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ACTING 
 2 ,,..V 1978 
ACTION MFJIO!RANW FOR THE /ADMINISTRATOR 

THRU: 
 ES 

THMU: AA/PPC, Alexander Shakow 

FRav: AA/LAC, Abelardo L. Valdez 

Problem: 
 To approve a $16.0 million grant project to establish a
Rural Health Delivery System (RHDS) in Haiti, and to authorize FY 1979
Frant funding totaling $5,650,000 and subsequent year funding of
10,350,000 through FY 1983, subject to the availability of funds.
 
Discussion: 
 The goal of the proposed Project is substantial improvement by 19-90 in the health of rural Haitians, most of whom are now
effectively without modern medical care. 
 To contribute towards this
goal, the Project will establish over a five-year period an outreach system of 1,500 trained health agents supported by 560 trained
auxiliary nurses and 270 environmental sanitation officers. 
 The
Project will also result in significant strengthening of the Department of Health and Population (DSPP) at all echelons. 
Building
upon the research and technical assistance completed under the
Strengthening Health Services I and II Projects, this Project will
provide financing for: 
 (a)training health agents, auxiliary nurses,

environmental sanitation officers, and other DSPP personnel; (b)
construction and renovation of 286 rural dispensaries, 1 demonstiation
health center, 17 warehouses, 3 garages, and 14 district vehicle
maintenance sites; (c)the first year's salary for all health agents;
(d)the first year's drugs and supply requirements of all health
agents, dispensaries and certain DSPP supporL sections; 
(e)establishing nationwide supply, logistics, information systems; and (f)
technical assistance to assist the GOH in strengthening health administration activities at national, regional and district levels. 
The
proposed rural health delivery system is designed to reach about 70
percent of rural Haitians with low-cost basic preventive and curative

services.
 

The total cost of the Project is $33.3 million. A.I.D. will provide $16.0 million in grant funds and the Government of Haiti (G-IH)
will provide $17.3 million, a substantial portion of which will come
from resources accruing to the GOH under the PL 480 Title IIM
ment. Agree-
The Government of Haiti will be responsible for the recurring
costs of the national health service, including salaries, drugs
and supplies, vehicle maintenance and training, all of which are
additive to currently estimated project levels.
 



An Initial Environmental Examination has been completed and concluded 
that the Project will not result in any significant detrimental impacts

on the human environment. The AA/ILAC has concurred in the recommended 
Negative Determination. 

The Interagency Group on Human Rights and Foreign Assistance has

reviewed and cleared this Project for authorization.
 

The Project is included in the FY 1979 Congressional Presentation for

$9.475 million. An Advice of Program Change notifying the Congress of

A.I.D. 'splanned FY 1979 authorization of the Project was forwarded on

October 30, 1978. The 15-day waiting period expired on
 
November 13, 1978.
 

The LAC Bureau's Development Assistance Executive Committee (DAEC)

reviewed the Project on September 22, 1978, Revisions reconmended by

the DAEC have been incorporated into the PP, Since Haiti is classi
fied as a Relatively Less Developed Country, procurement of goods andservices may be authorized from countries inA.I.D. Geographic Code 941

and the host country. The following are exceptions for uhich waivers
 
have been requested by the Government of Haiti:
 

(1) The Project requireE the purchaze of 237 kerosene-operated

refrigerators to store vaccines and serums at dispensaries in rural
 
areas that do not have electricity. Kerosene is the only reliable

and economical fuel available inmost of rural Haiti, 
No other type

of refrigerator can provide cold storage for vaccines and drugs at the

dispensary level. 
STATE 076329 (.arch 27, 1978) indicates that such

refrigerators are available only in Sweden. 
Therefore, a procurement

source and origin waiver to Code 899 (Free World) is requested for the
 
purchase of these refrigerators,
 

(2) A waiver of A.I.D. requirements for*formal competitive bidding pro
cedures to permit proprietary procurement of 46 Jeep vehicles is
 
considered necessary by the Haitian Ministry of Health (DSPP),

The vehicles are to be used to improve logistics and supply support

to the RHDS and to help strengthen central, regional and district

level health administrative activities. A new transportation system

isbeing established for the RHDS, based upon an expansion of the

existing National Malaria Eradication Service (SNEM) transportation
system. 
As stated in the DSPP's Letter of Application for the RHDS 
Project, the DSPP proposes to standardize the transportation system
using the existing SN i~ fleet. The DSPP/estinghouse Health Service 
Inventory of the SNEM fleet (See Annex II,Exhibit 4 of the Project

Paper) indicates thrt approximately 100 out of 119 vehicles are of

Jeep manufacture. 
The Mission and the DSPP/WI-S Team conducted ex
tensive surveys of the type of vehicle that would be needed to support
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the new system, and discussed the RHDS vehicle needs with local representatives of U.S. manufacturers. The conclusion of this survey was
that Jeep vehicles are the only vehicles which can be fully servicedby the SNEVDSPP garage system and that will have access to a reliable
supply of spare parts. 

Therefore, the DSPP bases its request for a 
waiver on: 
 (a)the current
widespread use of Jeep vehicles by SNEM, leading to a decision to
standardize the RHDS fleet; (b) the existing local service capabilityof SNBI mechanics; and (c) minimal ability of other U.S. manufacturersto meet the conditions of the proposed purchase. 
 In accordance with
the provisions of A.I.D. Handbooks 11 
(Ch. 3C9a) and 15 (Ch. 3C4c),
these criteria constitute a basis for issuance of a waiver permitting
proprietary procurement. 
SER/COM has reviewed the information provided by the DSPP and the Mission (Annexes II and VIII to the Project
Paper) with respect to this request and considers a waiver to be welljustified. 
Therefore, it is requested that a waiver permitting the
proprietary procurement of 46 Jeep vehicles for the RHIDS be approved.
 

(3) The Project requires the local procurement of five Jeep vehicles
in order to provide timely transportation to the health agent training teams which must begin work in rural Haiti by the sixth monthof the Project in order to synchronize training with the constructionof rural dispensaries. 
 Current vehicle delivery time from the U.S.
to Port-au-Prince is 9-12 months and therefore procurement in the
U.S. would seriously delay this crucial 
facet of the Project. Under
the provisions of A.I.D. Handbooks 11 
(Ch. 3C9b) and 15 (Ch. 3C5),
commodity procurement necessary to avoid a serious delay in the
project constitutes a justification for a waiver of formal competitive
procedures. 
 Therefore a waiver permitting the emergency procurement
cf five Jeep vehicles in Port-au-Prince is requested.
 

Because the ability of the GOH provideto the counterpart funds required for implementation of this Project is largely dependent upon
the generation of local currency through the P.L. 480 program, the
Btreau and Mission have agreed that no development assistance funds
w,.I be obligated until the proposed P.L. 480 Title III agreement

hLs been signed.
 

Recommendation: 
 That you (i)approve the Haiti Rural Health Delivery
System Grant and sign the attached Project Authorization and Request
for Allotment of Funds, thereby authorizing a grant of $5,650,000
for FY 1979 funding and approving incremental funding of the Project
up to $16,000,000, subject to the availability of funds; and (ii)
approve the above requested three waivers, certifying with respect to
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the source/origin waiver to Geographic Code 899 (clause No. (1) above)that the exclusion of procurement from Free World sources would
seriously impede attainment of U.S. Foreign policy objectives andthe objectives of the Foreign Assistance Program.
 

APPROVED:__ ,_._ ___
 

DISAPPROVED:. 

DATE: _"_-_7__ 

Clearance:
 

GC: h7Ball Date 29162
 

IAC/DR:TVSRhodM 12/5/78 Ext. 29162 
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DEPARTMENT OF STATE 

AGENCY FOR INTERNATIONAL DEVELOPMENT 
WASHINGTC)N 

tHE ADMINISTRATOR 

PROJECT AUTHORIZATION AND REQUEST FOR ALLOTMENT OF FUNDS
 

Name 	of Country: 
 Iditi
 

Name 	of Project: 
 Rural Health Delivery System

Project Number 
: 521-0091
 

Pursuant to Part I, Chapter 1, Section 104 of the Foreign
Assistance Act of 1961, as amended, I hereby authorize a
Grant to the Republic of Haiti 
("Grantee") of not to exceed
Five Million 'ix Hundred Fifty Thousand United States Dollars
($5,650,000) (the "Authorized Amount") to help in financin'9
certain foreign exchange and local currency costs of goods
and services required for the project hereinafter described.
The project consists of (i) construction and renovation of
rural dispensaries, warehouses, garage facilities and a
health center; 
 (ii) 	supplying and equipping such facilities;
(iii) training rural health service delivery and support
personnel; and 
(iv) 	provision of technical assistance to
help 	implement these activities 
(the 	"Project").
 

I approve the total level of A.I.D. appropriated funding
planned for this Project of not to exceed Sixteen Million
United States Dollars ($16,000,000), including the funding
authorized above, during the period FY 1979 through FY 1983.
I approve further incrcments during that period of Grant
funding up to $10,350,000, subject to the availability of
funds in accordance with A.I.D. allotment procedures.
 
I hereby authorize the initiation of negotiation and execution
of the Project Agreement by the officer to whom such authority
has been delegated in accordance with A.I.D. regulations and
Delegations of Authority, subject to 
the following essential
terms and covenants and major conditions, together with such
other terms and conditions 
as A.I.D. may deem appropriate:
 
I. 	 Source and Origin of Goods and Services
 

Except as 
set forth in Section IV. hereof, goods and
services, except for ocean shipping, financed by A.I.D.
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under the Project shall have their source and origin in
 
Haiti or in countries included in A.I.D. Geographic

Code 941, except as A.I.D. may otheirise agree in
 
writing. 
Ocean shipping financed under the.Project

shall be procured in the United States.
 

II. 
 Conditions Precedent to Initial Disbursement
 

Except as A.I.D. may otherwise agree in writing, prior

to the first disbursement, or to the issuance of docu
ments pursuant to which disbursement will be made under
 
the Project Agreement, the Grantee shall furnish to
 
A.I.D., in form and substance satisfactory to A.I.D.:
 

a. 	 Evidence that a separate Project Account has been
 
established at the National Bank of the Republic

of Haiti for receipt of A.I.D. and Grantee local
 
currency contributions to the Project; and
 

b. A time-phased implementation plan for the Project

which shall include a breakdown by year of the
 
regions within Haiti 
in which the Project will be
 
implemented and the activities that will take
 
place within each such region.
 

III. 	Covenants
 

Except as A.I.D. may otherwise agree in writing, the
 
Grantee shall covenant and agree to:
 

a. 	 Utilize all equipment and material financed under
 
the Project only for purposes of the Project and
 
for similar purposes after the life of the Proj
ect; and
 

b. 	 Provide all necessary resources to maintain de
livery of community health services at or above
 
levels attained under the Project after the Proj
ect has terminated, and to provide regular main
tenance for all health facilities, equipment,

vehicles and other non-expendable commodities
 
financed under the Project.
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IV. Waivers
 

a. 
 Kerosene refrigerators financed under the Grant
shall have their source and origin in countries in
A.I.D. Geographic Code 899 
(Free World).
 

b. 
 A waiver of A.I.D. requirements for formal compe
titive bidding procedures in order to permit
proprietary procurement of 46 Jeep vehicles is

hereby granted.
 

c. 
 A waiver of A.I.D. requirements for formal competitive procedures in order to permit local procurement
of five Jeep vehicles is hereby granted.
 

ACTING Administrator 

Date 

Clearance:
 
GC/LAC,JLKessler, 

4ki/ Date //
LAC/CAR,ENadeaujQ Date

LAC/DR, WRhodes !' Date i
LAC/DR,HBassfordh ' DateUL/
LAC/DR,WSigler 
 Date ,0

LAC/DR,MBrowni 7 Date
 
AA/LAC,AVadl z Date_

GC,MBall 
//? / . Date/ ;Z-

/PA .o _ Date ,/ 

GC/LAC,GMWXer:lb:12/5/78 

X29183
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I. 
SUMMARY AND RECOMNENDATIONS
 

A. Face Sheet
 

B. Recommendations
 

1. Grantee and Implementing Entities
 

The Grantee will be the Government of Haiti (GOH). 
 The executing agency for the GOH will be the Department of Public Health and

Population (DSPP).
 

2. Recommendations
 

It is recommended that 
a Grant be authorized to 
the Government
of Haiti, in an amount not to 
exceed $16.000,000 to finance dollar and
local currency costs of a 5-year Rural Health Delivery System (RHDS)
Project. The Grant described herein will be subject to 
the conditions

and covenants specified below. 
 It is further recommended
that source/origin waivers be granted as 
indicated in Section V of
 
this Project Paper.
 

C. Description of the Project
 

1. Project Coal and Purpose
 

The goal is substantial improvement by 1990 in the health of
the people of the unhealthiest country in the hemisphere. 
The purpose
is to 
reach 70 percent of rural Haitians, most of whom are effectively
without modern medical services, with low-cost basic preventive and
curative services, with emphasis on 
the former. The Project should
also result in a significant strengthening of the Ministry of Public

Health and Population at all echelons.
 

2. Description
 

This Project, which reflects experience with several pilot
projects, will establish over a five-year period an 
outreach system of
1,500 trained health agents supported by 550 trained auxiliary nurses.
These two 
groups form the Community Health 
..
ervice of the Department
of Public Health and Population (DSPP). 
 The health agents will be selected with community participation, will be trained for three months,
and will return to the same communities where they will provide ser
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vices to an average of 1,500-2,000 people each. The auxiliary nurses will
be trained for nine months; two will be assigned to each of 275 dispensaries, 
 will, have supervisory responsibility for five or 
six
health agents and will provide referral services for problems beyond

the capacity of the health agents to treat.
 

D. Financial Summary
 

The total cost of this five-year Project will be $33.3 million.
AID will grant fund $16.0 million, The Government of Haiti's contribution will total $17.3 million, of which a substantial part is expected to comefrom PL 480 Title III resources. 
 The basic cost-sharing formiula calls
for AID to finance investment expenses: construction ($5.3 million),
equipment and supplies ($1.4 million), vehicles 
($1.2 million); training ($1.9 million), 
and technical assistance ($2,4 million).
 

The Government of Haiti will be responsible for recurring costs
all of which are additive to current levels: 
 salaries ($11.5 million),
drugs and supplies ($2.5 million), vehicle maintenance ($1.5 million),

and training ($1.3 million).
 

The only exceptions to 
this formula are AID financing f (a)
the first year's salary for all health agents needed by the Community
Health Service and selected training, evaluation, and support system
personnel ($1.6 million) and 
(b) the first years drugs and supply requirements of all health agents and dispensaries, and certain support

sections ($1.1 million). 

These exceptions to the basic cost-sharing formula were negotiated with the Minister of Health who wanted 
to finance salary and drug/supply expenses from the grant. 
 When we pointed out that
this would be inconsistent with the intent of the Title III program
and could leave a requirement: 
for an enourmous GOH budgetary increase
after the program terminated, he agreed to 
the one year approach,
under which GOH assumption of responsibility for these costs will be
gradual. 
He remains concerned, however, about over-dependence on
Title III, particularly since there are likely to be substantial additional DSPP salary reform demands placed upon it 
(See Section I-E
 
Issues).
 



Summary Financial Plan
 

(us $ 000) 

AID GOH TOTAL 

Construction/Renovation 
Drugs 
Equipment/Supplies 

Vehicles 
Main t chance 
Personnel 
Training 
Technical Assistace 
Evaluation 
Contingency 

5,257 
967 

1,413 

1,203 
-

1,630 
1,855 
2,422 

100 
1,153 

-
2,187 

307 

-
1,493 

11,478 
1,296 
-
-
559 

5,257 
3,154 
1,720 

1,203 
1,493 

13,108 
3,151 
2,422 

100 
1,712 

Total 16,000 17 20 33,320 

48.1% 51.9% 
 100.0%
 

1. ProjectCost 

The RHDS Project will be the largest in AID's current Haiti portolio. The estimated life-of-project (LOP) total is $16.0 millicn inJD grant funds and $17.3 million in GCH counterpart contribution.teady refinement of the Project design during the past 12 monthsifintensive review resulted in increased estimates for the LP totals$5.7 million for AID in the FY 78 CT; $8.475 in the FY 79 CP; and11.839 million in the FY 80 ABS). 

The major sources of increased cost for AID (over the FY 78 CP) has been,a) the addition of construction and renovation of facilities (warehouses, gaages, dispensaries, etc,), or $5.257 million; (b) the decision to payhe first year salary expenses of new ccimiunity health personnel, or1.630 million; (c) provision of $1,153,000 for contingencies; and1) the addition of $100,000 to fund independent evaluations during
ie LOP. These additions total $8,040 million. 
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Detailed project analysis indicated that an increased volume

of drugs and medical supplies was needed to provide a minimun basic

inventory 
for the national health system. Equipment and supplies

were also increased to support additional warehouse capacity, 
 as

well as to create a new facilities maintenance capability in the

DSPP. These increases combined added another $2.160 million to

AID's contribution. While there has been 
a 176% increase over the
LOP total for AID shown in the FY 78 CP, the averaqe cost works out 
to about $3.2 million -- annually-about $1.30 per year per beneficiary-which is not a large siun considering the direct benefits to Haiti's 
rural poor. 

The GOH contribution has increased by $13.9 million (or 410%)over tile FY 78 CP. The Government's projected share of total Project

cost has increased even more dramatically from 37% to 52%. 
 The major
ity of this increase is attributable to GOH assumption of responsi
bility for recurring costs of the RHDS (e.g. personnel, drugs and

medical supplies) after one-time AID financing. 

2. Title III
 

The DSPP's budget is about $8 million per year. The $17.3 mil
lion estimated additive costs over 5
of the RHDS the next years will

require quantum increases to the budget.
 

The GOH cannot implement a rural health services program without
 a significant infusion of funds to supplement their 
rwn resources, 
even assuming a significant improvement in GOH resource mbilization.

USAID proposes to make the necessary additional funds available under
 a Title III Agreemnt now being negotiated with the GOH. Under the
 
terms of such an Agreement, the DSPP would join with USAID 
 to identify
civil service and other changes to be accomplished with Title III proceeds. 

In view of the overriding need for these resources to insure adequatebudgetary support of a nation-wide health delivery system, USAID believes
that all AID disbursements under the RHDS Project should be contingent
on GOH acceptance of the terms of a Title III Agreement. Should the GOreject the Title III proposal, we wuld want to substantially redesign the 
RHDS Project.
 

3. Integration of Health Delivery Services
 

The DSPP hopes by the end of the RHDS Project to have integratedthe services provided by the Division of Family Hygiane, the Bureau of
Nutrition and (malaria incidence permitting) SNEM into the-nation-wide healtlh delivery system. An integration plan for SNEM is required underproject 521-0086, Strengthening Health Services II, by December 31, 1979.Under this Project, certain movesspecific toward integration are already anticipated, such as the merger of the SNEM and DSPP transportation 
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systems. Conditions Precedent for this Project would require integration plans for the Division of Family Hygiene and the Bureau of
Nutrition within 2 years after the Project Agreement is
ever, the DSPP's view of how signed. Howto proceed with integraticnfinished product should look like is 
and what the 

not yet clear. 
USAID is mindful that integration will constitute major organizational upheaval, which will be cx plicated by external donor supportfor the separate, vertical health services system.blems (and possibly implementation delays) 

We can expect pro
of personnel, the as a result of dislocationstime necessary to agree onand guidelines, merged operating proceduresand normal lag before people learnsystems at full efficiency. to operate in mergedService functions,the mechanisms service personnel andfor delivering services will receive priority attentionin the integration process.
 

This focus should insure
the rural that effective services areareas while allowing time for provided tosomeof inter-organizational of the knottier problemsrelations and programstaffs jurisdiction among centralto work themselves out without bringing the RHDS Project to a halt. 
4. Regionalization Program 
The National Health Plan callsadrdnistration for decentralization of healthto six Regions under which supervision of the existing11 Districts would be consolidated. TheRegions in the North (Cap-Haitien) 

DSPP has only recently establishedand in the South (Cayes). Neither isfully staffed or providing the full rangeresponsibility which of services or administrativeare supposedSpecific approaches and procedures 
to emanate from the Regional level.arethe two Regions, developing very differently ineven within the frameworkby DSPP. A schedule of overall guidanoe providedfor creating the remainingformally approved, since the 

four Regions has not been 
Regions before comitting 

DSPP desires more experience with the existingresources elsewhere.and headquarters of 
Nor have the boundariesall the Districts be- finally determined.
 

Under 
 the RHDS Project, it is proposedor renovation of Regional to finance constructionand District warehouses, Regionalvehicles and training and District
 
supply and 

of Regional and District support personnel.
logistics system reaching down The 
gents is to auxiliariespredicated and healthon the e.xistence aofapparatus in at least a minimnal administrativeeach of the Regions and Districts.haps a 50% chance that one However, there is peror more of theadequately staffed by the 

Regions will not be created ortime we are readytrain personnel, etc. 
to construct warehouses,There is also some possibility that scme Dist :ictswill not be clearly defined and/or the location of their headquarters 
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identified. It is not absolutely essential to the successful cperation of the rural health delivery system that the ccaplete Regionalstructure be in place. Mere Regional administrationthe RHDS does not exist,rrojectwill not finance Regicn-based facilities, training,etc.
 

Existing Districts will assume the responsibilitiesRegional structure, of any missing 
health workers, 

and will channel supplies and supervision to fielduntil the Region cames into beingentity. as an administrative(The presence of a District administrative structureessential and has been made is, however,a CP to disbursement for District levelfacilities). Adjusts will be made in Project fundingexpand both central and as needed toDistrict warehouse and transport capabilitiesto insure that support services are provided if Regional structures are not in place. * 

5. Referral System 

A basic premise of the G0H national health system isccmmunity health program will provide that thethe most importantthe rural population and modern link betweenmedical(health agents and auxiliaries), 
care. Beyond the first levelthe DSPP proposes a graduated systemof health facilities for referral of patients requiringcated treatnt. more sophisti-

Health Centers, 
The system would range from least sophisticated atcarethrough District Hospitals, to the most sophisticatedRegional Hospitals. 

Under the DSPP's plans for regionalization,cilities would have three existing fato be up-graded frnm Districta status to providetotal of six Regional Hospitals. Several Health Centers would haveto be up-graded to serve District Hospitals.be a sufficient number 
as There will almost 

planned AID 
of Health Centers provided through current orand 1DB assistance. llHwever, they will not besuch a way as located into provide even coverage of the rural population.are, for vanple, Thereno Health Centers in the Hinche or Jeremie Districtswhere 700,000-800,JO0 At predoninantly rural people reside.
hand, same On the other
Heatrn Centers are 

one 
also far above required standards (e.g.50-bed unit in the North Region).
 

No definite source of funds has been 
 identified to support upgrading of facilities 
provide 

to Regional and District Hospital status, or toHealth Centers in Hinche and Jeremie.age of the rural population may have 
Thusa certain percent

to make due withreferral system less than a full. The absence of Health Centers in Hinche and Jeremiemay also pose a problem for the RHDS,vision will have 
since supplies, payroll and superto be provided from District Hospitals at a substantialdistance from many of the dispensaries served. 



i -8-

The Canadian Governrment (through CIDA) is considering financingsane up-grading needed to coplete the District and Regional Hospitalsystem. However, it is not yet clear that demand for services beyondthe dispensary level will warrant major additional investments, particularly at the most sophisticated levels.is Once the rural populationreceiving reliable basic care at the ccmmunity level, patient pressure on more sophisticated facilities may decline, or it may increaseas people beccime aware of how modern medicine can meet their medical. needs. The DSPP and USAID will observe carefully trends in demand forservices beyond the dispensary level by the rural populace. USAID maypropose a follow-on project for ccnstruction of Health Centers in Hincheand Jeremie and/or up-grading of more sophisticated facilities if thesituation warrants. 

6. Imp mentation Schedule
 

It is absolutely essential 

flow 

that support, supervision and suppliesto health agents and rural dispensaries in an uninterrupted streamand on schedule. If the system cannot provide sufficient support forthe ccm nity health program, both workers and clientele will likely belost; and the RHDS may face the nearly impossible task of regaining theconfidence of the people and of its administrators.
 

Implementation of 
the Project will be extremely complex and difficult. Opportunities are numerous for schedule slippages which could impede the flow of supplies and support services. The DSPP and USAID recognize that strenuous efforts will be required on both sides (particularly in the critical first 18 months) to keep implementation onschedule. The Implementation Plan contained in the PP will serve as theimplementation plan for the Project (and will be referenced in Annex 1the Project Agreement). There will be to 
against the 

joint quarterly reviews of progressImplementation Plan, which will involve DSPP, USAID, contractors, and (as appropriate) other donors 
page 

to identify potential slipand assign responsibility for corrective action. 
The Project is designed to minimize

For example, if 
the adverse effects of slippage.dispensary construction is delayed (a very real possibilitywith 238 facilities involved), newly trained auxiliaries and healthmay be assigned to existing agentsdistpcns 'es, at least during the first yearof the Project. Disbursements 

proof that each 
for training also will be contingent onauxiliary and health agent has a definite rural assignmentto an area with usable facilities. Priority will be given to upgradingthe central DSPP warehouse 

vices 
and transport facilities so that support sercan be provided from this level, if onprogress Regional or Districtfacilities is slower than exqpected. 
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Since simultaneous supervision of diverse and numerous constructicnjobs throughout the country would be impossible for the DSPP and USAIDPRIDS Grant funds will be used to contract with a local A&E firm foroverall construction management. The Project Paper also calls for a sub.,.stantial input of technical advisory services to the DSPP to help implement the RHDS.
 

Nonetheless, 
 the magnitude of possible implementation problems underthis Project has earious implications for USAID monitoring capabilityand staffing. Until the DSPP has developed its own reliable systemsfor procurement of goods and services, USAID expectslaunch a to be asked tolarge quantity of Project procurement actions in behalf of theMinistry. Considerable direct USAID assistance will be needed to helpthe DSPP meet Conditions Precedent under the Project. We expect thatthe RHDS Project will require the full-time and attention of at leastone U.S. direct hire and one local employee in the Public Health Officeand one U.S. direct hire in the Office of Engineering. Substantial inputs of time will also be required from the Capital Development, RegionalContract Advjsor and Controller's Offices. 
Therefore, USAID wishes to
leave open the possibility of recruiting additional local or US directhire staff for implementation of the RIDS Project if experience so dictates. 

F. Conditions Precedent and Covenants
 

The Project Agreement will contain the following conditions and covenants.
 

1. Conditions Precedent
 

a. Conditions Precedent to Initial Disbursement. Except as A.I.D.
may otherwise agree in writing, prior to the first disbursement or issuance
of documents pursuant to which disbursement will be made, the Grantee will
furnish to A.I.D. in form and substance satisfactory to A.I.D.: 
(1) An opinion of counsel acceptable to A.I.D. that the Project
Agreement has been duly executed and ratified on behalf of the Republic of
Haiti, and that it constitutes a 
valid and legally binding obligation of the
Republic of Haiti in accordance with all of its terms;
 

(2) The name (s)of the person (s)designated as Project Manager
and other representative (s)authorized to act for the Grantee under the Project Agreement as well as signature (s)of such person (s)duly certified as
to their authority;
 

(3) Evidence that a separate Project Account has been established
at the BNR-I for receipt of AID and GOH contribution to the Project; 
(4) Signature of a 
Title III or comparable agreement which would
give assurance of GOH ability to meet its counterpart contribution requirements


under the Project.
 

(5) A time-phased implementation and evaluation plan, setting
forth when the Project will be implemented inte each of the six Regions in
Haiti and how people will be trained for each Region and how many dispensaries
and warehouses will be built ineach Region.
 

b. Conditions Precedent to Disbursement for Technical Services. 
Except
as A.I.D. may otherwise agree in writing, prior to disbursement or issuance of
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documents pursuant to which disbursement will be made for procurement of technical services, the Grantee will furnish to A.I.D. in form and substance
 
satisfactory to A.I.D.
 

