5% to 19.0% by 2020. This objective is now easier to meet as more than
80% of all men and women in the DRC know of at least one contraceptive method.
Current access to Family Planning services is limited, particularly in rural areas. Less than
half (46%) of the country’s 516 health zones offer Family Planning services. Furthermore, although
part of the services offered in the Minimum Package of Activities (PMA), Family Planning is often
neglected. However, in 2012 the Ministry of Public Health took concrete measures to strengthen
Family Planning by allocating funding to procure contraceptives, equipment and health supplies
for 66 health zones. In addition, a bill was introduced to support Family Planning from a legal
standpoint.
The National Strategic Plan for Family Planning 2014-2020 has two objectives:
1. Increase modern contraceptive prevalence, estimated at 6.5% in 2013, to at least 19.0%
by 2020; and
2. Ensure access to and use of modern contraceptive methods to at least 2.1 million
additional women by 2020.
The implementation of the plan involves six sub-objectives:
1. Obtain the effective and concrete commitment of the government to support Family
Planning;
2. Improve access for men and women to Family Planning services in the public and
private sectors;
3. Increase the quality of Family Planning services;
4. Generate demand for Family Planning;
5. Develop and strengthen an efficient logistical system to manage contraceptives; and
6. Implement a reliable evaluation system to measure results.
8
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The success of implementation will require active participation from several actors,
including:

■■ The government of the DRC through its different ministries, including the Ministry of

Public Health (PNSR and PNSA); Ministry of Gender, Women and Children; Ministry of
National Education; Ministry of Higher Education, University and Scientific Research;
Ministry of Social Affairs; Ministry of the Environment; Ministry of Labor and Social
Welfare, etc.

■■ Non governmental organizations (national and international)
■■ Faith-based organizations (Catholic, Protestant, the Salvation Army, Kimbanguist,
Muslim, Evangelical).

■■ National and international donors
■■ Civil society
■■ Commercial entities from the private sector (corporations, for-profit organizations).
This strategic plan includes the cost of all proposed activities for the six sub-objectives.
The total cost for the entire 2014-2020 period is estimated at $240 million (U.S.); of this total,
$54 million are needed to purchase contraceptive products and $90 million to support service
delivery. A table listing the costs by year and by type of cost (contraceptive commodities,
personnel, overhead, and support to FP programs) is presented in the plan.
The success of this ambitious plan will be measured in terms of progress made towards the
first two objectives: a modern contraceptive prevalence rate of 19% throughout the country; and
at least 2.1 million additional contraceptive users by 2020. Throughout this period, results will
be monitored continuously in terms of the six sub-objectives (government commitment, access,
quality, demand creation, contraceptive logistics, and M&E), based on indicators described in
the document.
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F

OREWORD

T

his National Strategic Plan for Family Planning aligns with the implementation plan
of the National Health Development Plan (PNDS) 2011-2015. By reducing high-risk
pregnancies, it will contribute to the government’s efforts to reduce maternal and
child mortality.

As the PNDS will soon come to its end date, the present plan covers the period of 20142020. It was designed as a reference tool for all Family Planning interventions in the Democratic
Republic of Congo (DRC).
Its implementation will:

■■ Ensure a sustained increase in modern contraceptive

use by Congolese women and men who wish to use
contraception;

■■ Progressively decrease the use of less efficient traditional
methods in favor of modern ones;

■■ Respond to the currently high unmet need for Family
Planning

This National Strategic Plan is an indispensable tool to reposition Family Planning in the DRC.
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1. INTRODUCTION

T

he Democratic Republic of Congo (DRC) is a vast country with great natural
resources. During the previous two decades the country has faced numerous crises
that have affected all aspects of its social, economic and political development. As
a result, the DRC ranks among the countries with the lowest health and development indicators
despite the progress made in the past few years. As a result, the DRC faces numerous challenges
in nearly all sectors.
Among these numerous challenges to address, this strategic plan focuses on the
importance of increasing contraceptive use in the DRC. This increase will not only contribute
to the improvement of maternal and child health in the country, but by also controlling rapid
population growth thus accelerating improvement of living conditions for the Congolese
population.

1.1. Demographic Situation
In 2013, the DRC’s population was estimated at 68 million inhabitants by the United
Nations Population Division, and at 80 million by the National Institute of Statistics. In 2010,
the country’s total fertility rate was estimated at 6.3 children per woman, the child mortality
rate (children under 5 years old) at 158/1000 living births1 and the ratio of maternal mortality
in 2011 at 540/100,000 living births2. Despite these still high mortality rates, the prevailing high
fertility rate in the country has led to an annual population growth of 2.8% or an increase of
2 million people per year, with the population doubling every 25 years. This annual increase
will continue to accelerate and sustain itself as a result of a growing number of young women
entering their reproductive period. Such a phenomenon, known as the population momentum,
is unavoidable, as the mothers of tomorrow have already been born.
With 45% of its inhabitants under the age of 15 and only 3% over 65, the DRC has a very
young population. This large proportion of young people has significant consequences on the
socio-economic development of the country. These youth must be cared for by their parents,
but also by public health and education services.
The increase in modern contraceptive use, which is object of this plan, should allow for
the progressive slowing of demographic growth, which in turn, will result in a lower burden
on the economically active population between 15 and 64. In other countries, this reduction
has enabled an increase in savings and investments that has stimulated development. The DRC
could learn from the experience of these countries to follow a similar path and benefit from what
has been called the “demographic dividend.”
In the DRC, nearly 80% of pregnancies among women married or in union can be classified
as “at risk,” as they are likely to be “too early, too close, too numerous, or too late.” In most cases,
pregnancies have several of these risk factors. In 2013, about 1.7 million pregnancies out
of approximately 3 million were potentially at risk, while 800,000 of these pregnancies were
1 MICS RDC 2010
2 World Bank 2013, World Development Indicators, http://databank.worldbank.org/data/views/ variableSelection/
selectvariables.aspx?source=world-development-indicators
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considered high-risk. These women need extra attention during the pregnancy itself, during
childbirth, and post-partum, when extra attention should be paid to the newborn. Unfortunately,
many families living in poverty cannot afford the costs associated to these services, which
exposes them to higher maternal and child mortality risk, as well as malnutrition in their young
children. The number of children that Congolese women wish to have remained at 5.6 children
in 2007, which is lower than the observed fertility rate of 6.3 children per woman.

1.2. Current Family Planning Situation
According to the results of the MICS survey conducted in the DRC in 2010, the modern
contraceptive prevalence rate was 5.4%, which remains low compared to many African countries.
However, 24% of Congolese women expressed an unmet need for Family Planning, meaning
that they wanted to space their births, or to not have any more children, but were not using any
contraceptive method to prevent unwanted pregnancies.
Aware of this situation, the government of the DRC decided to make Family Planning
a national priority. This decision would allow for a transition from unwanted and unplanned
births to desired and planned ones. In doing so, the country would undergo a “contraceptive
revolution” thanks to the widespread use of Family Planning services.

1.3. The Reason for a Strategic Plan
To implement its vision on Family Planning, the government of the DRC, through the
Ministry of Public Health, took the initiative to develop a National Strategic Plan for 2014-2020
that is within the framework of initiatives to reduce maternal and child mortality in order to
contribute to the well-being of women, families and the entire community.
The implementation of the activities described in this plan includes participation from
actors at different levels (national, provincial, local). It also requires a multisectoral approach
with cooperative efforts from several ministries and donors, national and international nongovernmental organizations (NGOs), and faith-based organizations (FBOs). These efforts will be
coordinated by the National Program for Reproductive Health (PNSR), the structure mandated
by the Ministry of Public Health to promote and coordinate activities related to reproductive
health.
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2. GENERAL
CONTEXT
OFDE
THE
CONTEXTE
GENERAL
LADRC
RDC

2.1. Geographic, political and
administrative
context Politique et
2.1. Situation
Géographique,

Administrative
With a total area of 2,345,409 square kilometers, the DRC is located

in Central Africa and shares 9,165 km of border with nine neighboring
countries. The DRC is the second largest country in Africa in land mass
after La
Algeria.
RDC s’étend sur une superficie de 2 345 409 km2. Elle
est située en Afrique centrale et partage 9 165 kilomètres
The DRC
is neuf
a unified
strongly
de frontière
avec
pays but
voisins.
Par sadecentralized
superficie, la state.
RDC It is divided
into
11
provinces,
25
districts,
21
cities,
145
administrative
est le 2ème pays le plus vaste en Afrique après l’Algérie. territories and
77 communes. The Constitution of the Third Republic (February 2006)
includes
a transition
from
11 to fortement
26 provinces
and eliminates
thesubdivisée
level of en 11 provinces, 25
La RDC
est un État
unitaire
décentralisé.
Elle est
district
districtsjurisdiction.
administratifs, 21 villes, 145 territoires administratifs et 77 communes. La Constitution
de la troisième République (février 2006) prévoit le passage de 11 à 26 provinces et met fin à
l’existence de l’échelon « district ».

