
_____ 

Uz"to Io &
 
1. TRANSACTION CODE 

AGENCY FOR INTERNATIONAL DEVELOPMENT ("X" appropriate box) p 
PROJECT PAPER FACESHEET Original Change DOCUMENT 

C O D E
 TO BE COMPLETED BY ORIGINATING OFFICE -- Add" Delete 

NICARAGUA
It.0to'TTRY/Ff Ty 3,DOCUMFNT ROVIVION NUMBER 

4. PROJECT NUMBER. 5. BUREAU 6. ESTIMA'ED Y OF PROJI"f M LETION 

52k-0110 a.Symbol LAb.Code
 
FY17181
7. PROJECT TFI LE - SHORT (stay within bracket@) 8. ESTIMATED FY OF AUTHORIZATION/OBLIGATION 

yr. bOA. 


9. ESTIMATED TOTAL COST ($O00 or equivalent, $1 = 

a. FUNDING SOURCE FIRST YEAR FY,._b. ALL YEARSFX c. d.L/C Total o. FX f. L/C g. Total
.AIDAPPROPRIATED TOTAL _6_ 2 . 5 237 148 385 

(Grant) ( 64 1 2! 85 j 7M2":.4 ) 385 )
(Loan) ( (( _ ) I ) ( ) (

Other 1 . 

U.S. 2. 

HOST GOVERNMENT 268 2
OTHER DONOR. 0 - 0 78 78
 

TOTALS ___. 11 18 
 2_7 4-94 '71.

10. ESTIMATED COSTS/AID APPROPRIATED FUNDS ($000) 

a. Apto- b. Primly C. Primary FY-T-L j FYTZprial Ion I'ur Tech. FY ALL YEARSPose 
 -,_ 
 _____ALLYEAR(AlphaCode) Code Code d. Grant e. Loan f. Grant g. Loan h. Grant I. Loan J.Grant k. Loan 
P 85 
 o 200 _85
 

'OTALS 
 ____0_ 200 1 _ "_ 
W;11. ESTIMATED EXPENDITURES 1I_____ ____-__ 

12. PROJECT PURPOSE(S) (stay within brackets) ] Check if different from PID/PRP N/A 

[T) To involve the rural population in the leadership of health programs -]throu:,h the use of village health committees; 2) provide health education
 
services and simplified medicine to rural, isolated areas; 
3) develop an
 
effective, low-cost cadre of community level health workers emphasizing the
 
se of 
rural health promoters; 4) Integrate health-related GON and PVO
 
tivties at the village level.
 

13. WERE CHANGES MADE IN LOCKS 12,13, 14, or 15 OF THE PID FACESHEET? IF YES, ATTACH CHANGED PID FACESHEET. 

1:1Yes [] No IA 
,,44R913INAT!NG OFFICE CLEARANCE 15. Date Received In AID/W, or ForSignatur 

AID/W Documents, Dote of 
. x Distribution 

Title 
Date Signed

Director 

USAID/iNicaragua ma117 A 7,oday Yr.i 1 

AID 1330-4 (7-75) 



Department of State TELEGRAM
 

UNCLAbSIFIED 8999
 

PAGE 01 STATE 295288
 

73
 
ORIGIN AID-37
 

INFO OCT-01 OES-05 IGA-02 /045 R
 

DRAFTED BY LA/DRINPARKER/RGOMEZ:MVZ
 
APPROVED BY AA/LA:HKLEINE
 
LA/DRIDLION LA/DR:MBRACKETT
 
LA/DR:CvJEIN8ERG TA/H:MSHUTT(DRAFT
 
TA/HIAWORTHINGTON C(RAFT)
 
LA/DPiGbZEPESY
 
LA/GC3JMAROUEZ
 
PPC/DPRE:JWELTY (PHONE)
 
LA/OPNS"CUYEHARA
 
LA/CEN2TMEHEN (DRAFT)
 
DESIRED DISTRIBUTION
 
RTACTION LA 10 INFO AATA IQC PPC GC GCFLD GCLA TA/H TA/RD HEW CHRON
 
1
 

2 3 37P
 
046792
 

P 152311Z DEC 75
 
FM SECSTATE WASHDC
 
TO AMEMbASSY MANAGUA PRIORITY
 

UNCLAS 3TATE 295288
 

AIDAC
 

E,O. 115522 N/A
 

TAGS:
 

SUBJECT: DAEC R VIE - NI(ARAGUA HURAL COMMUNITY HEALTH
 
(GRANT)
SERVICES PROJECT PAPER 


1, THE PP FOR THIS INNOVATIVE PROJECT WAS REVIEWED BY THE
 

DAEC ON NOVEMBER 211 1975, AND HAS APPROVED BY THE AA FOR
 

FUNDING THROUGH FY 1977,
 
2. PROGRAM COSTS. MISSIUN I5 REMINDED THAT IN IMPLEMENT;
 

ING THE PROJECT, SPEC1AL ATTENTIOm BE DEVOTED TO RECORDING
 

ALL COSTS TO THE GOVERNMENT AND TO THE COMMUNITIES OF ESTAB-


UNCLASSIFIED
 



Department of State TELEGRAM
 

UNCLASSIFIED
 

STATE 295286
PAGE 02 


ESTELI DEPARTMENT. 

LISHNS THE PROTOTYPE SYSTEM IN 

THIS
 

INITIAL INVESTMENT COSTS AND OPFRATING
 
WOULD INCLUDE BOTH 
 A JUDGMENT
 
COSTS, INCLUnING DONATIONS, IN ORDER TO PERMIT 


AS TO THE FEASIBILITY OF REPLICATION IN TERMS OF THE GONIS
 

OR THE SUBSEQUENT LOAN
 AS WELL AS PROVIDE A BASIS
BUDGET, 
IT WILL ALSO PROVIDE A BASIS FOR OETERMIN-
FINANCIAL PLAN. 


IN FACT# A QUOTE LOW COST UN-

ING WHETHER OR NOT THIS ISs 


QUOTE SYSTEM
 
3. CONSULTANT ASSISTANCE, IF RFOUIPED AID/W CAN ASSIST
 

TWESE IN-

IDENTIFYING APPROPRIATE CONSULTANTS
MISSION IN 


THE HEALTH EDUCATION
 
CLUDE THE MANAGLMEN' CONSULTANT IN 


DIVISInN TO BE PROVIDED UNDER A LISAIO-FUNDEO 
TASK ORDER
 

PLANNER, ECONOMIST,
AS WELL AS OTHERS (;EALTH

WITH APdAw 
 THE INFORMATION AND E-

EPIDEMIULOGIST) REQUIRED TO SET UP 


ALSO WISH TO TAKE AVANTAGE
MISSION MAY
VALUATION SYSTEM. IN
 
OF ALTERNATIVE FUNDING SOURCES 

FOR TECHNICAL ASSISrANCE 


ORDER TU AUGMENT THE PROJLCT BUDGET,
 

HEALTH AND POPULATION OF DOL­
4. AN ALLOTMENT INCREASE IN 


LARS 85FOOM FOR THIS PROJECT WILL BE FORWARDED 
ASAP BY
 

INGERSOLL
SEPTEL. 


UNCLASSIFIED
 



I SUMMARY AND RECOMMENDATIONS 

A. See Project Paper face sheet for summary of fiscal data 

and project, purpose. 