(1) A list of the types of technical assistance required and

proposed schedule of arrivals;
 

(2) An executed contract (in accordance with AID Handbook 11. 
Chapter I)
with a firm, individual or other source acceptable to A.I.D. including 
a detailed
scope of services to be performed, and a statement as 
to how and where each technical advisor will be located (including provisions for office space, office

equipment and secretarial support as 
appropriate);
 

(3) The name (s) of the DSPP counterpart (s) assigned to work with the
 
technical advisor (s) for the duration of the contract;
 

(4) The following additional matprials Will be submitted for A.I.D.
approval prior to disbursement 
or issuance of documents pursuant to which disbursement will be made for specific categories of technical services;
 

(a) Information Systems. 
Final operating manuals approved by the
DSPP for installation of a nation-wide health information system.
 
(b) Personnel Management. 
 Approved functional statements and staffing
patterns for the central DSPP.
 

(c) Transportation Systems. 
 Evidence that a vehicle maintenance
plan has been approved for the central DSPP garage and multi-Regional garages.
 

c. 
Conditions Precedent to Disbursement for Construction 
or Renovation.
 
Except as A.I.D. may otherwise agree in writing, prior to disbursement or issuance
of documents pursuant 
to which disbursement will be made for construction or 
renovation, the Grantee will furnish to A.I.D. in form and substance satisfactory to
 
A,I.D.:
 

(1) An executed contract 
in accordance with AID Handbook 11 Chapter 1,
with a local engineering and architectural firm for management and supervision of
all construction and renovation activities under the Project.
 
(2) Plans, specifications, cost estimates and time schedules for carrying
out construction or 
renovation of each kind of facility stipulated in the Project
Agreement for the first year of the Project 
as well as evidence of clear Grantee
title to the land and/or that the facility is a designated part of the national
 

health system;
 

(3) An executed contract 
(s) for construction or renovation of the
specific facilities;
 

(4) Proof that the DSPP has or 
will provide satisfactorily for on-going
maintenance of each facility;
 



(5) 	For Regional warehouses, transport and any other Regional
level facilities, proof that a Regional administration has been created officially; and that sufficient counterpart staff and funds have been provided
at the Regional level to supervise and administer properly such Regional

Facilities.
 

(6) For District warehouses, transport and any other Districtlevel facilities, proof that the area to be covered by the District has
been defined; the location of the District headquarters has been officially
approved; and that sufficient counterpart staff and funds have been provided
at the District-level to supervise and administer properly such District
 
facilities.
 

d. 
Conditions Precedent to Disbursement for Commodities. Except
as A.I.D. may otherwise agree in writing, prior to disbursement or issuance
of documents pursuant to which disbursement will be made for procurement
of commodities, the Grantee will furnish to A.I.D. in form and substance
 
satisfactory to A.I.D.:
 

(1) Procurement of Vehicles and Garage Equipment.

A plan for strengthening the DSPP transportation system
and consolidating the transport, personnel facilities and commodities of
 

SNEM, BON, DHF with the DSPP system;
 

A schedule agreed to with USAID/Haiti for ordering,
receiving, and installing or putting into operation all vehicles and garage
equipment, as well as detailed specifications for such equipment, proposed
 
cost, source and origin.
 

(2) 	Procurement of Drugs and Medical Supplies.

A plan for strengthening the DSPP supply and 
logistics
 

systems; and
 

A schedule agreed to with USAID/Haiti for ordering, receiving
and providing to specific health facilities all drugs and medical supplies
(including specifications thereof) during the first year of the Project;
 

(3) 	Procurement of Warehouse, Dispensary and Other Equipment.

A schedule agreed to with USAID/Haiti for ordering, receiving
and installing or 
putting into operation all such equipment, as well as 
the
detailed specifications of such equipment, and proposed cost, 
source and
 

origin.
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e. Conditions Precedent to Disbursements for Training.
 

Except as A.I.D. may otherwise agree in writing, prior to disburse
ment or 
idsuance of documents pursuant to which disbursement will be made for
 
training, the Grantee will furnish to A.I.D. in form and substance satisfac
tory to A.I.D. for:
 

(1) Health Agent Training: An approved curriculum, schedule and
 
cost of training for the first year of the Project, geographic source (s)

of candidates and expected areas of assignment, and evidence that adequate

provision has been made to supervise and supply each agent trained.
 

(2) Auxiliary Nurse Training: An approved curriculum, schedule
 
and cost of training for the first year of the Project, geographic source (a)

of candidates and expected areas of assignment, and evidence that adequate
 
provision has been made to supervise, supply and house each auxiliary
 
trained.
 

(3) Environmental Sanitation Officer Training: An approved curri
culum schedule and cost bf training for the first year of the Project

(including the course started on April 4, 1978), the geographic source (s)

of candidates and expected areas of assignment and evidence that adequate

provision has been made to supervise and 
supply each officer trained.
 

(4) Other In-country Training: An approved curriculum and
 
training manual, schedule and cost of training (including per diem
 
schedule) for the first year of the Project, 
source and permanent assignments

of all candidates for training (including orientation and refresher training).
 

(5) Off-Shore Training: An agreement with an accredited university
 
to conduct a training and exchange program; an approved curriculum and
 
type of diploma or degree to be obtained. The names of proposed candidates
 
during the first year of the Project and criteria for their selection; proof

that each candidate will occupy a responsible position in the central DSPP,
 
rural health delivery system or National University Medical School upon com
pletion of training; and a signed commitment from each candidate to return
 
to Haiti and provide service to the DSPP for a period not less than three
 
times that 
spent in overseas training; or forfeit the proportioned cost of
 
the training not provided in service to the Government of Haiti.
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f. 	Conditions Precedant to Disbursement for Personnel Costs.
 

Except as A.I.D. may otherwise agree in writing, prior to
disbursement or issuance of documents pursuant to which disbursement
 
will be made the Grantee will furnish to A.I.D. in form and substance
satisfactory to A.I.D. a list of positions within the national health
 
system to receive Project-funded salary support and the estimated
monthly amount required per position for the first year of the Project.

Personnel costs to be supported by the COH as contributions to other

AID-financed projects will not be transferable to A.I.D. or Title III
funding under this Project when and if the personnel in question are

transferred to newly consolidated sections of the DSPP.
 

g. 	Conditions Precedent to Disbursement Subsequent to
 
Year One.
 

Except as A.I,.D. may otherwise agree in writing, prior to
disbursement or issuance of documents pursuant to which disbursement will
be made subsequent to Year one of the Project, the Grantee will furnish
 
to A.I.D. in form and substance satisfactory to A.I.D.:
 

(1) 
Evidence that drugs, medical supplies, salaries
and supervision are being provided by the DSPP to dispensaries and health
agents in the rural health delivery system, sufficient to maintain com
munity health services delivery at 
or above level foreseen in the Project
 
Agreement.
 

(2) Plans for each succeeding year of operations containing
information specified in Sections 4.3 (b.-e.) 
- Construction and Reno
vation, 4.4 (a.-c.) 
- Commodities Procurement, 4.5 (a.-e) - Training,
 
and 4.6. - Personnel.
 

h. 
Conditions Precedent to Disbursement Subseqent to
 
Year Two.
 

Except as A.I.D. may otherwise agree in writing, prior
to disbursement or issuance of documents pursuant to which disbursement

will be made subsequent to Year 2 of the Project, the Grantee will furnish to A.I.D. in form and substance satisfactory to A.I.D. plans and

schedules for consolidating the administration of the maternal/child
health and family planning program and the nutrition program with the
national health system administered by the DSPP, and for merging the
health services delivery mechanisms and personnel to these programs at
 
all levels.
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2. Special Covenants
 

a. Project Evaluation. 
The Parties agree to establish
an evaluation program which will, except as 
the Parties otherwise
 
agree in writing, include:
 

(1) evaluation of progress toward attainment of the
objectives of the Project;
 

(2) identification and evaluation of problem 
areas
or constraints which may inhibit such attainment;
 

(3) assessment of how to 
overcome such problems; and
 

(4) evaluation, to the degree feasible, of the impact
of the Project on the health status of rural Haitians.
 

This evaluation program will be subject to 
the conditions and frequencies

specified in Annex 1 to this Agreement.
 

b. Utilization of Equipment and Materials. 
The Grantee
agrees to utilize all equipment and materials financed under the Project
only for purposes of the Project and for similar purposes after the life
 
of the Project.
 

c. Post-Project Support. 
 The Grantee agrees to provide
all necessary resources 
to maintain delivery of community health
services-at or 
above levels attained under the Project after the Project
has terminated; and to provide regular maintenance for all health
facilities, equipment, vehicles and other non-expendable commodities
 
financed under this Project.
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II. BACKGROUND
 

A. The Problem
 

1. Suve 

The health standards for the Haitian population to be covered by
the RHDS are the lowest in the Caribbean and Latin America.
 

TABLE II-I
 

SUMMARY STATISTICAL DATA: Haiti*
 

Total Population 

4,818,738


Rural Population 

3,704,789


Urban Population 

1,113,949
Population-Density/Arable Land 
 410 persons per Km2
 Crude Birth Rate 


36.8/000
Mortality Rate (1-4 yr.) 
 45/000
Average life expectancy at Birth 
 52.2 yr.
Population Growth Rate 
 2.0%
 

*Haitian Institute of Statistics
 

TABLE 11-2
 

SELECTED INDICATORS
 
(per thousand) 

a. Crude Death / b. Infant Mortality Rate 
 c. Maternal Mortality Rate
 
Cuba 
 4.9 
 Cuba 
 29 
 Barbados 
 .21
Guatemela 13.9 
 Paraguay 
 84 Paraguay
Haiti 16.5 4.78


Haiti 
 149.0 
 Haiti 
 13.70
 
d. Nutrition
 

(percent of population)Country Normal 
 Mild 
 Moderate 
 Severe
 
Malnutrition 
Malnutrition 
 Malnutrition
 

Barbados 
 60.5 
 36.1 
 3.1 
 0.3
Jamaica 
 50.2 
 39.0 
 1.4
Dominican Rep. 
9.4 


49.5 
 38.6 
 10.3 
 1.8
Puyana 
 39.3 
 43.0 
 16.0

Haiti 2/ 1.7
 

20.0 
 40.0 
 30.0 
 10.0
 

1/ CAJANUS -
The Caribbean Food and Nutrition Institute Bi-monthly
 
Vol 10#5, 1977
 

2/ Mission estimate for children five years of age or younger.
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TABLE 11-3 
COUNTRY CVUDE DEATH RATE INFANT MORTALITY 

PER 1,000 POPULATION 
 PER 1,000 LIVE BIRTHS
 
Haiti 
 16.5 
 149.0
Colombia 


8.3 
 67.0
Costa Rica 

Dominican Republic 

5.9 54.4
 
6.8 
 48.7
El Salva^r 
 8.5 
 59.4
Guatemela 
 13.9 
 88.8
Honduras 
 14.2
Nicaragua 
7.6 

117.6
 
47.6
 

Source: Inter American Development Bank.
 

The moqt pressing general health problems are protein and caloric
malnutrition, tetanus, and gastro-intestinal diseases. 
 We estimate that
some 80% of the Haitian population under five years of age suffers from
mild to 
sever malnutrition. 
Tetanus, especially among babies of one year
old and less, takes a heavy toll. Umbilical tetanus accounts for a large
part of the 149.01/ per 1000 live birth rate of infant mortality. Lack of sewage
disposal and water purification are serious health problems in rural areas.
 
The most 
frequently reported communicable diseases in 1973, according to the World Health Organization, were the following: influenza 22%,
worms 21% malaria 18%, eiarrheas 1.4%, respiratory diseases 8%, and tubercu

losis 7%.
 

Communicable diseases cause approximately 26% of all deaths from
known causes. 
 Of these deaths, 63% are children under five years of age.
The DSPP estimates that because of poor diets, approximately 80% of children
five years of age and younger suffer from malnutrition. 
The mutual reinforcement of nutritional deficiency and communicable disease also accounts for
the high mortality and morbidity rates in the under five population.
 

The Health Sector Assessment indicates that in Haiti, as 
elsewhere
in the Caribbean and Latin America, the high rate of infant mortality is
due in large part to frequent death in the first twenty four hours of life.
Most Haitian women are not delivered by trained attendants.
 

1/ Almost all of the health statistics quoted in this PP are estimates made
from known cases, i.e. cases reported to hospitals. There is no way of
calculating the actual rate of disease specific deaths in the population

at large.
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The Mission and several of the consultants who have been involved
 
in preparing the RHDS Project Paper, have concluded that high perinatal

mortality here is largely due to prematurity and birth injuries, rather than
 
genetic defects.
 

2. Specific Health Problems
 

Malnutrition: In Haiti, malnutrition exacerbat 
disease and disease

exacerbates malnutrition. 
Most Haitians suffer from multiple nutritional

deficiencies. The most important nutritional disease is protein - calorie
 
malnutrition in children under 5 years of age.
 

There are approximately 800,000 children under 5 years of age in

Haiti. 
Best available data show that approximately 80% of these children
 
are malnourished based on 
a weight for age classification. Ten per cent may

be considered severely malnourished (3rd degree, Gomez Classification with
 
clinical signs of kwashiorkor marasmus) approximately thirty per cent may be

considered moderately malnourished (2rd degree). 
 The remainder, approximately

40% may be classified as 
ist degree, or mildly malnourished.
 

The reported deaths amoung children, expecially in the 1-4 age group

are attributed 
to diarrhea and respiratory infections. However, in light of
the statistical situation and based upon similar situations in other develop
ing countries, it seems highly probable that the underlying cause 
of death

is malnutrition. 
Had these children been adequately nourished, there is 
a

much higher probability they would not 
have died from diarrhea or respiratory
 
infections.
 

It 
is estimated that the daily per capita food consumption of Haitians
falls between 400 to 300 calories short of recommended levels. Hospital

records and data from nutrition clinics indicate that serious protein defi
ciency exists in the adult population. 
 In addition, vitamin A deficiency,

goiter (iodine deficiency),ariboflavinosis (ribloflavin - vitamin B12) and

folic acid deficiency are specific problems in certain regions and in certain
 
population subgroups. 
 The Health Sector Assessment has identified three
 
population subgroups, in addition 
to children under five, as 
high risk groups:

a) pregnant women; b) lactating women; and c) newly arrived rural poor in
 
urban areas.
 

Gastro-intestinal Diseases, Infant Diarrhea: These diseases 
are very
widespread in Haiti, as 
in most LDCs with poor sanitation, but morbidity and

mortality rates are unknown. 
The 1975 Health Plan examined the relationship

between mortality and disease in the country. 
With few exceptions, those
 
events which terminate fatally begin with an 
illness, not an accident, and
 
morbidity studies offer 
some insight into the causes 
of mortality.
 

The frequency of gastro-intestinal disorders reflects deficiencies

in environmental sanitation to a considerable degree. 
 Only a very few rural

residents have access to potable water, and modern sewage services are prac
tically non-existent. 
The majority of rural inhabitants lack the most rudi
mentary sanitary facilities. 
The 1975 National Health Plan indicates that
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the broad category of water and food related illness including gastro
enteritis, infant diarrheas, intestinal parasites and typhoid, account for
 
15% of recorded hospital admissions. Several qualified observers believe
 
that this category constitutes a major cause of mortality and morbidity

in the under five year old population and accounts for much of the morbi
dity in the population at large. Enteric diseases account for 3.5% of re
corded hospital deaths; 
86% of these deaths were among children under five
 
years old, while typhoid fever accounts for 1% of all hospital deaths.
 
Although the exact magnitude of the problem cannot 
now be estimated, it is
 
clear that effective coverage on a national scale will result in substan
tially fewer deaths.
 

Malaria: Morbidity rates are high. 
The number of positive malaria
 
cases and the slide positivity rate has increased dramatically from 0.2% in

1968 to 8.2% in 1972 (the variations appear to reflect local flooding and
 
hurricane periods) and to 15% in 1978.
 

TABLE - 11-4
 

MALARIA INCIDENCE
 

January January January 
to to to 

June 1975 June 1976 June 1977 February 1978 

Number of cases : 15,020 8,129 4,542 7,984 

Number of Slides examined : 180,123 216,238 75,706 44,770 

Source: SNEM Five Year Plan of Operation 1978-1982
 

It remains unclear, however, what accounts 
for the apparent recent increase.

The National Society for Endemic Disease (SNEM) and the DSPP 
will be
 
evaluating the SNEM program in light of the higher slide positivity rate

and expect to have recommendations on changes that need to be made in the
 
malaria program by early in Calendar Year 1979.
 

Tuberculosis: It is estimated that from 90,000 to 120,000 Haitians
 
suffer from tuberculosis, and 4,000 die from this disease each year. 
Recent

DSPP surveys estimate that 20% of the population under 15 have positive

tuberculosis reactions. 
Tuberculosis is an important cause of mortality and
 
morbidity in persons of all ages.
 

Tetanus: Tetanus neonatorum is considered an important cause of

infant mortality causing some 11,000 infant deaths per year. 
Data from the

Albert Schweitzer Hospital recorded in the 1960 S indicate that 14% of live
 
births died from tetanus. Vaccination of pregnant mothers 15-45 years

old at this hospital has cut the rate to virtually zero. The DSPP estimates
 
that 3.5% of infants whose births are recorded die from tetanus.
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Respiratory Illness: Hospital records indicate that the death
 
rate for patients admitted with pneumonia is approximately 45-50%. This re
flects either a reluctance to seek care until an advanced stage of the disease
 
has been reached or lack of appropriate care when they reach the hospital.
 

Typhoid: This disease is endemic in Haiti with occasional epi
demic outbreaks in local areas. 
 On the basis of sample area surveys con
ducted by UNICEF, PAHO and Schweitzer Hospital,over six thousand cases per
 
year are probable. 
Deaths from typhoid fever account for 1% of all hospitals
 
deaths.
 

B. GOH Resources and Organization for Health Programs
 

1. Health Facilities
 

Existiig health service facilities are described in the following

table. There are 179 facilities in the entire country, including the
 
national hospital (HUEH) in Port-au-Prince, regional hospitals, health centers
 
with and without beds and dispensaries. In addition, there are facilities
 
that are managed by government entities other than the DSPP, by private

voluntary organizations, or jointly run 
by the DSPP and other organization'.

The mixed facilities are usually owned or 
supplied by a private organization
 
and staffed by the DSPP.
 

TABLE II - 5 

FACILITY INVENTORY - DSPP, FY77 

DISTRICT DISPENSARY HEALTH CENTERS HEALTH CENTERS DISTRICT HOSPITAL TOTAL* 
(serves up to 
10,000 people) 

WITH 12-25 BEDS 
(serve up to 

WITHOUT BEDS 
(serve up to 

(serves up to 
250,000 people) 

40,000 people) 32,000 people) REGIONAL HOSPITAL 
(serves up to 
1,000,000 people) 

Belladere 3 
 1 0 
 1 5
Cap-Haitien 32 
 1 0 
 1 34
 
Cayes 11 1 
 1 
 2 15
 
Gonaives 7 
 0 0 
 1 8
 
Hinche 6 0 
 0 1 
 7
 
Jacmel 15 0 
 1 
 1 17
 
Jeremie 10 0 0 
 1 11
 
Petit-Goave 8 
 0 4 
 1 13
 
Port-au-Prince 24 17 
 1 5 
 47
 
Port-de-Paix 10 0 
 0 
 1 11
 
St-Marc 6 
 1 2 1 10 
TOTAL 132 21 
 9 16 178
 
* The National Hospital which is located in Port-au-Prince is not included in this total.
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The DSPP currently has a fleet of 83 vehicles; SNEM has 118 vehicles and
the BON and DHF have 30 vehicles. The WHS Transportation Report states that
one-half of these vehicles date from 1950-1971. 
The report further recommends
that these older vehicles be repaired or junked. 
 A description of the new
national transportation fleet to be financed under the RHDS is included in the
Detailed Project Description and a detailed inventory of the existing fleet

is included 
as part of the Institutional Annex.
 

Each of the proposed regional levels has some type of warehouse facilities.
However, most of the facilities need repairs (e.g. new roofs, windows repaired,
etc.). 
 None of the District level warehouse facilities are usable and new
facilities will be built to supply the health facilities in their areas.
will require a refrigerator or 
All


cold storage facilities to handle vaccines and
serums. 
 See the Detailed Project Description for discussion of the logistics
 
system.
 

Table 11-7

DSPP PERSONNEL, BY FACILITY TYPE, FY 77
 

POSITION 
 DISPENSARY 
 HEALTH CENTER 
 HEALTH CENTER DISTRICT TOTAL
 
WITHOUT BEDS 
 WITH BEDS HOSPITAL
 

Doctors* 
 58 
 88 
 27 
 321 494
Dentists 
 12 
 23 
 6 22 63
Pharmacists 
 5 
 7 
 0 
 5 17
Nurses 
 49 
 38 
 21 303 411
Auxiliary Nurses 
 150 
 126 
 50 
 484 810
Laboratory Technicians 0 
 33 
 8 49 90
Radiologists 
 0 
 0 
 0 13 13
Anesthesiologists 
 0 
 0 
 0 21 21
Sanitation Officers
 
and Inspectors 
 35 
 98 
 13 
 49 195


Others (Custodial

Personnel, etc.) 
 304 
 344 
 143 
 933 1724
 

Total 
 613 
 757 
 268 
 2200 3838
 

*Excludes Residents
 
Source: Defay Report, DSPP, July, 1977 Annex XII.
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Based upon Mission and DSPP visits and surveys by our respective

engineering offices, we estimate that 186 out of 251 public, private or
mixed dispensaries are usable with some renovation under this Project and

that 89 new dispensaries will have to be built (51 financed by AID, 38 by
IDB). The rest of the existing dispensaries are in such poor condition
 
that they are not worth repairing. 
Please refer to the Engineering Annex

for a description of the proposed construction activities under the RHDS
 
Project.
 

2. Personnel
 

Approximately 600 DSPP staff work at the existing 132 public dispensaries

currently in operation, including 150 auxiliary nurses. 
Another 1,025 DSPP

employees work at 30 health centers and 2,200 people work at 
the District

and Regional levels including Port-au-Prince. 
Under the RHDS, some shifts
in personnel will occur, and new personnel will be hired for auxiliary

nursing positions at 
the dispensary level, supervisory nursing positions
at the District Administration level and statistical and other administrative

positions at the Diqtric,- and Regional Level. 
Under the DSPP's regionalization

program, dispensaries will report to either a Health Center or 
the District

Hospital, depending upon which facility is more accessible. Six District

Hospital and Administrative units (3 in Cap-Haitien and 3 in Les Cayes) in
 
turn, will report to the Regional headquarters in Cap-Haitien (North)and Les
Cayes (South); while the remaining eight districts will continue to report

directly to the central level until they are regionalized. Table 11-7

includes a breakdown of personnel by facility type. 
 Table 11-8 shows the
 
current organization of the Ministry of Helth (DSPP).
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Little is known about the operations of the private and mixed facilities.

Several Westinghouse Health Services Team consultants 
(providing technical assfst
_ancto the DSPP under the Project 521-0086) have observed that Haiti does not

have the resources to support two parallel health systems in the rural area.
 
As soon as the DSPP has established an effective logistics, supply

and transportation system, 
 it plans to review the status of the mixed and

private facilities and begin to integrate them into the RHDS (or at least
bring them under active DSPP supervision). 
Until the DSPP has improved its
 
supply,- support, and personnel system in rural areas, private and mixed

facilities may offer better-service than the publicly-supported facilities

and should continue to onerate as seDarate entities until such time as the

DSPP can regularize a working relationship with them.
 

Table 11-6
 
Facility Inventory DSPP
 

Mixed and Private Facilities
 

HEALTH CENTER 
 HEALTH CENTER DISTRICT
 
DISPENSARY 
 WITH BEDS 
 WITHOUT BEDS HOSPITAL


DISTRICT 
 PRIVATE MIXED PRIVATE MIXED PRIVATE 
MIXED PRIVATE TOTAL
 

Cap-Haitien 27 0 5 8 
 0 0 
 0 40

Port-de-Paix 9 2 5 
 0 0 2 0 
 18
Gonaives 
 3 1 1 
 0 1 0 0 
 6
Hinche 
 6 0 0 0 0 0 0 
 6
Saint Marc 
 4 0 0 0 0 0 0 
 4
Belladere 
 2 0 0 
 1 0 0 0 3
Port-au-Prince 20 5 5 
 1 0 0 8

Jacmel 1 2 0 0 

39
 
0 0 
 0 3
Petit Goave 6 3 1 
 0 0 0 1 11
Les Cayes 15 
 3 0 0 0
0 0 18
Jeremie 
 10 0 0 0 0
0 0 10
 

Total 
 103 16 17 
 10 1 2 9 
 158
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3. Organization
 

The 1971 Health Service Act and the 1975 Health Service Regionalization
Act permit the DSPP to create six 
 health regions. The proposed regions
 
are:
 

Region 
 Estimated 1983 Population
 

Metropolitan 
 689,000

Northwest 
 694,000
 
North 
 909,000

West 
 1,102,000
 
Central 
 819,000
 
South
 
Total: 
 5,240,000
 

The six regions will eventually consolidate the existing health 
Districts.
Each region will function 
as a discrete unit with a full complement of medical
services. 
The system is characterized by the centralization of legal and 
normative authority at 
the national level and the decentralization of administrative
 
and managerial responsibilities to each region.
 

The reorganization plan is designed to: 
1) enable the DSPP to extend health
coverage to more people  both rural and urban; 2) facilitate the execution of
priority health programs; and 3) develop an 
effective infrastructure that can
support expanding health services. 
The DSPP considers the development of this
infrastructure to be a necessary prerequisite to expanding health services in
 
rural areas.
 

The regional strategy is based upon a pyramidal organization with a broad
base at the rural level providing basic curative and preventive services that
feed into intermediate and higher level facilities.
 

The six Regions' 
 will be divided into three Districts each, except for
two districts in the Northwest Region. 
 Each District will be covered by 4
to 5 Health Centers and 
an average of 16 dispensaries. Regional and District
administrative offices will provide supervision, support and administrative
 
services for the system's medical personnel.
 

A Regional Director will be the senior officer in each health Pegion.
A Regional Hospital Director will be in charge of 
the Regional Hospital..

The Regional Director will be a medical doctor and will have
 
a statf consisting of an 
assistant director, a full-time non-medical

administrator, and a staff of 6 professionals. 
 Regional and District Hospitals
with 25 or more beds will be served by 56 employees including four full-time
doctors. 
 Regional and District Hospitals with more than 50 beds will have

staffs of 100, including 7 full-time doctors.
 

The District Administrative Office will be headed by a District
Administrator and staffed by an 
assistant and 
a staff of approximately

four people with skills in statistics, personnel, budgeting and supply.
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North and South Regions
 

In mid-1977, 
the DSPP established the first Regional organization in the North
(Cap-Haitien). 
 The Regional Director and the Regional Hospital Director have
been working for about one year building their respective staffs, establishing
administrative and financial procedures and selecting staff for District
level positions. Very little organizational work has been completed at 
the
 
District level.
 

In mid-April, 1978, the DSPP selected 
a Regional Director for the South
Region including the Districts of Les Cayes and Jeremie. 
The DSPP hospital
in Les Cayes is being upgraded to serve as 
the Regional Hospital, and the
current director of the hospital will serve 
as 
the Regional Hospital Director.
The DSPP does not have a defirite timetable to establish District level

organizations in either Les Cayes 
or Cap-Haitien.
 

Regionalization in the North and South is being supported by a $6.3 million
IDB loan. The loan provides funds to build 
approximately 60 health facilities in
the two regions and to 
finance 2 of the 20 PAHO long and short-term consultants
to help implement the regionalization program in the North and South Regions
and at the national level. 
 Technical assistance focuses primarily on developing

administrative and financial systems.
 

Remaining Four Regions
 

The DSPP does not plan to establish the remaining four Regions until the
North and South Regions are 
operating effectively and efficiently. Considerable
staff time as 
well as technical assistance is being devoted to 
refining Regional
financial, administrative and management procedures before moving into new
geographic areas. 
 The DSPP and the IDB have scheduled an evaluation of Regional
activities in early 1980. 
 The DSPP will 1 insure that minimal Regional leveladministration is in place prior 
to the disbursement of funds for Regional
facilities construction or 
staff training under this Project. We expect that
the 1980 evaluation will indicate what type, when and in what order the
 
new Regions and Districts should be established.
 