2.2. Socio-economic and health situation
With regard to
human development, the
is characterized by widespread poverty,
2.2. Situation
socio-économique
etDRC
sanitaire

estimated at 71% in 2005, which contrasts markedly with the country’s enormous economic
Sur le plan du développement humain, la RDC se caractérise par une prévalence élevée de la
potential.
pauvreté qui est estimée à 71% en 2005, un niveau qui contraste avec les énormes potentialités
As of 2005,
seven in ten households were living in poverty nationwide, with significant
économiques
du pays.
disparities between rural and urban areas. In rural areas eight in ten households were poor,
ménages
surseven
dix étaient
avecwere
une disparité
milieu
et milieu
whileEn
ineffet,
urbansept
areas
less than
in tenpauvres
households
living in entre
poverty.
Thisrural
contrast
also
urbain.atDans
le milieu rural,
huit
ménages
sur dix 62.3%
étaientof
estimés
pauvres tandis
en milieuinurbain,
exists
the provincial
level.
Food
represented
total household
expenditure
2005.
moins
de sept
ménages
sur
dix étaient
estimés
Cette disparité
de pauvreté
est existé
The
scope
of poverty
also
varies
depending
on pauvres..
type of occupation
(independent
workers
and
aussi entre les
différentes
L’alimentation
représentait 62,3% des dépenses totales
apprentices
in the
informal provinces..
sector are the
most disadvantaged.
des ménages6 . L’ampleur de la pauvreté varie également selon les groupes socioprofessionnels
With regard
to the economic
of theun
GDP
has showed
(les travailleurs
indépendants
et lessituation,
apprentisthe
quigrowth
ont enrate
majorité
emploi
dans le marked
secteur
fluctuations
since
independence
in
1960.
In
2010,
2011
and
2012,
the
average
growth
rate
was
informel étant les plus touchés).
7%. However, because of population growth, the increase of the GDP per capita was only of 4%,
à lainsufficient
situation économique,
le taux
de croissance
du PIB a varié en dents de scie
whichQuant
remains
to rapidly reduce
poverty
in the country.
depuis l’indépendance. Mais depuis 2003 elle est restée supérieure à 5% par an (sauf en 2009
Regarding
status, s’est
progress
has
been
made
in the
past 2010-2011-2012.
ten years, particularly
in
où il était
de XXX).health
La moyenne
établie
à 7%
pour
les trois
années
Mais du
reducing
maternal mortality.
Table 1 below
shows the du
situation
maternal
in 7the
fait de la croissance
démographique,
l’augmentation
PIB paroftête
n’a étémortality
que de 4%
, ceDRC
qui
as
well
as
key
indicators
of
Family
Planning.
reste insuffisant pour réduire rapidement la pauvreté dans le pays.
Sur le plan sanitaire, des progrès ont été réalisés au cours de ces dix dernières années en
termes de réduction de la mortalité maternelle. Le tableau ci-après présente la situation de
cette mortalité et des principaux indicateurs de la planification familiale.
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Tableau 1 : Key health and family planning indicators: 1995 to 2010
Modern
Tableau 1 : Key health
and1.family
planning
indicators:
1995indicators:
to 2010 1995
Tableau
Key health
and Family
Planning
2010
Maternal
Total to
fertility
Source

Source
1998
1st ELS

Maternal
1837/100.000
mortality
ratio

MICS 2001
1st ELS 1998
DHS 2007
MICS 2001
MICS 2010
DHS 2007

1289/100.000
1837/100.000
549/100.000
1289/100.000
549/100.000

contraceptive
prevalence
Modern
contraceptive
4,6
prevalence
4,4
4,6
5,8
4,4
5,4
5,8

-

5,4

MICS 2010

mortality ratio

rate

Adolescent
fertility rate

Unmet- need

Total fertility
7,2
rate

Adolescent
- rate
fertility

24,0
24,0
24,0

7,1
7,2
6,3
7,1
6,3

20,0
19,0
20,0
13,5
19,0

24,0

-

13,5

Unmet need

Si on s’en tient aux données disponibles présentées dans le tableau ci-dessus, la prévalence
contraceptive
estpresented
restée presque
stationnaire
cours de ces
dix dernières
années
Accordingmoderne
to the data
in Table
1, modern au
contraceptive
prevalence
has virtually
stagnated
in the
past
ten
years, between
4.4%
and 5.8%.dans
Unmet
needs for
Family Planning
also
Si on s’en
tient
aux
données
disponibles
présentées
le tableau
ci-dessus,
la prévalence
stationnaires
à
24%
entre
2007
et
2010.
L’indice
de
fécondité
a
légèrement
baissé
de
7.2%
remained
at 24%
between
and
2010. The
total fertility
rate slightly
from
7.2en
in
contraceptive
moderne
est2007
restée
presque
stationnaire
au cours
de ces decreased
dix dernières
années
1998 to 6.3 children per woman in 2007. Meanwhile, the fertility rate of adolescents significantly
adolescentes
qui
passée
de 20% 15-19
en 2001
à 13,5%
en 2010.
decreased
from
20est
per
1000
women
in 2001
13.5
per 1000
women 15-19
2010.
stationnaires
à 24%
entre
2007
et 2010. L’indice
detofécondité
a légèrement
baisséinde
7.2% en

Fig.2001
1.1.Carte
de la
RDC
adolescentes qui est passée de 20%Figure
en
à 13,5%
2010.
Map
of
theen
DRC
Fig. 1. Carte de la RDC

Bandundu
Bandundu

Theréponse
government’s
response to reduce
poverty
maternal
is outlined
in the
La
du Gouvernement
pour réduire
la and
pauvreté
et lamortality
mortalité
maternelle
est
Growth
contenuand
e daPoverty
ns le DoReduction
cument deStrategy
la StratéDocument,
gie de CroisSecond
sance eGeneration
t de Réduct(DSCRP
ion de laII P2011-2015).
auvreté de
Among
objectives,
this 2011-2015).
document seeks
improve
the population’s
access
to basic social
secondeother
génération,
(DSCRP
Entretoautres
objectifs,
ce document
vise l’amélioration
La réponse du Gouvernement pour réduire la pauvreté et la mortalité maternelle est
services, including health and Family Planning.
contenue dans le Document de la Stratégie de Croissance et de Réduction de la Pauvreté de
familiale.
seconde génération, (DSCRP 2011-2015). Entre autres objectifs, ce document vise l’amélioration
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2.3.

Situation démographique

2.3. Demographic situation

à 29 millions contre 13,5 millions en 1958. En Mi- 2013 cette population était estimée à 80
millions
par l’Institut
National
des Statistique
(INS),
à 68 million
la Division
de than
la Population
According
to the
1984 Census,
the DRC’s
population
was par
29 million,
more
twice its
des
Nations
unies,
et
à
69
millions
par
les
projections
réalisées
par
SPECTRUM
dans
le
cadre
d’un
population of 1958, when it was 13.5 million. In mid-2013, the national population was estimated
projet
sur
les
dividendes
démographiques
qui
est
soutenu
par
le
PARSS
(Programme
d’Appui
à
at 80 million by the National Institute of Statistics (INS), at 68 million by the United Nations
la Réhabilitation
du and
Secteur
la Santé)
Population
Division,
at 69de
million
by SPECTRUM in relation to a project on the demographic
dividend
supported
by
the
PARSS
project
(Health
Sector
Support
Le taux de croissance démographique
en RDC
étaitRehabilitation
estimé en 2013
à 3,4%Project).
par l’INS, mais
8
à 2,7%The
pardemographic
les Nations unies
et à rate
2,9%of
par
lesDRC
projections
réaliséesatpar
SPECTRUM
). Malgré
growth
the
was estimated
3.4%
in 2013 by
the INS,ces
at
2.7% by the United Nations, and at 2.9% by SPECTRUM. In spite of these differences, all estimates
la RDC devrait
atteindre
les that
100 millions
d’habitants
avant
autour
2030.
Les résultats
du
currently
available
indicate
the population
of the
DRCouwill
reachde100
million
inhabitants
around 2030. The results of the next Census in 2015 will refine these estimations.

Les
résultats
jusqu’en
des projections
de population,
la population
defemale
la population
des
Table
2 below
shows 2030
projections
for the total
as totale
well asetthe
population
femmes
en
âge
de
procréer
sont
présentés
dans
le
tableau
2
ci-dessous
who are of reproductive age in the DRC through 2030.

Tableau
2 : 2.
Projection
la population
la RDC
de 2010
à 2030
Tableau
Projected de
population
for thede
DRC
from 2010
to 2030
SPECTRUM Projections (August 2013)

United Nations Projections (june 2013)

Years

Total
population
(in millions)

Women
aged 15-49
(in millions)

% total
population

Total
population
(in millions)

Women
aged 15-49
(in millions)

% total
population

2010

62,2

14,1

22,7

62,2

14,1

22,7

2013

67,9

15,5

22,8

67,5

15,5

22,9

2020

82,8

19,2

23,2

81,3

19,2

23,7

2025

94,4

22,3

23,6

92,1

22,3

24,2

2030

106,9

25,9

24,3

103,7

25,7

24,7

Sources : Calculations with Spectrum: Guengant Report on Quantification and Cost of the National Strategic
9
Plan for Family Planning – United Nations, 2013.3

La forte croissance démographique projetée pour les années qui viennent est la
The strong demographic growth projected for the coming years is the result of a continuing
conséquence d’un niveau toujours élevé de fécondité et de la jeunesse de la population (les
high fertility rate and a young population (the mothers of tomorrow – themselves from large
mères de demain issues de familles nombreuses étant déjà nées).
families – have already been born).
Selon les résultats de l’Enquête MICS réalisée en 2010, la fécondité était de 6,3 enfants
According to the results of the 2010 MICS survey, the fertility rate was of 6.3 children per
woman. However there were disparities between women from high-income and low-income
plus riches et celles appartenant aux ménages les plus pauvres, et entre femmes éduquées et
households, as well as between educated women and women who did not attend school.
femmes n’ayant pas été à l’école. Les adolescentes (15-19 ans) contribuent à la fécondité de
Adolescents (15-19 years old) significantly contribute to the fertility rate.
façon importante.
The capital city of the DRC, Kinshasa, has a rapidly growing population and has increased
from 1.5 million inhabitants in 1975 to over 10 million in 2013. According to the INS, 67% of the
Congolese population was living in rural areas in 2013 (65% according to the United Nations4).
8
Spectrum
- Futures
Version 4.69, août 2013
World
Prospects:
The 2012
39 UnitedUnited
Nations 2013-PopulationDivision,
Division,
World Population
Prospects:
The Revision,
2012 Revision, http://esa.
un.org/unpd/wpp/index.htm,released
released
June
2013
un.org/unpd/wpp/index.htm,
June
13,13,
2013

4 United nations 2012, United Nations. (2011). World Urbanization Prospects: The 2010 Revision. New York, NY:
United Nations, Department of Economic and Social Affairs, Population Division http://www.un.org/esa/population
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2.4. Health system and policy development
The Ministry of Public Health comprises three levels (central, provincial and operational),
each of which plays a defined role in accelerating the reduction of maternal and child mortality.
The central level plays a normative role, regulating and supporting the provinces (Provincial
Health Divisions).
Each of the 11 provinces has a provincial ministry of health (DPS) with its own health
division.. In 2012, a ministerial ordinance increased the number of DPS to 26, and the process is
underway to put them in place. .
At the operational level, the country is divided into 516 health zones (HZ), 424 of which
have a General Referral Hospital (GRH) or equivalent structure. Each HZ is divided into a series of
health areas. Throughout the country there are 8,504 health areas but only 8,266 are served by
a Health Center (HC). Nearly 7,500 offer maternal care, but less than half of them provide Family
Planning services.