B. Recommendations
 

Grant Activitie: 385,000
 

Total new AID Obligations 385,000
 

C. Description of the Project
 

This project will estallish a viable model of an integrated
 

rural health delivery system. The ccmponents of the system are the
 

development of rural health promoters for the delivery of basic pre­

ventive and curative health servicers in isolated rural areas; the
 

establishment of a community health committee in each of the target
 

area communities for the support of community health activities; a
 

micro-analysis of the community health problems and resources;community
 

implementation of selected health projects, primarily potable,water
 

supply and waste disposal; personal and community oriented preventive
 

health education activities which will feature a radiophonic school
 

with regularly scheduled broadcasts ( approximately 3 times weekly
 

for 15 minutes); a redesigned curriculum for health educators and
 

a strengthened curriculum for rural health promoters; and improved
 

administrative support system for rural health piograms to include
 

improved coordination between GON agencies directly charged with
 
bettering the living conditions of the rural poor.
 

To assist in the attainment of high level performance in 

the above areas, it will be necessary to finance the following tech­

nical assistance with AID grant funds: a health educator with expe­

rience in radio broadcast health education, administration, and 

experience with the Nicaraguan health sector, 36 man months; a health 

administrator with experience in coordinated supervision, 4 man months;
 

a paramedical educational team for implementing a paramedical training
 

and evaluation program, 26 man months; and an epidemiologist for esta­

blishing data measurement criteria and evaluating the epidemiological
 

impact of program, 4 man months. The following technical assistance
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will be obtained with GON counterpart funds: a maternal :ind child 
health consultant, 6 man months; a nutritionist, 3 man months; an 
agriculture extension agent, 3 man months; a health statistician, 
3 man months; an epidemiologist/statistician, 6 man months; a sa­
nitary engineer, 3 man months; a civil engineer, 1.5 man months; 
a malariologist, 2.25 man months; a physician in trOpical medicine,
 
1.5 man months; a general practice physician, 3 man months; a
 
social worlker, 3 man months; and a radio programmer, 6 man months.
 

The Health Education Section of the Ministry of Health
 
will be thE principal implementing agent for the project. Full
 
time central office and regional coordinators will be assigned to
 
the project by the health education section. A full time health
 
educator consultant will assist the personnel of the Ministry in
 
the direction of the project. CEPAD, a local Private Voluntary 
Organization (P7O) associated with Church World Service, will utili­
ze their considerable experience in the education of paramedics to
 
train and evaluate the progress of the community health promoters.
 
Trained health educators will be responsible for motivating communi­
ties to form community health committees, select community health
 
promoters for training, and to evaluate the health status and re­
sources of the community. The community health committees, guided
 
by the health educators, selected MOH consultant. and other rurally
 
oriented representatives of GON agencies, will implement the com-

Oiun Ly health projects and health education activities. The radio
 
education programs will be developed after an analysis of the com­
61unity health surveys by the health educator cons-ultant, MOH and 
Radio Nacional personnel.
 

It is expected that the combined inputs of technical and
 
financial assistance will provide a suitable medium for the develop­
ment of a national model for an integrated community health delivery
 
system. The many phasep of evaluation which are integrated into the 
project will provide constant feedback by which to adjust the pro­
ject model. The overall project model will be evaluated from the
 
baseline and final data collected through the community health
 
surveys which should indicate both lower incidence of prevalent
 
diseases (enteritis, communicable diseases, etc.) and basic improve­
ment of living conditions (potable water, waste disposal,etc.) during
 
the life of the project.
 

The end of project status which will conur-l-ute to this 
improved health situation and living conditions in "..he -ommunity are: 

1. Forty-five villages of under 1500 people will be­
developing an integrated health program. 



2. Community health committees will be established in
 
each of these 45 locations.
 

3. Community health statistics will be completed and 
analyzed on all 45 rural communities before the start of 13alth 
projects and at yearly intervals. 

4. Primary and preventive care will be extended to the 
community members by community promoters.
 

5. The level of health knowledge in the community will 
improve with the combined personal and mass media health education 
approval. 

6. Community health projects will be completd which will
 
reduce health dangers in the community. Approximately 80% of the 
targot population will be innoculated, 60 wells installed and 3,000 
latr nes completed. 

7. Educational model& for rural health promoters will
 
be defined by job description and curriculum.
 

8. Overall evaluation of the project will include recom­
menduttions for augmentation or modification of appropriate GON health 
prog,'ams. 

D. Summary Findings
 

This project is a vital step for synthesizing an integrated
 
rural health delivery system by the GON. At present the GON has given
 
prio-'ity to rural health development as set forth in the recent Minis­
try of Health (MOH) 5 year plan (published in July, 1975) but has yet
 
to d'velop a community level policy. The MOH has been preparing and
 
is r,ady to begin, at the earliest moment, implementation of this
 
proj ct which will attempt to integrate many of the successful aspects
 
of p-evious or prisent private and GON health policies. The project
 
meet, all applicable statutory criteria, as determined by MOH officials.
 

E. Project Issues
 

The major issues related to this project are: the degree to
 
whicli the co munity members can be motivated to participation; the 
degree to which the program may be politicized; the ability of MOH 
personnel to manage and evaluate this program; and the ability of the
 
MOH to transfer the applicable parts of this model into a functioning 
national rural health program. 
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BACKGROUND AND PROJECT DESCRIPTION
 

A. The rural health program in Nicaragua has been the focus 
of increasing governmental, voluntary and international aqenc at­
tention over the last ten years. The Ministry of Health (MOH) has 
extended limited health care through its health centers to approxi­

mately 120 permanent locations. The National Hospital Board 
(NAPS) has initiated realistic steps to upgrade the rural hospital 

system by establishinr minimum level of services, maintenance, ad­

ministration and personnel for every in-patient facility and also 
improving the referral network. Private voluntary organizations, 
especially the Church World Service (CEPAD), the Moravian Mission, 
the Catholic Church of Zelaya and CARE, have pioneered in the de­
velopment projects. The international agencies have encouraged 
rural health dellvery with sizeable contributions by the UNDP-PAHO 
for clinic and sanitation project construction in rural areas and 

by USAID for health center construction, mobile clinics, and a ma­

laria program implementation loan. 

The USAID loan of $3.0 million for the construction of
 
56 health centcrs was completed in December 1974. This has provid­

ed the base from which the GON now hopes to increase the coverage
 
and services to the rural population.
 

The expanded health center system has vigorously tested
 

the administrative, financial, human resources capacity, and philo­
sophy of the MOH and the health sector. The Ministry has sought
 
consultant help (including AID sponsored management consultants)
 

and is in the process of planning for additional assistance to
 

increase the effectiveness of present services. To improve the 

administrative infrastructure of the MOH, AID is presently planning 
a grant financed health sector training iand' institutional develop­
ment project. Additionally, as put forth in its July 1975, 5 year 
plan, the MOH is planning to initiate several ambitious and innova­
tive programs to aosist it in increasing coverage of the population 

from an estimated 40% in 1975 to 90% by 1980. 