C. GOH Programs in the Health Setor
 

1. Legal Basis
 

The DSPP's mandate, organizational responsibilities and structural
relationships date from the DSPP Health Services Act of August, 1971, and the
October 31, 
1975 Health Services Regionalization Act which established the
Bureau of Planning and Evaluation and laid the foundation for the 
current
Regional structure. 
Under these laws, the DSPP is responsible for the
supervision and control of all activities related to public health. 
 In July,
1975, the GOH published the National Health Plan, which directed trie 
DSPP
to bring about a fundamental reorganization aimed at achieving the gradual
extension of health services to rural Haitians.l/ Its main objectives are:
 

-/The Decree is included in the Strengthening Health Services II Project

Paner, Annex C.
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1) To set up the structure and standards for regional public
health operations and to achieve rapid health improvement throughout the
country through a systen adapted to the demographic, agricultural, economic

and organizational structures of each Region;
 

2) To define and institutionalize clear lines of authority within
the DSPP for planning, evaluation and execution of health programs;
 

3) To provide for:
 

a. Formulation, execution, and evaluation of GOH public
health programs and national health plans in accordance with Haiti's

broader economic and social development objectives;
 

b. Coordination of the National Health Plan with programs of
other GOH Ministries and activities of non-Government agencies working

in the health sector;
 

c. 
Formulation and enforcement of all rules, regulations,
and procedures to be followed by public health entities;
 

d. Identification and negotiation for new sources of financing

to strengthen the DSPP budget; and
 

e. Administration of health manpower programs.
 

As a result of this legislative authority, the DSPP has taken steps
to regroup the eleven existing health Districts into six health Regions
and 17 health Districts; and is in the process 
(with considerable PAHO
technical assistance) of issuing rules and regulations defining the 
MW
organizational structure and operating procedures. 
The new procedures
are being tested in the North Region (Cap-Haitien) and the South Region
 
(Les Cayes).
 

In October, 1976, the COH(CONADEP) issued the 5-year (1976-1981)
Development Plan, Volume II 
- Sectoral Plans, that 
set the following 5-year
objectives for the health sector: 
(a) to raise national life expectancy
levels to 55 years of age; and 
(b) to 
assure total health services
 coverage for all the population. The basic strategy to attain these objectives would be to extend and strengthen the health facilities network
 
within the new regionalied framework.
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S-x basic health programs are to be carried out by the DSPP concurrently

under the 5-year Plan:
 

(1) Regionalization of Health Services
 

-To install the necessary administrative and operational 
structures
in accordance with the Government's priority on the North and the South;
-To prepare technical personnel (both medical and paramedical);
-To construct and equip medical facilities in the North and South

regions.
 

(2) Maternal-Child Protection and Family Planning
 

-To lower the maternal, infant, and early childhood mortality rate.
 
-To integrate maternal/child health services and family planning.
 

(3) Campaign Against Endemic Diseases
 

-To progressively reduce the incidence of malaria.
 
-To extend vaccination programs to 
the rural areas.
 

(4) Campaign AgainstMalnutrition
 

-To diminish the malnutrition mortality rate among children 5 years

of age or younger.
 

(5) Strengthening of He. 
ch Services
 

-To improve technical and administrative capabilities within the
Health Sector.
 

(6) Medicines & Supplies
 

-To furnish the best medicines and medical supplies possible to

the people.
 

The DSPP hjs fernally requested AID assistance to help meet these

objectives.
 

2. Survey.of rurrent Activities
 

Approximately 70% of the DSPP's 1977 budget was devoted to personnel
who irere supposed-to deliver largely curative health,services:
15% was Approximately
spent on administration. 
 The remaining funds, 
about 15 percent of the
budget, was used for preventive health programs such as nutrition and
prevention of epidemic diseases.
 

http:Survey.of
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The distribution of health services favors the urban areas.
out Thirteen
of 25 of Haiti's public and private hospitals are located in Port-au-Prince.
Approximately 625 out of 830 medical doctors practice in Port-au-Prince.
The DSPP recently estimated that the existing facilities and staff that
serve the Port-au-Prince metropolitan area can handle a population increase
of at 
least 20 percent without requiring an increase in the level of medical
services. 
 One should add, however, that the quality of services provided by
these facilities is not 
high.
 

Haiti has a reasonably effective medical program by LDC standards in the
metropolitan area of Port-au-Prince, the District capitals and other larger
cities. 
The 700-bed National Hospital in Port-au-Prince provides comprehensive
medical care in all but the most complex and 
intricate medical treatments.
The six Regional and 11 District hospitals provide comprehensive but not 
elaborate
curative services in general medicine, pediatrics, surgery and obstetrics/

gynecology.
 

Because of low salary levels, many DSPP doctors, nurses and other professionals hold more than one job. 
There is a definite need to 
increase salary
levels for professional employees to 
a level which will reduce economic
 pressure to divert time to other jobs.
 

Other problems which affect the efficiency of the system include the lack
of funds for operating programs 
 and the problem of 
a system long dominated
by doctors trained in curative medicine and biased toward an urban service.
 

The DSPP does not 
know for sure how many people it employs.
It has identified approximately 4,000 employees, but health officials estimate
that between 6-8,000 people receive salaries. 
 This leaves very little money
to fund operating activities. It is anticipated that the proposed PL 480
Title III program will enable the GOH to reform its personnel system and
expand the operating budget for such needs 
as 
supplies, medicines, building

maintenance, and transport.
 

Supervision of physician3, nurses 
and others who work outside of the major
towns is slight. Personnel in the field 
are frequently not visited by their
supervisors for periods as 
long as 
six months. The DSPP information gathering
system is inadequate. 
No one knows for 
sure how many babies were vaccinated
with BCG against tuberculosis last year nor does anyone know how much was
spent for the vaccine, where it was 
shipped or who is giving injections.
The various field operating units in the DSPP submit reports very seldom,
and many of the reports are six months or more 
late.
 

Rational health planning is hampered by a lack of knowledge of the distribution and the determinants of disease. 
With the exception of work being
completed by the Westinghouse team, the research performed or 
sponsored by the
DSPP has been limited in scope. There is no 
 formal evaluation of existing
programs, although the Bureau'o 
Health Planning and Evaluation is in the process
of developing an evaluation capability with WHS assistance.
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Bright spots do exist. The Division of Family Hygiene (DHF), which
is actively supported by AID and other donors, has performed extremely
well in attempting to introduce family planning as 
an essential maternal
and child health care service. 
 The DHF has demonstrateda better technical
and managerial capability than any other DSPP entity. 
It uses salary
bonuses to attract qualified people and 
to provide effective service.
It is a well organized institution with good leadership and 
a dedicated
staff who agressivelv pursue its goals in a coordinated manner. 
It also
has much operational autonomy.
 

Several Private Voluntary Organizations (PVO's) have registered significant
accomplishments in reducing infant mortality rates and other diseases in some
geographic areas,such as at 
the Schweitzer Hospital in the Deschapelles area.
HACHO is currently operating 18 fixed clinics, four mobile clinics, and
20 nutrition centers in the Northwest. And there is 
a large number of successful
smaller programs administered by missionaries.
 

The anti-malaria program of SNEM began in 1964.
verge of success in the years 1966 to 1968, 
After arriving at the
 

the slide positivity rate of
malaria has been climbing dramatically from a low of 
0.2 percent in 1968 
to
a high of 15.1 percent in February, 1978. 
 A joint DSPP/USAID evaluation
of SNEM has been scheduled for January, 1979 to determine what actions are
needed to reverse 
the trend before it reaches epidemic proportioL,3.
 

The Bureau of Nutrition provides nutrition education and assistance to
Haitian families for prevention of malnutrition in their children.
primary vehicle for this education is 
The
 

In 
the Nutrition or Mothercraft center.
the Centers, parents of malnourished children learn basic dietary, health
and hygiene practices by participating in 
the recuperation of their acutely
ill children. 
 The Bureau of Nutrition directly supports 30 of these 
Centers
(120 direct beneficiaries 
 per Center per year) and supervises an additional
60-70 Centers run by Private Voluntary Organizations. In addition, the
Bureau of Nutrition is responsible for 'retrainin,' all health personnel in each
health region to 
improve the quality of nutrition-related health services
provided in the existing health system. 
This retraining is being carried
out on a region by region basis, to be concluded by 1980. Finally, the Bureau
of Nutrition's Agriculture Section (2 agronomes and 26 extension agents)
supports extension activities out 
of the Nutrition Centers including use of
improved seed varieties, land preparation, pest centrol, introduction of new
sources of food and income--i.e., rabbit production, beekeeping etc.
 

D. Pilot Rural Health Programs
 

This section assesses prior experience in Haiti with rural health
programs and its relevance to 
the proposed RIDS. 
Three projects were
evaluated: a) t'.e health agent pilot programs in the North and South Regions
(which are 
the closest in design to the RHDS and were financed by the AID MCH/
FP II Project) ; 
-
 b) the rural health project at Deschapelles (Albert
Schweitzer Hospital); and c) Projet Integre at Petit Goave. 
See Annex V
for the evaluation of these three projects by anthropologist br. Susane Saul-iers.
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1. AID Pilot Health Programs
 

The purpose of the AID-financed pilot health agent program, in
which both UNICEF and PAHO participate is to determine the feasibility
of using para-professionals to provide primary health care in rural areas
and educate rural people in preventive health care. 
 Particular emphasis

is given to:
 

1) improving health care of infants through increasing vaccinations againsc neonatal tetanus;

2) teaching proper dietary habits and treatment of infant illnesses;
3) increasing the spacing of children through the encouragement and
explanation of contraceptive methods;
4) promoting environmental sanitation activities such as 
latrine
building, charcoal filter pots for water (or boiling water) and keeping


animals at a distance from the house;
5) referring patients needing medical help to dispensaries; and
6) servicing those in need of minor care -; their respective localities.
 
The achievements expected from these programs are the following:
 

1) increased awareness and receptivity of the rural population to
modern preventive and curative care;
2) more rapid treatment of minor health problems by modern trained
 
personnel;


3) 
increased access of seriously ill persons to trained health per
sonnel;
 

4) decreased infant mortality; and
 
5) decreased birth rates.
 

The programs are only in their initial stages of development; 
consequently a full evaluation is not feasible at this time. 
However, an evaluation
of the training program and the candidate selection process 
can provide insights
useful to the RHDS.
 

Health agent selection and training follows the proposed RHDS format.
That is, health agents were approved by their communities and by the Regional
DSPP staff according to an examination and interview, and were trained in
three-month program at a Regional Hospital. 
a
 

Following the training, the
health agents returned to their localities, (but they did not receive their
diplomas for several months). 
 The 28 health agents in the North were trained
from August 1 -
October 1, 1977 at the Cap-Haitien Regional Hospital.They
worked from January to April, 1978, without salary and have worked since April
with a salary. 
They still had not received medicines at the time this PP
 
was written.
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Twenty-seven health agents were trained at the Les Cayes Regional
Hospital from August 8 to November 11, 1977, for the Southern region. 
 They
did not begin work until nearly the end of April, 1978, when they were
told they would start to 
earn a salary. They received their medical bags
and supplies at the end of June.
 

The two pilot areas show marked differences in their implementation
scheme, their support systems and social organization. The following
recommendations derive from Dr. Saulnier's comparative study of experience

thus far:
 

1. Extensive use should be made of radio to promote and explain
the health agent program before, during, and after training of health
 
agents.
 

2. Training courses should be as 
practical 
as possible and should
take place as much as possible in the actual areas where the health agents

will be working.
 

3. 
Emphasis must be placed on the importance of data collection.
Forms should be uniform throughout the country.
 

4. 
There should be a systei for following up on referrals.
 

5. 
Careful supervision of health agents is imperative.
 

6. 
DSPP should supervise the participation of private dispensaries
to assure conformity with the objectives and practices of the program.
 

7. 
Community sanitation programs should receive greater emphasis.
 

8. Health agent 
zones should be carefully surveyed to 
assure an
appropriate clientele in terms of numbers and distance.
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2. 	Community Health Program at Deschapelles (Albert Schweitzer
 
Hospital)
 

Four community health programs have been started a4- the
 
Albert Schwi4-zer hospital at Deschapelles. They are
 
Immunization Clinics, Tuberculosis Treatment Centers,
 
Demoqraphy and Family Planning Registry, and Nutrition
 
Centers and Health Agents. The Nutrition Centers have been
 
closed for about nine months due to problems of food distri
bution and high cost-benefit ratios. The following brief
 
description of the existing programs provide insight into the
 
viability of the RIDS concept.
 

a. 	 Immunization Clincs
 

IMmunization clinics are conducted by two 14-person
 
teams who go out nearly every day to immunize all women
 
against tetanus and DPT, weigh babies and check their "Road
 
to Health" cards, take blood pressure, and educate on health
 
prevention.
 

The best volunteers are selected from their local communities on the
 
basis of their interest and willingness to work. Vniin
teers are paid $1 per day. They work their way up to 
the
 
various skills involved, and are evaluated informally. The
 
top salary is $40 per month with annual merit increases.
 

Based on experience to date, three Conclusions should
 
be drawn:
 

-- Literate male agents tend to be more mobile, i.e.,
 
move about the countryside more than literate females.
 

-- The agents understand their roles better and there is
 
better communication with clients, when instructions and
 
reports are in Creole rather than French.
 

-- If teams go out improperly supplied (i.e., they run out
 
of serum), disappointed clients will be more resistant to
 
accepting aid on the next contact.
 

b. 	 Tuberculosis Treatment Centers
 

The tuberculosis tceatment program consists of
 
supervised therapy at village centers or isolated areas
 
and volunteer case finding through gathering sputum in boxes
 
and bringing it to the hospital for testing or performing
 
PPD 	skin tests.
 

The program has had an apparent impact in reduction of
 
tuberculosis cases in the area, but is only effective when
 
patients are actively sought out, rather than Waiting for
 
them to come in.
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C. ,Demographic Registry and Family P1anning
 

Demographic rpgistry reports (]birth, death and
migration) were developed in the community health office, and
data has been gathered by voluntary collaborators from 19681978 on approximately 500 persons 
(or 100 families).
supervisor is provided for every two workers. 
One
 

While important
for analyzing fertility and infant mortality rates and sex
differentials in mortality, no questions were asked on
nutrition or illnesses which could be used for measuring program
performance or planning for future health care programs.
 

The family planning program is limited to discussions
held by an obstetrician and two aids at the Albert Schweitzer

Hospital They provide information on different birth control
methods and their relative costs. 
These discussions are not
part of a community outreach program. 
None of the methods
discussed has been readily accepted. 
 In the case of the pill,
low acceptance may be due 
to the fact that women must return
to 
the hospital every month to resupply and pay a hospital
service charge of $1 (5 gourdes) each time. The hospital is
experimenting with handing out free pills to determine if the
hospital fee is 
the major obstacle to acceptance.
 

d. Health Agent-Dispensary Program
 

The health agent program is just beginning on a small
 
scale.
 

The program was initiated in cooperation with a local
community council which was willing to supply labor and materials
to build a dispensary. Construction was completed four months
 
later.
 

The plan is to build dispensaries around and within

walking or riding distance from the hospital.
 

Four health agents work out of the existing dispensary.
They are males who were trained in immunization clinics. These
health agents are selected on the basis of competency and
respect of community members, as well as of hospital staff.

Their functions are the following:
 

-- Promote
sanitation health education, especially environmental
 

-- Improve nutritional status by talking about dietary

habits and handing out beans from hospital harvests
 

-- Refer cases to the dispensary and hospital and identify

what problems are being referred
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-- Screen cases 
to determine those who are 2o sick they
cannot come to the dispensary or hospital or who need more
immediate treatment 

The health agents will not be allowed to deliver
medicines or provide primary treatment initially, but are
expected to work their way up to 
these skills gradually.
 
Due to limited funds, these agents will start working
only one day a week at first. Their salary will be from $5-10/
week depending on previous experience and they will be closely
supervised.
 

Two facets of the community health program of the
Albert Schweitzer Hospital
the RHDS: 

are relevant to the development of 
and 

local persons have been given paramedical traininghave been effective in deliveringpreventive health services, includingand curative Lasks, referrals, and data collection.Secondly, the health programs have demonstrated the need to
reach put to the rural people in order to improve health status.
 
3. Projet Integr 
 - Petit-Goave 

The Integrated Project for Public Health and Population
at Petit-Goave is 
a program of the Division of Family Hygiene
in whichI1Rc* and the Harvard School of Public Health have
participated. 
It is designed to provide health services to
a rural population in Southern Haiti.
divided into The service area isthree distinct regions, each with a populationof approximately 10,000, and each receiving a different level
of health services. 
The three levels were designed to provide a basis for comparing the relative effectiveness of
different intensities of service delivery.
 
The low service area has one resident "community collaborator" per 500 population serving on a pa:t-time voluntary
basis. 
 These people function as animateur4 
and assistants
to the full-time "community agents"
for each 2,000 population). (of which there is one
The community agent receives a
salary of $70 
month and a four-week training seminar at the
Division of Family Hygiene. 
Regular supervisory meetings with
other community agents provide continuing on-the-job training.
Duties include health inormation and education, 
 health surveillance, participation in community development activities,
and registration of vital events. 
 Each five community agents
have one supervisor.


* International Development Research Council (IDRC) for Canada.
 



The community agent and the community collaborators are
responsible for personally inviting each member of the population to come to "rally stations" (locations provided by
the communities) for the tri-monthly visit of
team a mobile medical
(one doctor and five medical aides). 
 Each three months,
every child under five is weighed and measured and his progress registered. 
Each member of the population is immunized
and immunizations are recorded. 
 The mobile team gives prenatal check-ups to pregnant women and worm treatment to children.
 

The medical service area has all of the above and also a
dispensary (one per 10,000 population). The community agent',s
job includes referrals to the dispensary.
 

In the high service area, the services are the same but
the dispensary provides some in-patient care.
 
Family planning activities in the low service area are
limited to the community agents handina out condoms to
couples who want them. 
The agents are resupplied at their
regular supervisory meetings. 
 In the other two areas, the
agents refer interested couples to the dispensaries.
 

The program has been well accepted. 
As of 31 December
1976, 96 percent of the population under four had received
the full series of DPT immunizations; 88 percent of the under
six year olds had received BCG; 
and 45 percent of the under
fourteen year olds had received polio immunization. Mortality
rates appear to havc responded favorably to the increased
availability of health services. 
 Infant mortality rates have
been substantially affected by the virtual elimination of neonatal tetanus. 
No useful conclusions can be drawn yet with
respect to the effectiveness of varying levels of service.
However, it appears that at least some of the intervwentions
proposed under the RHDS 
(e.g., vaccinations against tetanus)
can be expected to have a major impact on health status.
 

E. 
Prior AID Involvement in the Health Sector
 
1. Strengthening Health Services I #521-0070(FY74-77:" 

$5.2 Million)
 
The purpose of the project was to improve the health


of the rural population by:
 
1) strengthening the capacity of the DSPP to establish
priorities withllin the health sector through national health
planning, including an important data-gathering effort; and
 

2) continuing a program to control malaria.
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The health planning component included an analysis of the
proposed Bureau of Planning and a definitinn of its role. The
staff of the Bureau has been trained, and technical assistance
and equipment needed for planning and evaluation has been provided. 
The design of the RHDS flows importantly from the work
 
of this unit.
 

The project funded several studies by the Pan American
Health Organization (PAHO) in entomology and epidemiology

relating to 
the malaria control program, the results of which
 are presently being translated into operational programs.
 

?- Strengthening Health Services II #521-0086 (FY 77-82:
$7.5 Million). 

The purpose of Strengthening Health Services II 
is
to establish within the DSPP the ability to support the
planning, administrative, and operational tasks needed to
expand preventive and curative health services throughout
Haiti; and concurrently to reduce the incidence of malaria

sufficiently to allow inf-egration of the malaria control
 program into the Riiral 
Health Delivery Svstem. The project
has financed 23 additional months technical services of the Westing house Health Services Team, composed or two long-term and
 
several short-term consultants.
 

The DSPP, with the assistance of WHS, has prepared
a detailed inventory of DSPP facilities and manpower require
ments. 
Both studies have importantly influenced decisions on
the number of types of new facilities to be renovated or
built and the mix of training to be financed under the RHDS
Project. The Transport Plan has been based on a draft

analysis prepared by the WHS transportation advisor. The
Summary Information Report was prepared by the WHS statistical
advisor, who also has visited the health Regions and 
Districts
to discuss and help install the new information system.
 

The warehousing and procurement section of this Project
Paper is based upon an analysis prepared by the WHS logistics

advisor. The Community Health Service design, with emphasis

on health agents and auxiliary nurses, is the result of
extensive and detailed discussion by he Minister of Health's high
level Planning Committee. 



3. 
Maternal Child Health/Family Planning I #521-0071 (FY 7578: $1.1 Millibn)
 

AID has financed the construction of two MCH/FP
training centers, supervisory costs of the MCH/FP program,
training of DSPP personnel, operating costs of three model
MCH/FP clinics, and contraceptives.
 

4. Maternal Child Health/Family Planning II #521-0087 (FY 78
80: $3.9 Million) 

Under this project, 50 rural dispensaries will be
renovated; 50 community-based contraceptive distribution
organizations will be sponsored; 
200 rural health workers
and 140 auxiliary nurses will be trained (both groups will
be Community Health Service personnel); two voluntary surgical
contraception clinics will be established; and support will
be continued to the Division of Family Hygiene.
 

The integration of DHF 
 activities with the RHDS 
is treated elsewhere.
 

5. Nutrition Improvement #521-0075 (FY 76-78 SI.3 Million)
 

The project supports the activities of the Bureau
of Nutrition. (See IIA2, 
"GOH Programs in the Health Sector.")
A new intersectoral nutrition project is being studied; 
it
could lead to a significant expansion of nutrition activity
in FY 79 or 80. It will be closely linked to the RHDS.
 

6. 
Rural Community Development--HACHO #521-0061 (FY 76-7R:

$3.9 Million).
 

HACHO health activities are described in section
II. 2, "' Survey of Current Activities".
 

F. Other Donor Involvement in the Health Sector 
 -

1. UNICEF
 

UNICEF has two projects directly related to health
improvement. 
The main one, Regional Health Services and Environmental Sanitation (CY 76-79: $789,000) 
covers the North and
South Regions of the country and is 
a collaborative. effort
with the IDB. 
 The project gives priority to maternal child
health, communicable diseases, nutrition, dental care, environmental sanitation, safe drinking water and health education.
The objective is to improve regional -infrastructure, integrate
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rural health services, and support 
 decentralization of health administra
tion.
 

UNICEF assistance under this Project includes supplies and equipment
for dispensaries and Health Centers; construction of small potable water
systems and latrines; drugs; stipends for nurses and auxiliary studests;
subsidies for para-medical and medical personnel; and transportation facilities. 
The Project also is supported by the $6.3 million IDB loan and technical assistance from WHO/PAHO.
 

In the health field ,UNICEF provides support to the GOH to uparadehospital facilities; to establish new Health Centers at selected sites; and
to provide supplies and equipment to dispensaries. The Project totals
$85,000 for a two-year period (1978-79).
 

In addition, approximately $355,000 is being provided to develop
potable water systems for the Northwest at schools, Health Centers and community centers.
 

2. United Nations Fund for Population Activities (UNFPA)
 

In 1973, the Division of Family Hygiene (DHF) of the DSPP presented
international donors with a five-year plan for the strengthening of the MCH/
FP program. 
The plan was designed to expand MCH/FP services in urban and
rural areas, improve administration, train personnel, and provide relevant
information at the community level.
The first phase of the program (financed in part by AID)
took place between April, 1974,and December,1975.

January,1976 to June,1979, focuses on 

The second phase, from
 
extending MCH/FP activities into the
rural areas, and integrating them into the mainstream of DSPP services.
UNFPA is funding satellite clinics and urban facilities staffed by urban
outreach workers as called for under the DHF 
plan.
 

In addition, the GOH has asked UNFPA to fund a two-year project for
$586,000 to organize two preventive gynecologic centers in Port-au-Prince.
 

3. IDB
 

IDB is providing the DSPP with a $6.3 million loan called Expanding
and Improving Rural Health Services. 
 Its objective is the development
and improvement of preventive and curative health care 
in the North and South
Health Regions. 
The program includes developing architectural and
engineering designs for 
 Health Centers and dispensaries;. site
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acquisition and preparation; construction and equipment of dispensaries and
Health Centers with and without beds; construction of a health training
center; construction of annexes to existing Health Centers; and'reequipping
several Health Centers and a hospital in the South. 
Vehicles and administrative costs also are financed.
 

Under an agreement among IDB, DSPP and WHO/PAHO on 
technical cooperation, technical assistance is provided 
Pt 
the North and South Regions, cfor
the development of administrative and financial systems. 
Long-term and incountry training 
are offered in statistics, administration, maintenance,

and public health nursing.
 

4. PAHO
 

The PAHO program includes 15 rural potable water projects begun
in 1973-74, including technical assistance in administration and supply policy
and training. 
PAHO is providing eight technicians to the joint effort with
IDB and UNICEF in the North and South.
 

In conjunction with UNFPA, PAHO is providing the services of
expert in MCH to DHF. 
 an
PAHO also is giving technical assistance to SNEM for the
reduction of malaria incidence. 
Two PAHO experts are working in the Bureau of
Nutrition 
developing a nutrition policy. 
PAHO gives assistance to the National
University's School of Medicine in developing curriculum changes, and provides
its library with current books and documents. Scholarships in public health
fields are available through PAHO.
 

5. International Development Council 
(IDRC) for Canada
 

IDRC is providing approximately $750,000 to the GOH through the DHF.
Health is not 
a priority sector for IDRC and the amount of aid is limited to
materials and equipment for the training of auxiliary nurses operating in the
integrated rural development project (DRIPP) in Petit-Goave.
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III. PROJECT DESCRIPTION
 

A. Goal and Purpose
 

The long-term goal is to significantly improve the health
 
status of the rurcal poor by 1990. 
 The purpose is to provide access
 
to low cost preventive and curative medical services for up to 
70
 
percent of the Haitian population, now effectively outside the health
 
system, by 1984.
 

A dual approach is incorporated into the Project's design:

implementation of a nation-wide, low cost, rural health delivery system concurrent with the strengthening of the DSPP to manage that sys
tem. 
These two approaches are mutually reinforcing.
 

Implementation of the RHDS Project will provide the neces
sary incentives and practical experience to enable the DSPP to shift

from a largely clinical, urban-oriented program providing curative
 
services to Port-au-Prince and a few other urban centers 
to a program

emphasizing the delivery of preventive health care in rural areas
 
through paramedical personnel working out of numerous small dispensa
ries and the local communities.
 

The principal objective of this grant is 
to support the
 
development of the Community Health Service 
-- the outreach echelons
 
of health agents and dispensaries. The Project should result in sig
nificant decrease in morbidity and mortality rates; it should reduce

the birth rate; 
it should increase life expectancy at birth; decrease
 
infant and maternal mortality rates; and reduce the incidence of mal
nutrition, especially among children.
 

The second objective is 
to bring about major improvements

in the DSPP's management and administrative capability so that this

institution will be able to provide the necessary support and leader
ship for the integrated RHDS within the framework of a regionalized
 
health service.
 

B. Major Assumptions
 

The following major assumptions underlie the Project.
 

1. 
The DSPP will move ahead with its regionalization plan.
 

2. International donors will provide funds to support

the health sector above the dispensary level in 
a timely and efficient
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manner. 
The effective implementation of the Rural Health Delivery

System is based upon the participation of the IDB, PAHO, and UNICEF
 
in the Expansion and Improvement of Rural Health Services Project;

and continued AID funding of the Maternal Child Health/Family Plan
ning Project.
 

3. The GOH and AID will negotiate a PL 480 Title III or

comparable agreement to provide funds for the GOH to reform the per
sonnel system and to significantly expand the operating budget.
 

4. There is a sufficient number of persons quali
fied to be trained as health agents and auxiliary nurses for service
 
in the communities and dispensaries, and 
 the salary structure

($50.00 per month for health agents and $90.00 
 per month for auxil
iary nurses) will be aslequate to 
attract and retain qualified people.
 