The DRC adopted the primary health care ((PHC)) strategy in 1981, which includes
Family Planning among the eleven components of the Minimum Package of Activities
(PMA) to be offered at primary health facilities, as well as in the Complementary Package
of Activities (PCA) delivered in referral health facilities. The content of these packages
was defined by the Ministry of Public Health, and Family Planning is one of the essential
components.

To conduct Family Planning activities, the government works through the Ministry of Public
Health and its National Program for Reproductive Health (PNSR). This program is responsible
for developing policies and norms on Family Planning, and to coordinate with donors that
support FP activities.With national and international NGOs, the PNSR shares responsibility for
implementing FP activities. Of note, more than 90% of Family Planning services are supported
by the government’s partners (donors and implementing partners). Since the country has
committed to reposition Family Planning, both the Ministry of Gender, Family Affairs and
Children, and the Ministry of Planning have been involved in coordinating FP activities consistent
with their own mandates.
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3. FAMILY PLANNING PROGRAM IN THE DRC
AND PRIORITY ISSUES

3.1. Family Planning History
The DRC’s Family Planning program is based on an approach that favors responsible
parenthood and desirable births, a concept that appears in the Constitution, specifically in
its 45th, 47th, 48th and 49th articles, and was also used for this first time in 1972 by President
Mobutu in a speech to the nation. The concept of desirable births is part of a larger effort to
enable couples to manage their fertility and prevent unwanted pregnancies, in an effort to
combat clandestine abortions.
As a Belgian colony until 30 June 1960, the DRC inherited the colonial law of 1920 which
forbade the sale and distribution of contraceptives. However in 1972, President Mobutu, in a
speech to the nation, authorized the provision of Family Planning services, and introduced by
presidential ordinance the concept of Desirable Births (Naissances Désirables).

1973

The President signs a presidential decree authorizing Family
Planning activities, in spite of the colonial law of 1920 that was
renewed in 1967 as the 448th Article of the Penal Code.

1976

Implementation of the Desirable Birth activities is entrusted to the
Committee for Desirable Births (CNND). Catholic institutions also
joined the movement during the same year.

1978

The CNND becomes an affiliated member of the International
Planned Parenthood Federation (IPPF). The Committee becomes an
NGO and is renamed the Association Zaïroise de Bien-Être Familial
(Zairian Association of Family Well-Being).

1982

The Ministry of Health creates the Desirable Births Services Project
(Programme des Services de Naissances Désirables, PSND). During
the same year, the Catholic Church demonstrates its support to
Family Planning by creating a Natural Family Planning (NFP) service.
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1972-1990

The DRC makes significant progress in Family Planning with essential
support from its partners. Unfortunately, these achievements are
obliterated by the numerous socio-political crises that in 1991 bring
a sudden and complete halt to international cooperation. A series
of studies conducted in country show that throughout the history
of the DRC, modern contraceptive prevalence at the national level
has never exceeded 6%. Modern contraceptive prevalence has
been documented in different studies as follows: 1.5% (EPC-Zaire)
in 1984; 4.6% in 1998; 4.4% (MICS2) in 2011; 5.8% (DHS 2007) in
2007; and 5.4% (MICS 2010) in 2010.
The PSND is transformed into the National Program of Desirable
Births (Programme National de Naissances Désirables, PNND); in
2001 it becomes the National Program for Reproductive Health
(Programme National de la Santé de la Reproduction, PNSR) and is
tasked with:

1996

Elaborating, disseminating and promoting the national policy on
Family Planning, as well as its guiding principles, organizational
framework and reproductive health norms among the Congolese
population and all FP partners;
Coordinating, supervising, monitoring and evaluating all
reproductive health activities ensuring the use of data collection
tools authorized by the Ministry of Public Health;
Mobilizing resources to support maternal care and Family Planning
service delivery, providing ob-gyn equipment, essential medicines
and contraceptives, and improving the quality of care and training
of personnel, as well as promoting reproductive health research.

2004

The DRC organizes its First National Conference to Reposition
Family Planning.

2009

The DRC organizes its Second National Conference to Reposition
Family Planning.
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3.2. Governmental efforts to support Family Planning
Although progress has been made regarding the health situation in the DRC, the level
of performance on most health indicators remains below the average of Sub-Saharan African
countries.
However, the government’s efforts to advance Family Planning are visible at different
levels:
1. The government’s political commitment translated into the integration of Family
Planning into DSCRP I and II. In its 3rd strategic pillar, DSCRP II highlights the necessity
and urgency of revitalized Family Planning as a governmental priority in order to
contain rapid population growth and ensure maternal and neonatal health and wellbeing.
2. In the National Policy for Reproductive Health (RH), reviewed in 2008, FP was identified
as the second of nine components of RH. The national RH policy also seeks to implement
affordable, acceptable, accessible and quality FP services at all times in both urban and
rural areas.
3. Three years before the date targeted by the UN Millennium Development Goals (MDG),
the DRC realized it had made slow progress and would not be able to achieve the 4th
and 5th MDGs by that date. Therefore, the country decided to adopt an innovative
new model called the Acceleration Framework of the Millennium Development Goals
(MDG AF) aimed at hastening progress towards meeting the 4th and 5th MDGs. This
framework includes Family Planning as one of its six priorities:

a. Management of infectious
diseases (malaria, pneumonia,
diarrhea)
b. Nutrition
c.

Neonatal and obstetrical care

d. Family Planning
e. Vaccination
f.

Water, hygiene and sanitation

Given the potential impact of Family Planning could have on the reduction of maternal
and child mortality, the government of the DRC has identified it as a priority intervention to be
scaled in all 516 health zones.
4. After the Second National Conference to Reposition Family Planning in 2009, several
problems were identified, leading to the elaboration of priority recommendations
outlined in Box 1.
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Encadré
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Encadré
Box 1. 1 :
Les
Recommandations clé
dede
Les
clé
KeyRecommandations
recommendations of
the
lalaconférence
de
2009
2009 conference
conférence
de 2009
1.

Planning
and repealdethe
Familiale
et l’abolition
la law
Familiale
et l’abolition
la
that prohibits
Familyde
Planning
in theen
DRC;
familiale
RDC
familiale en RDC

5.5.A Alalasuite
de recommandations de la Conférence
suite de recommandations de la Conférence
Familiale, un Comité multisectoriel a été mis en
Familiale, un Comité multisectoriel a été mis en
place pour faire avancer l’investissement dans la
place pour faire avancer l’investissement dans la
en œuvre desdites recommandations Ce comité
en œuvre desdites recommandations Ce comité
est composé du Ministère de la Santé, Ministère
est composé du Ministère de la Santé, Ministère
du Genre, de la Famille et de l’Enfant, Ministère du
du Genre, up
de laonFamille
et de l’Enfant, Ministère
5. Following
the recommendations
of thedu
Plan, des ONG nationales et internationales, des
Plan,
des
ONG
nationales
et
internationales,
des
National Conference to Reposition Family
bailleurs des fonds et des confessions religieuses.
bailleurs des
fonds et descommittee
confessionswas
religieuses.
Planning,
a multisectoral
created
to promote investment in Family Planning and
6.6.Depuis
2012, le gouvernement congolais a
Depuis 2012,
gouvernement congolais
monitor
the leimplementation
of
said a
commencé à dégager une ligne budgétaire pour
commencé à dégager
ligne budgétaire
pour
recommendations.
This une
committee
is composed
of the Ministry of Public Health; Ministry of
contraceptifs, l’achat des matériels et équipements
contraceptifs,
matériels
et Ministry
équipements
Gender,
Familyl’achat
Affairsdes
and
Children;
of
de santé.
de santé. as well as national and international
Planning;
NGOs, donors and FBOs.
7.7.EnEn2013,
pour la première fois dans l’histoire de
2013, pour la première fois dans l’histoire de
RDC, le Gouvernement
a prisgovernment
l’engagementhas
de
6. laSince
the Congolese
la RDC,2012,
le Gouvernement
a pris l’engagement
de
allocated a budget line for Family Planning
activities, including the purchase of contraceptives
compris
l’achat
des and
contraceptifs
dans le cadre du
as
well as
supplies
health equipment.
compris
l’achat
des contraceptifs
dans le cadre du
Projet d’équipement des structures sanitaires (PESS).
Projet
d’équipement
des
structures
sanitaires
(PESS).
7. Le
Inprojet
2013, vise
for the
first time l’appui
in the history
of en
theœuvre
DRC,
notamment
à la mise
Le
projet
vise
notamment
l’appui
à
la
mise
en
œuvre
theservices
government
committed
toetuse
government
des
de PF dans
200 HGR
1000
CS pour un
des services
de PF dans
200 HGR et 1000
CS pourinun
funds
todefinance
Family
montant
plus d’un
millionPlanning
de dollarsactivities
américains.
montant
de
plus
d’un
million
de
dollars
américains.
200
health
zones, including
the également
purchase of
En
outre,
le gouvernement
a promis
le
En
outre,
le
gouvernement
a
promis
également
contraceptives, as part of the Health
Facilities le
Equipment Project (PESS). The project aims
to specifically support the implementation of
FP services
in toutes
200 GRH
1,000 HC
at a total
Familiale
dans
les and
516 zones
de sante
que
Familiale dans
toutes
les 516(U.S.).
zonesAdditionally,
de sante que
spending
of
over
$1
million
compte le pays.
compte
le pays. committed to maintain its efforts
the
government
8.8. to invest more in Family Planning and ultimately
deliver Family
Planning
activities
all 516
health
Familiale,
un projet
de Loi
SR/PF ainété
élaboré
en
Familiale,
uncountry.
projet de Loi SR/PF a été élaboré en
zones
in the

2. 2.
de proposer
adopter
andetpass
a bill une
inune
favor
2. deDraft
proposer
et adopter
loi en
faveur
de
la
PF
of
Family
Planning;
loi en faveur de la PF
3.