B. Description of the New Project
 

The new project is an attempt by the MOH to develop and
 
refine an extended rural health delivery system through the use of
 

paramedical personnel, village health committees, and mass media
 
instructional assistance in coordination with existing health sector
 

and other community resources. This project will be carried out
 
north of Managua in the mountaneous, densely populated, but geogra­
phically small, department of Estelf w1'ich is within the rural area
 

of concentration of the Mission and the newly initiated /ID-financed
 
INVIERNO program (Agriculture Sector Development Loan 52--031).
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The project intends to utilize in its design the successful results
 
of other public and voluntary health related pr~grms undertaken in 
Nicaragua and Central America. The project will be managed by a
 
project director from the health education office of the MOH with
 
a regional office in Esteli.
 

The basic human element of the extended health system will
 
be tne "promotor rural de salud" who will serve in every community
 
below 1,500 people. The promoter will be selected by the local village
 
heal-h committee to attend a two month course in basic medicine and
 
commimity organization. The promoter will then assist the committee
 
in detecting its health problems and initiating collective solutions,
 
coordinating actions of health or health related agencies, and provid­
ing basic preventive and curative health services. The model curricu­
lum ind text will be adopted from the excellent course now in process
 
in-country under the sponsorship of CEPAD, a PVO organization which
 
is patrt of Church World Services, and is staffed by highly qualified
 
educational and medical personnel. The basic supervisory end leader­
ship unit is the community health committee, a representative and
 
responsible health body. Members of the committee will be initially
 
chosen by local officials to include health, education, and reli­
giou. leaders or by village vote. These committees will be respon­
sibl for supervising and assisting all health workers and health
 
activities to include the initial and continuous analysii of communi­
ty health problems with the assistance of the local promoter and
 
healtlh educator, who will decide on feasible courses of action, and
 
gener'ate community resources to achieve solutions to the health
 
prebl ems. 

An extremely successful community health comm:ttee model 
was recently generated as a spin-off from an AID sponsor(d manage­
ment improvient program. This project demonstrated the ability of 
the 14011 to operate successfully in the rural areas, and to motivate 
the local populous to support and even initiate health programs.
 
This model will be utilized as a basic framework for the operation
 
of the commumity health committees. Technical and administr'tive
 
support will be supplemented (promoter, health educator, local con­
sultants, mass media education, and inter-intra-agency coordinaticn)
 
to provide a more dynamic program.
 

A major product of the efforts of the community health
 
committee will be community action projects (wells, latrines, health
 
postF, vaccination campaigns,gardens, etc) which enlist the active
 
participation of a large number of citizens. A program of adequate
 
maintenance for these projects will also be stressed to insure con­
tinued utilization and health impact.
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The basic coordinating elements for the MOH will be ruralhealth educators who will be retrained or trained under the project
to activate and supervise the community health committees, promoters,

and community projects within their areas. 
An important portion of
their work will be the community health diagnosis which will assess
 
the major health problems, community economic/physical resources and
health manpower resources and establish base line statistics. The

i-itial formation of the village health committees, the collective
 
establishment of a community health plan, the liason to bring adequa­te technical and economic resources to the assistance of the health

committee, and the health education activities through the village

health committees to include mass media education program will be

additional responsibilities of the health educitor.
 

The mass media health education program is designed, uti­lizing as its model, the successful Accion Cultural Popular (Radio
Sutatenza) in Colombia and will utilize the experience of the recent­
ly successful agricultural program in Guatemala. 
 Additionally, the
project will ltilize the mass media expertise that has been develop­ing in Nicaragua under the present AID sponsored standard mathemati­
cal education program and the soon to be initiated Manoff nutrition
 
program. 
The 1/4 to 1/2 hour regularly scheduled A.M. broadcasts
 
from a local Esteli station will be received in organized classes
with accompanying visual aids and texts. 
 Formal class participants

will be initially supervised under the leadership of the village pro­moter, health educator or interested citizen. These classes will com­
plement thE village based health educqtion efforts. Informal listen­
ing will also be encouraged in the target area. Additionally, ashort local health news bulletin will provide motivational messages
by acknowlEdging the accomplishments of various committees or health
 
personnel.
 

The effect of these classes 
on the level of h3alth informa­tion and knowledge will be measured at yearly intervals )etween controland participating communities. For purposes of evaluation the commu­
nities will be separated into: 

Type A - personal, community,and mass media 
radio education with formal classes. 

Type B - personal, community, and mass media 
without formal classes.
 

Type C - personal health education only. 

Type D ­ mass media health education only.
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Type E - Community health education only.
 

The ncll hypothesis is that here is no difference
 
between the level of health knowledge information, between types
 
of communities.
 

To facilitate administrative cooperation within the MOH,
 
the project manager will be given an equal administrative status
 
on the "ConseJo Tecnico" or decision waking body for the MOH. A
 
health administrator/ consultant will assist in the design of an
 
effective cud efficient management component by stressing coordinat­
ed supervision and resolution of problem areas. The consultant will
 
also assist- the MOH develop contingengy plans for expanding this
 
project to a national scale. Additionally, &n interagency govern­
mental committee will be formed to insure that a coordinated effort
 
will be made at the ministerial and community level.
 

1. Statement of Project Goal:
 

a. Goal Statement: The principal aim of this project
 
is to provide a national implementation model of an integrated com­
munity health program that improves the living conditions and health
 
level of the rural and marginal sub-urban population.
 

b. Measures of Goal Aclievement: The measurement of
 
ga,l achiev(ment will include: 

A decrease in the morbidity rate.: for ma.'ority pre­
val,.nt disoases (enteritis, malaria, communicable diseases, abor­
tiolis, etc.) as determined by repeated community health assess­
men.s; a demonstration of increased community participation in
 
commun:ity health activities to improve living condition:;, such as
 
new potabli water supplies, waste disposal facilities, and inmuniza­
tion campa lgns. 

c. Means of Verification: The basic mechanism for veri­
ficntion i.3 the community health survey which will be canducted by
 
the health promoters in coordination with the community health com­
mittee, health educators, and other health personnel.
 

d. AssumptiorsAbout Goal Achievement: (1) the rural po­
pulntion can be motivated to effective participation. (2) there will
 
be reasonable political tranquility and political support in the
 
rurfil area of the project.(3) the MOH and AID will have an adequate
 
administrative response to the needs of the program.
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2. Statement of Project Purpose
 

a. Project Purpose: To stimulate participatLon of the
 

population in the development and implementation of health programs
 

through the formation of village health committees to oversee 
the
 

delivery of health information, health servides, and simplified 
me­

dicine to the rural, isolated population through the development 
of
 

an effective and efficient cadre of community level health workers
 

and through the integration of health related governmental 
and vo­

luntary agency activities at the community level.
 

b. End of Project Status
 

l) Forty-five communities of under 1,500 people deve­

loping an integrated community health program. 

1.1) A community health committeeestablished in 

each of J45 rural communities.
 

1.2) Community health statistics collected and
 

analized an all 45 rural communities before the start of projects
 

and at yearly intervals.
 

1.3) The extension of primary and preventive health
 

care by community promoters in communities with the assistance of MOH
 

personnel, particularly health educators.
 

1.4) The upgrading of community health knowledge.
 

1.5) Successful implementation and maintenance 
of
 

comminity health projects, including approximately 60 wells 
operating
 

and serving 200 people per well; approximately 3,000 latrines improved;
 

80% of the population immunized
 

2) Educational courses designed for rural health
 

promoters and health educators.
 

3) A complete evaluation of the project model for 
the
 

purpose of augmenting or modifying appropriate GON health programs.
 

c. Means of Verification
 

1.1) Minutes and records of community health committees.
 