5. The GOH will be able to maintain facilities, ve
hicles, and equipment financed by the RHDS Project.
 

C. End of Project Status
 

At the end of the Project, a Community Health Service Sys
tem will provide basic preventive health services 
to about 3,000,000 1/

rural Haitians. 
Trained community health agents and auxiliaries will

provide primary curative and preventive health care. They will:
 

1. administer medication for minor diseases and injuries,
distribute contraceptives, provide maternal/child care services to

females of child bearing age. Auxiliary nurses will provide slightly more sophisticated care, especially for maternal/child care ser
vice>;
 

2. refer patients to higher levels of the health system

when more sophisticated curative treatment is needed;
 

3. receive continuing supervision and logistic and admi
nistrative support from higher echelons; 
and
 

4. supply preventive health care information to cormmuni
ties on a continuing basis
 

1/ The figure of 3,000,000 is based on an average of 1,750 people per

health agent or 2,625,000 people. 
Health agents will not be needed in
 
areas close to the 225 dispensaries. This assumes 
an additional 1,360

people can be served by each dispensary.
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Under the Project, base line data will be collected during
the first year to establish more reliable data for infant mortality
rates, incidence of diarrhea in infants and children under age six,
prevalence and severity of malnutrition, and incidence of communicable diseases. 
 Eighteen months after the Project begins,
the DSPP and Mission will establish targets for the third, fourth
and fifth years of the Project for the above indicators. 
 Statisticians in the District Statistical Support Officeswill gather the
data using the forms that the Westinghouse Health Services advisor
has helped the DSPP's Statistical Section develop under the Strengthening Health Services II Project, 
A more thorough discussion of the
benefits expected to accrue from this Project, and intial estimates
of the Project's impact on health status indicators in Haiti are
found in Part IV.C.I (Economic Analysis)of this Paper.
 

D. Outputs
 

The basic outputs of the project are: 
 (1) 275 dispensaries staffed with 550 trained auxiliary nurses who support 1,500
trained health agents throughout rural Haiti; 
 (2) a supply and
logistics operation capable of supporting national, Regional and
local health delivery system; and 
 (3) trained upper echelon professionals to administer the RHDS at the national, Regional, and Dis
trict levels.
 

The following table summarizes the major outputs on an annual basis:
 

Output Year Year Year Year Year
1 2 
 3 4 
 5
 
Trained Health Agents 
 509 213
Trained Auxiliary Nurses 

182 646
 
136 84 
 114 226
Trained Environmental
 

Sanitation Officers 
 96 48 
 48 28
Dispensaries Constructed/

reconstructed 


74 39 51 
 73
Regional Warehouses

Constructed/renovated 


2 1 
 1 1 
 1
District Warehouse
Construction/renovation 

4 1 
 2 4
Central Garage constructed 


1
Central Warehouse constructed 

1
Regional Administrative


Organizations Established 
 2 1
Approved plan for Integration 
1 2
 

1 of BON and DFH 
 X
 

In addition to these major outputs, the following table provides
current estimates of program progress through RHDS service interventions, assuming the Project is implemented as planned:
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PLANNED-SERVICE INTERVENTIONS
 

" za on. 	 Health, Nutrit. -l._utrtj___ erenO
 
F.P., Enir.Edu. 
 Nutrtion Inter on I erics
 

Yearofiven 1 of g vn ic 
 t. #Ind v. #treat
DPT imm 	 trat. 6 Irefer.7)CG Imun. group46 3) discus.4) iron Def. 	
-TI~ f rst 1prunit; fpranat,1S

1979 300,000 100,000 	
diet.def. serv.cases rehyja aid 9) vis12,500 312,500 100,000 	 viSfi s C2s-s100,000 
 5,000 10,000 500,000 50,000 5,000 • 2,000
1980 600,000 200,000 
 27,500 687,500 200,000 200,000 
 15,000 25,000 
1,000,000 150,000 
 20,000 .5,500
1981 600,000 200,000 50,000 
1,250,000 300,000 
 300,000 50,000 
 75,000 2,000,000 200,000
1982 	 40,000 9,500
450,000 150,000 
 75,000 1,875,000 400,000 400,000 
 100,000 150,000 
2,500,000 250,000 
 qU,000 12,500
1983 450,000' 150,000 75,000 
1,875,000 500,000 
 500,000 200,000 
200,000: 3,000,000 300,000 
 75,000 15,000
1984 450,000 150,000 75,000 
1,875,000 500,000 
 500,000 200,000 200,000 
3,250,0n0 315,0U0 
79,00D 15,800
1985 450,000 150,000 
 75,000 1,875,000 500,000 500,000 200,000 
200,000 3,500,000 330,000 
 83,000 16,600
1T8G 450,000 150,000 75,ooo 
 1,875,000 500,000 
 500,000 200,000 
 200,000 3,800,000 350,000 87,000 17,400
!1987 450,Q00 150,000 75,000 
 Ad75,ooo 500,000 
 500,000 200,000 
 200,000 4,100,000 365,000 
91,000 18,200
450,000 150,000 75,000 1,875,000 500,000 500,000. 200,000. 200,000 4,500,000 380,000 
95,0G3 19,000
! ::9 450,000 150,000 
 75,000 1,875,000 500,000 500,000 
 200,000 200,000 5,000,000 400,000 100,000 
 20,000
 

I) N- of given DPT Imiunizations

2) NrlL-r of given BCG m1Munzations 7) Number of Referrals of severe cases
3) Nrruer of croup Discussions/ ectures 8) Number of children Orally Rehydrated
9) Number 
 First aid and sinple treatrents perforned4 Nzetx-: f individuals discussion5) Nr. L 	 10) Numr of Prenatal visitsf Individuals treated for iron eficiency6) Nt=Li-: of Individuals 	 10) Nrrber of Prenatal visitstreated for dietary deficiency 12) Nuiber of referrals of ccuplicated obstetrical cases 
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During the five year implementation period, the Project
will provide $16.0 million in grant funds and the GOH will provide
$17.3 million to 
support the RHDS Project. 
The GOH will use PL 480
Title III and/or other available funds 
to meet its counterpart contribution requirements under the Project.
 

F. Detailed Description
 

1. 
Community Health-Service
 

Approximately 
70 per cent of the population of Haiti lives in
rural areas with 1,500-2,000 people (300-400 families) that can be reach
ed by a health agent. These "communities" lack even the most rudimentary health facilities. 
Where health facilities do exist, they often
are not used by rural Haitians because of distances and because many
of the facilities are poorly equipped and inadequately staffed and
supplied.
 

Experience with HACHO, at 
the Schweitzer Hospital at Deschapelles, and elsewhere in the Caribbean and Latin America has shown
that greater health coverage of the rural population 
and reductions
in morbidity and mortality can be achieved by bringing simplified
health services 
to homes and communities of potential recipients, 
rather than waiting for them to seek care. 
 For this reason, the DSPP
has placed top priority on creating a community health service to
meet health care needs emphasizing preventive care in rural 
areas.
 

The RHDS contemplates the establishment of the Community
Health Service in 1,500 rural areas

trained health agent will serve 

served by 275 dispensaries. Each

1,500-2,000 people. 
Where dispensaries are to be located auxiliary nurses will provide direct 
care to
the immediate population. 
The target coverage is based upon experience
under pilot activities and community health projects administered by
the DSPP in the North and South regions, Petit-Goave, and Grande Riviere du Nord, and by the 
Schweitzer Hospital at Deschapelles.
 

Two trained auxiliary nurses will live at each dispensary.
They will supervise and supply 5 or 6 health agents and provide preventive care and primary curative care for 8-10,000 rural inhabitants.
 

a) Organization
 

Health agents will "set up shop" in the local community center or in their homes. 
 They will work eight hours per day. Their.wQrk
will include visits to patients' homes and 
to local schools and markets, as well as 
consultations at 
their own homes.
 

The DSPP eszimates that each health agent may be able to
visit or 
treat an av-.rage of 150 families per month. 
The health
agents will have supplies and training to treat 
the most common mala,
dies in rural areas, e.g., 
headaches, worms, diarrhea, respiratory
infections, minor cuts and infections. 
They will provide information
on family planning methods (and distribute contraceptives), nutrition
and community sanitation. In addition, he/she will refer those people
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that cannot be treated in the community to the dispensary, the next
 
higher level in the health chain.
 

The dispensary will provide each health agent with basic
 
supplies including a thermometer, gauze, cotton and band-aids; possi
bly a convertible valise bag/table to carry drugs (it folds out into
 
a free standing table); a uniform and small badge identifying them
 
as health agents; writing materials; and a supply of drugs (See Annex
 
VII)
 

Health agents will be supplied and supervised
 
by auxiliary nurses at dispensaries within one day's journey.
 

Each dispensary's two nurses will be responsible for
 
preventive and curative health care including nutrition information,
 
maternal/child health care, environmental sanitation and communicable
 
disease control programs. The average dispensary will be able to
 
handle 35-40 patients per day. The dispensaries will be supplied

with adequate supplies to provide treatment for most illnesses or in
juries that do not require a medical doctor's diagnosis or supervision.
 

The DSPP Regional administrative apparatus will be utilized
 
to manage and administer the RHDS. Of the original 11 health Districts,
 
three have been organized into two Regions; the remaining eight Dis
tricts will be consolidated into four Regions. The Regional organiza
tion will be supervised by a Regional Director (amedical doctor) with
 
extensive background and training in public health. Each district will
 
be supervised by a District Administrator. Supervisory Nurses will be
 
assigned to each District Health Center. They will be responsible for
 
supervising the auxiliary nurses at the dispensaries and the health
 
agents in the field. At the national (central DSPP) level, the RHDS
 
program will be the primary responsibility of a Project Manager
 
He/she will be supervised by the Director General of Health.
 

The DSPP central, Regional and District administrative of
fices (personnel, procurement, accounting, transportation, etc.) the
 
Statistics Section, and the Bureau of Planning and Evaluation
 
will be strengthened to ensure the successful operation of the RHDS.
 

b) Personnel and Their Function
 

As discussed previously, the majority of activities to be
 
carried out through the RHDS will utilize para-professional health
 
personnel. They will include health agents and auxiliary nurses.
 
Professional personnel in the system include graduate nurses, District
 
Health Administrators, Regional Health Directors and a physician with
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extensive public health experience to serve ap .irector of the National
health system.
 

(1) Health Agents
 

Health agents will be selected at DSPP Regional levels on
the basis of the following criteria: 
 1/
 

a) residence in a ruralcommunity for at least five years;
 
b) approval of the community in which the health agent will


work;
 

c) 
interest in community health activities;
 

d) ability to read Creole or French; and
 

e) performance on a competitive exam for general knowledge.
 

The DSPP will use a radio campaign in each region to explain
the role of health agents to communities. As soon as 
the Project Agreement is signed, the DSPP will announce the health agent program over
the radio and encourage communities to express an interest in having a
health agent. 
 Such a radio program has already been used successfully
by the DSPP in the North Region (Cap Haitien). Later, the DSPP will
announce where and when meetings are to be held to discuss the program
with interested candidates. Subsequent radio programs will announce
the names of new health agents and the communities where they will work,
as well as 
provide periodic reports about the training of the new agents.
At the end of the 
training, the DSPP will schedule a community meeting
to introduce the health agent to 
the community and explain the community

health service program.
 

Health agents will be full-time DSPP staff members and earn
an annual salary of $650. 
 If circumstances permit, this salary will be
increased to compensate for inflation and 
 the DSPP will
establish a health agent review and recognition program at the Regional
level that should provide salary'increases of up to ten percent for
outstanding health agents.
 

Health agents will be responsible for:
 
Referral for Immunizations. One of the most important activities to
be carried out by health agents is the referral of children for immunization against diphtheria, whooping cough and tetanus and women
 

I/Criteria are based upon the DSPP's experience with health agent. in the
North and South regions and in the Deschapelles and Petit-Goave areas.
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against neonatal tetanus. The DSPP estimates that auxiliary nurses will
 
vaccinate 800,000 children and 600,000 women over the life of the

Project. The vaccination campaigns will be supervised by District
 
or Regional physicians. It is the DSPP's objective to vac
cinate every child under six against diphtheria-pertussis-tetanus

(DPT). Innoculations will be encouraged and made available free of
 
charge to every woman of reproductive age to reduce the incidence of
 
tetanus to the new born. 
We expect UNICEF to continue to supply BCG
 
for the anti-tuberculosis program.
 

Family Planning. Health agents will engage in motiva
tional and education programs and will distribute contraceptives.
 

Nutrition. Health agents will encourage and promote

longer periods of infant breast feeding and encourage the supplement
ing of breast feeding with locally available, nutritious solid foods
 
after infants reach the age of 3-4 moiths. Health agents and auxil
iary nurses will be trained to 
identify the severely malnourished child
 
in order that he/she can be referred to appropriate centers for treat
ment.
 

Pre-natal care. 
 The health agent (or the midwives train
ed in the family planning program) will visit every pregnant woman in
 
the community periodically during pregnancy, provide a supply of iron

tablets to combat anemia, and refer the women for tetanus im-munization.
 
After the sixth month of pregnancy, the health agent or midwife will
 
refer patients to the nearest dispensary in the event of any problems

(e.g. bleeding). 
 The health agent will be trained to identify cases
 
of high obstetric risk, such as 
women having five or more children.
 
Such persons will be referred to the dispensary for prenatal informa
tion and advice on child care.
 

Oral rehvdration of children with diarrhea. 
 Diarrhea
 
is one of the main causes of infant and child death in rural Haiti due
 
in large part to dehydration. 
The health agent will identify and treat
 
many children with diarrhea before their state of dcnydration becomes
 
critical, and be prepared to 
provide relief through oral rehydration.
 

Treatment of respiratory infections. Since most res
piratory diseases are self-limited, agents will be trained to admin
ister symptomatic relief such as aspirin to control fever, and to pres
cribe simple medications for cough and infection. 
In the event that
 
fever persists or the patient's general condition appears to be dete
riorating, the health agent will refer the patient to the dispensary

for further treatment. 
Health agents also will make follow-up visits
 
to referral patients after they have returned to 
their homes.
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Collection of basic demographic data. Health agents
 
will report to dispensaries twice a month to file reports, be re
supplied and receive their salary payments. The reports will include
 
information on births and deaths in the community during the period
 
according to age and sex. The health agent will also report the
 
number of persons who migrate into and from the community. This will
 
permit an annual estimate of the population for the establishment of
 
demographic rates. Health agents also will conduct family surveys
 
for their area.
 

(2) Auxiliary Nurses
 

The DSPP proposes to train auxiliary nursing students who
 
are residents of the geographic areas in which they will work and
 
have completed eight years of regular schooling. The auxiliary nur
ses will be able to provide a number of basic health services where
 
physicians and graduate nurses are not 
readily avaiia'l.
 

The auxiliaries will rely heavily on their Training Man
ual and a revised Manual of Diagnosis and Treatment (to be completed
 
by the end of the first year of the Project) for day-to-day opera
tions. The manuals will describe the symptoms of diseases most fre
quently encountered in rural areas and the appropriate treatment and
 
primary health care. Auxiliaries will refer to a Health Center or
 
hospital those cases which require more intensive or extensive care.
 

Health agents who perform in an outstanding manner will be
 
eligible for training to become auxiliary nurses.
 

Auxiliary nurses in each dispensary will supervise activ
ities of the dispensary and maintain daily records of patients seen,
 
diagnoses made, treatment and drugs dispensed. They will supervise

the 5-6 health agents who report twice a month to the dispensary and
 
send dispensary reports (including the compiled health agent reports)
 
to the District Administrator or Regional Director monthly along with
 
requisitions for re-supply of drugs or equipment for the dispensary
 
and health agents.
 

As mentioned earlier, auxiliary nurses with health agents
 
and midwives will conduct immunization campaigns under the supervision 
of medical doctors for 800,000 children -- roughly all of Haiti's 
children six years of age or younger -- with BCG and DPT.
 

The auxiliaries will manage education and family planning
 
programs directed at women between the ages of 15 and 44 and will
 
develop a program of regular consultatinns with these women. The
 
auxiliary nurses also will work with midwives to vaccinate approxi
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mately 200,000 pregnant women annually against tetanus and offer pre
natal consultation services at the dispensary for these women. 
They

will maintain weight and height charts, files and vaccination schedules for children six years of age and younger and conduct informal
 
monthly discussions with mothers in communities on the importance of
balanced diets for children and adults and of growing high protein

foods for personal consumption. Auxiliaries will present educational
 
programs to mothers and children explaining how to purify water and

why one should drink and use pure water for food preparation, as well
 as the need to keep water sources pure. Other educational programs

directed at adults will explain how to build self-help latrines, dis
pose of garbage and sewage, and maintain a clean living area.
 

(3) Graduate Nurses
 

Ninety-six graduate nurses will be appointed to supervise

the auxiliary nurses and health agents. 
 These nurses will report to
the District Health Administrator through the Health Center Doctor.
 
If a Health Center does not exist, the graduate nurse will be assigned

to the District level. The graduate nurses will review and analyze

all reports submitted by the dispensaries and insure that the informa
tion is transmitted to the appropriate central or other office.
 

(4) Regional Director/District Administrator
 

The Regional DirectorS will be responsible for the

RHDS program in their areas, supported by their staffs and by the
District Health Administrators. 
In the remaining Districts which
 
are not yet operating within the regional framework, the DSPP has
assigned overall responsibility for RHDS activities to the District
 
Administrator. 
The Regional Director and District Administrator
 
will report directly to the Director General of Health.

The District and Regional administrators will be responsible for
 
planning and budgeting RHDS activities in their area and transmit
ting their plans and budgets to the DSPP. Working with the Health
Center staff, they will be responsible for selecting, assigning and
 
supervising all of the personnel in the Community Health Service.
 

(5) National Coordinator
 

The DSPP will nominate 
an individual with considerable
 
experience in rural and public health activities 
to serve as Project
Manager. This individual is likely, also, to be a medical doctor.
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(6) Environmental Sanitation Officers
 

Approximately 270 Environmental Sanitation Officers will be
assigned to Region, District, and Health Center levels. 
 These officers

will provide technical support services and information for health
personnel and volunteers working at the community and dispensary
level. 
 They will work with health agents, auxiliary nurses and
volunteers on community level environmental sanitation programs
such as building community level pure water systems including wells
and pump stations. The sanitation officers will help health agents
and auxiliary nurses present educational programs to rural mothers
and rural children explaining how to purify water and why one should
drink and use pure water for food preparation, as well as the need
to keep water sources pure. 
Other educational programs directed
at adults will explain how to build self-help latrines, dispose of
garbage and sewage, and maintain a clean living area.
 

Environmental sanitation officers will be recruited in each Health
District by a Commission of three district or regional health officials
on the basis of the following criteria:
 

(a) completion of a high school education or its equivalent;
 

(b) performance on a competitive exam for general knowledge; and
 
(c) successful completion of the ten month Environmental Sanitation
Officers Training Course with a minimum average of 65/100.
 
The Integrated Community Development Project will include funds to
support community sanitation programs. 
Many international donors
are working with the government and private entities
sanitation programs. on environmental
 

CARE and HACHO are establishing pure water
systems in approximately 30 rural communities. 
The governments of
Isreal, France, and Canada and the IDB are supporting environmental
sanitation activities and studies in several rural and urban areas.
In addition, USAID recently initiated a Groundwater Resources Development Feasibility Study which will establish the basis for possible
future AID programs in rural Haiti.
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c) Training
 

(1) Health Agents
 

Approximately 1,550 health agents will be trained in groups
of 30-40 by mobile training teams (see below) for three months accord
ing to the following schedule:
 

Year 1 Year 2 
 Year 3 Year 4 Year 5 
 Total
 
Number of Trainees 
 0 618 252 
 204 476 
 1,550
 

Two hundred and fifty health agents will have been trained
by the end of 1978. Currently 100 are working in the North and South
regions and in the Artibonite Valley. 
We estimate that the health
agent attrition rate will be approximately 20 percent or 300 agents, over the
life of the Project. Those to be trained during FY 79-82 plus the 250 agents
already trained total 1,800, reflecting anticipated att-i.tion. If the pace
of dispensary construction can be accelerated, the Project may train more
health agents during the first year. 
The following table describes the
structure of the health agent training course.
 

Table III-I
 

Health Agents Training Program
 

Hours 
 Percent
 

- Orientation in the RHDS 
-

The role of the Health Agent 
-

Cooperation with rural health
 
personnel (traditional and
auxiliaries). 


5 
 2
 

- Community development, commu
nity education (promotion of
 
preventive health practices
and community health projects). 25 10
 

- Environmental sanitation. 21 
 9
 

- Anatomy and physiology (some

medical terms, signs and

clinical symptoms) 21 
 9
 

- Nutrition. 

24 
 10
 

- Adult illnesses. 

24 
 10
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- First aid, injuries and basic 

health needs 24 10 

- Communicable diseases. 24 10 

- Maternal health. 12 5 

- Child health. 24 10 

- Family Planning. 12 5 

- Vaccination; simple medica
tions and their use. 12 5 

- Reporting requirements, supply 
and administrative procedures.: 12 5 

Total 240 hours 100% 

In addition, about one hundred and twenty hours of practical

on-the-job training will be conducted by the Mobile Education Training

Teamsat Districc-level and dispensary facilities. 
 This training will
 
focus on:
 

a) proper maintenance and protection of supplies and equip
ment, e.g. drugs, gauze;
 

b) accurate diagnosis of symptoms. deciding which medication
 
to use and when to refer patients up the chain;
 

c) organizing and promoting community preventive health
 
services;
 

d) use of the system of accountability for expendables and
 
non-expendables; and
 

e) accuracy in collecting and presenting information in
 
regular reports.
 

(2) Health Agent Mobile Training Teams
 

The DSPP plans to create five Mobile Training Teams 

train the health agents. 

to
 
The teams will consist of four people; a
graduate nurse specialized in community health; 
two auxiliary nurses
 

with experience in community medicine; and one health education spe
cialist trained by the National Office of Community Action (ONAAC).
 



-51-


Team members will be selected from among DSPP employees who have worked in 
 'training activities with the IDB, at Petit-Goave,

Croix-des-Bouquets, Deschapelles, or with privately-financed health
agent training activities. 
 Grant funds will be provided for six weeks
of short term technical assistance during Year 1 and Year 2 of the Projqct 
to train the team members 
 and during Year 2 to review

the performance and provide additional training. 
The training schedule is geared to supplying health agents to dispensaries as soon as
 
they are renovated or built.
 

(3) Auxiliary Nurses
 

Approximately 560 auxLliary nurses will be trained for nine
 
months according to the following schedule: 

Year 1 Year 2 Year 3 Year 4 Year 5 Total 

Number of auxiliary 
nurses trained 0 148 94 122 196 560 

The training schedule will supply an additional 450 auxiliary nurses 
to work along with 100 existing auxiliary nurses out of 275
dispensaries. It assumes a 20% attrition rate among auxiliaries per year.
Refresher training will be scheduled for the existing 100 auxiliary

nurses at the beginning of FY 1979, focusing primarily on new supervi
sion techniques to be introduced under the RHDS.
 

The auxiliary nurses who work in the rural areas will receive
 a slightly higher salary than that paid 
to auxiliaries working in nonrural areas. Dispensaries will be upgraded to 
include living quarters
(above the standard for rural areas) for the two auxiliaries. Since

the 
three auxiliazy nursing schools operating in Haiti now produce a
surplus of nurses for available jobs, no 
problem is anticipated in obtaining the requisite number of nurses to work at 
the dispensaries.
 

A PAHO financed nursing education specialist is working with
a DSPP Curriculum Revision Committee to develop a new training program

for auxiliaries that will emphasize supervision of community health
agents and management of dispensaries. 
See Annex XII for an outline of
the proposed draft curriculum. 
The nine month auxiliary training course
will prepare auxiliaries 
to handle those injuries and illnesses most
frequently encountered in rural areas. 
A graduate nurse from each Region will help the auxiliary nurse training school personnel.
 

Auxiliary nurse training is expeated to include course material on hygiene, anatomy and physiology, contagious diseases, obstetrics, psychology and nutrition. The training program also will equip
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auxiliary nurses to provide primary curative treatment and to refer
 
illnesses that they cannot handle to higher levels in the2 system. Ad
ditional training will be provided in how to present community educa
tion programs in nutrition and enrionmental sanitation and carry out
 
wide-spread vaccination and family training programs.
 

(4) Refresher Training
 

Health agents and auxiliary nurese will need exposure to new
 
ideas, new procedures and new medications as well as continued remind
ers of previous instruction. The Mobile Health Education Training
 
Team will hold 2-3 day refresher courses in each district for health
 

-agents and auxiliaries twice a year starting in the second year of the
 
Project.
 

DSPP central level personnel will hold semi-annual 3-4 day
 
conferences for central, Regional and District administrative staff
 
(approximately 50 people). The purpose of these conferences will be
 
to explain the RHDS program to new employees, introduce central level
 
personnel, and explain how the Regional and central level can serve
 
and support auxiliary nurses and health agents. Finally, the Project
 
will provide magazines, pamphlets and other materials to health agents
 
and auxiliary nurses for their use during community education meetings.
 

Prior to disbursement of funds In support of certain types of
 
training, the DSPP will prepare detailed training plans describing the
 
proposed courses, estimated costs, and criteria to be used to identify
 
participants.
 

(5) Environmental Sanitation Officers
 

The RHDS Project will train 220 Environmental Sanitation
 
Officers to work at the Health Center, District and Regional levels to
 
control public sanitation problems and assist health agents and
 
auxiliary nurses with local environmental sanitation problems. They
 
will provide periodic in-service training programs for uxiliaries and
 
health agents and visit local communities to conduct o: -the-3pot
 
community sanitation education programs. Fifty officers financed with
 
prior AID support (in addition to the 220) already are assigned to
 
field offices and 50 of the 220 needed for the RHDS Project started
 
training in April 1978. The RHDS Financial Plan includes funds to
 
reimburse the GOH for their training costs.
 

--Environmental Sanitation Officers will be trained for ten months
 
according to the following schedule:
 

(a) Months 1 to 3 - 3 - classroom instruction in personal hygiene,
 
nutrition, maintaining clean living quarters, math, and chemistry;
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(b) Months 4 to 6 - classroom instruction in contagious diseases,

first aid, environmental sanitation and veterinary medicine;
 

(c) Months 7 and 8 - classroom instruction in entomology, food

control, topography, malaria control, sanitary education, psychology,

public relations, mosquito control and community organization;
 

(d) 	Months 9 and 10 - clasiroom instruction and field training in
 
sanitary public administration, field works, plumbing and sanitary
 
inspection methods.
 

d) 	 Incentives for Personnel in the Community Health
 
Service System
 

The success of this program will be greatly enhanced if highly

motivated and competent professional and para-professional personnel

can be persuaded to work in and with the Community Health Service. 
The
 
most obvious incentives are financial and are part of the reform of

DSPP salary levels and the personnel system. Every effort will be made
 
to avoid friction and jealousy among the personnel who serve at various

levels of the Community Health Service since their cooperation is
 
essential to make the system work effectively.
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As indicated earlier, health agents will receive a salary

of $50.00 per month. Based upon interviews with current DSPP fieid

personnel, we believe that the health agent's salary is sufficient
 
to motivate him/her to perform well. 
 In addition, outstanding health
 
agents will be able to compete for auxiliary nursing training posi
tions during the last four years of theProject.
 

Auxiliary nurses, in t6e Community Health Sercice will be 
 paid
slightly more 
than those in other positions..
 

There are incentives for personnel at dther levels that 
are
 
not financial. 
 In the Community Health Service, all auxiliary nurses

will work in a supervisory or management capacity with respect 
to the

health agents. Moreover, some of the auxiliary nurses who perform in
 an outstanding manner will be able to move into higher supervisory

positions at District and Regional levels or join training teams for
 
higher pay and prestige.
 

There are meaningful non-financial incentives for graduate

nurses and physicians as well. The Community Health Service provides

an opportunity to serve 
people directly, i.e. 
to reduce the incidence of
illness and to prevent needless deaths. This is an incentive for most healthprofessionals. Moreover, this innovative approach health care should
constitute a professional challenge to 

to 

those responsible for its implementa

tion and evaluation.
 

e) CommuniLy Development Activities
 
Auxiliary nurses and health agents will begin to work with community
councils and local leader and community volunteers late in the third year of the
 

Project on health promotional activities such as community level clean
 
-water campaigns, latrine building programs and vaccination programs.

The community participation component is scheduled to begin after

health agents and auxiliary nurses become established in their com
munities and have begun 
to demonstrate expertise in health activities.
Community development activities will be coordinated with personnel

who will work in the National Community Development Program being

designed for AID financing in FY 
1979, and practical assistance in

environmental sanitation projects will be provided by the DSPP's Envir:on
mental Sanitation Officers.
 