3.
3.
Establish
Family
Planning
Familiale
comme
priorité
Familiale comme priorité
as
a
priority
issue
on the
dans le programme du
dans le programme du
government’s agenda;
Gouvernement
Gouvernement

4. allouer une ligne budgétaire
4.4. allouer
unea ligne
budgétaire
Allocate
budget
line for
Family Planning;
5. Assurer la sécurisation des
5. Assurer la sécurisation des
5. Ensure contraceptive security;
familiale
familiale
Establish
a Permanent
6. 6.
Mettre
en place
un Comité
6. Mettre
en placeTechnical
un Comité
Multisectoral
Technique Multi sectoriel
Technique
Multi
sectoriel
Committee
(CTMP)
Permanent
(CTMP)
et and a
Permanent
(CTMP) etCommittee
Political
Advocacy
un Comité Politique et
un(CPP)
Comité
Politique etthe
to implement
de Plaidoyer
(CPP) pour
derecommendations
Plaidoyer (CPP) pour
la concrétisation des of the
la National
concrétisation
des
Conference.
recommandations
de la
recommandations de la
conférence nationale.
conférence nationale.
7. Others
7. Autres
7. Autres

8. In terms of the Family Planning legislation, a RH/
abolir
la was
loi de 1920. in 2012 that would authorize
FP
law
abolir
la loi drafted
de 1920.
Family Planning activities and repeal the law of
1920; it is currently under review in Parliament.
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33.3.

Couverture sanitaire et Qualité des services de

3.3. Health coverage and quality of Family Planning services
3.3.1.3.3.1.

Health coverage of Family Planning services

5
13 shown the weak integration of Family Planning services in most
Recent
studies
have
Les
études
récentes
health
In total,
46% ofdethe
health
zones
included 46%
in the de
PMTCT
survey
(215 couvertes
out of 473 par
HZ
dans lazones.
plupart
des zones
santé.
Dans
l’ensemble,
zones
de santé
inl’enquête
all provinces
but
Kinshasa)
offer
FP
as
part
of
integrated
health
services.
PTME (215 sur 473 dans 10 provinces sans la province de Kinshasa) ont intégré.

In the
10 surveyed
provinces,
Les
services
de PF dans
les 10
FP
servicessont
are plus
moredisponibles
available in
provinces
en
urban
(15%)
than
rural
areas
(4%).
By
milieu urbain (15%) qu’en milieu rural
comparison,
all health zones in the
(4%).
city of Kinshasa6 offer FP services,
Tandistheirque
l’enquête
de
although
coverage
is very
unequal, ranging from 20% to more
14
de Kinshasa
révèle que
toutes to
les
than
60% of facilities
reporting
zones
de
santé
exercent
des
activités
have FP activities.

Tableau
Zones Zones
de Sante
par
Tableau 33.:Health
withavec
FP service
servicesdebyPF
province
(UNICEF-funded PMTCT Survey)

Province
Bandundu

Number Number of
Proportion
of Health Health Zones
(%)
with FP
Zones
52

13

25,0

Bas Congo
31
10
32,0
The integration
of Elle
Family
couverture
est très variable.
varie
Planning
new àhealth
de moins in
de 20%
plus deprojects
60 % de
Equateur
69
40
58,0
(DFID, PARSS/World Bank, health
zones
receiving funding from
Familiale.
Kasai Occidental
44
10
23,0
government or other sources) could
increase the number of health zones
Kasai Oriental
51
24
47,0
Familiale
dans les nouveaux
projets
that
offer integrated
FP activities
to
de by
Santé,
(DFID, PARSS/Banque
415
2014, although
coverage of
Katanga
67
46
69,0
Mondiale,
les
zones
de
santéthese
sous
all areas (aires de santé) within
zones is not guaranteed.
Kinshasa
35
autres..) pourrait amener à près de
To nombre
date, de
community-based
415 le
zone de santé
Maniema
18
9
50,0
distribution
(CBD)
of
Planning
qui auront intégré Family
les activités
de
methods has been initiated in
Nord-Kivu
24
10
42,0
selected
health
zones,
but
on
a
pour lesquelles la couverture totale
very
andn’est
mainly
nonProvince Orientale
83
21
25,0
de lasmall
zone scale
de sante
pas by
garantie.
governmental organizations and
A ce jour,associations
la distribution (ABEF,
à base
Sud-Kivu
34
32
94,0
community
communautaire
des
méthodes
de
Conduite de la Fécondité, and the
Total
473
215
46,0
Association of Muslim Women). The
implantée
dans
les
zones
de
santé.
PROSANI Project, Pathfinder and
other organizations have conducted
faible échelle
principalement
par
similar
implementations
of CBD,
les organisations
gouvernementales
et les associations à assise communautaire (ABEF,
although
on a verynon
limited
basis.
Conduite de la Fécondité et l’Association des Femmes Musulmanes). Des expériences similaire
Coverage and implementation of community-based distribution in health zones are
generally low; according to the 2007 DHS survey, only 4% of women not using contraception
were visited by a CHW to discuss Family Planning.
13
Cartographies
des
et intervenants en PF et de PTME réalisées en 2011 et 2012
14
Cartographie
des services de PF a Kinshasa par Université de Tulane et l’Ecole de Sante Publique de
5 Cartographies
des interventions
Kinshasa réalisée
en Dec. 2012et intervenants en PF et de PTME réalisées en 2011 et 2012
6 Cartographie des services de PF à Kinshasa par Université de Tulane et l’Ecole de Sante Publique de Kinshasa
réalisée en Déc. 2012
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D’après l’EDS-2007, 49% des femmes n’ont pas été informées sur les effets secondaires
des contraceptifs et 55 % n’ont pas été informées sur les précautions à prendre en cas d’effets
secondaires.

EQUATEUR

3%

14,1 %
KINSHASA

BANDUNDU

5%

KASAI-OCC

10,3 %

1,9 %

BAS-CONGO

Selon la cartographie PTME2012 (au
tableau 4), près de 28% des formations
sanitairesIndu
(CS et
HGR) disposent
thepays
current
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d’unhealth
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– do que
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NORD-KIVU niveau
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need to address their general
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PF sont
orLaspecific
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sortie.
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référence
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cas
de centre de
MANIEMA
out of the country’s 516 health
santé
vers
les
structures
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référence
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faiblement
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Les supervisions
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KASAI-ORI
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et
généralement
basées
sur
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documentaire.
KATANGA

5,6 %

Figure 2. Modern contraceptive
rate by province in the DRC
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Quality of Family Planning services

An unpublished survey conducted by the National Program of Medical Supplies (PNAM)
in 2011 showed that 81% of health facilities had had a contraceptive stock out over the 6-month
period preceding the survey. Moreover, the PMTCT survey of 2012 showed that only 6% of health
facilities in the 215 HZs offered at least three modern contraceptive methods.
In Kinshasa, another unpublished study led by Tulane University and Kinshasa University’s
School of Public Health in 2012 showed that only 18% of health facilities and pharmacies offered
at least three Family Planning methods; only 13% had trained FP workers.
In general, FP services are lacking in the necessary equipment and materials to be
operational. Even when FP services are offered, confidentiality is rarely guaranteed.
According to the 2007 DHS, 49% of women were not informed regarding the side effects
of contraceptives, and 55% were not informed regarding the management of side effects.
According to the 2012 PMTCT maps (Table 4), approximately 28% of the country’s health
facilities (HC and GRH) have trained health workers to administer FP services. The Province
Orientale has the lowest rate of trained workers (6.8%) whereas the Province of Nord-Kivu has
the highest (over 60%).
Most FP projects are short-term and do not usually have exit strategies. Referrals from a
health center to a general referral hospital are very rarely reported. Supervision is infrequent and
often based on a review of documents only.

22 Family Planning

National Multisectoral Strategic Plan (2014-2020)

Tableau
of trained
health providers
province,pararea
of residence
and type
Tableau4. 4Distribution
: Répartition
des prestataires
de santéby formés
province
et par(urban
milieuorderural)
résidence
selonof
health
facility
(UNICEF-funded
PMTCT
Survey)
le type
de structure
(enquête PTME
Unicef)
Trained health
providers

HC

(Health Center)

RHC

GRH

Total

(Referral Health Center) (General Referral Hospital)

%

Count

%

Count

%

Count

Kinshasa

52.6

216

47,7

44

65,4

26

52.8

286

Bas-Congo

22,8

281

16,9

83

51,6

31

23,8

395

Bandundu

15,2

946

22,5

142

55,0

40

17,6

1128

Equateur

14,5

838

29,9

77

35,3

51

16,8

966

6,1

1041

8,5

130

17,5

57

6,9

1228

Sud-Kivu

37,4

454

62,6

107

67,7

31

43,6

592

Maniema

44,1

195

50,9

53

57,9

19

46,4

267

Nord-Kivu

59,7

407

63,8

69

60,0

20

60,3

496

Katanga

34,4

687

43,6

78

48,6

37

36,0

802

Kasai-Occidental

28,4

433

26,8

82

26,1

23

28,1

538

Kasai-Oriental

32,1

742

42,0

88

40,0

45

33,5

875

Total

25,6

6240

34,8

953

44,5

380

27,8

7573

Urban

39,3

952

47,0

151

63,4

95

40,7

1198

Rural

23,5

5288

32,5

802

38,2

285

25,3

6375

Total

25,6

6240

34,8

953

44,5

380

27,8

7573

%

Count

PROVINCES

Province-OR

AREA

3.4.
.4 Information system of Family Planning activities
33.4.
The information system for FP activities is generally not efficient. Data on FP are collected
De façon générale, le système d’information des activités de PF est très peu performant.
at the health facility level but often are not transmitted to the health zone teams; even less
frequently are they transmitted to the district and province levels and virtually never to the
national level. In addition, the data sent to each level are incomplete and often cannot be used.
niveau de districts et provinces et presque pas communiquées au niveau national. En outre, les
Several factors explain this situation, including: the lack of a harmonized system at the central
level, resulting in a multitude of data collection tools used by health facilities and partners; limited
Plusieurs causes expliquent cette situation, notamment : la multiplicité des outils de collecte des
availability of some data collection tools; and the absence of a mechanism to share information.
données au niveau des structures et des partenaires par manque d’harmonie jusqu’au niveau
central ; la faible disponibilité de certains outils de collecte des données ainsi que l’absence de
mécanisme de partage.
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Le canevas du Système d’Information Sanitaire est souvent incomplet, manque de données
de contraceptifs qui ne sont toujours pas disponibles au niveau des provinces et encore moins
au niveau national.
The Health Information System is often incomplete as it lacks data on Family Planning,
particularly on users and contraceptive uptake, as the data are often not available at the
level and even less so at the national level.
3.5.
.5
3provincial
extérieurs dont l’USAID et l’UNFPA qui s’en chargent. Selon une étude réalisée par l’ESP-Kinshasa

3.5. Funding of Family Planning

est supporté par les ménages (68%) et la coopération bi et multilatérale (30.9%) (Programme
Financing for Family Planning is insufficient. Funding is mainly provided by international
National des Comptes Nationaux de la Santé). La coopération bi et multilatérale y contribue
donors, such as USAID and UNFPA. In terms of FP funding, bilateral and multilateral donors
à 85%, les ménages à 15% et le gouvernement central pour moins d’un (1%) pour cent. Il est
contribute 85%, households 15% and the central government less than 1%. It is widely
acknowledged that Family Planning activities have traditionally been funded by USAID, UNFPA
and the IPPF.
Since 2011, other partners have joined the group of FP donors to finance Family Planning
interventions, including DFID, the Global Fund, and the World Bank. As mentioned previously,
starting in 2012, the government of the DRC committed to allocating funding to procure
contraceptive products for certain health zones.