1.2) Statistics from the village health survey and
 

report of micro epidiemiological analysis for each community.
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1.3) Personal health records and health education
 

records ( immunizations, prenatal visits, breast feeding, family plan­

ning participants, etc.)
 

1.4) A comparison of questionnaire adniinistered
 

to Lhe population which demonstrates an increased level of health
 

knowledge itmong the populations of selected communities.
 

1.5) Inspection of reports for the 45 village health
 

projects.
 

1.6) Job desciiption for promoters and rural health
 

educators in MSP operational administr'ative regulations.
 

1.7) Yearly evaluation report of the project with
 

recommendations to GON health agencies for utilization of the success­

ful aspects of the project and a description of their incorporation
 

into other GON henlth programs.
 

d. Assumptions
 

1) That the MOH can recruit and motivate high quality
 

human resources at all levels for the project.
 

2) That the present level of integragency operation
 

created by current health leaders will be maintained and improved
 

during the course of the project.
 

3) That increased knowledge of health problems and
 

health solitions will begin to modify poor health practices.
 

3% Statement of Outputs
 

a. Outputs
 

1) Approximately 20 trained health educitors with
 

special abilities in developing integrated community level health
 

programs.
 

I.i) Development of an ongoing curri>!ulum which
 

stresses community analysis, motivation, organization, implementation
 

of ielf-help projects and evaluation of health projects.
 

1.2) Development of a continuing education program
 

for health educators in rural health system skills.
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1.3) Program standardization in the form of
 
"cookbook" procedures for the basic steps in the development of
 
community health projects undertaken during the project period.
 

1.4) Quarterly/annual evaluation meetings of
 
the health educators, promoters, health committee, and MOH direct
 
administrative support for continuous evaluation of ongoing
 
projects.
 

2) Approximately 45 locally trained health promoters
 
with basic skills in community health analysis, first aid, basic
 
primary-preventive care, and basic community health organization.
 

2.1) Refinement and modification of the basic
 
curriculum and instructional material now being utilized by voluntpry
 

groups within the country.
 

2.2) Refinement and modification of the promoter
 

"community kit" with supplies of basic medicines, medical-dental
 

equipment, self-instruction medical education materials, and audio­

visual equipment for community health education.
 

2.3) Development of a continuing-education program
 

for rural health promoters.
 

2.4) Quarterly/annual evaluation mectings of health
 

educators, promoters, health committee and MOH direct support admin­
istrative personnel.
 

3) Diagnostic and analytic methodology being utilized
 
for determining community health problems and health resources.
 

3.1) Continuous micro-epidemiological study for
 
the establishment of major morbidity-mortality indicators to include;
 
infant death rate; maternal death rate; birth rate; death rate;
 
infant weLghts.
 

3.2) Basic micro-sociocultural econcmic study
 

undertaken each year to determine major sociocultural influences on
 

major disease problems, patterned after present health sector analysis
 
survey.
 

3.3) Basic micro-health resource evaluation of
 
institutional, human resource, and program capacity undertaken each
 

year to determine the status of community health prograas, and the
 
relationship of the community with the nearest referral hospital,
 
clinic, or health organization/facility.
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3.4) Quarterly community level analysis are con­
ducted to ascertain status of health problems and community health 
programs, and to modify community health programs to better utilize 
community resources. 

3.5) Yearly MOH report on the health status and
 
problems of the communities.
 

4) Community health education program (motivation, 
organization and training) to energize community participation in 
the health system. 

4.1) Personal level (person t,, person) health
 
education program through promoter and GON health related personnel (sa­
nitary engineerti; malaria sprayers; health center and PUMAR doctors,
 
nurses, auxiliaries, etc.) that emphasizes improvement of personal
 
or family health habits, e.g. specific health editcation with the
 
service being received.
 

4.2) Community level health elucation programs
 
directed at community health committees and heallh leaders through
 
the health educators and specific.
 

4.3) GON officials and consulants assisting and
 
instructing a community in a health project.
 

4.4) Combined personal and coiununity health
 
education programs through the utilization of radiophonic sbhools
 
which emphasize the format of Radio Sutatenza (radio script which
 
follows a predistributed picture book format.)
 

5) Specific community action projects which are organized
 
through the community health committees and whiclh address the most im­
portant community and personal health problems determined by the health 
survey and analysis. The program will focus, bu. will not limit itself,
 
on the following: 

5.1) Environmental Sanitation 

(a) Latrinification
 

(b) Wells and small aquaducts
 

(c) Vector extermination
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5.2) Nutrition ( assistance from PRODESAR,
 

PMA, and Caritas).
 

(a) 	Organization of family vegetable
 

gardens.
 

(b) 	Organization of school vegetable gardens
 

(c) 	Club de Madres, preparation and handling
 

of foods.
 

5.3) 	Maternal and Child Health
 

(a) 	Immunization programs
 

(b) 	 Combined program against enteritis 

(education, latrinification, potable
 

water, etc.)
 

(c) 	Family planning services to include
 

identification of fertile age and
 

pregnant women for prenatal, delivery
 

and 	puerperal assistance and educational;
 

stressing of breast feeding; and well
 

baby 	visits.
 

6) Improved intra and interangency administration
 

and coordination.
 

6.1) 	Biweekly meetings of the Committee for 

Coordinated Supervision within the MOH to identify and resolve
 

program problems. 

6.2) 	Monthly meetings of interministerial/inter­

agency committee for program coordination to include as a minimum
 

the PRODESAR component of MOH, Ministry of Agriculture and Ministry
 

of Education personnel to identify and resolve program problems.
 

b. 	Means of Verification
 

1) MOH personnel records
 

Minutes of village health committees for attendance
 

of health educators.
 

Number of Health education activities organized.
 

1.1) Curriculum for health educators
 

Manual for health educators which parallels curriculum
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1.2) Curriculum for continuing education program
 

for health educators.
 

Schedule for health education and continuing
 

education program.
 

1.3) Manual for the development of community health
 

projects.
 

1.4) Minutes of annual evaluation, meeting.
 

Per diem records for annual evaluation mmeOtiing.
 

2) Community health committee records on reimburse­

ment of health promoters for medicines. MOH rjecords of upervisory
 

visits to health promoter:
 

Health promoters records of patients. Monthly
 

statistics forwarded to MOH on reportable diseases.
 

Community health analysis updated every six months
 

by the health committee and promoter.
 

2.1) Published curriculum and instructional material.
 

2.2) MOH records on distributed and resupplied
 
"promoter hits".
 

2.3) Published curriculum and schedule for con­

tinuing education program. 

2.4) Minutes from annual evaluation :3ession.
 

Per diem records from MOH on promoter attendance
 

3) Published "Cookbook guide" to community health
 

analysis for determining health problems and health resources.
 

3.1) Annual published report by MOH on major morbi­

dity-mortality data for 45 communities by month.
 

3.2) Annual published report by MOH of the micro
 

sociocultural economic influences on disease.
 

3.3) Annual published report by MOH on health
 

resource data (institutional, human resource, program ) and effecti­

veness of referral pattern.
 



- 15 ­

3.4) Copies of quarterly community health committee
analysis.
 

3.5) Annual published report by the MOH on the
 
health status and problems of the target communities.
 