Communities are expected to 
provide any needed labor. 
No
 
grant or DSPP funds have been budgeted to support such activities,

since it is expected that materials and technical expertise will be
 
available under the proposed National Community Development Program.
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f) Community Level Integration of Health Activities
 

Almost all qualified observers have commented on the need
to integrate vertical health services into the DSPP and coordinate
 or merge the separate yet overlapping activities of health workers
at- the community level.-Once the Community Health Service is in
place and supported by a working logistics system, SNEM, the Bureau
of Nutrition and the Division of Family Hygiene will begin to 
use
the system to 
support their field activities and to use health
agents to carry out their activities. An integration plan for SNEM is
required by December 31, 
1979 (Project 521-0086). Integration plans for
the DHF and BON are called for after the second year of thic Broject.
 

g) Community Health Education Training Program
 

Health Education Exchange Program
 

Approximately $400,000 in grant funding will be provided
to train 8 professors or students from the University of Haiti's
Medical School (Department of Community Medicine) overseas for a one
year's program leading to a Master's Degree in Public Health and 3
-months of short-term overseas training for 16 professors or graduate
physicians specializing in community medicine. 
The DPP wll fund two
professors from an accredited school of public health in the United
States to teach short preventive medicine courses at the Medical
School in Haiti. 
The long-term training should strengthen the Medical
School's ability to teach preventive medicine courses, focusing on
rural community health and population problems. Long-term trainees
will agree to return to Haiti 
to work for the DSPP or the University Medical
School for a minimum of three years after completing foreign training.
Specific work assignments will be identified for long-term trainees
prior to begin'ing their Master's Degree programs. 
 Foreign training
programs will emphasize public health management, including administration of community medicine programs. Short-term programs will be

tailored to 
the needs of individual -1udents.
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Rural Health Demonstration Center
 

The RHDS grant provides $66,000 to build a demonstration
Health C 
 frnd a dormitory for 10 students atthe DSPP/Department-....
of Community Medicine Demonstration Center at Petit-Goave. 
The Health
Center and dormitory will provide on-site training and practical work
experience and refresher training for medical students from the Department of Community Medicine, nurses, auxiliary nurses, health agents,
and the Mobile Education Teams, and will provide a location for the
DSPP to carry out research on 
the impact of varying types and levels
of health inputs on morbidity, mortality and fertility. 
The center is
located in a rural area 
that is representative of the rural Haitian
environment. 
 It combines service opportunities and training facilities
for both classroom teaching and practical application.
 

h) Dispensary Construction
 

The- RHDS
- grant includes approximately $4,000,000 
to build
51--new dispensaries and renovate 186 existing dispensaries. 
 In addition, the IDB is building 38 new dispensaries in the North and South
Regions. Each new dispensary costs about $19,000 and will include a
waiting area, a consultation room, a pharmacy area, 
a living area for
two auxiliary nurses and sanitary facilities for patients and nurses.
 

The DSPP has selected 63 sites for remodeling during year 2.
We estimate that construction activities will take place according to thE
 
followino schedule.
 

Dispensary Construction
 

Year Year 2 Year 3 Year 4 Year 5 Total 

Renovate Dispensaries 
New Construction 
IDB 

0 
0 

38 

63 
11 

0 

26 
13 
0 

36 
15 
0 

61 
12 
0 

186 
51 
38 

Total 38 74 39 51 73 275 

The DSPP and Mission personnel have reviewed the proposed
dispensary list and visited selected sites to survey new construction
and remodeling needs. 
 Remodeling requirements vary greatly; 
we estimate they will cost an average $9,000 per dispensary. 
This includes
adding a living and sleeping area for the auxiliary nurse. 
See Annex
XI for a list of the dispensaries to be built 
or remodeled.
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2. Support Systeias fo* Community Health Service
 

The Community Health Service will be integrated into and will
strengthen the medical referral system that already exists, Mission
and DSPP personnel visited several middle and upper level health
facilities and feel that they 
can function adequately as referral
points although they 1ack-:jfficient staff equipment and supplies.
Futura demand for 
these facilities, as 
briefly discussed below,
may affect this judgement, and if 
our evaluations of the RHDS
indicate the need, we would be prepared to consider a GOH request,
for example, for a follow-on project to support Health Centers or 
other
facilities serving the rural populace.
 

It is difficult to 
estimate the increase in demand for health
services that will result from the RHDS Project. 
It is expected that
the RHDS Project will make people more aware 
that their illnesses may
be treatable. 
 Good health service delivery is likely to increase the
attractiveness of such services. 
 On the other hand, provision of primary
care at the community level may reduce demand for more sophisticated

curative services..
 

It is clear, however, that the DSPP's present support system is
inadequate to 
absorb even a minimal increase in demand for services, let
alone the substantial increase that may be anticipated under the RHDS.
Major strengthening is required for the administrative, supply and
logistic operatinas at 
the central, Regional, District and Health Center
levels. 
 By improving the informatioa and planning capabilities of the
DSPP, the Project will enable the 
iinistry to 
handle any future demand
for more sophisticated medical services that may result from this Project. 
 In addition, frequent evaluations will continually analyze the
level of sel' :ces 
provided by the medical referral chain and make re
commendations as 
to adjustments.
 

a) Health Centers
 

Haiti currently has 55 Health Centers that form part of the RHDS
system; 33 have an average of 12 beds and 22 
are without beds. 
 The
DSPP plans to increase the number of Health Centers from 55 
to
largely financed by the IDB $6.3 million Loan. 
79,
 

In addition,
approximately $66,000 is provided under the Project to build one Health
Center at 
the Rural Health Demonstrat-ion Facility at Petit Goave.
 

Each Health Center is expected to provide geographic and administrative coverage for 32,000 to 
40,000 people and handle approximately 130 patients per day. 
 The 33 Centers with bcds will have a staff
of 25, including: 2 medical doctors; 1 resident intern; 1 dentist;
1 nurse; 8 auxiliary nurses; 1 lab technician; 1 statistical assistant;
2 health inspectors; 1 administrator/accountant; 7 handymen; and 1 driver.
The 12 Health Centers without beds will function with one less doctor
and four fewer auxiliary nurses 
than the Health Centers with beds.
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Under the RHDS, Health Centers are to provide both administrative
and health care services 
on a broad geographic basis and are
responsible for preventive and curative health care, health education,
and promotion activities. 
 The DSPP will introduce new preventive
health techniques through the Health Center and provide more complex
curative services at 
this level 
 than at the dispensary level.
Since approximately half of the Health Centers are located in the
Metropolitan Region, District Hospitals will more often than not be
used in most of the rural areas.
 

The professional staff at 
the Health Centers will be able to
perform medical diagnoses; provide general medical services; perform
simple surgery; 
and handle emergency medical cases. 
 They will be
able to administer more sophisticated medicines and perform basic
surgery and bone setting services which cannot be done in the dispensary. 
Major surgical problems will be referred to the District
Hospital or 
other facility.
 

The RHDS Project will provide direct support to Health Centers
 
as follows:
 

1) The DSiPI transportation fleet will move referral patients to
and from the Centers and carry supervisory and support services to
the dispensaries;
 

2) A statistical assistant 
(trained with RHDS Project funds) will
be assigned to each Health Center.
 

3) 
 Each Health Center StatisticLl Office will be supplied with a
hand calculator and manual typewriter to 
enable the Health Center
to collate and forward basic health information submitted by
auxiliaries to 
the District and Regional offic 
 .
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b) Health Districts
 

The Health District Administrator hasg. esponsibility for most administrative
matters at 
the District level. 
 The technical,programmatic and administrative offices at 
the District level presently do little more than carry out
perfunctory administrative functions, primarily due to 
inadequate
staff, office materials, medical supplies and transportation. 
As a
result the Health Centers and dispensaries receive little support

from the District level.
 

The RHJS Project will strengthen the Zistrict administrative,

supervisory and support functions.
 

Supply systems will be established in each District giving the District Administrator considerable control over procurement and distribution of supplies and equipment. Each District also will develop a program and budget for the RHDS to meet District-level objectives within the
Regional and national budget framework. 
Once the Ministry has approved
the District budget, it will delegate personnel functions.
 

In addition to its responsibilities in personnel and supplies
administration, the District will be a key link in the Project's
information and evaluation system. 
Vital statistics and health
status will be aggregated at the District level, and analyses will
focus on the RHDS's impact. 
 The District will aggregate service and
cost 
 data, thus enabling it to develop cost 
information in order to
permit adequate evaluation of 
the Project. 
 Currently the DSPP has little data with which to cost 
the delivery of services
at any level within the system. 
The cost data from the RHDS Project
will permit Districts to develop program budgets, which are not
presently employed within the DSPP.
 

c) Regional and National Level
 

The DSPP currently centralizes its administrative activities at the
 
national level.
 
Programmatic activities are approved and forwarded to 
the Regional and
lower levels for implementation. 
Due to personnel and funding limitations,
little personnel supervision can be provided.
 

The DSPP's six new Rdgions are to provide coverage to 700,000 to
1,000,000 people each. 
Under the RHDS,Offices
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of the Regional Director will be strengthened so that the technical

and administrative staff can provide supervision and technical
guidance to lower levels. 
Also, administrative and support systems
will be established to respond to requests for support.from the lower
four levels. Many important administrative functions will be decentralized to the Regional level. 
 These include management of supplies
and equipment, supervision and evaluation, financial administration,

information system management, and programming.
 

As described in the following section, the DSPP proposes to
significantly strengthen the ability of the national level to
implement this Project. 
The DSPP will select a Project Manager to °
 'coordinate the RHDS Project at all levels. The Project Manager will
 
be assisted by a full-time Project Coordinator.
 

Another important responsibility of the Project Manager will
be to coordinate the RHDS Project activities with overall DSPP planning

with th''"GOH"s Plannin. in other sectors(e.g. agriculture and education),
and with external donoractiv'ities in the health sector.
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d. Institution Building
 

The decentralization of administration to Regions and Districts
 
under the Regionalization program has been described in the Background

Section. With this decentralization, the role of the national level

should change from that of direct provider of services ( except in the
Metropolitan District) 
to long-range planner and allocator of resources
 
to intermediate levels.
 

In order to support a decentralized, nation-wide health delivery
 
program, purchasing and storage systems must be developed to move
 
supplies and equipment efficiently from the top to 
the lowest levels.

The program will require timely an" reliable information for use by

Central, Regional, and bistrict personnel in managing and evaluating
 
the program.
 

Project-funded assistance will help new District and Regional

staffs to set up administrative operations. 
 It will also help the

Central DSPP officers to develop the basic systems and mechanisms
 
for managing the RHDS.
 

Both the Strengthening Health Services I and II projects were
designed to prepare the DSPP to implement and administer an integrated

nation-wide health system. 
For the reasons described in the analyses

which follow, additional assistance will have to be continued under
 
this Project.
 

(1) 
Bureau of Health Planning and Evaluation (BHPE)
 

The DSPP's central planning and evaluation system needs substantial

strengthening in order to insure optimal utilization of project resources
 
and guide the long-range implementation of the RHDS. 
 The BHPE must

develop systems for review and analysis of health program and RHDS
management data flowing from the field; establish overall program norms
 



-61

and objectives; determine the cost/effectiveness of program elements;
identify new approaches or adjustments for recommendation to the
Minister of Health; provide analysis on which to base overall
policy guidance for the operation of the RHDS at all levels; and
develop with 
the Budget Section a program budget for annual Justificationi
 
of funding requirements to the central government.
 

The BHPE has completed a study of the administrative and -ganizational
changes needed to implement the RHDS including facilities and personnel
inventories for the DSPP. 
The office also has established functional
 
statements, scopes of work and guidelines fbr operations of various
central DSPP offices. 
The staff of the BHPE has grown to three physicians
(one of whom is the Chief of the Section) a graduate nurse, and
 
five specialists in evaluation and planning.
 

The Health Sector Assessment indicated that the limited planning
capability of the DSPP inhibited its ability to justify and obtain
needed funds from the 
 central government for many programs. 
This
is still the case. Incremental budgetary resources are generally

allocated according to the requirements of external donor projects,

rather than being based on rational fully-supported program proposals

by the DSPP. A methodology for program planning and budgeting of
Project activities and services has been drafted for BHPE review
 
and approval under Strengthening Health Services II.
 

However the technical consultancy provided under the 
same project

has been geared to generation of reports and analyses by consultants.

More emphasis needs to be placed on developing the BHPE's internal
capability to 
analyze RHDS performance and develop 
plans based thereon.
 

A technical advisor financed under SHSII also is in the process
of designing a planning system that would operate on an annual cycle,
producing analyses of changes in baseline health status and operating

conditions leading to 
policy or program changes. Additional technical
assistance is needed to enable the BHPE to continue to upgrade its
planning and evaluation skills, especially in preparing the annual

health plan; 
to produce the technical analyses and evaluation of
changes in baseline data generated by the RHDS; 
to update the National
Health Plan; 
and to handle the more sophisticated level of analyses
implicit in a plgram budget system. 
The BHPE will need assistance
 
to fulfill its role as 
the DSPP's central point for general oversight
of all RHDS operatons and early warning center to advise the Health
Minister of necessary manpower, financial, and other responses to
 
changing demands for health services.
 

Approximately 
36 months of technical assistance by a professional Health Plan.
 
°ner are programmed under the RHDS Project for the BHPE.
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(2) Statistical Section (SS)
 

An information and evaluation system will be fully functioning
 
at the conclusion of the Project. 
 The Community Health Information
 
System (CHIS) will provide monthly data concerning activities of
 
Community Health Service personnel, including disease treatments and
 
diagnoses; drugs used and on-order throughout the system with corre
sponding financial reports, and morbidity, mortality and fertility
 
data (provided by health agents and compiled at the dispensary levels).

Baseline studies will be carried out periodically concerning nutrition?
 
family planning, and incidence of communicable, water borne and
 
diarrheal diseases.
 

The SS is responsible for obtaining and compiling at the central
 
levels the data to be used by the information and evaluation system.
 

Under SHS I and II, twenty four person-months of statistical
 
advisory services (ending in December, 1978) are being provided to the
 
SS by WHS. The objective of this assistance has been to analyze the
 
entire operation of the SS, to 
train central and field statistical
 
staff, and to assist in restructuring the statistics and information
 
system to enable it to 
serve RHDS needs at all levels.
 

With this assistance, the SS developed and is testing the CHIS
 
in the North and South regions. It has prepared a manual on statistical
 
norms and held twelve 2-3 day orientation courses on the new system
 
at six Regional/District headquarters for Regional,District and Health
 
Center level statistical personnel. Additional material on special

studies, guidelines and methodology will be completed by the end of
 
CY 1978.
 

Although the information system has been designed and is being

installed, preliminary observation (see Evaluation of Rural Health
 
Project Annex) indicates that more care is needed to assure the proper

collection of data. Health agents need more standardized training on
 
how to collect required information and the system needs more thorough

and extensive testing to insure that the mechanisms (such as reporting

forms) and methodology are easy to use and completely understood.
 
Personnel at all levels need more training on how to gather, collate,
 
analyze and interpret this information.
 

The DSPP already has increased the SS staff to six professional

statisticians and nine statistical assistants. 
 In addition, the DSPP
 
will establish a statistical office at each of-the Reghnda--aq-uarters

composed of a statistician and an assistant statistician. One statistician
 
will be assigned to each District headquarters, and one statistical
 
assistant to each of the 79 proposed Health Centers. 
The raw data generated
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by health agent reports will move through the auxiliary nurses to
 
higher level statistical personnel with successive collations and
 
refinements along the way until it reaches the SS,
 

Technical assistance will be needed to help statistical personnel
 
unde---sfdthe published norms and to train non-statistical health
 
personnel responsible for record keeping and data collection, This
 
will include physicians and graduate nurses from Health Centers and
 
the District level, auxiliary nurses in dispensaries and health agents 
-
approximately .2,300 people. Additional seminars will be conducted
 
both to introduce the information system as the RHDS expands-to
 
nationwide coverage and 
to provide a means of assuring that all field
 
personnel obtain and present correctly the information for which they
 
are responsible. In addition, 2-3 day courses will be sbheduled
 
annually at the District level to introduce new material and explain
 
changes in the collection of existing material.
 

Three years of technical assistance are proposed for the Statistics
 
Section. 
These services will build upon the assistance alrea-d-y-ft6ided
 
in initial system design for the RHDS, and 
will focus on implementing

the system, helping to train new employees and !'debugging" the system

in operation. Part of the scope of services will be to insure that the
 
RHDS gets the epidemiological baseline and follow-up data essential to
 
evaluate the health impact of the RHDS Project and monitor national
 
health status; and to 
assist the SS, BUPE and other concerned offices
 
in interpreting the data. The statistical advisor will also assist in
 
developing ways and means 
to identify gaps in or duplication of health
 
service delivery, and in obtaining information which will permit
 
continuing evaluation of the cost effectireness of various health
 
delivery approaches.
 

(3) Budget
 

The WHS Budget Advisor has prepared an analysis of
 
the DSPP Budget System and its relationship to planning whith recommends
 
strengthening the budget process for planning resource allocation to
 
insure proper accountability for a substantially increased budget

under the RHDS. 
This Project has reserved technical assistance funds
 
for 24 Project months of a Prfgram Budget Specialist should AID and
 
the DSPP decide that this type of assistance will be needed. VY.
' 
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At present the central DSpP Budget Section operates mainly as
a disbursing unit. In order for the DSPp (BHPE) to produce program
budget analyses of RHDS performance, the Budget Section will need to
produce cost versus output data for a wide variety of activities.
No such information is available within the DSPP system at present,
and there is little or no connection between what is spenL in the
DSPP and what types and volumes of services are expected or actually
produced. 
With the introduction of the regionalized mode of DSPP
administration, the Regional offices wil be given some authority
to construct and execute their budgets based upon Region and District
needs. 
 The DSPP has identified three steps necessary to rationalize
the budget process in support of the RHDS:
 

Integration of Budgeting Offices
 

Based upon the budget system work completed by the WHS Team
the DSPP has decided that the separate, in many ways duplicative, budget
offices of the DSPP, DHF, SNEM, and BON should be integrated. 
This
would require development of new policies and procedures for 
 combined
operations, as well as introduction of program budgeting procedures
to the integrated staff ( and the rest of the DSPP).
 

Training ofBudget Staffs
 

/On-the-job 
 training in budget preparation, management, and
execution, as well as record keeping 
and information systems; statistics
planning and evaluation will be provided to enable the integrated Budget
Section staff to meet the demands of the RHDS with some emphasis
economics and demography. During the 
on
 

first year, the training would
focus on preparing five employees from the central office and three
employes for each of the existing Regional offices.
 

Employes from the remaining Regions and Districts (approximately
30 people) will be trained during the last 3 years of the Project to
 
prepare budgets.
 

Preparation and Execution of a Combined Budget
 

Assistance provided in budgeting under SHS II will give
the DSPP far greater control over what promises to be a vast accounting
system. 
One important result should be to integrate the DSPP's operating
budget with its so -called "development budget" (PL-480 generated resources programmed separately with AID concurrence). Delegation of
budgeting authority to the Regional offices should, if implemented
properly, make the Directors more responsible for their resources and
the results 
 they achieve. It is estimated that the DSPP could
be ready to implement regional (decentralized) budgeting along
program budget lines as early as FY 1980. 
 Finally, the advent of a
 
program budget
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should permit DSPP planners and policy rAkers to more accurat&Jy targetresources, to fill program and resources gaps, and measure the effectivenessof investments in particular health or management approaches, 

(4) Personnel 

In order to implement the RHDS effectively t/he DSPP willsignificant upgrading of requirethe Personnel Office, ( in thie Departnent of Adinistration ) and establishment of a
Additional rational systen of personnel management.staff must be recruited for the Personnel Section and theenployees trained and provided with technical assistance. 

At present, personnel costs account for approximately 80% of theDSPP operating budget. T.,ere is, however, very little control over howthis large portion of the budget is used. Thereinformation within the DSPP regarding 
is nn current or ccnmplete

the numbers, type or location ofDSPP employees, and it appears that many more persons are receivingsome sort of ccmpensation from DSPP funds than axe reflected in theofficial figures. In 1977, a personnel inventory was prepared byWHS and the DSPP's Director of Public Assistance which provided
estimates of personnel levels. However the Personnel Section has
faik
 

not followed up on or maintained this information. Under SHS I and II the
WHS team has been tasked with workir with the DSPP to identify specificsteps toward strengtheninq and ntdernizing the DSPP personnelsystem. Problems of implementation ofand administrationhave often the health programsbeen related to personnel management problems. These include alsenteeism, low-motivation, low salaries, poorly defined job responsibilities, and
the absence of supervision. 
The DSPP only recently recognized the need for
personnel management impirovements, and has indicated its commitment witha decision to increase the staff of the Personnel Section from a Section
Chief and two secretaries to six professionals with background in-personnel

management and recruitment.
 

Specific steps to improve 
ersonnel management under the Proect include:
 

Integrate Personnel Systems of the DSPP, SNEM DHF
 
and BON
 

The DSPP is expected to absorb,
and 

in the coming years, SNEM,BON personnel DHFand will require unified, effective personnel
administration. 

Redesignof Personnel Systens 
The integrated Personnel Section will have to design and implementnew personnel policies and procedures, as well as a personnel data system anda revised staffing pattern for all activities and levels of the NationalHealth program. The wrk of rationalizing the personnel system will be 
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coordinated 
 ith the proposed PL 480 Title III financed civil service
reform and will address such fundamental questions as minimum delegations of authority to Regional and District levels minimum qualification standards for recruitment, actual health system manpower
requirements and retraining for individuals with surplus skills; and
appropriate career progressions and motivation techniques.
 

The expanded Personnel Section will require training to design
and administer a large personnel system including a personnel management information system, personnel performance review, and hiring and
dismissal procedures.
 

The RHDS Project will fund the services of a Personnel Management
specialist for one year to work with the Personnel Section to introduce

the new system.
 

(5) Supply Section
 

The DSPP supply system will purchase, store, and distribute
supplies to all RHDS field facilities. 
 This discussion is limited
to the mechanics of such a system. 
("Pharmaceuticals and Supplies"
which follows this section contains detailed analysis of the commodities needed by the supply system as estimated by the WHS Technical
Assistance Team included as 
Annex VII to this Project Paper.)
 

The DSPP supply system must purchase, store and distribute
supplies to all field facilities within the RHDS in
efficient manner. a timely and
This will require meshing operations of both the
transport system and the supply system. 
 The supply system must also
include capability to monitor resource movement, and insure accountability for substantially increased volumes of resources to flow through
the RHDS.
 
The steps necessary to enable the supply system to meet the
 

demands of the RHDS are:
 

Integration of duplicative supply system
 
Based upon the Supply System Analysis of the WHS team, the DSPP
has decided to merge the separate supply units of the DSPP, SNEM, DHF,
BON into one unified supply system. 
The DSPP is in the process of
reviewing and revising the present operating policies of all four
units in order to carry out the merger.
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Design of new systems and procedures 

The newly integrated supply system will require a new nventory
concrol systen supply data, requisition, purchasing accountability and
audit systems. In additio the Supply Section of the DSpP will need
improve personnel management and evaluation procedures. Decisions 
to
 

will have to be made regarding minnimum standards for personnel, currentemployees will have to be evaluated against these standards; anddecisions will have to be made as to retention or recruiting and
 
training of the staff.
 

Training of Personnel 

There must be a major change in the operations of the Supply
Section with the massive expansion of the volume of supplies as
result of the RHDS and integration with 3 other units,. Special 
a
 

measures are required to prepare the staff for its new responsibilities. 

Warehouse personnel in the Regions and Trstricts will requiretraining in new systems for inventory control, record keeping, andrequisition procedures. The supply staff at the centralwarehouse will need the same training plus instruction in systemmanagement, inventory analysis and schedulingand accountability.
 

Construction, Renovation and Equipping Supply Warehouses 
The warehouse system will consist of 17 warehouses. This is based
upon the Regional structure in which there will be six Regions and17 Districts. The centra/,Regional DSPP warehouse in Port-au-Prince willserve five Regional warehouses and thu three ILstrict warehouses in the 

Metropolitan Region. 

Existing facilities are inadequate to meet current and anticipated needs.The DSPP Central warehouse facility is in an old dilapidated building ownedby the Haitian Ministry of Zefense. Regional and District levelfacilities range from good 
 in Les Cayes and Cap-Haitien to non-existent
in places like Hinche and Grande RiviZre du Nord. Most. of the facilitiesrequire minimum repair of windows and doors and additional shelves.
Central Warehouse will have to break down 

The 
large volumes of
pharmaceuticals into the smaller volumes to be used by each healthfacility. 
This must be a central function because it requires specialfacilities and a full-time trained pharmacist. The other warehouses in thesystem will be responsible for "bulk breaking" of non-pharmaceuticals

and personnel will have to be trained for this purpose. 
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The PIIDS will renovate 5 RZ.Lonal warehouses and fund new cons

tructian for the central warehouse, one Regional and 11 District ware
houses.
 

The efficiencies and cost savings such a system may produce are 
difficult to quantify. At a minimum, however, central purchasing, storage,
and shipiment should reduce the nunber of duplicatvre operations carried 
out by four separate supply systems. Improved managemnt and account
ability procedures should permit a better targeting of supplies to 
specific areas and reduce unnecessary waste. 

In order to help the supply system meet the demands of the RHDS,

36 months of services of a Supply Specialist will be financed to work
 
-1irectly with and train central and field warehouse staffs.
 

(6) Pharmaceuticals and Supplies 

The PMDS Project will fund drugs and supplies for 1,500 
health agents and 275 dispensaries for one year. Cost-estimates in the 
Financial plan are based on supplying each health agent with the basic 
formulary for one year after they are trained, and for stocking each 
dispensary with drugs and supplies for one year after it is staffed 
and operational. However, to take advantage of econcries of scale in 
purchasing, and to build an adequate drug pipeline the RHDS Project will 
make volume purchases at the beginning of the implementation period. 
The GOH will assume responsibility for funding Ccnmuni-y Health Service 
drugs and medical supplies after AID grant financing ceases. The GO11 
also will test a pilot Ccnmunity Pharmacy program(with a one-time 
contribution from PL 480 Title III funds), which will be self generating.
The GOH will charge pu1rchasers cost plus 20% for these drugs which will 
permit inventories to be resupplied on a revolving basis and be ex
panded as demand warrants. The purpose is to provide the upper echelons 
of the PIDS with a minimum supply of drugs. Cost estimates are based 
upon the WIO recommendation that $1.50 per person per year should be the 
upper limit for pharmaceuticals in the national health systems of 
developing countries. 

Due to the nature of services delivered, hospitals consume a 
substantial portion of the DSPP's current pharmaceutical allocation in 
sophisticated and costly drugs. Health agents and auxiliary nurses in 
the rural areas will be supplied with simple but effective and relatively
stable drugs for their clients. Thus the average drug allocation at the 
health agent level has been set at 10% of the 1-11O standard, or $0.15 per 
capita per year and $0.1 0 per capita per year at the dispensary level. 
Experienced d-,servers in the DSPP, WHS, PAHO and UNICEFF participated
in developing these standards. A review of drug usage-rates at \CHO 
dispensaries was conducted. However, these allocations will b, -are
fully reviewed during the life of the Project as the information system 
begins to provide data on actual usage. 
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(7) Facility Maintenance
 

The DSPP does not currently budget funds for the maintenance
 
of the facilities under its control. 
 In light of the magnitude of the
 
investment in facilities and equipment under the RHDS, a~n 
effective
 
maintenance capability is needed. 
This includes creating a Maintenanae
 
Section within the DSPP's Depaztment of Administration, recruiting and
 
training technicians, and providing the first year's worth of tools and
 
supplies for an estimated staff of 83 persons (22 teams). The new
 
Facility Maintenance Section will maintain and repair the physical plant

of all DSPP health, garage, supply and administration facilities
 
throughout the country.
 

The three-person teams will consist of a mason-carpenter, 
plumber and electrician. Thb Project will finance one vehi-le per

team to service up to 60 facilities per District. They will be under
 
the supervision and control of the District Administrators. In the
 
five Regional headquarter ,the team size will be increased by one
 
person (splitting the carperter-mason function). At the central level,
 
a 30-person team will serve the Metropolitan Region. Six will provide

full-time services to the National Hospital; three each will serve the
 
other four public hospitals; and 12 will serve the Health Centers,

dispensaries, administration buildings, garage and central warehouse.
 