Tableau 5 : Evolution des dépenses (en US$) en produits contraceptifs de 2003 à 2012

Tableau 5. History of spending (in USD) for contraceptive products from 2003 to 2012 from, by source of funding
Netherlands,
UN, PSI,
autres

Année

Total

$

17,150

$ 2,079,935

$ 142,986

$

50,478

$ 5,014,600

$ 2,005,733

$

74,119

$

62,416

$ 2,142,268

2006

$

636,316

$ 1,008,243

$

48,882

$ 1,693,441

2007

$

357,404

$ 1,904,727

$

65,736

$ 2,327,867

2008

$ 1,056,698

$

182,966

$

75,044 $

78,650

$ 1,393,358

2009

$ 2,693,294

$ 2,518,659

$

42,673 $ 4,591,149

$ 213,282 $ 10,059,057

2010

$ 3,545,036

$ 1,626,070

$

72,747 $ 953,381

$ 139,024 $ 6,336,258

2011

$ 5,860,439

$

915,654

$ 6,776,093

2012

$ 8,567,791

$ 3,961,035

$ 178,478 $ 12,707,304

2003

$ 2,062,785

2004

$ 4,821,136

2005

TOTAL
$ 31,606,632
2003-12

$12,334,459 $ 435,126 $ 5,623,180 $ 530,784 $ 50,530,181

Source: Reproductive Health Supplies Coalition , http://rhi.rhsupplies.org/
Source : Reproductive Health Supplies Coalition , http://rhi.rhsupplies.org/

L’historique des financements pour l’achat des contraceptifs a été retracé à partir de
16
RDCongo 2014-2020
données du tableau de la Reproductive Health Supplies Coalition.

24 Family Planning

National Multisectoral Strategic Plan (2014-2020)

3.6. Human resources & continuing training
FP service delivery is mainly provided by nurses with various levels of certification and
training, who generally form part of the medical staff working in health facilities. Doctors tend
to be less interested or involved in Family Planning activities.

Although FP was adopted as part of the nine components of reproductive health in
the DRC, its weak integration in the minimum and complementary activities packages (PMA
and PCA) has led to a lack of interest among most households and health professionals.
Very little time is devoted to Family Planning in the training curricula offered by medical
and nursing schools, or universities.

Although Family Planning is included in the curriculum of secondary schools and training
materials for secondary school teachers, Family Planning is not regularly taught in secondary
schools.
The low status of women in the DRC influences their attitudes and behaviors. Article 144
of the Family Code states that women should obey and respect their husbands, which generally
translates into a lack of dialogue in the household, particularly regarding sex (considered a
taboo subject), the number of children to have, and their spacing.
Reproductive health services are generally directed at women rather than men (a
feminization of FP services). The probability that a man is exposed to FP messages is limited, as
compared to women who receive these messages during prenatal and postnatal consultations
© 2007 Jessica Scranton, Courtesy of Photoshare

The need to obtain the husband’s
authorization to use contraception also remains
a major barrier to FP use among married women
in the DRC.
Service delivery of contraceptive methods
is still sporadic as it is not available on a daily
basis. Some health facilities have office hours
that do not favor FP promotion. In some health
structures offering FP services, contraceptive
methods are only offered once or twice a week.
In the DRC, 12% of adolescents are
married under the age 15 years, as are 39.1%
of adolescents between 15 and 18 years of age.
Married adolescents do not usually benefit from
FP information or services to help to negotiate
healthy sexual relations.
At the national level, 28% of adolescents between 15 and 19 have already started having
children and 4% have given birth before they reach age 15. This situation is more common
among adolescents living in rural areas (33.4%) than in urban areas (19.8%).
According to the 2010 MICS, 17.7% of women married or in union use a contraceptive
method (5.4% use a modern contraceptive method, while 12.3% use a traditional method).
The percentage of women using a modern contraceptive method varies considerably between
Family Planning

National Multisectoral Strategic Plan (2014-2020)

25

L’utilisation d’une méthode contraceptive chez les femmes vivant en union ou mariées
représente 17,7% au niveau national (5,4% pour les méthodes modernes) et 12,3% pour les
méthodes traditionnelles) selon MICS 2010. Le pourcentage de femmes utilisant les méthodes
provinces
(see Figure
3). Studies
on contraceptive
use indicate
that more
than
82% Congolese
vivant en union
ou mariées
n’utilisent
aucune méthode
contraceptive
pour
se protéger
contre
women
marriednon
or désirées,
living in union
do notni
use
anyespacer
contraceptive
method
to prevent undesired
les grossesses
non voulues
pour
ou arrêter
les naissances.
pregnancies, either for spacing or limiting births.

Fig. 3.

Femmes en union utilisant une méthode de contraception par type de méthode et province(en %)
Figure 3. Women in union using a contraceptive method by type of method and province (in %)
Traditional method
Modern method

Source: EDS 2007
Source : DRC DHS, 2007

18 According to the Demographic Health Survey
RDCongo(DHS)
2014-2020
of 2007, seven in 10 men have never

received any information regarding Family Planning. Indeed, men are often considered as an
obstacle or a barrier to Family Planning. In many cases, men believe that authorizing women to
use Family Planning will encourage prostitution.
The FP Program of the DRC still has considerable shortcomings, as shown through the
indicators in the Table below.
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comme l’indiquent les indicateurs repris dans le Tableau ci-dessous.

Tableau
Tableau 66. :Evolution of key indicators on Family Planning
1998

2001

2007
(DHS)

(MICS)

4,6

4,0

5,8

5,4

2

Percentage of women in union between
15 and 49 using a contraceptive method
(modern or traditional)

-

31,4

20,1

17,7

3

Percentage of women living in union, who do
not wish to have a child/any more children, but
are not using any contraceptive method

-

-

24

24

4

Mean number of children per woman (TFR)

7,2

7,1

6,3

-

5

Percentage of adolescents who have already
given birth (live births)

-

20,1

19,0

22,5

6

Maternal mortality ratio

1837

1.289

549

-

Indicateur

(ELS*)

Percentage of women between 15 and 49
married or living in union and using a modern
contraceptive method

1

(MICS 2)

2010

3.7.
3.7. Coordination of Family Planning activities
des interventions souvent concentrées dans les mêmes espaces et visant les mêmes cibles. Sur
Coordination of Family Planning interventions and actors has been inadequate;
le plan de mise en œuvre, on a dénombré des provinces avec forte couverture en activités de
interventions are often concentrated in the same areas, aiming at the same targets. In terms of
implementation, access to FP services varies by province: some provinces have greater coverage
couverture très faibles comme la Province Orientale.
of Family Planning activities (such as Sud-Kivu with 32 of 34 health zones served by FP) than
others
(such
as the
Province
21non
of 83inventoriées
health zonespar
covered,
oret
Kasai
Occidental
Sur
terrain,
il existe
de Occidentale,
programmeswith
de PF
le PNSR
ne rapportant
with
10 out
of 44 health
zones jusque
covered)
(see Tablede
3).ce plan stratégique, la RDC ne dispose pas
pas sur
les activités.
En outre,
a l’écriture
At the field level, there are FP programs that are not listed in the PNSR inventory and that
do not
provide
data
on theiràFP
activities.
the creation
of this
the
Une
criante
faiblesse
laquelle
l’onFurthermore,
doit trouverprior
une to
solution
concerne
la document
coordination.
DRC did not have any strategic plan that would establish the vision for Family Planning activities.
supervision et ne sont pas informes sur l’ensemble d’organisations travaillant en PF dans
One glaring weakness in Family Planning programming that must be addressed is a lack
15 coordination.
(Rapport
de l’étude
la provincial
desoffices lack resources
des services
de SMNE y compris
la PF, are
dansnot
les
of
The sur
PNSR
for supervision,
and many
provinces
de
Kinshasa,
Bas-Congo
et
Bandundu,
août
2013).
aware of the organizations working in FP in their respective provinces. In short, it is necessary
and urgent to address the problem of weak capacity and lack of resource mobilization if we are
to achieve wider coverage of Family Planning services in health zones.
RDCongo 2014-2020
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In summary :
•

The government of the DRC will use this strategic plan to guide its efforts to strengthen
Family Planning programming during the 2014-2020 period.

•

The PNSR and PNSA will better coordinate and monitor the implementation of this
strategic plan.
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•

FP implementing partners will align their FP programs with the objectives of this
strategic plan in order to increase contraceptive prevalence.

•

A detailed budget for this strategic plan will serve as a guide for planning and as an
investment plan for donors.

3.8. Summary of key FP problems to be addressed, including service

delivery

1. Service delivery ____________________________________________________
a. Low coverage and availability of clinical and community FP services, including youthfriendly services.
b. Financial barriers to FP services for clients.
c. Persistence of socio-cultural, legal and economic barriers that limit access to FP services,
including youth-friendly services.
d. Low proportion of health facilities offering at least 3 contraceptive methods (6%).
e. Almost complete absence of Family Planning services in the private sector (for-profit
organizations and enterprises).