4) Schedule of community health nctivities for each
 
participating community which is based upon the community health
 
survey and developed from the "Cookbook" standard formats which is
 
modified for'each community.
 

4.1) List of patient contacts.
 

Activity lis.t for health r,,ucatior, by promoters
and c2inics. IP4AR personnel publication of stanin-d health education 
components :'or the major personal health problems is cookbook format. 

t.2) Activity schedule for GON health officials pro­
viding technical assistance for community health project,-. 

Per diem records for technical ass±stance.
 

4.3) Schedule of broadcasting. Scripts for community
 
health and personal health messages over radio.
 

"Classroom" records for individuals participa­
ting at the local level in the formal classes.
 

Distribution schedule for accompanying visual
 
aids -ind programmed text.
 

5) Quarterly community health co!imittee plan of action
 
devl,,ped from the quarterly analysis and survey, community health
 
records of the scheduling and completion of projrcts.
 

Financial allocation and disb;,rsement of funds for
 
proj,'2Ii2 at MSP level and community level. Per diem allocation for
 
techn cal a.s;sistance for projects.
 

6) Minutes of inter (MOH, MOA, MOE) and interagency 
(Conr,.'Jo T6ecnico) groups meetings which demonstrate timely identifica­
tion ,ind re;olution of problems. Minutes of community health committee 
meetings wh ch demonstrate assistance provided by- higher level GON
 
healtb personnel in the identification and resolution of problems.
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~4. Inputs 

AID inputs will be in the form of travel and maintenance
a. 

costs for participant training, continuing education activities, and
 

technical assistance: commodity purchases design material, and trans­

portation costs for community projects; and costs related to the radio­

phonic school for the sum of $385,000.
 

b. MOH/GON inputs will be in the form of salaries, office
 

equipment and space, maintenance of equipment, cement latrines,
 

and gasoline transportation. For the sum of approximately $268,400.
 

c. The individual communities will make inputs in the
 

form of basic medical supplies and medicines for the promoter; basic
 

indigenous materials in construction, and labor for community health
 

projects for a total of approximately $76,005.
 

d. Details on the specific inputs and theirrcosts are
 

shown on the foLlowing pages.
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A.I.D. 

1976 1977 1978 Total 

TECHNICAL ASSISTANCE 

Health Educator 
(12 mm x 1,5000/m) 
(10% increase 3 rd year) 

$ 20,000 20,000 22,000 62,000 

Health Administrator 
in Coordinated Super­
vision 
4 mm. 

5,000 7,500 7,500 20,000 

Rural Health Paramedical 
Training Team (16 mm) CEPAD 8,000 8,800 9,600 26,400 

Epidemologist 
(4mm) 

5,000 7,500 7,500 20,000 

Sub-Total $ 38,000 43,800 46,600 128,400 

FOREIGN TRAVEL 

Radiophonic School 1,400 
Bogotd, Colombia 
($359 round trip x 3 persons) 
+ (5 days x 40/per day x 3 
people) 

1,540 1,700 4,640 

Agriculture Radio School 
and Quirigua School, Guate­
mala ($130/round trip x 3) 
+ (3 people x 5 x 40) 

1,000 1,100 1,250 3,350 

Community Health Committees 
Panamd 
($150/round trip x 3) + 
(3 x 5 x 40) 

1,100 1,250 1,400 3,750 

Sub-Total $ 3,500 3,890 4,350 11,740 



LOCAL TRAVEL AND 
FER DIEM 

1976 1977 1978 Total 

Consultants $ 1,000 1,000 2,500 4,500 

Program Coordinators 2,000 1,500 1,000 4,500 

Technical Assistance/Local 
(21 mm x $140/mm) 

3,000 
...­

3,000 3,000 9,000 

Sub-Total $ 6,000 5,500 6,500 1.8,000 

Miscellaneous $ ;,000 2,000 3,000 7,000 

$ 49,500 55,190 60,450 165,140 

EDUCATION COURSES 

Promoters - Basic Course 
(15 promoters x 56 days x 
$5/day) 

$ 4,200 4,620 5,000 13,820 

Health Educators - Basic Course 
(5 x 176 days x 6.50/day) 

5,720 5,720 

Promoters - Continuing Education 450 
$5/day x 6 days (15 promoters) 

900 
(30) 

1,400 
(45) 

2,750 

Health Educators - Continuing 
Education 
$6.50/day K 12 days x (2 x yr.) 

1,860 

(12 health 
educators) 

2,700 

(17) 

2,700 

(17) 

7,260 

Lecturers ($15/hr for special 
classes not given by regular 
lecturers) 1,800 750 750 3,300 

14,030 8,970 9,850 32,850 
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1976 


RADIOPHONIC SCHOOL
 

Broadcast Time 8,000 


Tape Preparation 1,200 


Radiophonic Texts 5,700 
50 families x 10 subjects x 
15 promoters x $.75/text (30 
promoters in second year and
 
45 in third)
 

Total 14,900 

EVALUATION REPORT
 

Data Collection 


Analysis 


Publication/Binding of Report 


Total 


28,930 


EVALUATION SEMINARS
 

Community Health Committees
 
and Promoters
 
(Semi-annual)
 

Community Per Diem 3,200 

(7 people/village x $5 day x (15 vii-

3 days) lages) 

Lecturers 600 


Material Costs 600 
(Publications, special dis­
plays) -.-. 

Total 4,400 


1977 


8,800 


1,300 


11,400 


21,520 


30,490 


6,400 

(30 vil-

lages) 

800 


800 


8,000 


1978 Total
 

9,600 26,400
 

1,440 3,960
 

17,100 34,200
 

28,140 64,560 

800
 

560
 

800
 

2,160 2,160
 

40,150 99,570
 

12,800 22,400
 
(45 vil­
lages) 

1,000 2,400
 

1,000 2,400
 

14,800 27,200
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1976 

Health Education 
(Semi-annual) 

Educator Per Diem 
(15 Educators x $7 x 
3 days) 

630 

Lecturers 600 

Materials 
(as above) 

150 

Total 1,380 

Inter-Intra Ministerial 
(Semi-annual) 

Lecturers (INCAE) 
(5 days x 138/day x 2 
lecturers) 

Lodging 
($25 x 15 x 3 days) 

Materials 
(as above) 

Total 5,780 

1977 


700 


700 


200 


1,600 


1,400 


2,2-"j 


200 

-

3,850 


13,450 


1978 Total
 

800 2,130
 

800 2,100
 

250 600
 

1,850 4,830
 

1,500 2,900
 

2,400 4,650
 

250 450
 
-

4,150 8,000
 

20,800 40,030
 



COMMODITIES
 

AM Radios, portable, 

4" C" Batteries 

$25/radio
 

Batteries "C" 

$.40 each x 4/radio x
 
10/year
 

Multigraph 


Projectors, 16 mm, 

Sound portable, 

60 cycles C$420. each
 

Screens, 60" x 60", steel 

case, Tripod ($50/ea) 


Power Plant, portable, 

gasoline, 13455 watts, 

115 V, 60 cycles $250 ea
 

Extension Cords, 14 gauge, 

13 amp, 100 ft. length 


Vehicles
 

Audio-visual, 4 wheel, 

4 - 6 passenger/ea 


Typewriter, large carriage, 

electric
 

Teaching Materials
 
Health Educator Texts 


Promoter Texts 


Community reaching Aids 

(Texts, Visual Aides, Films,
 
Blackboards, Writing Ma­
terials)
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1976 


400 

(16) 


250 


580 


880 

(2 ea) 


120 

(2 ea) 


600 

(2 ea) 


120 

(4 ea) 


9,000 

(I ea) 


1,000 


700 


600 


1,500 


1977 


440 

(16) 


550 


480 

(1 ea) 


70 

(1 ea) 


330 

(1 ea) 


70 

(2 ea) 


18,000 

(2*ea)
 

200 


900 


3,000 


1978 Total
 

440 1,280
 
(16)
 

850 1,650
 

580
 

520 1,880
 
(1 ca)
 

80 270
 
(1 ea)
 

360 1,290
 
(1 ea)
 

80 270
 
(2 ea)
 

27,200
 

1,000
 

220 1,120
 

1,200 2,700
 

4,500 9,000
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1976 

Water Pumps, hand 
(350/ea) 

1,200 
(3 ea) 

DesLgn Improvement 
assLstance, drilling, cement 
pipes, tanks, etc.) 