These manpower estimates are based on analysis of maintenance require
ments made by the WHS team. With additional experience the size or 
composition of the maintenance teams may be modified.
 

The RHDS Project includes funds reserved for a Facility 
Maintenance and Training specialist for 2 years to assist the DSPP's
 
Division of Administration in staffing and organizing the central
 
Maintenance Section and in organizing Maintenance Sections at 
the
 
Regional and District levels. Such an advisor would assist the
 
central Maincenance Section in developing job standards based on 
es-
timated work load; *in conducting a recruitment campaign for main
tenance crews; and in 
on-the-job training of maintenance staffs. This
 
assistance would be made available should AID and the DSPP decide it
 
is necessary.
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(8) Transportation
 

The central DSPP Transport Section will deliver supplies

and pharmaceuticals from the central level down the chain of facil
ities during the first 1-2 years; and will deliver supplies to
 
Regional and District warehouses as these are constructed and staffed.
 
The system also will transport supervisory personnel from their
 
Regional or District headquarters to facilitiRs in the field; 
and
 
it will transport patients to and from health facilities from a
 
referral point as needed.
 

The approximate usage or the transport system has been
 
estimated at 50% for delivery of supplies, 35% for supervision, and
 
15% for patient transportation.
 

The steps nececsary to permit, the Transport Section to
 
support the RHDS are:
 

Consolidate Transport Systems
 

A unification of the 4 existing systems (DSPP, SNEM, BON and DF)

will eliminate duplication, allow efficient utilization of resources,

and provide more cost-effective support for the RHDS. 
 The integrated

unit would be built around present SNEM operations, since this is
 
regarded as 
the best managed and most effective of the group. A
 
reorganization plan drafted by WHS advisors 'is being reviewed by the DSPP. 
 An
 
innroved nlan will be 
a condition orecedent to disbursement for vel'icles.
 

Train Transport Section Staff
 

The mechanical and support staffs of the integrated
 
transport system will be trained 
to work with the new operating

procedures called for in the recently completed WHS/DSPP Analysis of
 
the Transport Section.
 

Four target groups will receive on-the-job training in the

consolidated Transport Section. 
The first is appro Imately 320 drivers
 
whose training will include safety aspects of vehicle operationminor
 
repairs, check-out and check-in procedures, map reading, and special

skills for transporting patients and pharmaceuticals. Forty mechanics
 
will be trained in repair and maintenance work (including mechanical,
 
electrical, and body repair) as well as 
the administrative procedures

requisite to the job. 
 Support staff (fuel control, spare parts

control, etc.) 
will be given training to upgrade their respective skills
 
as well as training in administrative procedure. The Transport Section
 
Chief will need training in vehicle scheduling, inventory control,
procurement, record keeping, and personnel management.
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Construct, renovate, furnish and equip vehicle support
 
facilities
 

The DSPP central garage is in poor repair and obsolete.

It is to be abandoned and its operations are to be shifted to the SNEM
 
central garage which will be renovated and expanded under the RHDS

Project. Multi-regional garages at Gonaives and Cayes are to be cons
tructed, and all three will need to be furnished and equipped (partial
ly at the central garage and completely at the others).
 

The Central Garage is to be expanded to include an improved
fuel depot and spare parts facility. The multi-regional facilities 
are
 
to have similar capabilities, but on a smaller scale.
 

Five mobile vehicle maintenance teams will be trained and

equipped. 
Two will operate from Port-au-Prince and one each from Les

Cayes, Jeremie, and Gonaives. 
 They will serve as emergency teams to

repair vehicles that are on 
the road and unable to return to the garage.

They also will provide routine maintenance.
 

Finally, there is to 
be a provision made for vehicle
 
storage and inspection at each District and District/Regional headquarters\

This includes 14 sites, since Port-au-Prince, Gonaives, and Cayes already

have facilities. 
 Each site will include one full-time mechanic, necessary

tools and equipment, and a concrete area to be used for parking the

vehicles when not in use 
as well as to perform inspections, change tires,
 
change oil, and perform tune-ups.
 

Boat facilities are adequate to handle the 5 boats to be
 
purchased and located at Jeremie and Ile-A-Vache.
 

(9) Office of Foreign Assistance
 

The primary purpose of the Office of Foreign Assistance
(OFA) is to coordinate the activities of the Private Voluntary Organiza
tions. (PVOs) that are working in the health sector in Haiti. 
 Preliminary
information indicates that PVO activities may contribute as 
much as
 
$2,000,000 per year to the health sector 
. The OFA will make an inven
tory of PVO activities so that the GOH can identify what services are
 
being provided, by whom, to whom, and how the GOH can be of assistance
 
to PVOs either by providing supplies and equipment or furnishing higher

level curative services to 
rural patients through referrals to govern
ment-run or private medical facilities. The inventory also will be

used to determine how PVOs can assist the DSPP in providing improved

rural health care. 
 Several PVOs have considerable experience in health
 
agent training programs, mounting vaccination campaigns and training.

The inventory also will identify gaps and overlaps in service.
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IV. PROJECT AaALYSIS 

A. Technical Feasibility 

1. Appropriateness of Technology 

The RHDS Project has been designed to maximize
the use of resources available incapital input. 
Haiti and to minimize theThe technology choscn1 is appropriatetarget areas for theand should permi: continued support of the systemby the GOH. 

The Project focuses
preventive health services 

on delivery of simple curative andin rural ccarrunities of 1,5003,000 inhabita Its. toHealth agent-7 at the corunity level willdeliver basic health care. In some cases, agents may also betraditional practi tioners. Auxiliary nursing personneldispensary at thelevels of the system will provide slightly moresophisticated cu.,ative and preventive care. Large numbers ofhighly trained personnel are not required to deliver these

services.
 

Based on experience to date with the North and SouthRegions, the responsibilities involved should not exceed theabilities of the people chosen for ccmnity health positions.Training courses will be conducted in and nearwhere the rural areastrainees will be providing services and will take intoaccount the existing traditions of health care. 

The technology employed by the Project will be of a
light-capital nature. 
Capital investment will be made indispensaries, which are the minimum required facilities at
the cmunity health level of the system. These facilitieswill have substantial outreach capability through health agents,which minimizes the need for additional capital outlaysconstruction. forA logistic system has been designedhierarchy of physical to support thefacilities which, together withcost health personmel, the lowprovides an inexpensive delivery mechanism.The information and evaluation system designed for the Projectplaces maximmn emphasis on collection of data by the healthagents themselves, and routine data analysis for evaluation,planning and programming is designed so assophisticated automatic not to require 
the Project's focus 

data processing techniques. In addition,on preventive as well asservices simple curativeshould result in lower costs per patient treated. 
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2. Engineering Analysis
 

a. 
Designs and Construction Plans
 

The engineering and construction phase of this Project will
entail routine planning, design, and constij.':tion of dispensaries, 
one health
center, warehousing, garages, and 
maintenance areas.
 

Design and supervision functions will be discharged through
a construction management contract with a qualified architectural and

engineering firm.
 

A/E firms will be retained to design the different types
of facilities. 
 Other firms will be contracted to carry out the construction/

renovation.
 

The smaller dispensaries and health center will be constructed
or remodelled using standard designs as 
summarized in Annex III. 
 Because
the dispensaries are 
located in remote areas and construction costs vary signi.
ficantly from one location to another, the Fixed Amount Reimbursement approach
was deemed unsuitable for this Project. 
Mission will review this decision
during periodic evaluations.
 

Final designs for the larger projects such as the garages and
warehouses will be provided through concracts with private architectural and
engineering firms. 
 Preliminary designs are 
shown in Annex III, and 
are
based on prototypes developed by Mission-financed technical assistance.
 

A.I.D. will reserve the right to 
approve the plans aud specifications for each type of project, and insure that minimum professional

standards are employed during construction.
 

The engineering and construction of each project will be the responsibility of the DSPP and the construction supervisor under guidelines
reviewed andapproved by AID. 
 Sample designs of structures to be built under the
Grant have already been submitted to USAID/Haiti and reviewed by its technical
divisions. 
They are considered to be well conceived, complete and appropriate
to the needs of the Project. Based on 
an 
analysis of these sample designs, it
was concluded that the technical and professional capability to build the type
of facilities described above exists and that 
this will not be a constraint
 
to Project Implementation.
 

A list of new construction or remodelling required in the Project
areas has been prepared by specialists in the field of facilities planning and
reviewed by the Mission (see Annex III). 
 These requirements are based
and WHS surveys and on DSPP
are considered to be the minimal upgrading needed to provide
reasonably satisfactory rural health services.
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b. Facility and Equipment Maintenance
 

Provision has 	been made in the Project for regular maintenance of
the facilities and equipment financed under the Project. 
 In the case of dispensaries and warehouses, maintenance teams assigned to Districts will be responsible for building upkeep and maintenance needs. Personnel costs are included in the GOH's contribution to the Project, as is She cost of tools and
supplies after the first full year of maintenance operations.
 

With regard to vehicles and equipment, 
costs of routine maintenance
have been included in the Project budget. 
 In addition, some maintenance
equipment has been included in the commodities to be procured under the Project,
and spare parts cost 
has been included in the procurement of vehicles. In
addition, the Project is establishing mobile vehicle maintenance teams to maintain
the vehicles purchased by the RHDS as well as 
the existing plant.
 

c. Cost Estimates
 

The cost estimates used for the Project 
are based on the sample
facility designs and detailed equipment, material and drug lists. 
 Standard
cost factos for Haiti were used 
to estimate the costs of construction and
remodelling (Annex III). 
 Costs for vehicles, equipment and other commodities
are based on 
recent Frices obtained for other AID-financed projects in 
 Haiti
or on 
catalog prices currently In effect. 
 Although most of the equipment
and commodities will be purchased during the early implementation phases of
the Project, an inflation factor has been included in the Project budget tables
to guard against cost increases which may occur between Project design and completion of the procurement process. 
No major problems are anticipated regarding
engineering feasibility or 
cost factors. It is the judgement of the Project
Development Committee that requirements 
set forth in 611 (a) (1) of the Foreign
Assistance Act of 1961 
as amended have been met.
 

3. 	Environmental Analysis
 
negative


No significant/impacts are expected from the Project on either the
physical or human environment in the Project area. 
Where substantial construction activities are undertaken, such as 
in case of warehouses, an
environmental exam will be performed as part of the design work. 
An Initial
Environmental 	Examination 
(MEE), recommending a negative determination is
 
included in Annex III.
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B. Social Soundness Analysis
 

1. Socio-economic Profile of Beneficiaries
 

A. Identification of Beneficiaries
 

The primary bene;'ciaries of the RHDS Project will
be approximately 70 percent of the rural population (by 1983), 
or
3,000,000 rural inhabitants, who will receive the benefits
of incr-eased access to medically trained personnel, information on ways and means to protect their health, and improved

preventive and curative services.
 

Women (pregnant or of child bearing age) and children
will receive the most direct benefits of the Project through
immunization, family planning, and maternal-child health
care. Benefits to the rural poor at large also will occur
through access 
to referral and treatment services and instructioni in nutrition and environmental sanitation.
 

Secondary beneficiaries will be health agents and other
personnel delivering health services. 
 The health agents
(whose back-rounds most nearly approximate those of their
rural clients) will receive three months of training in
maternal-child health care, nutrition, family planning,
environmental sanitation, diagnosis, primary healtn care
and community development. 
Whether they continue working
as health agents or 
not, the information will be beneficial
to them for improving the health quality of their own lives.
 

It is, however, unlikely that many health agents will
leave their positions in search of upward mobility (except
through the health system), 
due to the lack of alternative
opportunities. 
 Indeed, according to some current health
agents, the position is attractive because it provides the
 means 
to expand agricultural activities on the side (e.g.,
buying land or hiring labor). Thus, such employment may
encourage remaining in the countryside.
 

The supervisory staff 
 (auxiliary nurses, primarily)
will benefit from the program through a relatively high
wage (compared to 
the average in rural Haiti), superior
living conditions, and increased prestige from having many
people responsible to them and seeking their advice. 
They
also may experience improved upward mobility, since their
experience will fit the growing demands of international
donors, PVOs and GOH entities for trained personnel who know
how to improve rural conditions and communicate effectively

with rural people.
 



-76-

B. Social Organization 

Civil and military administration begins at theDepartment, and goes down through the arrondissement to the cmmune or municipality level. Here, there is a magis rat decainune or mayor (appointed from Port-au-Prince) and anadministrative council. The communes are divi( ':d into anadministrative center (bourge) and section rurale. At thesection rurale level, the civilian and military systemsmerge with the military chef de section being in charge of

the rural area. At the village level, there may be 
a community council (conseil ccmmunautaire) led by locally

elected officers.
 

Since the health agents will be expected to coverareas beyond their own villages, the respective chefs de sectionand magistrats ccmnunal will need to be cognizant of theiractivities, and will be enlisted to aid the agents. Health
agents will work closely with camunity councils to ensuregood attendance at health) meetings and participation inmunity activities. Where community councils do 

com
not yet exist,
health agents will have to rely on their cn promotional/


organizational energies to identity and work through localleaders, and perhaps request help in organizing communitiesfran the magistrats de ccmmune or chefs de section. 

C. Family Composition 

As in other Caribbean rural societies, marriagerates in Haiti are low. The most likely reason is that
marriage is simply too expensive for the average peasant.

Women generally have several unions during 
their fertile years. Many households are comprised of single women withtheir children and/or grandchildren 1/. Older children
 are often sent to other households to-live and work (rester
avec), as the birth of additional 
 siblings makes it financially
impossible for the biological parents to continue support. 

Unions, whether legal (perhaps 25 percent of thetotal) or consensual, are bound by values which favor late entryinto union, and disapprove sexual relations for those notin union. The consequence is a lower exposure to risk of pregnancy for most wcnen than: would otherwise be the case. 

1/ Allman, James and John May, "Fertility, Mortality, Migra
tion and Family Planning in Haiti", Draft March 1978, p. 9
cited with permission.
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Women not in union are not usually interested in family
planning; 
women in union seem very interested and willing to
discuss it openly, 
even with males present. However, their
decision on which method to use seems to depend on 
their
mates (condoms have been noted by some as 
culturally unacceptable
for men to 
use with their union mates, since condoms also
 
are used with prostitutes).
 

Parental working patterns may affect the type and quality
of food preparation, health care and frequency and regularity

of the family's diet 1/. 
 The amount of time a child is
left with someone other than a parent may affect his/her
amount of food intake; and the number of rester avec
(non-biological children) in the household may decrease overall food intake and distribution of health care 2/. 
 It will
probably be useful for health agents to 
focus community
attention on the problems of child care when parents are most
mobile. 
Particular instruction will be given 
to non-formal
women's groups who share the 
care 
of small children when

the mothers are on extended marketing trips.
 

2. Economics
 

A. Farming
 

The majority of people own at least 
 part of
the land they farm, but the 
 plots tend to be "micro" size.
It is rare for a household to depend on 
the produce of only
one plot. The peasant's ideal is 
to own at least one warm,
dry (terre chaude) and one cool, wet 
(terre froide) plot
to provide ecological and economic balance of crops. 
 Intercropping occurs on nearly all land, but there does not appear
to be a strategy of crop management or crop staggering. These
cropping patterns, and the realities of what the land can
produce, will have 
to be kept in mind when designing nutrition
 
information for dissemination by health agents.
 

Improved health is likely to have an 
impact on farm labor.
Several farmers interviewed remarked on 
the importance of
providing food for workers in order to have tasks accomplished

quickly.
 

1/ Warren Berggren, "Evaluation of 
the Effectiveness of Education and Rehabilitating Centers" in White Philip L. ed.
Proceedings of the Western Hemisphere. 
Nutrition - Congress III.
Chicago: 
 Chicago Dept. of Foods and Nutrition, Division of
 
Scientific Activities, AMA, 1971.
 

2/ Ibid.
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In general, men are the cultivators and do the clearing,
weeding, planting and harvesting. A woman may help with
sowing and harvesting; however, young boys usually perform
these chores. 
They also tend fann animals.
 

Women are mainly responsible for marketing food, washing
clothes, and cooking. 
 During some seasons, women may be the
total suppliers of food and other products for the family
through their marketing. Girls begin at an early age to
assist with household tasks including fetching food, doinq
laundry and carrying water from streams or wells.
 

B. 
Quality of Life Indicators
 

Education
 

Formal education is 
a variant on the French system
which emphasizes subjects of little relevance to the Haitian
peasant. 
Rural schools 
are especially non-responsive to the
people's needs, and the drop--out rate is extremely high.
overall literacy rate in 1970 was 
The
 

19.6 percent, according
to the 1970 Census preliminary results 1/. 
 Only 34.6 percent of rural literates 
are females compared to 
51.6 percent
of urban literates.
 

In a UNESCO study in the Mirabial Valley in the 1950's,
the findings indicated fewer girls 
than boys sent to school
and higher attrition among females 2/.
 

These fact. would indicate that recruiting large numbers of
literate rural health agents may prove 
 difficult. Yet, competency in abstracting and analyzing 
 (based on literacy training) is 
a necessary condition for successful health agent
 

l/ 
Institut Haitien de Statistique. 
Enquete Socin Economigue
TAvril 1970) Premiers Resultats. Port-au-Prince "IHS, March
1975 Table 11-4, p. 6. 
Caution should be exercised in accepting this figure; according to one Haitian statistician, the
margin of error is 
a minimum of 12 percent.
literacy rates range from ten percent (1971), 
Other reported
 
as cited in the
USAID Development Assistance Program FY 1979, June 1977, p. 125
to 
24.7 percent (December 1975), 
as cited in the Inter-American
Development Bank, Economic and Social progress in Latin America
 

Annual Report 1975, p. 254.
 

2/ Alfred Metraux et al. 
 Making a Living in the Mirabial Valley
THaiti)Occasional papersin 
 education. 
 Paris: UNESCO, December 1951, p. 215.
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performance. 
Literate females may be more difficult to 
find
than literate males. 
Rural literate females may, however,
prove better health agents. 
Literacy and school completion
may indicate 
a certain resistance to social/economic pressure
to leave school and a determination to achieve mobility.
 

Housing
 

Houses are generally grouped in compounds (lakou),
a small cluster of houses inhabited by adults, siblings, grandparents and other members of the extended family. 
The commonest type of house is wattle and mud-daubed with thatched
palm branches 
or guinea grass roof and dirt floor. 
 Sleep is
always in a tightly closed house 
(for fear of spirits that
roam at night). 
 This facilitates the spread of communioable
diseases among occupants. 
 The house floors arp usually
swept every day (even when made of dirt). Drinking water is
stored in covered clay pots, and personal things are raised
from the floor for protection from rats. 
 Animals are usually
kept out of 
the house, but are confinedi in the lakou to pre
vent theft.
 

Environmental sanitation is generally poor. 
 The few
latrines that do 
exist are 
frequently poorly maintained and
a breeding ground for diseases. Children playing in the
lakou often step in animal excrement. 
Water sources are not
usually near 
the house, and it may be necessary for women
and children to 
carry buckets of water for considerable
distances for laundry or bathing. 
Cooking pots, plates and
cups 
are washed in cold, often contaminated, water. Food
storage is limited so 
that mice, insects and roving animals
infect supplies and eat whatever is available. It seems
evident that substantial health benefits could be realized
simply through changes iii day-to-day household habits. 
 Thus,
basic health education will be a primary task of the health
 
agent.
 

3. Traditional Medical System
 

The medical aid which rural people seek seems
according to whether the illness is believed to be 
to vary
 

naturally
or supernaturally 
caused. The first assumption (except for
some children's illnesses) is that a health problem is
"natural", and will disappear with time. 
Usually a person
waits a long time before turning to the advice of family and
friends, and/or home remedies, such as 
herbal teas, salves,
baths and compresses. 
 If these are ineffectual, the next
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level. of medical help is the docteur feuille (herbal doctor).If it is a young child's illness or 	f-nale problem duringpregnancy, the sage ferne (midwife) may be called. 
Herbal doctors and midwives are generally well respectedand 	have clients who ccnie to 	them from distant areas. Theirrelationship to 	clients is both that of brother/sister and ofleader. Herbal doctors use comlicated gestures to 	explaineven the simplest act in order to add mystery and augmenttheir cOn prestige.
 

If treatment is 
 not successful after a prolonged time,client may 	 theturn to the charlatan who gives injections of medicine(penicillin, usually)which ispurchased by the client at a pharmacy.The 	needle is not sterile; contaminated water is usedand coses are 	 as a diluentrarely calculated. The charlatan also may dispensemedicine (such as worm medicine), but 	without considering weightor age 	of the person or making a scientific diagnosis. The 	costof 	services varies. 

If 	 the above remeflies fail, and no supernaturalsuspected, the individual may go 	
causes are 

to 	a dispensary or hospital fortreatment depending on the proximity of the service, its 	quality,and cost.
 

If the iliness is 
 believed to be supernaturally caused,different types of houngan 	 tgo(vaudou priest) may be sought depeningon whether the illness is thought to be induced by ancestral oralien spirits.
 

The bokor (sorcerer) 
 is 	 the last person sought for curesbasad on magic spells and poisons whose purpose is to bring misfortune to someone else or to ward off a malevolent spirit.The 	bokor's profession has high risks but also high profits. 
The traditional system offers a long chain of options to
those seeking medical care. The options chosen 
 seem to depend onthe 	suspected source of illness, as well as 	the proximity andquality of modern medical care available at relatively earlystages of the illness. 

4. 	 SuggestedApproachesto RHDSImlnentation
 

Selection and Training 
of Personnel 

The rural population's perception of modern health practitioners is likely to depend on the 	quality and dependability ofservice, and theon ability of the modern practitioner to adoptthe 	rural manner of delivering health service. Health practitioners 
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trained in modern 0mcepts--especially doctors--may frighten rural
clients away. Reports are that rural doctors advise medicinal
treatnent only and do not provide the sympathetic feedback
and psycho-therapeutic consultation which is the key to the

traditional practitioner's appeal. Auxiliaries in public

dispensaries also are reported to be unsympathetic and

denigrating, while auxiliary nuns are reported sympathetic,

but primarily concerned with the dispensing of drugs.
 

Since most healers or midwives are adults respected
for their knowledge and their success in healing or treating,
a similar respect must be obtained at the outset for health
 
agents. The selection criteria that 
 agents be adults and
highly motivated to prmote and to heal (with previous
experience in canmnity development if possible) should
 
assure greater success. Moreover, since teaching and treating

are highly personalized, careful 
evaluation of inter-personal 
canmunication skills will be made of health agent and auxiliary
candidates prior to selection. 

The question whether female or male health agents will be
 
more accepted by rural 
clients is not resolved. Each has

different skills, and in the traditional system provides

different kinds of services. Interviews with four health
 
agents (two males an] tw females) in the North and South

regions indicated that the fenales tended to stress maternal/
child care ard family planning, use trained midwivesof and
potable water. Males tended to be concerned about envirormental 
sanitation, family planning and treatment of illnesses.

Females seem to view their employment more as a full time job.
 

Whether the candidate is male or fenmale may not be important
to delivery of health services. Success will depend mostly
on whether agents are properly motivated; skilled in inter
personal relations; and able to learn both abstract and con
crete aspects of basic treatment and preventive measures.

Selection of candidates may, in 
 fact, be the most important
variable affecting success of the Project. Nonetheless, health 
agent activities should be monitored over time to determine
whether male/female roles have a long-term impact on effective
ness of services delivery.
 

Vested Interest Groups 

Of the traditional healers, it is unlikely thathoungans or bokor will engage in conpetition with health 
agents. These healers are generally sought when supernatural 
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causes are suspected,and it is 
likely that rural clientele
will continue to feel a need for the psycho-spiritual relief

that houngans provide.
 

Midwives will be interested in improving their success
rates in child birth to add to 
their reputation and clientele.
Hence, little potential conflict should result from health
agents recruiting midwives for training, teachinq maternal/
child care or promotion of immunizations against neonatal
tetanus. 
 Problems are not expected from docteurs feuille,
since their 
 arvices will also undoubtedly continue to be
used. ilounians, midwives, and herbal doctors should all be
considered as potentially good candidates to become health
agents, because of their established ties with rural communities, sympathy for rural habits of medical treatment and
the complementarity of their present activities with health
 
agent duties.
 

Some conflict with health agents may appear from charlatans.
The charlatan charges for dispensing modern drugs, injections
and bandaging, whereas the health agent will dispense similar
services free of charge. 
 It is 
likely that sick clients will
seek out a health agent rather than a charlatan in the
appropriate circumstances. 
The problem may be minimized if charlatans 
are offered training at dispensaries (e.g., 
how to
measure an injection dose) which will help them improve

their own services.
 

The auxiliary nurses 
themselves may prove a source of
conflict if they: 
 (1) do not provide service acceptable to
referred clients; 
(2) perceive themselves as purveyors of modern
health care only; 
(3) view health agents and traditional
practitioners as 
inferiors; or 
(4) do not perform their own
diagnostic, treatment and supervisory duties competently.
A lot will depend on 
the quality of auxiliary training (as
well as 
selecting persons who are apt to be receptive) and on
the supervisory support auxiliaries themselves receive.
 

Traditional Beliefs and Disease Etiolocy
 

There are potential cultural constraints to adoption
of modern 
health beliefs and practices by rural people.
Traditional belief views life as 
a state of delicate equilibrium
between forces of nature, fellow humans, and the spirits.
The forces of nature include natural calamities, and extremes of
hotand cold and wet and drought. In rural Haiti, 
the factors
of heat and cold constitute the essence of "natural" causes
 
of illness.
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Females are considered to be warmer than males. 
Men
struating and pregnant women are considered hotter than
 
nature males and mature non-menstruating females. Elderly

males and females are considered cool. T}is belief in hot/

cold life states has direct impact on behavior. For example,

to induce fertility in a female of reproductive age, a

docteur feuille may administer a series of hot leaf baths to
 
the womb which is thought to be harboring some chill. For
 
postpartum females, certain food prohibitions are observed
 
to return the wcman from an over-heated state to equilibrium.

Sicknesses are also categorized as hot or cold depending on
 
their dominant symptoms.
 

Food beliefs also affect behavior and health among rural
 
Haitians. Foods are classified according to: (1) their
 
innate hot or cold properties; (2) the magic intrinsic to
 
the food (for example, "white foods" include fish, potatoes,

pigeon peas, and breadfruit which are thought to cause pus);

and (3) their fortifying properties (pork is thought the least
 
fortifying; plantains, kidney beans, and pigeon meat are
 
believed the most fortifying).
 

The graver the illness, the more important it is thought

for the patient to eat carefully, and the more stringently

enforced are traditional behavior demands. 
Contradictory

advice from medical personnel is likely to create an intoler
able conflict/stress situation for the patient which will
 
prevent acceptance of modern medicines and dietary instruction.
 

Vaudou and the general belief in the supernatural also

influence beliefs about disease etiology. S2pernatural

beings are said to have certain reasons for attacking a
 person, as well as characteristic remedies for placation.

Sickness is a "family matter" in rural Haiti. 
 Spirts may
 
cause persons to fall ill when they fail to meet their

spiritual obligations; particularly obligations to dead
 
ancestors to whom funeral rites 
are owed. Of particular

interest is the lougarou (werewolf), usually a woman, wh;

is supposed to victimize children by "eating" or secretly

sucking their blood, thus causing them to become ill and die.

Much behavior associated with pregnancy or immediately aftet

childbirth is aimed at protecting against lougarou attacks.
 

Acceptance of modern medicine will, in part, depend on
 
the traditional definition of disease etiology, rather than

the correct biological definition in the modern belief system.
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on the other hand, modern practitioners have "oversold" their

product. For example, 
 there is widespread belief that one
 
injection can provide immediate cure.
 

To minimize such potential constraints to effective

delivery of services, field health personnel will need 
to
be thoroughly sensitized to traditional beliefs in their
 
areas of assignent. Trainers should present those beliefs

objectively, and draw parallels 
to the scientific explana
tion of the same phencmona. Client stress levels can be

reduced 
 (and acceptance of services increased) if health
 
agents and auxiliaries 
provide praise for consumption of

modern medicines, use of dispensaries, and practice of preventive measures, rather than berate clients for use of
 
traditional healers 
and slowness in seeking modern assistance.
In short, health personnel will be most effective if they
allow their rural clients to receive social support from both

the traditional and modern systens with 
a minimum of negative
sanctions.
 