2. Commodities ______________________________________________________
a. Lack of national estimates on the need for contraceptive products.
b. Inadequate stocks of contraceptives in comparison to the country’s need.
c. Frequent stock outs in contraceptives at FP service delivery points.
d. Lack of a system to identify contraceptive needs at the national level.
e. Dependence on USAID- and UNFPA-funded projects to procure contraceptive supplies,
which are then channeled primarily to their own intervention sites which only cover 124
of the 516 health zones in the country.
f.

Lack of information on the management of contraceptive logistics and medical equipment.

3. Training/Workforce _________________________________________________
a. Shortage of trained FP health providers (28%).
b. Less than 1,000 community health workers delivering contraceptive methods.
c. Little attention paid to FP in basic training curriculum for nurses and doctors.
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4. information ________________________________________________________
a. Lack of information on contraceptive logistics.
b. Low capacity to manage FP data at all levels.
c. Multiple data collection tools, and low compliance/lack of timeliness in submission of
information on service delivery and FP activities/programs.

5. Funding ___________________________________________________________
a. Low level of funding for FP activities by the government and FP donors, with less than half
of the country’s health zones served.
b. Little involvement by the private sector in financing Family Planning.

6. Leadership/Governance
(from a strategic, technical and governmental point of view).________
a. Absence of coordination between FP stakeholders and interventions at all levels.
b. Lack of a common monitoring and evaluation framework.
c. Lack of a clear and shared vision of FP interventions.

7. Demand creation__________________________________________________
a. Lack of community awareness and persistence of socio-cultural barriers.
b. Weak integration of comprehensive sexual education in primary and secondary school
programs.
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4

4. STRATEGIC PLAN FOR FAMILY PLANNING

4.1. Vision and guiding principles
According to DSRP II, the DRC’s government policy on Family Planning is that all Congolese
of reproductive age should have access to affordable, high-quality Family Planning services,
regardless of their socio-economic background, geographical situation, and political or religious
affiliations.

4.2. Goals and objectives of

the National Strategic Plan for Family Planning

In the context of repositioning Family Planning, this strategic plan will contribute to
improving the well-being of the Congolese population by 2020.
To this end, the plan includes the following objectives:
General objective

■■ Ensure a rapid and sustained increase in the use of effective modern contraceptive
methods by Congolese women and men that wish to use them.

Objectifs Spécifiques

■■ Increase modern contraceptive prevalence estimated at 6.5% in 2013 (5.4% in 2010) to
at least 19.0% by 2020 (corresponding to an increase of at least 1.5% per year).

■■ Ensure access to and use of modern contraceptive methods to at least 2.1 million
additional women by 2020.

4.3. Sub-objectives of the National Strategic Plan for Family Planning
The following sub-objectives reflect the principles adopted by the international community
to guide Family Planning programs. This strategic plan will then build on lessons learned from
successful field experiences throughout Africa and beyond.
1. Obtain strong government support for Family Planning.
2. Increase access for men and women to Family Planning in the public and private sectors.
3. Increase the quality of Family Planning services.
4. Generate demand for Family Planning.
5. Develop and strengthen an efficient contraceptive logistics system
6. Implement a reliable evaluation system to measure results.
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4.4. Implementation Plan
The implementation of this strategic plan will require :
1. The political will of the DRC government to ensure implementation of this strategic
plan.
2. The capacity of existing programs to strengthen current efforts and to sustain progress
already achieved.
3. The integration of community-based distribution of FP services to strengthen
service delivery at health facilities, facilitated by the PNSR, which will monitor the
implementation of all activities listed in the Table below.
4. The contributions (in both human and financial resources) of organizations already
working and/or interested in working in Family Planning.
5. The important role of implementing partners (Ministry of Gender; Ministry of Planning;
Ministry of Social Affairs; Ministry of Education, etc.).
6. The development and dissemination of documents on the norms and policies related
to Family Planning;
7. The sustained will of existing partners to at least maintain their current levels of
support to FP services.
8. The support of donors to meet the objectives of this plan.
9. The involvement of service delivery partners in both public and private sector health
facilities to promote the benefits of Family Planning and ensure the quality of FP
services.
Table 7 below presents two objectives and six sub-objectives of the plan that describe
the main results to be achieved, the organizations responsible for each result, as well as the
guidelines, targets and timeframes for launching these activities and achieving these different
objectives.

Family Planning

National Multisectoral Strategic Plan (2014-2020)

31

32 Family Planning

National Multisectoral Strategic Plan (2014-2020)

planning, to protect minors and
adolescents, and to promote
gender

1.4. Create a law favorable to family

da (Interagency Group of Health
Donors), including development,
gender, youth & adolescents,
and population issues

1.3. Integrate FP into the GIBS agen-

contraceptive procurement (at
both national and provincial
levels)

1.2. Create a budget line for

■ Work with the different donor
groups that deal with health
financing, development, gender,
youth and adolescent issues
■ Build on all efforts to create laws
favorable to reproductive health
and family planning

■ PNSR, PNSA, civil society, the UN,
Parliament, FP stakeholders
■ Advocacy organizations
■ CTMP, CPP

■ Health
■ Gender, Family Affairs and
Children
■ Social Affairs
■ Rural development
■ Environmental Protection

■ Elaborate new policy documents
linked to poverty reduction,
population and development,
socio-economic issues, RH/FP,
environmental protection

■ Review of existing documents

Guidelines

■ DEP with the collaboration of
PNSR and PNSA
■ CPP
■ The different targeted ministries

■ The different targeted ministries

■ CPP

■ DEP with the collaboration of
PNSR and PNSA

■ Ministry of Public Health (PNSR,
D10 and DEP)
■ Ministry of Planning
■ Other associated ministries
(Gender, Social Affairs, ESURS)
■ Ministry of the Environment
(REDD+)
■ Ministry of Education

1.1. Integrate family planning in the

documents on socio-economic
development and health policy
of the DRC (PNDS, PPDS, DSCRP,
Growth and Poverty Reduction
Strategy Document, etc.), to be
produced between 2014 and
2020

Outcomes

Sub-objectives

Target: National level
2013: $300,000
2014: $1,200,000
2015: $2,000,000
From 2016 to 2020:
$2,500,000

■ 2016: Adoption of a
new law favorable to
FP

■ 2015: Donors

■ 2014: Health Cluster

■
■
■
■
■

■ Starting in 2014

Timeframe

Sous-objectif 1. Obtain the effective and concrete commitment of the government to support Family Planning

Tableau 7. Conceptual framework for the implementation of the National FP Strategic Plan

Family Planning

National Multisectoral Strategic Plan (2014-2020)

33

■ PNSR
■ Ministry of Labor and Social
Welfare
■
Congo)
■ Health at Work Program

2.5. Extend FP services to the private

sector

services to all health zones

■ PNSR, NGOs, Donors, Ministry
of Gender
■
other ministries
■ CBOs
■ FBOs

other ministries, CBOs, FBOs.

■ PNSR, NGOs, Donors, Ministry

■ Donors

■ MoH and NGOs

and UNAAC), FBOs.

■ Ministries (PNSR, PNSA,
DEP, GFC, AF, ESURS), NGOs
and donors, professional

2.4. Extend integrated youth-friendly

(CBD) with at least 3 community
health workers (CHWs)
delivering FP services in each
health area

2.3. Progressively introduce

services

number of health zones with
one referral health facility and at

2.2. Progressively increase the

various FP stakeholders in each
province

2.1. Create partnerships between

Outcomes

health programs

provinces

health zones and NGOs.

■ Encourage companies to promote FP

■ Target companies that previously

■

■

and adolescents

■ Integrate youth-friendly services to all
health zones with FP funding
■ Encourage the development of

■

■ Work with organized community
groups
■

■

■

■

Guidelines

2014: 250 HZ
2015: 300 HZ
2016: 400 HZ
2017: 450 HZ
2018-2020: 516 HZ

2014: 250 HZ
2015: 300 HZ
2016: 400 HZ
2017: 450 HZ
2018-2020: 516 HZ

2013: 60
2014: 100
2015: 200
2016: 300 HZ
2017: 400 HZ
2018-2020: 516 HZ
■ From 2014

■
■
■
■
■
■

Target number of health zones
served:

■
■
■
■
■

Number of health zones to cover:

■
■
■
■
■

Number of health zones to cover:

■ 2014: 4 provinces
■ 2015: 7 provinces
■ 2016: 11 (all) provinces

Number of provinces to cover:

Timeframe

Sous-objectif 2. Increase access for men and women to family planning in the public and private sectors
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into training offered by
medical and nursing schools,
including issues on youth
and adolescents

3.3. Integrate family planning

providers, including the
development of training
modules

3.2. Provide FP training to health

of at least 3 contraceptive
methods in health facilities
offering family planning

3.1. Provide an increased range

Sub-objectives

■ Nursing Schools

■ Medical Schools

■ Health Sciences Division (6th
Division)

■ PNSR, NGOs

■ PNSR and technical partners
for the elaboration of
training modules

■ Include FP content in the
internship curriculum for medical
and nursing students

■ Adapt syllabus and update FP
content

■ At least 10 trainers per province

■ 1 trainer per implementing
organization

■ 3 CBD agents per health area, or
at least 85 per health zone

■ 2 health providers per health
facility offering FP

■ 2016: 80%

■ Review norms and protocols

■ PNSR, GFC, ESURS

■ 2015: 60%

■ Training of at least:

Targets for the coming years (of
facilities offering FP):

■ The extended range of
contraceptive methods should
include at least: 1 long-acting
method, 1 short-term method and
1 natural method

■ 2015: revision of training
courses

■ 2014: Situation analysis of
FP training in medical and
nursing schools

■ 2017-20: at least 80%

■ 2014: 50%

Timeframe

Guidelines

■ PNSR and NGOs

■ Service delivery
organizations

■ Donors

■ PNSR (Ministry of Public
Health)

Outcomes

Sous-objectif 3. Increase the quality of family planning services
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regarding FP

4.3. Improve social norms

educational, userfriendly materials
(posters, leaflets,
audiovisual materials) to
clients, service providers
and CBD agents, as well
as young people and
adolescents

4.2. Develop and distribute

tailored communication
strategy to promote
family planning

4.1. Create a detailed,

Sub-objectives

■ 2017: 450 HZ
■ 2018-2020: 516 HZ

■ EPSP

■ ESURS

■ Media

■ NGOs

■ PNSR

■ 2016: 400 HZ

■ 2018-2020: 516 HZ

■ 2017: 450 HZ

■ 2016: 400 HZ

■ 2015: 300 HZ

■ 2014: 250 HZ

Number of health zones to cover:

■ 2014: 250 HZ

■ Youth and Sports

Number of health zones to cover:

■ 2016: 11 (all) provinces

■ 2015: 7 provinces

■ 2014: 4 provinces

Number of provinces to cover:

Timeframe

■ 2015: 300 HZ

■ Work with the media, FBOs,
civil society, local NGOs and
FP implementing partners

■ Identify actors in
communication & media

■ Identify existing
communication tools

Guidelines

■ Ministry of Public Health (PNSR,
PNSA), Ministry of Gender, Family
Affairs and Children, with their
implementing partners

■ Media

■ Private telecommunication companies

■ Health at Work Program

■ NGOs

■ Ministries (Health, GFC, AF)

Outcomes

Sous-objectif 4. Generate demand for family planning
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mobilization strategies
for FP

4.5. Develop community

targeting men, including
young men

4.4. Develop programs

■ Telecommunications companies
(Orange, Airtel, Tigo, Vodacom)

■ Ministries (Health, GFC, AF, ESURS,
ENJ, etc.) , NGOs

■ FBOs

■ CBOs

■ Ministry of Social Affairs and other
ministries

■ PNSR, NGOs, Donors, Ministry of
Gender

■ Involve FBOs

■ Define range of methods to
offer and reporting system

■ Define roles and
responsibilities of CBD
agents

■ Develop partnerships with
ministries: ESURS and EPSP;
Youth and Sports; Labor and
Social Welfare

■ From 2014

■ 2018-2020: 516 HZ

■ 2017: 400 HZ

■ 2016: 300 HZ

■ 2015: 200

■ 2014: 100

■ 2013: 60

Target number of health zones
served:
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contraceptive stock outs in
health facilities offering FP
services

5.5. Reduce the frequency of

contraceptives in health
facilities offering FP services

5.4. Ensure sufficient stocks of

system to track the flow of
contraceptives in the country
(from the government, donors
and partners on the field)

5.3. Develop an information

PNSR and technical partners in
all aspects of the contraceptive
logistics process: forecasting,
procurement, distribution,
monitoring and accountability

5.2. Build capacity of the MoH/

committee to ensure
contraceptive security

5.1. Create a multi-agency

Sub-objectives

■ PNSR, UNFPA, USAID,
IMA-DFID, MERCKMSD, PARSS, World
Bank, FEDECAM,
PNAM, MSH, others

■ PNSR, UNFPA, USAID,
IMA-DFID, MERCK-MSD,
PARSS, World Bank,
FEDECAM, PNAM, MSH,
others.

■ Work with the organizations involved in
purchasing contraceptives

■ PNSR, UNFPA, USAID,
IMA-DFID, MERCK-MSD,
PARSS, World Bank,
FEDECAM, PNAM, MSH,
others

■ Develop functional system of supply
at the level of health zones and
health facilities

■ Work with the organizations involved in
health system development and supply
of medicines

■ Assist the PNSR to develop the capacity
to procure and manage contraceptives,
comply with international regulations,
as well as operate the delivery system
at the national, provincial and health
zone levels

■ Create a coalition of organizations
involved in purchasing
contraceptives

■ Identify the organizations involved in
purchasing contraceptives

Guidelines

■ PNSR, UNFPA, USAID,
IMA-DFID, MERCK-MSD,
PARSS, World Bank,
FEDECAM, PNAM, MSH,
others

■ PNSR, UNFPA, USAID,
IMA-DFID, MERCK-MSD,
PARSS, World Bank,
FEDECAM, PNAM, MSH,
others

Organization(s) in charge

2014: 250 HZ
2015: 300 HZ
2016: 400 HZ
2017: 450 HZ
2018-2020: 516 HZ

2014: 250 HZ
2015: 300 HZ
2016: 400 HZ
2017: 450 HZ
2018-2020: 516 HZ

2013: 60
2014: 100
2015: 200
2016: 300 HZ
2017: 400 HZ
2018-2020: 516 HZ

■ From 2014

■
■
■
■
■
■

Target number of health zones served:

■
■
■
■
■

Number of health zones to cover:

■
■
■
■
■

Number of health zones to cover:

■ 2014: 4 provinces
■ 2015: 7 provinces
■ 2016: 11 (all) provinces

Number of provinces to cover:

Timeframe and Target

Sous-objectif 5. Develop and strengthen an efficient contraceptive logistics system
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Strategic Plan

6.4. Evaluate the National FP

that track progress on key
indicators of the strategic
plan

6.3. Produce annual reports

of the National Health
Information System (SNIS)
to transmit FP data

6.2. Enhance current capacity

list of health facilities
offering FP services
by health zone in all
provinces

6.1. Develop and update the

Sub-objectives

■ Ministry of Public Health with its
technical partners and other ministries

■ Ministry of Public Health with its
technical, financial and implementing
partners

■ Ministry of Public Health (PNSR, 5th
Division)
■ Donors
■ Implementing organizations
■ Advocacy and demand creation
organizations

■ Donors

■ Technical and implementing partners

■ Ministry of Public Health

Organization(s) in charge

■ Define key indicators for 2020

■ Define key indicators for 2015

■ Define minimum standards of
each report

■ Create a timetable for reports

■ Implement a reporting system
(such as PMA2020)

■ Use mobile phone technology
to manage FP programs

■ Establish a system to update
the list of FP services,
implementing partners and
donors (list of actors and
interventions in FP)

Guidelines

Sous-objectif 6. Implement a reliable system to monitor results

■ 2020: Final evaluation of the
strategic plan

■ 2015: Mid-term evaluation and
mid-course correction

■ Target: electronic publication of
full reports on FP indicators by
province

■ 2014: 1 province (Kinshasa
■ 2015: 4 provinces
■ 2016: 11 (all) provinces

■ 2014: 1 province (Kinshasa)
■ 2015: 4 provinces
■ 2016: 11 (all) provinces

Timeframe and Target

4.5. Budgeting
The estimation of the costs associated with implementing Family Planning programs
and increasing contraceptive prevalence is a difficult task, given that the public sector Family
Planning services are often integrated into integrated health care packages. It is therefore
difficult to isolate its specific costs, particularly when funding sources and service providers are
numerous, as is the case of the DRC.
The calculations for this strategic plan were based on the GAP
FP model developed by the Futures Institute to estimate funding
needs associated with the increased use of Family Planning in a
given country. These costs were grouped in four categories :
1 commoditiescosts 2 personnel costs; 3 overhead
costs; and 4 support costs. The results obtained by year and
category under the GAP model (see Table 8 and Figure 4 below)
were as follows :

4.5.1.

Cost of commodities

These costs were estimated based on the number of female users of each method,
multiplied by the number of units necessary per user per year (or Couple-year of protection, CYP)
and by the cost of each unit. The unitary cost used for each method is its price on the market
in Kinshasa, as provided in the 2012 database of the Reproductive Health Supplies Coalition.
The objective of this Strategic Plan is to ensure access to and uptake of modern contraceptive
methods to at least 2.1 million additional women by 2020, which will require a three-fold increase
in the number of female users between 2013 and 2020 as well as a greater increase in the use
of long-acting contraceptives (implants and injectables, see Figure 5 below). The corresponding
amount of funding needed comes to $54 million (US dollars) for the entire 2014-2020 period.

4.5.2.

Personnel costs

Except for condoms, nurses are the main counselors and providers of contraceptive
methods; they usually work in public health facilities that are often managed by private partners
or supported by private funding. One could assume that the increased workload associated with
the expected tripling of female contraceptive users by 2020 could be completely absorbed by
the current workforce in these health centers. However, it seemed more realistic to estimate
some additional costs. We used the values of “personnel costs for the distribution of products”
estimated for each method, based on the various experiences offered in the GAP model. The
additional personnel costs amounted to $47 million (US Dollars) for the entire 2014-2020 period.

4.5.3.

Overhead costs

Overhead costs include utilities such as electricity and water, as well as rent and
maintenance, administrative costs, and security for health facilities. According to some analysts,
the additional costs resulting from the expansion of Family Planning services in these facilities
can be absorbed by current budgets, as they mainly include fixed costs that need to be covered
in any event. However, this hypothesis is not necessarily realistic and does not consider the need
to renovate some health centers. Therefore, we estimated the additional overhead costs using
a variable rate based on the contraceptive methods and personnel costs previously calculated
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under the GAP model. The additional overhead costs associated to the extension of Family
Planning activities amount to $51.5 million (US dollars) for the entire 2014-2020 period.

4.5.4.

Support costs

Under the GAP model, support costs are divided into seven types of activities that support
the strategic plan’s objectives and improve the efficiency of its actions. The funding needed for
FP programs was estimated at $13 million (US dollars) per year, or $90 million (US dollars) for the
entire 2014-2020 period. This funding corresponds to the seven types of activities as follows :
1. Creation of a receptive political and institutional environment : annual cost estimated
at $400,000 (U.S.), corresponding to the organization of four high-level meetings per year
(involving Ministers, MPs, Provincial Medical Inspectors, etc.) and the printing of various
documents (posters, leaflets, etc.)
2. Training of health providers : annual cost estimated at $4 million (U.S.) , corresponding
to the training of health providers and community health workers every two years in
approximately 500 health zones (the average cost of one training session is estimated at
$16,000 U.S.)
3. Capacity building for management : annual cost estimated at $1 million (U.S.) ,
corresponding to the training of administrative staff every two years in approximately 500
health zones (the average cost of one training session is estimated at $10,000 U.S..)
4. Communication activities in all provinces, including Family Planning campaigns
: annual cost estimated at $3.6 million (U.S.) , corresponding to at least one awareness
campaign per month per year in all 11 provinces, representing $300,000 (U.S.) per province
and an additional $300,000 for activities implemented at the national level.
5. Research, publications and dissemination of findings and evaluation reports : a flat
rate of $1 million per year was provisionally budgeted for these activities, which include
the dissemination of findings, seminars to communicate research results, the printing of
research reports, and media-oriented actions
6. Logistics, including the implementation of a logistical management system : a flat
rate of $2 million (U.S.) per year was provisionally budgeted for these activities, including
the implementation of an efficient and sustainable logistical management system, which
will take time and will probably need external expertise.
7. Monitoring & Evaluation : a flat rate of $1 million (U.S.) per year was provisionally
budgeted for these activities, including the implementation of an efficient monitoring
and evaluation system enabling the rapid production of detailed annual reports on key
indicators of results obtained from the strategic plan