(design 

($125/ 

375 
(3 ea) 

each)
 

Total 17,325 


TOTAL 101,535 


1977 


11,850 

(28) 


3,540 

(28) 


39,430 


138,560 


1978 

11,645 
(25) 

3,610 
(25) 

Total 

24,695 

7,825 

23,505 80,260 

144,905 385,000 



PERSONNEL
 

Salaries
 

Health Educators 

(10)
 

Central Coordinator 

(1) 

Regional Coordinator 

(1)
 

Departmental Supervisor 

(2)
 

Drivers 

(4)
 

Sanitary Inspectors 

(3)
 

Nurse Auxiliaries 

(3)
 

Artists 

(1) 


Total 


TFCHNICAL ASSISTANCE
 
(MSP, MOA, MO, Radio
 
Nacional)
 

2500/m Material (Child
 
Health (2 mm/year) 


2500/mm Nutritionist
 
(I mm/year) 


2500/mm Agriculture Exten­
sion Agent (I mm/year) 
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1976 

17,742 


4,286 


4,286 


4,286 


8,000 


7,715 


7,715 


1,715 


55,745 


715 


360 


360 


1977 


174742 


4,286 


4,286 


4,286 


8,000 


7,715 


7,715 


1,715 


55,745 


715 


360 


360 


1978 Total 

17,742 53,226 

4,286 12,858 

4,286 12,858 

8,572 17,147 

8,000 24,000 

7,715 23,145 

7,715 23,145 

1,715 5,145 
-

60,031 171,521 

715 2,145 

360 1,080 

360 1,080 



--

1977 


1,142 


714 


500 


642 


860 


360 


600 


715 

-

6,968 


9,450 

(15 x 12 

months) 

(15 x 6 

months) 


5,715 


0 


3,930 


9,645 


1978 Total
 

1,142 3,426
 

714 2,142
 

500 1,500
 

642 1,926
 

860 2,580
 

360 1,080
 

600 1,800
 

715 2,145
 

6j968 20,904
 

9,450 22,050
 
(15 x 12
 
months)
 
(15 x 6
 
months)
 

5,715 17,145
 

0 580
 

o3;930 12,860
 

9,645 30,585
 

3000/mm Health Statis­
tician (1 mm/year)
 

4000/mm Epidemiologist 

Statistician (2mm/year)
 

5000/mm Sanitary Engineer 

(1mm/year)
 

7000/mm Civil Engineer 

(5 mm/year)
 

6000/mm Malarialogist 

(.75 mm/year)
 

3000/mm Radio Programmer 

(2 mm/year)
 

3500/mm Social Workers 

(1 mm/year)
 

5000/mm Physician - Tropical 600 


1976 


1,142 


714 


500 


642 


860 


360 


Diseases (.5 mm/year)
 

5000/mm Physician - General 

Practice (I mm/year) 


Total 


MATERIALS AND SUPPLIES
 

Cement Latrines 

5 latrines/month x 

$7/latrine 


Office Equipment and 


Materials
 

Typewriter 


Office Paper 


Total 


715 

-

6,968 


3,150 

(15 promo-

ters x 6 

months) 


5,715 


580 


5,000 


11,295 
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1976 1977 1978 Total 

TRANSPORTATION 

Gasoline and Vehicle 
Maintenance 6,000 8,000 9,000 23,000 

AUDIO VISUAL MAINTENANCE 200 200 400 

Total 83,158 90,008 95,294 268,460 



COMM I ITY HEAV'll COMMhITTE7ES 

Promoter Basic 

Medical Kit 

$35
 

Restack Kit 


PROJECTS
 

Well 

Construction and 

Installation 430 ea
 

Latrine 

Construction and
 
Installation 7 latrines 


Total Community Contribution 
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1976 


525 

(15) 


1,290 

(3) 


8,400 


(1200) 


10,215 


1977 


550 

(15) 


1,100 


12,040 

(25) 

21,000 


(3000) 


34,690 


1978 Total 

575 1,575 
(15) 

1,150 2,250 

10,700 24,030 
(25) (56) 

21,000 50,400 

(3000) (7200) 

33,425 78,255 
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III PROJECT ANALYSIS 

A. Technical Analysis including Environmental Assessment
 

The technology involved in this project is well within the
 

technical abilities of the personnel involved and the technical frame­

work of the GON health related agencies, particularly th MOH. For
 

many years the MOH has been involved in various short temm efforts
 

to develop integrated community health programs. This project repre­

sents the first time sufficient resources, energy, and planning have
 
The feasibility for
been concentrated to develop a feasible model. 


replicating this system for the entire country will be constantly 
the project by MOH personnel and consultants
evaluated throughout 


with an estimation of the resources required presented along with
 

the recoxiiendations in the final report.
 

The medical technology required is a basic medical know­

ledge of first aid, and preventive and curative medicine. The texts 

and teaching materials have been developed for the promoter by various 

programs throughout Central America and for Nicaragua by CEPAD. CEPAD, 

a voluntary organization, wil! act,' as the instructional cadre for the 

promoters trained in the program. In addition, CEPAD will complete 
thea serXes of instructional or "cookbook" manuals which will be in 

formAindexed flow charts with yes or no choices. These will be 

addressed to the basic medical problems confronting the isolated rural 

promoter. 

The technology required for the ccmmunity health survey is
 

available in many forms. This project will base its health survey
 

on the Guatemala Quirigua model with amplification of the epidemiologi­

cal analysis. This will be done in coordination with CEPAD-, the 

consultant epidemiologist, the CDC epidemiological field team stationed 

in El Salvador, and hopefully the AID/W unit na engaged in Progress 

Indicator Retrieval Programs (LA/DP/ES). The health sector assessment
 

recently developed a macro health survey instrument underteam has 
AID financing which will be utilized along with ';he Colombian health
 

survey to identify appropriate inputs into the m'cro health resource,
 
the community level.
and socio-economic survey to be utilized at 


The radio mass media health education program will involve
 

technology that is relatively new for the MOH. Irevious radio educa­

tional efforts have been in the form of a family planning motivational
 

program through spot messages and advertisements for polio and other
 

Survey studies of Radio listening habits/sche­vaccination programs. 

dules and of radio ownership exist for the maj.ir urban areas of
 



- 28-


Nicaragua but not for the isolated rural sections. 
The ownership

Of rnlions and listening schedules will. be ascertained b., the micro
community surveys as part of the economic analysis. An approxima­
tion of popular listening times from the urban areas 
indicates

6-8 A.M., 1-2 P.M. and 9-10 P.M. as the high use hours. These are
 
thought to radically differ in the evening hours for the rural
 
population, 6-8 P.M. being the peak hours.
 