5. Benefit Incidence/Spread Effect
 

Since the RHDS Project aims at delivery of medical services
to 70 percent of the Haitian population, benefit incidence and
 
spread effects should be looked at qualitatively, as well 
asquantitatively. In addition to helping to bring about improved
nutrition, environmental sanitation, personal hygiene, child 
care and family planning in the rural areas, the RHDS may have 
some more effect on family patterns, since recent research hasindicated that instability of unions is due, in part, to the
wcnan's desire to arrest pregnancies. There is ample proof

from other countries that, should family planning methods be
adopted, the spacing and limitation of off-spring will result
in a substantially improved life-sytle and increased opportunities
for the children which are born. 

Spread effects may be attained through formal and informal 
channels of communication. The existence, activities (and"successes") of the health agents may be publicized through
carrnunity meetings, PVO and other personnel working in the 
area, and health programs on the radio. Word-of-mouth cc
munication may be used consciously and extensively to promote
the RHDS program. In rural Haiti, an individual's health 
problem is a News ispublic matter. quickly transmitted 
to neighbors and acquaintances. Good health service by an 
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agent will be promptly recognized and discussed extensively.
Hence, the health agent must be given careful guidance and
supervision-especially in the early months of the program
to assure the transmission of a positive image. 

6. Participation of and Impact on Wcmen 

Slightly more than one-half of the rural persons
potentially affected by the RHDS will be females. 

The overwhelming majority of these wmen will be from 
peasant backgrounds. The RHDS will provide them an avenue 
for better health, as well as possible entrance into salaried
employment as health agents and auxiliary nurses. Improve
ment in wamen's health should facilitate their responsiveness
to community development activities and ability to engage
in econ-ic activities. Ideally, the RHDS will help women
raise their siatus as productive contributors to rural life
by inducing receptivity to early treatment of illnesses through
modern care (for themselves and others), and an at'itudinal
change toward healing fron one of functional healing of ill
ness to one andof combined preventive functional care. Frcn
these activities, wcmen w-ill contribute to development in
rural areas by reinforcing the health of their children and 
improving the productive capacity of the labor supply. 
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C. Economic Analysis
 

1. Benefits
 

A. Health care is a basic human need. 
Good health is
 
desired by all, and is one of the fruits of development. Experience

of developing countries has shown that the relationship between
 
economic development and increased health is highly variable. 
Some
 
countries have improved their health status despite limited
 
economic development. 
Others have shown only limited improvements

in health status despite rapid overall economic growth. A substan
tial body of evidence has been compiled which indicates that specific
 
measures to improve health care 
for the vast majority of a population
 
can have a major developmental impact. ! However, the lack of
 
good baseline 
data on morbidity, mortality, and productivity in
 
rural Haiti precludes detailed calculations of the benefits from
 
improved health that can be expected from this Project. In addition,

the relationship between several Project elements 
(such as house
 
visits by community health agents) aird improvement in health status
 
of the beneficiary population is by no meons direct.
 

Thus, it is difficult to predict in advance the amount of
 
suffering that will bu avoided from improved health status, or the
 
increased person years of work that will become available as 
a
 
result of this Project. Even if this could be done, conceptual

difficulties in putting a dollar value on suffering preclude

calculation of benefits that could be compared with costs. 
 In turn,
 
the economic benefits from an increased supply of healthy labor
 
will depend on the mac:oeconomic development of Haiti, and of the
 
world economy.
 

The benefits of health care from the Project are expected to
 
cover 70 percent of the rural population by the fifth year of the
 
Project. 
 The other 30 percent of the rural population will be the
 
most isolated and most difficult to reach, and they will essentially

remain without modern medical care, until such time as 
the RHDS
 
can be extended to them.
 

In spite of the difficulties in estimating the benefits to
 
accrue from this Project, the nature and some indication of the
 
magnitude of benefits expected can be given for illustrative
 
disease conditions:
 

a. Tuberculosis: Vaccination with BCG and treatment of active
 
cases by auxiliary nurses under instructions from health centers
 
should greatly reduce the current level of active cases 
(approximately

100,000) and deaths (approximately 4,000/yr.) resulting from TB in
 
Haiti.
 

l/ See comparative data on per capita income, infant mortality and
 
life expectancy for all developing countries published by the
 
Overseas Development Council in The U.S. World Development
 
Agenda 1977. Annex A.
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b. Tetanus: Vaccination against tetanus of potential mothers,
and innoculation of children with DPT, may reduce this frequent

cause 
of death in new-borns to near zero levels.
 

c. Gastro-enteritis (diarrheas): 
These are major killers of
the very young, and cause much lost time among workers. These
illnesses are easily controlled with simple medication. 
It will
also be interesting to note the relationship between reduced
gastro-intestinal illness and improved nutritional status, particularly

in young children.
 

d. Intestinal parasites: 
These 
are common at all ages, killing
the young, sapping the energy of workers, and worsening malnutrition
 among people of all ages. 
 Reduced incidence of intestinal parasites
should be equivalent to a larger supply of food (perhaps several
million dollars worth of grain) for people who previously could not
absorb all the calories they were eating.
 

The nature of benefits expected from the Project is, of course,
well defined: 
 among other things, decreased morbidity and mortality
for infants, mothers and the rural population as a whole (leading
to decreasing crude death rate and increasing life expectancy),
better nutrition habits, increased nutrient absorptive capacity
and decreasing crude birth rates. 
Our ability to quantify changes
in these indicators will depend in large measure on the availability
of nation-wide rural health baseline data. 
Such data are now
being gathered with assistance provided under prior A.I.D. and
other donor projects, and will be gathered and analyzed in this
Project. 
Pending such data, we are not able for the present to
describe all specific benefits and can only give indications of
potential benefits. 
The estimates are at two levels: 
 general
and specific. 
The general (goal level) estimates presented below
indicate potential changes in the rates of infant and maternal
mortality and crude death and birth rates. 
These estimates are
not built up from estimates of expected changes in morbidity and
mortality rates due to specific causes, but rather reflect a possible
cumulative impact of the Project, and other health and economic

changes expected during the course of the Project:
 



Infant 

Year 
 Mortality 


Rate (a) 


1979 
 140 


1980 
 139 


1981 
 137 


1982 
 133 


1983 128 
1984 122 

1985 115 

1986 108 

1987 100 

1988 90 

1989 80 

(a) per thousand live births
 
(b) per thousand births
 
(c) 
per thousand population
 

Maternal 

Mortality 

Rate (b) 


14 


14 


13 


12 


11 


10 


9 


8 


7 


6 


5 


Crude 
 Crude

Death 
 Birth
 
Rate (c) 
 Rate (c) 

16 
 37
 

16 
 36.4
 

16 
 35.8
 

15 
 35.2
 

15 
 34.6
 
14 
 34 


14 
 33.4
 

13 
 32.8
 

13 
 31.6
 

12 
 31
 

12 
 30.4
 

i 
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As to the impact of the Project on specific (purpose level)
 
causes of morbidity and mortality, the Mission will be deriving

projections based on presumed incidence of the specific causes
 
at present, and on Project service intervention statistics.
 
Rough estimates of Project impact on specific causes may be made
 
by employing the following methodology, as appropriate (the example

below illustrates theoretical impact of DPT immunization under
 
the Project):
 

Impact of Project in Reducing Present Rate of
 
Infant Mortality Due to Tetanus Neonatorum
 

Variables:
 

a. 
Estimated annual deaths from tetanus neonatorum at present: 10,886
 

b. 	Coverage of rural population with DPT imirunization in five
 
years: 70 percent.
 

c. 
Portion of total tetanus neonatorum encountered in rural
 
areas: 95 percent.
 

d. 	Effectiveness of DPT vaccine: 98 percent.
 

e. 	Estimated annual infant deaths from all causes: 
 26,422
 

Project Impact:
 

f. 	Estimated annual deaths prevented (a x b x c x d) = 7,094
 

g. 	Reduction in infant mortality rate (fie): 26.8 percent
 
(equal to a reduction from the previous rate of 149 per
 
thousand to 109 per thousand)
 

(It should be noted that the estimated number of neonatal
 
tetanus deaths prevented is equal to about 9.2 percent of
 
all deaths now being recorded. This one intervention alone
 
could reduce the crude death rate from 16 per thousand to
 
14.7 per thousand).
 

In each case, service-related statistics (such as b above)
 
will be combined with technical factors (such as d above)
 
and applied to statistics describing the present situation,
 
to the extent they are available. The resulting calculations
 
will serve as one basis for judging the impact of the project
 
over time. A summary of the service-intervention statistics
 
which can be used in making these calculations is found in
 
Part III, Section D (Project Outputs) of this Paper.
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It is recognized that saving lives, particularly of infants,
may result in a larger population in Haiti, and it is important to
quantify the possible effects. 
Cutting infant and child mortality
by 40 percent to 80/1,000 by 1985 in Haiti with constant fertility
and mortality would result in a population only six percent larger
in the year 2015 than if the mortality decline had not taken place.
However, if fertility declines 40 percent by 1985 along with a 40
percent decline in infant mortality, the population would be 30
percent smaller in 2015 than with continuation of current fertility
and mortality rates. 
 / Thus, improving health care does not
preclude achieving lower population growth. 
All health agents and
auxiliary nurses will distribute contraceptives. 
They will receive

training in mateinal and infant care and in family planning
methods. 
The RHDS will be an integral part of the family planning
 
program in Haiti.
 

2. Costs
 

Expansion of rural health coverage is limited by the
rate at which administrative and operational caability can be
created. As discussed below, the cost for the RHDS is not excessive
in per capita terms or in terms of the GOH budget and GNP. Although
the benefits cannot at this time be quantified in full, by comparison
with the experience in other countries with similar programs for
preventive medical care in rural areas, we believe they will be
more than sufficient to justify carrying out a Project of this
 
magnitude.
 

l/ Based on PLATO computer RUNS
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The yearly direct operating costs of the Project in the sixth year,
when it will have full coverage of three million people, will be about

$4.6 million or about $1.50 per capita per year for the rural residents

receiving health care coverage. These are in constant 1978 dollars. This
 
amount is too low, however, for its includes only $0.35 per capita per year
for medicines, when the usual international standard is about $1.00 per
capita per year higher than that. 
 Even with some additions, the per capita

cost for those covered seems reasonable for a country like Haiti. 
These
 
costs will be about 0.5% of GNP or under 5% of yearly GOH revenues.
 

It would appear that the cost burden on the GOH of the RHDS is one
that can be assumed without difficulty if the system is effective--and if
the Title III program goes ahead. 
 Even higher costs that those forecast
 
can be borne if they turn out to be necessary to establish the required

sound administration and logistical system to assure delivery of adequate

health services to the rural residents covered by the Project.
 

3. Alternatives to the RHDS
 

The RHDS is the type of Project mandated by Congress in Section

104 (c) of the FAA as amended. It has been developed with the GOH, is fully

in line with the experience of AID, and takes that experience into account


in assessing both effectivenes3 and cost. 
 While alternate proposals for
 some parts of the system have been considered for cost and effectiveness, no
overall alternate systems for delivery rural health care have been costed
 
out. 
 This is because no viable alternatives exist. Hospital/curative

medical programs relying heavily on physicians have not given the necessary

coverage in any relatively less developed country and have prohibitive

personnel and financial demands. 
Another possible alternative would have

been to base the RHDS on the extensive existing clinics and hospitals

operated in Haiti by PVOs which in some cases have been highly innovative
 
and provide good care. 
This was precluded by the gross shortfall between

demand for and ability of PVO's to supply services. Rather the experience

of innovative PVOs has been consulted and utilized by the DSPP and AID in
designing the Project, and PVO clinics and medical activities which meet

DSPP standards should eventually be integrated into the RHDS.
 

4. Rationale for Grant Funding
 

Haiti is a RLDC and under current AID ?olicy all AID assistance is
to be on a grant basis. 
 Since this Project does not directly produce income
to 
the GOH and does not directly incFease GNP or foreign exchange earnings,

the current AID policy is entirely appropriate for this Project.
 

Role of User Charges
 

The economic situation of the Haitian rural poor to be served by
the RHDS is described on pp 18-22 of the FY 1979 Haiti DAP. 
In 1970, per

capita income was $55 and per capita food expenditure $43, leaving only $12
per year for all other basic necessities. Inflation has since increased the
dollar figures by over 100 percent, but in real terms, nothing has changed.
 

5 
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After paying for clothing, fuel etc., little is left for medical care.In this situation, one would expect to find a very high price elasticity
of demand for madical services. Such is indeed tha case, The HACHOproject includes health services, and at various times it was found thatunderutilization of medical facilities resulted from charges as low as
40 cents per visit and 40 cents per prescription. Reduction of fees toten cents per visit and ten cents per prescription brought onsiderable
increases in usage. On La Gonave island, CWS has found that charges
for nedicine of more than 40 cents become prohibitive. CWS does notcharge for consultations, but charges ten cents to replace patient
cards if they have been lost. 

User charges are not foreseen at the health agent and dispensarylevels in the future. It is cosidered necessary that services (particularly
medicines) be provided free of charge at first in order to attract largenumbers of rural clients. Of course, services of more general crminity
benefit will never be on a charge basis. 

At the dispensaries and higher levels, it is planned to test the
f dibiIityof charging for some drugs with provision for waiver for thoseunable to pay. Although modest, this will create a substantial burdenin accounting and funds control. Only after this system has been testedsatisfactorily will consideration be given to charging health service 

users on a broader basis. 
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D. Institutional Analysis
 

1. DSPP Organizational Structure
 

The DSPP is organized into five major sections: 
 the Office
of the Secretary of State for Public Health and Population; the Director General; the Division of Administration; Technical Services;
and Administration of the Health Districts. 
 There are three semi-auto
nomous health entities: SNEM (Malaria Eradication Program), the Division
 
of Family Hygiene (DHF) and the Bureau of Nutrion (BON).
 

Office of the Secretary of State
 

The Secretary of State for Public Health and Population (Minister)
is the chief executive of the DSPP and is the key decision-maker on
policy matters. 
Four staff offices provide direct support to the Of
fice of the Minister:
 

(a) Office of Administrative Services 
- includes a Secretariat

and units for Legislative and International Affairs.
 

(b) 
Office of Special Services 
- includes units for Personnel
Development (medical and para-medical training), Population, and Co
ordination of Foreign Assistance (PVO's).
 

(c) Office of Health Planning and Evaluation - responsible for
planning and policy development, and coordination -with foreign donors.
 

(d) Statistics Section 
- provides data used for the DSPP's ad
ministration, management, and evaluation.
 

The Director General
 

The Director General 
is the highest ranking civil servant in the
DSPp. 
 He works very closely with the Minister, and is involved in

both policy development and daily management of the DSPP.
 

Division of Administration
 

The Division of Administration is responsible for supporting the
daily operations of the DSPP. 
 It includes a Budget Section, Supply

Section, Personnel Section, and Transport Section. 
This division
implements and monitors the acquisition, delivery and deployment of

the resources allocated to the DSPP.
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Technical Services
 

Technical Services concerns itself with health facilities operations,
public hygiene, preventive and community medicine, maternal and child
 
health care (including family planning), 
nutrition healtb.ducation, mental
 
health, dentistry, communicable disease control, and medical research.
 

Administration of the Health Districts.
 

Each of the present eleven health Districts has its own administrative
 
structure through which health services are supposed 
to be delivered. Each
District unit has an Administrator and staff who are supposed to 
create an
administrative network-linking 4ne services provided in Districtthe to thit 
District headquarters.
 

Offices key to implementation of the RHDS, and assistance to be
provided to them under the RHDS Project 
are discussed in the Detailed Project
 
Description.
 

Semi-Autonomous Entities
 

The semi-autonomous units fall under the policy jurisdiction of the

Minister of Health. 
However, they are not required to operate under the
 
same administrative laws or 
regulations as the DSPP. 
Their respective

Directors have discretionary power to hire, set 
salary levels and sub-allocate
 
resources.
 

(1) Service National des Endemies Majeures (SNEM)
 

SNEM's mandate is 
to eradicate malaria dnd tuberculosis. It 
conducts epidemiologic surveys, sprays mosquito breeding areas, 
 distrib
tutes anti-malarial medication and 
conducts anti-malaria education
 
programs nation-wide. 
Its work on tuberculosis has been extremely limited.

Malaria incidence was reduced to 
a near neglible rates 
(slide positivity of .

0.2 percent) by 1968. However, a variety of 
factors has combined to push

the slide positivity rate up to 
its present 15.1% level (February, 1978).

An evaluation i. scheduled in early 1979 to identify actions needed to
 
reverse this trend before malaria reaches epidemic proportions in Haiti.
 

The GOH is committed to 
steadily increasing financial contributions
 over the next five years leading 
to assumption of full funding responsibility

by the GOH by 1982. Contributions from AID (Project 086), 
the GOH and others

total about $2.0 million annually of which about half is destined for field
 
operations.
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It is anticipated that SNEM will eventually be integrated into
the DSPP, and a formal integration plan is called for as a Condition Precedent
to disbursement after the second year of Project 086. 
 It is difficult
to develop such a plan without the results of the planned joint evaluation.
There is general agreement between 
:the GOH and USAID that integration is
not 
feasible while malaria incidence remains high since combatting the problem
requires highly concentrated effort and resources, and could not be handled
adequately by the DSPP's fledgling integrated rural health delivery system.
A malaria incidence target of less than 500 cases annually per Million
people has been set 
as the point at which integration of SNEM into the DSPP
would be feasible. 
 In the interim, the SNEM and DSPP transport/garage

systems will be merged under the RHDS 
(as described in other sections.)
 

(2) The Division of Family Hygiene (DHF)
 

The DHF is nominally under the jurisdiction of the DSPP, but operates
primarily as a semi-autonomous entity. 
It is concerned with the health
and well-being of pregnant women, mothers and 
children. 
Its activities
include pre-and post-natal examinations, vaccinations and family planning
services. 
AID's Project 087 is intended to help the DHF extend family planning
services to up to 90% 
of the Haitian population by the end of 1980. 
The AID
Project will employ satellite clinics, outreach workers, and rural nutrition
centers, and will fund research in household distribution of contraceptives.
 

(3) Bureau of Nutrition (BON)
 

The BON provides education to Haitian mothers for the prevention of
malnutrition in their children, offers programs to rehabilitate malnourished
children and protect mothers and children against certain infectious diseases,
and attempts to educate farm families to grow more nutritious foods. 
AID's
Project 075 has focused on 
improving and expanding the BON's rural Mothercraft
 
Centers.
 

The BON is. by law subordinate to 
the DSPP's Division of Public
Hygiene. 
 However the BON operates as a semi-autonomous entity, because it

is directly supported by external donors.
 

The BON and DHF have developed essentially parallel, duplicative
structures centrally and in the field.This is not 
an effective use of resources.
In connection with the RHDSfunds now allocated by the BON to its Mothercraft
Centers will be turned 
over to the DSPP for allocation through the Regional
and District offices. 
 Transfer of service delivery activities, also, should
not be difficult, as soon as the DSPP's administrative, logistics, and personnel
systems are ready to absorb BON functions. 
Like the DHF, the BON will probably
keep a residual technical staff at 
the central level to develop policies
appropriate to the delivery of nutrition services and information. In order
to prevent disruption of established relations with other donors, PVO's and
0H agencies such as 
the Ministry of Agriculture, consideration will be given
to elevating the BON to full Division status within the DSPP. 
 (For a more

letailed description of the BON, see Annex II)
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2. Institutional Problems
 

The Ministry is grappling with major structural and health

services problems. 
Most obvious is the lack of an integrated rural

health delivery system which functions effectively. The resources
budgeted for rural health are pitfully small, and it is not clear

that all that is budgeted actually reaches the countryside.

health system is 

The
 
run by higghly motivated and trained professionals


and paraprofessionals who receive salaries, but are unable to produce

health services due to lack of supplies and equipment.
 

Means by which an integrated rural health delivery system

could be administered are scarce. 
 Even at the level of the District

hospitals, these hospitals, in theory, are the key referral points
through which problems of rural. health administration are communicated
 
to the central authority. However, communications between District

hospitals and lower level facilities are inadequate. Neither do
health services data flow from the lower level facilities to the
District hospitals, nor are supplies delivered regularly from the
 
hospital to these facilities. 
The second major problem, then, can be
described as an ineffective administrative structure between the DSPP
 
and the actual sites of rural health delivery.
 

The third problem has to do with the central DSPP. 
The

central organization is structured and staffed inadequately, thus
creating an impediment to effective rural administration. Personnel
management requires major strengthening. The supply system has 
a

nominal chain for delivery of medical supplies to the rural areas but
it does not operate dependably. 
Until very recently, the statistics
 system has had data too sparse and too late to provide information of
 any use to management. 
The vehicle fleet is inadequate to the limited
demands presently placed on it. The basic tools for managemEnt

decision-making are absent 
(e.g. program budgeting). Specific steps

to correct these deficiencies under the RHDS Project are discussed in
 
the Detailed Project Description.
 

3. Personnel
 

The RHDS will employ and train large numbers of urgently

needed health workers. But it is also necessary to devise means of
attracting the right personnel, retaining them, and motivating them
to operate effectively. Problems to date are due largely to the

absence of the civil service system. 
The DSPP serves the country as
 an employer of last resort. 
 Thus, there are an unknown number of
 persons on the rolls who make little or no contribution to health
programs. 
Producing sufficient motivated personnel over the long-term

depends upon reforms in the civil service system, including salary
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structures competitive with the private sector to attract qualified
personnel; and 
a system of reward (a.reCognized promotion ladder) for
competence and performance. Ultimately, reform should lead to reduction or elimination on non-productive personnel.
 

Reform of the civil service system should be accompanied by
a reassessment of manpower requirements in the health sector. 
There
is an imbalance between lower level health workers and physicians.
The former being relatively scarce.
 

The third personnel problem is the need for greater clarity
in the command and decentralization of decision-making. 
Lines of
authority will
 



have to be defined and enforced if the rural health delivery system is to
function effectively. Complementary action is necesssary to train midlevel managers and their staffs 
(both in the central DSPP and in the
field) so 
that authority can be delegated with some confidence. 
A clear
chain of command is essential from the start of the RHDS.
 

The DSPP and the Mission recognize that there is a risk of overloading a frail system by injecting high volumes of investment (supplies,
construction, other commodities) before the administrative apparatus is in
place to handle it effectively. 
Therefore, the Project emphasizes technical
assistance and training particularly in the early 
stages.
 

4. Title III
 

In a systeA where the top technical professionals (physicians) earned
an average of only $2,200 p.a., graduate nurses earn $1420, and para-professional personnel $600, it is 
clear why it has been difficult for the DSPP to
attract and hold motivated staff expecially in the rural areas where living
and working conditions are difficult 
(the-cost-of-living for professionals
in Port-au-Prince is comparable to that of 
Washington". 
 The problem is compounded by the DSPP practice of hiring all medical and nursing school graduates 
even though thlre-may be limited need for them. 
Also complicating the
proble, is the fact that various donors including AID have been topping off
the salaries of DSPP employees involved,thereby creating marked disparities
and perhaps inequities in the salary system. With the assistance of consultants the DSPP will make an 
estimate of manpower requirements for the national
health system, in connection with the Title III Program. 
A revised salary
structure will be designed to raise to reasonable levels the salaries of
personnel directly contributing to maintenance of the national health system.
Title III resources will then be made available to support
sonnel. the costs of per-
The DSPP's plan should include provision for eliminating (by attrtion or other means) those positions which do not contribute to effective
operation of the national health system; 
as well as long-range guidelines
for modifying the emphasis and output of the national medical training systemi
 

A tentative rchedule of salary increases was developed by a WHS
consultant. 
However, considerable work remains to be done to arrive at a
final schedule.
 

Title III should provide the DSPP both the means 
to correct existing alary inequities which ma,.e it difficult to attract and hold
qual 
"'ied personnel and to increase substantiallo,; numbers of personnel
availdle to provide basic health services direct 
to the rural population.
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2. Finances
 

There are four routes by which revenues enter the health 'sector.
The first is the revenues of the Government of Haiti. 
Of these, approximately one half is derived from custom tariffs. Internal receipts are
generated from a great variety of sources, 
the lirgest being income taxes
which account for an estimated third of the total.
 

The second major

multilateral donors. 

source of health revenues is bilateral and
The total amount made available in loans and grants
to the GOH during FY 1978 exceeded 
(for the first time) the amount allocated
to the DSPP by the Government.
 

Table IV-I
 
Ministry of Health Foreign Assistance
 

by Source, 1963-1978
 

Source 
 Amount US $
 

AID 
 24,500,000

PAHO 
 2,760,000

UNFPA 
 5,942,630

IDB 
 8,970,000

WFP 
 6,300,000

UNICEF 
 1978,835
 

50,451,465
 
Source: Plan Annual et Budget de Developpement FY 78 and USAID Records.
 

The third resource 
of revenue is private and voluntary organizations. 
Of the approximately 350 PVOs in Haiti, many (no one knows for sure
how many) do varying degrees of work in health. 
The DSPP estimates that PVOs
spend approximately $2.0 million per year in health programs (about 25 percent,
of the DSPP's operating budget).
 

The final source is user

hospitals,etc. 

fees paid to dispensaries, clinics,
for services and medicines. 
We have been unable to quantify
this source, but it will be addressed in the budgetary reform called for by

the RHDS.
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The GOH funds basic exp6nses such as salaries and operating costs
from the "regular" Government budget. 
It channels its counterpart contributions to international donor supported projects through the development
budget, which is supervised by the National Planning Council 
(CONADEP).
development budget is also the channel for all PL 480 Title I revenue. 
The
 

(See Annex II, for a breakdown of the GOH development budget). 
 Supplementary
and Extraordinary Credit (controlled by the Regie du Tabac) are special accounts from which the DSPP may draw only at the end of the year fur contingencies not 
in the regular or development budgets. 
The GO'i recently agreed
to consolidate all revenue2s under central control in the Finance Ministry,
in accordance with IMF recommendations. 
Therefore, the 
sources and amounts
fo funding for all of the health sector should become clearer in the near
 
future.
 

The estimates presented in Table 2, below, were obtained from the GOH
operating and development budget. 
 Given the uncertainties and fragmentation of
the GOH budget system, these numbers should be considered merely as indica
tive.
 

Table IV-2
 

Budgeted Contributions to 
the Health Sector
 

FY 1976 - 78
 

($ us 000)

Fiscal 
 Total GOH Change Fr. 

Year 

DSPP Change Fr. Budgeted Change Fr.
Operating Previous 
 Operating Previous 
 Hlth Foreign Previous
Budget 
 Year Budget 
 Year Assistance 2/ Year
 
1976 43,320 
 1/ 6,134

1977 1/ 3,876
62,337 +4.5% 1/
6,854 
 +1T.7% 
 6,632
1978 77,508 +24.3% +71.17


8,368 
 +22.1% 
 9,670 
 +45.8%
 

1/ Figures for 1976 are not comparable due to change in national accounting methods,
 

2/ Excludes PVO
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While the GOH contribution to health has risen significantly

in absolute terms (36 percent) since 1976, it has not approached the rate of
 
increase in foreign assistance in the same period (150 percent). 
 It also
 
appears 	that the proportion of national revenues dedicated to 
health has
 
not increased above 14-15 percent. There is 
no indication that the GOH has
 
supplanted its own support with foreign donor funds. 
 The latter appears to

be addit!ve in al'. cases yet the answer does not lie in cutting salaries.
 
What is needed is a substantial increase of financial resources for the health
 
sector to permit (1) salaries which will make full-time work feasible; (2)

the employment of additional staff; (3) adequate operating expenses. 
This
 
is what the Title III Program is all about.
 

Finally, there is the question of allocation of GOH expenditures

on a geographic basis. 
The following table gives an estimated breakdown of
 
Cy 1978 DSPP expenditures in the 11 Districts:
 

Table IV-3
 

DSPP Health Services Expenditures, by District
 

FY 78* 

District 	 FY 78 Expenditures Per Capita US $
-


Belladere 	 192,880 
 0.90
 
Cap Haitien 394,520 
 0.38
 
Cayes 	 385,540 
 0.62
 
Gonaives 	 164,250 
 0.42
 
Hinche 159,100 0.10
 
Jacmel 236,780 
 0.55
 
Jeremie 	 179,740 
 0.50
 
Petit Goave 294,380 
 0.50
 
Port-au-Prince 2,201,060 
 3.36
 
Port-de-Paix 179,740 
 0.66
 
St. Marc 	 262P840 
 0.62
 

Total 	 $4,588,840 
 $0.92
 

Source: 	Developed from Budget de Fonctionnement, Defay Report, and Facility
 
Survey of the Statistics Section.
 