Overall, the funding needed to operationalize this strategic plan is estimated at $242
million US dollars for the entire 2014-2020 period. If one excludes personnel costs and additional
overhead costs and assumes instead that they are entirely absorbed by the facilities’ current
budgets, the necessary funding amounts to $144 million US dollars. As in every prospective cost
estimate, these amounts merit periodic review and more detailed estimations.
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Tableau
by component
(in million
2012
value) of2012)
the National
Plan 2014-2020,
Tableau8.8Costs
: Coûts
par composantes
(enUSD,
millions
de dollars
associésFP
au Strategic
Plan stratégique
pour la
under the selected hypotheses

Costs to achieve rapid uptake of modern contraception
Years

Contraceptive
commodities

Personnel

Overhead
costs

2014

$ 4,762

$ 3,907

$

4,373

$ 12,493

$ 25,535

2015

$ 5,652

$ 4,684

$

5,209

$ 12,618

$

2016

$ 6,599

$ 5,542

$

6,136

$ 12,744

$ 31,020

2017

$ 7,600

$ 6,488

$

7,158

$ 12,871

$ 34,117

2018

$ 8,654

$ 7,527

$

8,281

$ 13,000

$ 37,461

2019

$ 9,758

$ 8,663

$

9,511

$ 13,130

$ 41,062

2020

$ 10,908

$ 9,904

$ 10,855

$ 13,261

$ 44,928

Total
2014-2020

$ 53,933

$ 46,715

$ 51,522

$ 90,117

$ 242,287

22,3%

19,3%

21,3%

37,2%

100,0%

$ 53,933

$ 90,117

$ 144,050

37,4%

62,6%

100,0%

% by category
Commodities &
Support costs
% by category

Support
Costs

Total

28163

Fig. 4. Évolution des coûts par composantes projetés de 2014 à 2020 (en millions de dollars 2012) pour

In million dollars

l’hypothèse diffusion rapide de la contraception moderne (+1,5 point par an)

Support costs to FP programs
Overhead costs
Personnel
Contraceptive commodities
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Support costs
% by category
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100,0%
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Figure
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Par ailleurs les hypothèses retenues en termes d’évolution de la répartition des méthodes
utilisées conduisent aux évolutions du nombre ‘utilisatrices par méthodes qui sont retracées
dans la Figure 4
The hypothesized evolution in the contraceptive method mix leads to the increases in the
RDCongo 2014-2020 31
number of female users by method, shown in Figure 5 below.

Fig. 5. Évolution du nombre d’utilisatrices de méthodes modernes par méthodes projetés de 2014 à 2020 (en
Figure
5. Evolution
of the pour
number
of modern
contraceptive
users
by method projected
from
2014point
to 2020
(in
milliers
d’utilisatrices)
l’hypothèse
diffusion
rapide de
la contraception
moderne
(+1,5
par an)
thousand users), under the hypothesis of rapid uptake of modern contraception (+1.5 point per year)
Others

Female users in thousand

Sterilization
CycleBeads
Female condom
Male condom
Pill
IUD
Injectable
Implant

4.5.1. Les Financements Actuels et Futurs
répertoriés devraient s’élever à 10,6 millions de dollars, soit un peu plus du double des besoins
courants estimés pour l’année. Les principaux contributeurs sont les mêmes que ces dernières
Planninget UNFPA).
National Multisectoral
Strategic
Plan (2014-2020)
42 Family
années
(USAID
Également,
le DFID
contribuera à ces achats, ainsi que le Ministère

4.5.5.

Current and future funding

In 2013, the cost of purchasing the contraceptive commodities listed above was expected
at $10.6 million dollars, or a little more than twice as much as the current estimated annual
need. The main contributors are the same as in previous years: USAID and UNFPA. DFID will
also contribute to the purchase of contraceptives as well as the Ministry of Public Health, which
has allocated $760,000 for contraceptive procurement. Additionally, the PARSS Project (Health
Sector Strengthening Project, financed by the World Bank) will devote a substantial amount to
the procurement of contraceptive commodities.
The information compiled for this analysis shows that the current levels of external
funding for the purchase of contraceptives can be maintained at a similar level to the current
one. Moreover, the Ministry of Public Health’s contribution could reach $2 million dollars in 2014,
and over $2 million after 2014.

4.6. Monitoring & Evaluation of the FP Strategic Plan
The Government of the DRC, through the Ministry of Public Health programs including
the PNSR and others, and other ministries involved in the implementation of this Strategic Plan
will be responsible for monitoring and evaluating the implementation of this plan with technical
assistance from stakeholders working in the field.
If the 2013 DHS shows a significant increase in the national contraceptive prevalence rate,
the objective of this plan could be reevaluated to set a new contraceptive prevalence target at
the national level to be reached by 2020.
The monitoring of this plan will be based on four data sources:

■■ Routine service statistics generated by the SNIS;
■■ Periodic surveys to the population at the national level (DHS, MICS, PMA2020);
■■ Special studies with specific objectives;
■■ Administrative documents from the government, the PNSR or others.
Table 9 below shows some selected indicators by objective and sub-objective (from Table 7).
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Tableau 9. Selected indicators to monitor the objectives and sub-objectives of the strategic plan
Objectives or sub-objectives
Increase modern contraceptive
prevalence from 6.5% to at least 19.0%
by 2020 (at least 1.5% per year)

Indicator

■■ Percentage of women married or

living in union aged 15-49 using a
modern contraceptive method

Data source
EDS, MICS
PMA 2020

■■ Percentage of sexually active

young women and adolescents
using a modern contraceptive
method

Provide modern contraceptive methods
to at least 2.1 additional women by
2020

■■ Couple-year of protection (a

“proxy” indicator for the number
of women provided with modern
methods)

SNIS

For each sub-objective, two illustrative examples of indicators are presented here.
1. Obtain strong commitment from
the government in support of
Family Planning
1.2. Create a budget line for the
purchase of contraceptive products
1.4. Create a law favorable to Family
Planning
2. Increase access to Family Planning
services
2.1. Create a FP Coalition in each
province
2.2. Progressively increase the number
of health zones and health areas
offering FP

Amount of the government’s budget
line to purchase contraceptive
products, per year
Adoption of a law favoring FP

■■ Number of provinces with at least

one operational FP Coalition (that
meets on a regular basis)

■■ Number of health zones offering
FP services.

Official governmental
documents

■■ Administrative files
from the PNSR

■■ Mapping studies

■■ Number of health areas offering FP
services

3. Improve the quality of FP services
3.1. Provide an extended range of at
least 3 modern FP methods
3.2. Train health providers in Family
Planning

44 Family Planning

■■ Percentage of health facilities

that offer at least 3 contraceptive
methods

■■ Percentage of health facilities

offering FP with at least 1 person
trained in FP
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■■ Service Delivery

Point Survey (UNICEF
PTME, PMA2020,
others.)

■■ Service Delivery Point
Surveys (UNICEF
PMTCT, PMA2020,
others.)

4. Generate demand for Family
Planning
4.1. Develop and disseminate FP
educational materials

■■ Percentage of the population who

4.2. Improve community norms and
perceptions of FP

■■ Percentage of the population

have seen or heard FP messages
favorable to FP

■■ DHS, PMA2020
■■ DHS, PMA2020

5. Develop and strengthen an efficient
contraceptive logistics management
system
5.1. Develop an information system
that effectively monitors the flow of
contraceptives entering the country or
purchased locally by the government,
donors and partners.
5.2. Reduce the frequency of stock outs
at health facilities offering FP services

■■ Presence of an information

system monitoring the flow of
contraceptives at all levels

■■ Documents/files from
the MoH and PNSR

■■ Percentage of health facilities

■■ Service Delivery Point

■■ Existence of an updated list of

■■ Dossiers

■■ Number and percentage of health

■■ SNIS (new system)

offering FP services that have not
had any contraceptive stock out in
the past 6 months

Surveys

6. Implement a reliable system to
evaluate results
6.1 Develop and update the list of
health facilities (created by UNICEF in
2012) offering FP services by health
zone in all provinces
6.2 Enhance current capacity of the
National Health Information System in
FP data transmission

health facilities offering FP services
by health zone in all provinces
facilities sending their statistics on
FP activities (according to the SNIS)
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A

NNEX :

RESULTS OF THE PLANNING WORKSHOP

A PLANNING WORKSHOP was held from May 27 - June 2, 2013, with Provincial Ministers, Provincial Medical
Inspectors, la DEP, national and international NGOs, and donors at the Hotel Sultani in Kinshasa Gombe. This annex
contains key points from this workshop, which became the basis for the final draft of the Strategic Plan.

Implementation Strategy of the FP Strategic Plan
1. Service delivery

4. Information

a. Develop activities and communitybased distribution services in all health
areas.

a. Develop all aspects of the system needed
to improve the collection of FP data.

b. Develop clinical activities and services in
all health areas.

5. Funding

c. Develop youth and adolescent-friendly
Service Delivery Points (SDP).

a. Mobilize funds from both the public and
private sectors at all levels to finance
FP activities, including the purchase of
contraceptives.

d. Integrate Family Planning services in the
Maternal and Neonatal Care Package.

2. FP commodities
a. Integrate the purchase of contraceptives
into the agendas of government and
donors.
b. Integrate the contraceptive security
strategy

3. Training
a. Integrate Family Planning in the
curriculum of secondary schools, higher
education and universities.
b. Develop continuing education training
modules adapted to environments with
limited resources (short-term, low-cost
and practical).
c. Develop on-the-job FP training courses

b. Attract new FP donors

6. Leadership et coordination
a. Revitalize/extend multisectoral committees for FP at all levels (Ministries of
Gender, Education, Social Affairs, Budget, the Environment, etc.)
b. Develop
internal
and
external
partnerships with different actors in
Family Planning through the creation
of national and provincial coalitions to
improve coordination.

7. Demand creation
a. Promote FP through the private
and public sectors, as well as at the
community level (including religious
groups).

d. Train teachers in comprehensive sexual
education for youth and adolescents
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