The health messages prepared for radio broadcast and the

accompanying texts have been in development and use for over 15 years

by Radio Sutatenza of Colombia. The methodology for developing the

radio messages has also been carefully documented. An attempt will
 
be made to integrate the recent successes of the AID agrarian radio
 
program in Guatemala by means of repeated technical visits.

development of this program will employ the 

The 
full time consultant

services of a health educator familiar with the methodology of Radio
Sutatenza. 
The experience gained with AID-financed Stanford Univer­
sity math project in Nicaragua will also be utilized and Stanford
personnel i.iill
be asked to review material prior to taping and broad­
cast. 
The evaluation of the increment gain in health information

will be made through a questionnaire to be administered by MOH per­
sonnel trained during the Health Sector Assessment and developed
through methodology. No attempts will be made to evaluate attitudes
in the classical Lazars Field manner. 
The assumption to be utilized
 
is that the attitude change theory concerning comprehension of infor­
mation will lead to an attitudinal and then a behavioral change. 

The engineering skills requested for latrine installation,

water table analys'.s, design of wells and other communIty health 
projects are within the capability of the GON professionals to be
 
utilized by the project.
 

The environmental impact is inof this project minimalterms of thie ecosystem but significantly positive in terms of the
human orgafisms benefiting from the programs. The elimination of
human wastes under the supervision of the sanitary engineers and
sanitary inspectors will not endanger any potable water supplies.
The soil absorptive capacity should be adequate in all areas of
this mountainous region. The effect of the proposed ground wells 
on the water tables should also be minimal, as the pumping devices,
when needed, will be manual and intended for human and household
needs. Protective sleeves will be installed on all ground wells to 
prevent surface contamination. These projects will come under the

supervision of consultant engineers for technical conformation to
 
sound environmental practices. 
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COSTING OF PROJECT OUTPUTS 

PROJECT No. 524-0110 RURAL HEAIf'H DEVELOB4ENT 

PROJECT OUTFUTS 1 2 3 4 5 6 All 

AID 44,76o 68,200 71,890 111,300 58,800 30,050 385,000 

GON 38,500 38,500 44,068 41,480 55,272 50,640 268j460 

COMMUrTY 
HEALTH 
COMMITITES 

3,825 74,430 78,255 

TOTAL 83,260 110,525 115,958 152,780 188,502 80,690 731,715 
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B. Financial Analysis
 

The MOl I.s capable of meeting the finane ial gnl.ionn 
of this program which primarily involve personnel costs. The per­
sonnel problem for the MOH is essentially one of efficient utiliza­
tion of present personnel. In addition to the full time personnel
 
to be reassigned and hired for the project, we expect that the MOH
 
will provide project personnel by reassigning presently under­
utilized personnel from lower priority activities to work full
 
time on this project.
 

The impact on the MOH for implementing this program
 
countrywide is significant and well beyond the present capacity of
 
the Ministry. However, it must be remembered that the MOH is
 
committed by its goals to increase its coverage of the population
 
by 100% over the next five years. This projeci, as designed, r!­
presents a relatively low cost methodology to achieve this coverage
 
and at the same time improve the quality of the present coverage
 
for rural health care. This is done by maximizing community par­
ticipation and contribution of personnel servi, es.
 

The financial plan for the program pl:tces the greatest
 
a]location of funds (26%) into the development of commuiity health
 
projects. This is appropriate since an objective of t~iis project
 
is to develop community participation in correcting th? health
 
problems of the community.
 

The next largest expenditure of funds (21%) -s directed
 
towards community and personal health education activ'ties. To
 
deliver low cost health services, one of the mlst important aspects
 
is to sensitize the population to the health problems and then to
 
motivate the population at risk to adopt the approprilste preventive
 
health and curative measures. This expenditure of furds should
 
insure an adequate awareness 6f the major healt;h problems and feasi­
ble alternatives for their resolution.
 

Approximately 16% of the funds are spent for evaluation
 
and monitoring of the project. One of the obj,,ctives of the project
 
is to see it expanded for use in other rural areas of the country.
 
This percentage needs to be programmed to insure adequate and re­
liable data, timely feedback and an in-depth analysis prior to the
 
presentation of feasible recommendations for a nation.l program.
 

Approximately 15% of the funds are devoted to the training
 
and the activities of the rural health promoter with the remainder
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evenly divirded between Lhe administration requirements o1 the 
pr,,jet (Il%) and the training of health educators (11%). 

The financial plan appears adequate to accomplish the
 
purpose of the program and to develop the base from which the GON
 
can, with minimal costs, adapt the project to a country wtide program.
 

C. Social Soundness Analysis
 

The rural population in the region of Esteli has an es­
timated per capita income of approximately $120/year. They are,
 
for the most part, small subsistance farmers, Ladino in orgin, and
 
Catholic by religion. They live in unsanitary housing tType C
 
dwellings) with dirt floors, and walls and roofs of inferior ma­
teri:tls which deteriorate radidly. They endure crowded 'iving
 
condi Lions of some four people to a small room. Approximately
 
hal" of the dwellings are without adequate waste disposa. and only
 
aboul; 6% have direct access to potable water supplies. Only about
 
8% of' the population finished elementary school and approximately
 
If0% Of the population is illiterate.
 

The village health structure is usually head,.b by the
 
partra or curandero who earn a small income from dispensing herbs
 
and medicines and from attending deliveries. There is a belief in
 
the effectiveness of modern medical methods, but the expo.nse and
 
difficulty of entering the system usually preclude involement until
 
a medical crisis has developed-and traditional homeopath.r fails.
 
The campesino usually comes into contact with the formal health
 
services in the terminal state of illness, if at all. Th s beha­
vioral pattern tends to be the basis of the common view )f the
 
hospital as a place to die. Fami]y planning has generally been heard
 
of, but few women actively participate. Fertility is usuially con­
trolled by breast feeding or by taking ineffective means such as
 
purges and herbal medicines. The average number of chiliren is
 
approximately 7 and the number of pregnancies 11. Appro-.imately 16%
 
of the fertile women have utilized modern contraceptive techniques.
 
The infant death rate is approximately 127/1000 with a hLgh morbidity
 
pattern involving the communicable disease. The average caloric
 
intake is 1980 cal/day (minimum recommended 2700 cal/day, and the
 
most prominent vitamin/element deficiencies concern iodine, Vitamin
 
A, and iron.
 

The social structure and',formal organization of the village,
 
as analized by the agricultre study group (UNASEC), usually responds
 
readily to outside stimulus but rarely shows initiative in adopting
 
or sustaining programs which require behavioral modification. Approxi­
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mately 75% of family heads show unfavorable attitudes towards social
 
participation without strong motivational stimuli.
 

The project attempts to utilize existing community leader­
ship and personnel as much as possible to evaluate the health pro­
blemf;, plan a course of community actions, and develop the human
 
resources to achieve the .project goals. The project will encourage
 
the training of parteras or curanderos to be promoters, when feasi­
ble. The project will utilize successful models of community parti­
cipation projects, such as Cinco Pinos, Prodesar, PMA, and voluntary 
agency programs, as its basis, for the program development. 

The acceptance and participation in this projoct by the
 
community will present a new opporttnity for community leadership. 
It i. anticipated that this opportunity will be seized upon by 
membcrs of the political party in power to insure their power base. 
As a result of these actions, it is doubtful whether this project 
will greatly alter the formal organization of the community. It is
 
not inticipated that this association with the poLitical party in
 
powei will significantly damage the effectiveness of the project.
 

D. Economic Analysis
 

The budget of the MOH represents 10% r' the total budget
 
for 1he GON. This represents approximately $16.3 million. The MOH
 
has xperienced a relative increase in its budget of 15% yearly over
 
the past 10 years or approximately $2.8 million ji terms of the
 
currrnt budget. This probably represents in real dispos,ble invest­
ment potential approximately 5% yearly, when cons!dering population
 
and nflation, or $84o,000 in terms of the eurren budgel.
 

The cost, of the project is approximatc ty $217.,000 per 
year which includes the start up costs of trainin, and the initiation 
and iiaintenance of basic services for 45 counnrnil 7es of less than 
1,500 population ( n approximate target group popilation of 67,500). 
The tverage expenditure by the MOH per person served is :i.7.63; the 
aver, ge expenditure under the project is estiinateI at $3.20 per 
person. There are approximately 1.1 million rn-ra inhabTtants in 
Nicaragua and the MOH estimates that some I-%or 00,000 have access 
to ri ral care. The MOH wishes to double this num ,er by 1980. The 
cost of doubling the coverage of the population ulilizin; the design 
of tie project would be approximately $1.57 million, within the 
anticipated yearly budgetary increase of the MOH, but nearly 1.9 
times the real disposible increase. 
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The cost to the MOH utilizing its current programmatic 
approval would be *3."k' million which is 1.3 times greater than 
the alelpati'ed yenrly increase and 4J.5 times greaiter than the anti­
ciptil,td dinpsible.f income. Utilizing this analysis, the benefits 
of such a low cost delivery system become readily apparent. The
 
costs for reaching the 90% coverage called for in the 5 year plan 
are more realistically achieved under present budgeting expectations, 
by the adoption of a low cost delivery system along the design of
 
this project model.
 

IMPLEMENTATION ARRANGEMENTS
 

A. Analysis of the Recl-ient's and AID Ad'inistrative Arrangements
 

The MOIH io the implementing agent for the project. Its
 
internal administration for this pioject will uti Lize a project
 
director from the health education office who will coordinate the
 
overall project with concentration on the central adminiStrative pro­
cedures of the MOH and the requirements of AID. \ regional coordina­
tor will operate from a regional center in Esteli and be responsible
 
for the field performance and coordination of per ;onnel, and the
 

utilization of resources. The health educators wil operate under
 
the direction of the regional coordinator and wi] L be responsible for
 
the support and motivation of the community healir committees. The
 
community health committees will be responsible for generating
 
community financial, material and human resourcer in support of its
 
activities.
 

The MOII will receive all reports and Troblem. from the 
project in the Consejo Tecnico. The project director will have a 
coequal status in its membership. The Consejo ecnico, which 
consists of all of the program directors and sec ion chiefs from the 
Ministry, will assign responsibility for the res( lution of problems 
to the appropriate section or program director. 

meeting
 
The MOH will also establish a bimonthly intra agency/for
 

the maximization of resources and resolution of ]roblems. The MOH,
 
the Ministry of Agriculture, the Ministry of Edu ation are the basic
 

agencies of the GON which will be in attendance. 

There are several basic administrative problems inherent
 
in the MOH organization which will have direct relevance to this pro­
ject, the most important being a failure to insure coordinated super­
vision and quick resolution of identified problems. The Health Adminis­



tration consultant in this area should strengthen the MOH's ability
 
to react more favorable in these areas.
 

The MOH with the proposed technical assistance assigned

by the project should be capable of carrying out its assigned
 
administrative responsibilities.
 

AID
 

AID will monitor the progress of the projects through: the
community health surveys; regular meetings of community health commit­
tees;evaluation conferences of promoters, health committee members
 
and health educators; coordination meetings of the Consejo Tecnico ;
and regular meetings of the interagency coordination committee in

addition to the normal financial monitoring through the voucher.
 
receipt system, and regular reports of consultants.
 

B. Implementation Plan (See Chart).
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r/!1 
 t OTI FI ATION OF PROJECI APPROVAL
 

1/2 Noi F CATION OF 
WAIVER FOR HEALTH EDUCATOR
 
#3 
 COMPLETION OF NEGOIIAIIONS WITH CONSULI"ANI5 
ESIAOL 511 NO AVAII.ABILITY 
i flI NING CONTRACT W'TH CONSULTANTS 

" r/.SAIILISIIMEN! Ior REc-IONAL AND CENIRAL or rcI :iRrciom 
r//IAhIlIIrN I O1-" INANCIAL ACCOUNIING 5) STEHr 


/ I.SrAILISiiMEN? OF FINAL CURR CULum FOR HrALTII EDUCAIOR COURSE 
/1 C'TAULISI4MENT or FINAL CURRICULUM FOR PROMOTER COURSE
 

P) MEETINGS OF CONSEJO TtCNICO FOR 
INTERNAL ADMINISTRATION
 
#10 ASSIGNMENT OF 
PROGRAM EQUIPMENT AND FINANCING rY MOH 
//11 PROJECT AGREEMENT --FUND ALLOCATION 

/J12 BEGINNING OF HEALTH EDUCATOR TRAINING 
,113 TERMINATION OF DIDACTIC PORTION OF TRAINING
 
/l11 TER"INATION OF PRACTICAL PORTION OF 
TRAINING 

#v1-15 COMMITTEE FORMATION, 15 COMMITILES 
,/1/7 COMMITTEE MEETINGS
 

#1-19 ANNUAL COMl'M: ITY HEALTH SURVEYS 
/20-21 QUARTERLY COMMUNITY HEALTH SURVEYS 

122-23 TRAINING OF PROMOTERS 

,I/2l COtiMODITY PIO/C 

/125 DELIVERY OF PIO/C MATERIALS 
"?"-27, PROJECT PERIOD Or EMPHASIS ( WELLS, LATRINES, VACCtNATIONS, ETC.)
 
//2A-2, PREPARATION OF ,..DIO MESSAGES 

#30 INCORPORATION OF HEALTH SURVEY I INFORMATION 
//31-32 ANALYSIS OF HEALTti KNOWLEDGE OF POPULATION 
433-31 RADIO BROADCASTING 
J35-36 RADIO SATUTENZA, BOGOTA, COLOMBIA
 

0
~3
J -. Q''IRIGJA, 
GUATEMALA AND AID AlAICULTURE RADIO
 
. -C);0COMMUNIT) HEALTH COMMITTEES, PANAMA
 

1-L2 EPIoEIIOLOGIST 
HEALThj..", ' ADMINISTRATOR 

-

1 CEPAD TRAINING UNIT 

't:' 1 '.ALUAT ION SEMINARS 

'!;-!-;;0 N;ERAGENCY SEMINARS 
! l1 INTERAGENCY MEETINGS 

IV.
 