* Includes expenditures only made from Budget de Fonctionnement; excludes SNEM
 
and the Division of Family Hygiene.
 

These figures represent only the expenditures for health services

(e.g., drugs, vaccines, etc.), not for administration, training, or cenItral

DSPP staff. The imbalance between the capital and the remainder of the country

is particularly striking. 
As indicated elsewhere, the per capita expenditures

of the DSPP may, in fact, be lower under the RHDS than indicated in the table

above. However, a great many more poeple will be reached with very much more
 
effective service.
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E. Financial Analysis
 

1. Financial Viability
 

The total cost of this Project is $33.3 million. AID will provide
$16.0 million in grant funds to finance construction, vehicles, training,
commodities, and technical assistance. 
 AID also will finance first year
salary costs for health agents and selected support personnel, one year
of drugs and supplies for health agents and dispensaries, plus supplies
for one year for selected support sections of the DSPP. 
AID's contribution covers one-time investment costs associated with installing the RHDS
and initial recurring expenses that represent a new, essentially experimental approach to health services delivery for the GOH (e.g., certain salaries and first year drug and medical supplies).
 

The GOH will fund all recurring costs of the Project, or up to
$17.3 million (52% of the total cost of the Project), This amount will
be in addition to and will increase the DSPP's annual budget of $8,368,000
by approximately 50%. 
 It is expected to be provided mostly from funds
generated by sales of PL 480 Title III 
foodstuffs 
over the next 5 years.
See the Issues section of this PP for a discussion of the Title III Agree
ment.
 

The minimum amount needed for the GOH to finance recurring costs
of the RHDS aftcr the last year of the Project will be $7.7 million per
year; $7.4 million for general operating expenses and $300,000 for on-going
training of health agents, auxiliary nurses, and other DSPP personnel.
This does not 
take into consideration additional costs resulting from salary reform under the PL 480 Title III program, or possible additional
costs associated with integration of current vertical health services
programs into the national health system. 
Nor does it consider possible
efficiencies resulting from a more productive 
work force that the PL 480
Title III program will likely make possible. 
 It does not include an allowance for depreciation 
or amortization nor,alternatively, 
an allowance
for capital expenditures for new facilities, equipment and vehicles.
 

2. Financial Plan
 

a. AID Contribution
 

1) 
Technical Assistance ($2,422,000)
 

Approximately $1,386,000 is provided to 
finance 14 
work years of
long-term technical assistance and 27 work months of short-term technical
assistance. 
 An additional $1,036,000 is provided for a technical assistance contingency fund for 10 work years of long-term technical assistance
and 15 months of short-term technical assistance.
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2) Drugs ($967,000)
 

A one-year supply of drugs will be purchased for 275 dis
pensaries and 1500 health agents.
 

3) Training ($1,855,000)
 

Training funds will pay for the local cost of training

health agents, auxiliary nurses, and environmental sanitation officers, and
 
orientation and refresher courses at the district, regional, and cen
tral levels, including cost of travel, per diem, and materials and
 
supplies for GOH personnel. Funds also are provided for U.S. long and
 
short-term training.
 

4) Construction/Renovation ($5,257,000)
 

These funds will provide for the construction or remodel
ing of 237 dispensaries, and one teaching health center, along with
 
warehouses and garages for the support system.
 

5) Equipment/Suppliis ($1,413,000)
 

Funds will be provided to purchase basic furniture and
 
equipment, along with a one-year supply of expendable supplies for 275
 
dispensaries. Supplies and equipment for central, region, and district
 
level administrative and support sections also will be purchased.
 

6) Vehicles/Spare Parts ($1,203,000)
 

Funds will be provided to purchase 106 motor vehicles and
 
5 motor boats, along with adequate spare parts for one year.
 

7) Personnel ($1,630,000)
 

Funds will be provided to pay the salaries of 1,500 health
 
agents for one year after they are trained. Funds also are provided

for one year for the salaries of health agent training teams and facil
ity maintenance teams.
 

8) Evaluation ($100,000)
 

Funds are provided for independent evaluations beginning

18 months after the Project Agreement is signed and occurring yearly
 
thereafter.
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9) Contingency ($1,153,000)
 

Contingency for construction or renovation amounts
$789,000. to
The remaining $364,000 will provide for unforeseen expenses
and price increases over the life of Project. 
 Inflation has been calculated into line item amounts on an annual basis.
 

b. GOH Contribution
 

1) Personnel ($11,478 000)
 

These costs include salaries for new personnel to be employed under the Project, and for personnel at the central, region, and
district levels. 
Figures also include an estimate for office operating
expenses. 
 Salary costs are additive to existing salaries for new per
sonnel.
 

2) Drugs ($2,187,000)
 

This figure represents the Government of Haiti's share in
supplying drugs to 1500 health agents and 275 dispensaries and $300,000
for the Community Pharmacy, which may be financed with PL 480 Title III

funds.
 

3) Equipment and Supplies ($307,000)
 

This cost includes the Government of Haiti's share of supplying 275 dispensaries and facility maintenance teams with expendable supplies after the AID contribution has been made.
 

4) Gasoline/Spare Parts/Maintenance ($1,493,000)
 

This figure represents the 
cost to the Government of Haiti
 
of operating AID financed vehicles during the life of Project.
 

5) Training ($1,296,000)
 

This figure represents the cost 
to the Government of Haiti
of operating the Department of Community Medicine, and training facilities at Croix-des-Bouquets. 
These costs were previously funded under
the AID contribution to Strengthening Health Services II.
 

6) Contingency ($559,000)
 

A contingency factor is included to cover unforeseen expenses
and price increases over 
the life of the Project. Inflation has been
calculated into the line item amounts on an annual basis.
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RRAL HEALTH DELIVERY SYSTEM 

Summary Cost Estimate and Financial Plan
 

(US $ 000)
 

AID F.X. L.C. TOTAL
 

I. Construction/Renovation 5,257 5,257
 

Health Facilities 4,053 4,053
 

Dispensary (Renovate) 2,514 2,514
 
Dispensary (Construct) 1,473 1,473
 
Health Center 66 66
 

Garage Facilities 431 431
 

Central Garage 168 168
 
Multi-Regional Garages 125 125
 
District Vehicle Maintenance Sites 138 138
 

Warehousing 433 433
 

Central Warehouse 165 165
 
Regional Warehouse (Renovate) 45 45
 
Regional Warehouse (Construct) 46 46
 
District Warehouse 177 177
 

Construction Management Firm 340 340
 

II. Drugs 967 967 

Basic Formulary 494 494 

Dispensary 473 473
 

Drugs 336 336
 
Vaccines 137 137
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F.X. L.C. TOTAL
 

III. Equipment/Supplies 
 979 434 1,413
 

Dispensary 
 436 434 870
 

Furniture 
 323 323
 
Nurses Quarters Furniture 
 111 ill
 
Non-expendable Supplies 
 324 
 324

Expendable Supplies 
 112 
 112
 

Refrigeration 
 170 
 170
 

Regional Warehouse 
 4 
 4
 
District Warehouse 
 10 
 10
 
Dispensary 
 156 
 156
 

DSPP 
 373 
 373
 

Transport/Supply System 
 i00 100
 
Statistics System 
 140 
 140

Personnel Section/Budget Section 
 69 
 69

Facility Maintenance Teams 
 64 
 64
 

IV. Vehicles/Spare Parts 
 1,157 46 1,203
 

Motor Vehicles 
 963 963
 

Sare Parts 
 194 
 194
 

Boats 

39 39
 

Spare Parts 
 7 7
 

V. Personnel 
 1,630 1,630
 

Health Agents 
 1,307 1,307
 

Health Agent Mobile Education Teams 
 57 57
 

Facility Maintenance Teams 
 266 266
 



%jI. 	 -103-

VI. Training 

Orientation/Refresher Courses 


Auxiliary Nurses 


Technical Exchange 


Health Agents 


Environmental Sanitation Officers 


VII. Technical Assistance 


Health Planner (24 P.M.) 


Supply System (36 P.M.) 


Transportation Specialist (48 P.M.) 


Vehicle Maintenance Specialist (12 P.M.) 


Information Systems Specialist (36 P.M.) 


Personnel Mgmt. Specialist (12 P.M.) 


Health Education Trainer (3 P.M.) 


Technical Assistance Contingency 


Program Budget Advisor (24 P.M.) 

Personnel Training Specialist (24 P.M.) 

Facility Maintenance Advisor (24 P.M.) 

Transportation Training Specialist (24 P.M.) 

Central Regional Supply Training
 

Specialist (24 P.M.) 

Other Short-Term Technical Assistance 


VIII. Evaluation 


F.X. 	 L.C. TOTAL
 

400 1,455
 

495 495
 

364 364
 

400 400
 

313 313
 

283 283
 

24222
 

177 	 177
 

280 280
 

392 392
 

122 122
 

280 280
 

il 	 111
 

24 	 24
 

1,036
 

177 177
 
177 177
 
177 177
 
177 177
 

177 177
 
151 151
 

I00 	 100
 



-104

Sub-Total 

Contingency 

F.X. 

6,025 

460 

L.C 

8,822 

693 

TOTAL 

14,847 

1,153 

TOTAL AID 6,485 9,515 16,000 

GOH 

Salaries 11,478 11,478 

Auxiliary Nurses 

Health Agents 

H.A. Training Teams 

2,125 

2,674 

286 

2,125 

2,674 

286 

Facility Maintenance Teams 

-Environmental Sani tation Officers 

Graduate Nurses 

DSPP 

Central Level 
Transportation System 
Supply System 
Regional/District Adm. System 

Drugs 

Dispensary 
Basic Formulary 
Community Pharmacy 

Supplies 

Dispensary 
Facility Maintenance Teams 

817 

530 

530 

4,516 

1,222 
1,391 
510 

1,393 

2,187 

947 
940 
300 

307 

160 
147 

817 

530 

530 

4,516 

1,222 
1,391 

510 
1,393 

2,187 

947 
940 
300 

307 

160 
147 
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F.X. L.C. TOTAL 
Gasoline/Spare Parts/Maintenance 

1 493 1,493 

Training 
1,296 1,296 

Rural Medicine 
606 606 

Dept. Community Medicine 
690 690 

Contingency 
559 559 

TOTAL GOH 
17,320 17,320
 

TOTAL (AID + GOH): $33 066
 

AID 
 $16,000 
 48.1%
 

GOH 
 $17,320 
 51.9%
 

TOTAL 
 $33,320 100.0%
 

Inflation is included in line item amounts. 
 Inflation factors used were:
 

AID: Construction/Renovation, 13% 
per year compounded;
 
Drugs, 
10% per year compounded;
 
Equipment/Supplies, 10% per year compounded;

Personnel 10% 
per year compounded, after the first year;

Training 10% per year compounded, after the first year;

Technical Assistance 10% 
per year compounded,after the first year.

Vehicles/Spare Parts 10% per year compounded.


GOH: 
 5% FY 1979, except for Community Pharmacy, which will be a flat $300,000.

Inflation calculated at 
10% per year compounded for all other years.
 



URJPA HEALTH DELIVERY SYSTEM 

A.I.D. Obligation Schedule
 

FY 79  
: FY 80 : FY 81 : FY 82 
: FY 83 : TOTAL
 

: Construction/Renovation 1,500 : - : 1,526 : 1,410" : 821. : 5,257 

: Drugs 700 : i6 0: 100 : - 967: 

: Equipment/Supplies : 300 : 170 : 180 : 400 : 263 : 1,413 : 

: Vehicles/Spare Parts : 500 : 450: 0 253 : - : 1,203 : 
: Personnel : 585 : 410- : 0 : : 300 : 1,630 : 

: Training 700 : 400: 100: 400 : :55 : 1,855 : 
: Technical Assistance : 1,000 : 504 : 496 : 422 : - : 2,422 : 

: Evaluation 15 : 15: 7: 28 : 35 : 100 : 

: Contingency 350 : 157 : 1.51 : 291 : 204 : 1,153 : 

YTOTAL 5,650 : 2,373 : 2,460 : 3,639 : 1,878 : 16,000 : 

Line items include inflation. Inflation factors used were:
 

Construction/Renovation 13% compounded;
 
Drugs 10% compounded;

Equipment Supplies 10% compounded;

Personnel 10% ccxrpounded after the first year;

Training 10% campounded after the first year;

Technical Assistance 10% compounded after the first year.

Vehicles/Spare Parts 10% compounded. 



RURAL HEALTH DELIVERY SYSTEM 

A.I.D. Disbursement Schedule 

: FY 79 FY 80 : FY 81 FY 82 FY 83 : TOTAL 

: 

: 

: 

: 

: 

: 

: 

: 

Construction/Renovation 

Drugs 

Equipment/Supplies 

Vehicles/Spare Parts 

Personnel 

Training 

Technical Assistance 

Evaluation 

Contingency 

: 

: 

: 

: 

: 

408 

500: 

56 : 

233 : 

120 : 

274 : 

86 : 

- : 

102 : 

1,001 

200: 

329 : 

360 

424 : 

372 : 

825 

15: 

223 : 

1,031 : 

167: 

340 : 

218 : 

302 : 

378 : 

981 : 

22: 

2 0 : 

1,172 

100: 

283 

381 

293 

566 

435 

28: 

2L9 

: 

: 

: 

: 

: 

: 

1,645 

-

405 

11 

491 

265 

95 

35: 

: 

: 

: 

: 

: 

: 

: 

5,257 

967: 

1,413 

1,203 

1,630 

1,855 

2,422 

100: 

,:1,53 

: 

: TOTAL : 1,779 : 3,749 3,699 : 3,517 : 3,256 16,OOQ 



INPUT/OUTPUT MATRIX 

RURAL HEALTH DELIVERY SYSTEM 

($000) 

Community Health Service Institutional Strengthening 

Construction/Renovation 

Drugs 

Equipment 

Vehicle/Spare Parts 

A 

4,245 

473 

1,026 

B 

494 

C 

469 

60 

87 

,_D_ 

470 

54 

E 

69 

321 

F 

204 

782 

G 

73 

13 

Total 

5,257 

967 

1,4131 

1,203 

Personnel 

;Training 

Technical Assistance 

iEvaluation 

LjContine ncv 

TOTAL 

364 

21 

j_660 

6789 

1,364 

313 

24 

21 

2216 

514 

12 

150 

1,292 

2BU 

12 

100 

916 

1,604 

12 

100 

2,106 

266 

778 

12 

100 

2,142 

400 

10 

43 

539 

1,630 

1,855 

2,422 

100 

1,153 

16,000 

A. Dispensary Level 
B. Health Agent Level 
C. Transportation System 
D. Supply System 
E. Central Level DSPP 
F. Regional District Level 
G. Dept. Community Medicine 
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GOVERNMENT OF HAITI RESOURCES 

Rural Health Delivery System 521-0091
 

Personnel 


Auxiliaries Nurses 


Health Agents 


H.A. Training Teams 


Facility Maintenance Teams 


Sanitary Officers 


draduate Nurses 


DSPP 


Central Level 

Transportation System 

Supply System 

Regional/District
 

Adm. System 


Drugs 

Dispensary 


Basic Formulary 


Community Pharmacy 


Equipment and Supplies 

Dispensary 


Facility Maintenance Teams 


Gasoline/Spare Parts 
Maintenance 


Training 


Rural Medicine 


Dept. Community Medicine 


Contingency 


TOTAL 


FY 79 


521 


80 


20 


421 


95 

219 

39 


68 


300 


300 


92 


96 


96 


30 


1,039 


FY 80 


242 


213 


36 


127 


44 


48 


739 


243 

253 

86 


157 


24 


12 


12 


210 


258 


110 


148 


71 


2,012 


FY 81 


21226 


386 


532 


76 


174 


96 


82 


880 


267 

278 

94 


241 


56 


29 


27 


289 


285 


121 


164 


109 


2,965 


FY 82 FY 83 TOTAL
 

3,040 4,242 11,478 

572 845 2',125
 

783 1,146
 

83 91 286
 

218 298 817
 

158 232 530
 

147 233 	 530
 

1,079 1,397 	 4,516 

293 324 1,222
 
305 336 1,391
 
122 169 510
 

359 568 1,393
 

656 1_,231 &LI 

327 620 	 947
 

329 611 	 940
 

300
 

89 138 307
 

45 74 160
 

44 64 147
 

429 473 1,493
 

313 344
 

133 146 	 606
 

180 198 	 690
 

153 196 	 559
 

4,680 6,657 17,320
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V. 	IMPLEMENTATION PLAN
 

A. Schedule of Major Events (See also keyed chronological diagram pp.114
115, and detailed plan in Annex XIV).
The following is
a schedule of major events throughout the life
 

of the project:
 

Calendar Year 1978
 
1. Submit PP to AID/W 
 August 1978
 
2. Issue RFP for contract management services October 1978
3. Begin Procurement issues 
 November 1978


RFPs and IFBs covering technical assistance,
 
A/E services, vehicles, drugs, office and

dispensary equipment and supplies for the
 
North and South Regions and central level.
4. Project Agreement 
 December 1978
5. Initial Implementation Status Review (ISR) 
 December 1978
 

Calendar Year 1979
 

6. 	Initial CPs met. February 1979
 
7. North and South Region and District
 

administrative units established.
 
Approve staffing, training, construction
 
and procurement plan for Region. 
 February 1979


8. Contracts awarded for vehicles, drugs, office and
dispensary equipment and supplies for North and
 
South Administrative Units and Central Offices.
 

9. Approve in-country training program for Health
 
Agents, auxiliary nurses, environment sanitation
 
officers and off-shore training program


10. 	 Training begins for 5 health agent training teams 
 March 197q

11. 	 Quarterly ISR
 
12. 	 Training begins for 136 auxiliary nurses
 
13. 	 Issue IFBS for construction/renovation April 1979


of central garage and warehouse, 2 multi-regional
 
garages and 9 district facilities, 2 regional

warehouses and 74 dispensaries in the North and
 
South Region.


14. 	 Begin 3 month training program for 500 health
 
agents, 10-month training program for 96 Environ
mental Sanitation Officers.
 

15. 	 Quarterly ISR 
 June 	1979
 



16. Issue IFBs for vehicles, drugs and equipment

for Northwest Region, District and dispensary

facilities.
 

17. 	 Award construction contracts for North and
 
South Regions, Central and Multi-regional

facilities and dispensary (No. 12 above).


18. 	 Drugs arrive for North and South Regions 

19. 	 Technical Assistance arrives (Health Planning,


Supply Specialist, Transportation Specialist,
 
Personnel Specialist)


20. 	 Begin construction of facilities described
 
in number 13 above 


21. 	 Begin training program 

22. 	 Quarterly ISR 

23. 	 Establish Northwest Region and District
 

Administrative Structure. Staffing, training,

procurement and construction for region


24. 	 Issue RFP for 18 month Project evaluation 

25. 	 Issue IFBs for Northwest Region/District
 

warehouse and garage construction 

26. 	 74 dispensaries in the North and South Regions


renovatec, equipped and staffed 

27. 	 Issue IFBs for construction/renovation of 39
 

dispensaries and 3 regional district facilities
 
in Northwest Region 


28. 	 Quarterly ISR 


Calendar Year 1980
 

29. 	Approve training program for 210 health agents,

84 auxiliary nurses and 48 environmental
 
sanitation officers for the Northwest Region


30. 	 Begin 18 month Project Evaluation/Quarterly

ISR 


31. 	 Begin construction/renovation of dispensaries

and regional/district facility in Northwest
 
Region 


32. 	 Issue IFB for health agent and dispensary

equipment, supplies, and drugs for Central,

Metropolitan and West Regions (orders to be
 
placed after regions are established)


33. 	 Issue IFB for vehicles, supplies and equipment

for Central, Metropolitan and West Regions


34. 	 Quarterly ISR/18 month evaluation report

reviewed 


July 	1979
 

July 	1979
 
July 	1979
 

July 	1979
 

August 1979
 
August 1979
 
September 1979
 

October 1979
 
October 1979
 

November 1979
 

November 1979
 

December 1979
 
December 1979
 

January 1980
 

March 1980
 

April 1980
 

April 1980
 

April 1980
 

June 1980
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35. 	 Supplies and equipment arrive for the Northwest
 
Region and DSPP offices 


36. 	 Issue IFB for construction/renovation :f 51
 
dispensaries and six region/district facilities
 
for the Central Region 


37. 	 Region and District construction/renovation

completed inthe North and South 


38. 	 Drugs for dispensaries and health agents in
 
Northwest Region arrive 


39. 	 Quarterly ISR 

40. 	 Issue RFP for technical assistance for Project


evaluation 

41. 	 Establish Central Region and District Adminis

trative Structure 

42. 	 Begin construction/renovation on facilities
 

in Central Region

43. 	 Central garage and central warehouse equip

ment 	arrive 

44. 	 Quarterly ISR 


Calendar Year 1981
 

45. 	 Approve training program for 646 health agents,

226 auxiliary nurses and 28 environmental
 
sanitation officers for Central, Metropolitan

and West Regions 


46. 	 Central garage and warehouse completed

47. 	 Contract awarded for annual evaluation 

48. 	 Begin annual evaluation/Quarterly ISR 

49. 	 39 dispensaries inNorthwest Region completed

50. 	 Quarterly ISR 

51. 	 Drugs arrive for Central Region

52. 	 Office supplies, warehouses and garage equip

ment, dispensary and health agents' drugs and
 
supplies arrive for Central Region


53. 	 Quarterly ISR 

54. 	 Issue RFP for technical assistance for Project


evaluation 

55. 	 IFB's issued for construction/renovation of
 

regional and district facilities and 73
 
dispensaries inCentral, Metropolitan and
 
West Regions 


56. 	 Establish Metropolitan and West Regions

57. 	 Quarterly ISR 


July 	1980
 

July 	1980
 

August 1980
 

August 1980
 
September 1980
 

October 1980
 

November 1980
 

November 1980
 

December 1980
 
December 1980
 

January 1981
 
February 1981
 
February 1981
 
March 1981
 
April 1981
 
June 1981
 
July 1981
 

September 1981
 
September 1981
 

October 1981
 

December 1981
 
December 1981
 
December 1981
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Calendar Year 1982
 

58.
 
59. 	 Begin construction inMetropolitan and West
 

Regions 

60. 	Quarterly ISR/Evaluation 

61. 	 Quarterly ISR 

62. 	 Drugs, supplies and equipment arrive for
 

Metropolitan and West Region dispensaries

63. 	 Quarterly ISR 

64. 	Quarterly ISR 


Calendar Year 1983
 

65. 	Vehicles arrive for Central, Metropolitan and
 
West 	Regions 


66. 	 Final shipment of warehouse and garage equip
ment arrive for Metropolitan and West Region


67. 	 Issue RFP for final project evaluation 

68. 	Begin final project evaluation 


March 1982
 
March 1982
 
June 	1982
 

June 1982
 
September 1982
 
December 1982
 

January 1983
 

February 1983
 
April 1983
 
June 1983
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V. Implementation Plan
 

(Contiiued)
 

B. Monitoring Responsibilities
 

1. USAID
 

Monitoring will be performed by a Mission Project Implementation

Committee composed of the following:
 

a) The primary monitoring responsibility will rest with a full
time Project Officer in the Mission Public Health 
Office. A local direct
 
hire employee in PHO will also devote full-time to the Project.
 

b) The Mission's Office of Engineering will review all procure
ment lists, plans and specifications, and will periodically inspect construc
tion progress.
 

c) The Mission Controller's Office will review disbursement/

reinbursement requests for conformity with AID regulations and ensure that
 
adequate financial control methods are followed.
 

d) The Mission Office of Capital Development (CAP) will
 
monitor overall Project Implementation and ensure that adequate control and
 
management methods are being used. 
 CAP also will prepare and negotiate the Projec

Agreement, draft Project Implementation Letters, and will review all mate
rials submitted to satisfy CP's.
 

e) The Regional Contracting Office will work with the DSPP to
 
prepare IFBs, RFPs and contracts for technical assistance, vehicles, drugs,

and other commodities utilizing host country contracting procedures. 
 Initial
ly, Mission expects that most DSPP procurement activities will be conducted
 
jointly by the DSPP and AID. 
After the DSPP's Supply Section technical
 
advisor is on board, it 
should be possible to channel much of the procurement
 
through this office.
 

2. GOH
 

The Ministry of Health will select a full-time Project Manager.

This person's responsibilities will be to coordl:uate all activities of the prin
cipal technical and administrative offices that are responsible for implementing

the RHDS Project. 
The Project Manager will report directly to the Secretary

for Public Health and Population through the Director General of the DSPP.
 

The Ministry of Health will hire a local contract management firm,
 
to coordinate and supervise all aspects of design and constructio4,

under the RHDS Project. The construction management firm will report directly
 
to the GOH Project Manager.
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C. Procurement Procedures
 

In accordance with the decision made by the Administrator on
July 14, 1977, all goods and services for this Project will be procured
from countries in AID Geographic Code 941 and the Host Country except
for the following items. 
 It is AID's policy, however, that the
eligible source for all pharmaceuticals (finished and unfinished) shall
be the United States (Code 000). 
 Therefore, unless waivers are issued
from AID/W, this policy will be complied with.
 

This Project requires 237 50 cm
3 kerosene operated refrigerators to store vaccines and serums at dispersaries in rural areas
have no access to electricity. 
that
 

Kerosene is the only reliable and
economical fuel available in most of these areas. 
 No other type of
refrigerator c,, 
 provide cold storage for vaccines and drugs at the
dispensary level. 
 State 076329 
(dated March 27, 1978) indicates that
such refrigerators are available only in Sweden. 
Therefore, procurement from countries in Code 899 
(Free World) will be requested for

the purchase of these refrigerators.
 

A waiver of A.I.D. requirements of 
formal competitive bidding
procedures to permit proprietary procurement of 46 Jeeps and Wagoneers
(15 long-wheel base, 11 short-wheel base and 20 wagoneers) is required
for the RHDS. The vehicles will be used to support an 
improved logistics and supply system and to support central, regional and district
 
level health administration activities.
 

The DSPP proposes to 
standarize its transportation system using
the existing SNEM Fleet and organization structure 
(See Letter of
Application Annex 1, Exhibit 2). 
 The SNEM fleet is serviced and maintained by a well-trained staff of mechanics and support personnel.
DSPP/WHS Inventory of the 
The
 

SNEM fleet indicates that approximately 100 out
of 119 vehicles are 
Jeeps(or wagoneers). 
The Mission and the DSPP/WHS
team conducted exhaustive surveys of the types of vehicle that would be
needed to support the new system. 
The DSPP has discussed its vehicle
needs with local representatives of U.S. manufacturers. 
The International
Harvester Scout is the only vehicle that would be price competitive with the
Jeep. Jeeps are 
the only vehicle, however, that can be 
fully serviced by
the DSPP and that has access to a reliable supply of spare parts. 
 The
WHS Transportation consultant carefully surveyed local facilities and DSPP
vehicle needs and recommended that the existing SNEM policy of procuring
Jeep vehicles be continued 
(Section 1, Annex VIII for the DSPP/WHS Transportation Report). 
 The report states that justification for such a
waiver would rest on: 
 (a) the widespread use of Jeep vehicles by SNEM,
constituting in effect a decision to standardize the fleet; 
(b) the
unique local service ability of SNEM mechanics; (c) minimal ability of
other manufacturers 
to meet the conditions of the proposed purchase.
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SER/COM has reviewed the information provided in Annex'es Hand VIII 
to the Project Paper with respect to this request for a waiver and
 
considers the request to be well justified. Thertfore, it is requested

that a waiver b e approved to permit proprietary procuremeht of 46 Jeep vehicleE
 

In addition, five Jeeps costing between $35,000 to $40,000
 
must be procured locally in order to be in place in time to support

health agent training teams who must commence work by the sixth month
 
of the Project. Current delivery time between the U.S. and Port au
 
Prince is 9-12 months. The Health Agent Training Teams will use the
 
vehicles to train health agents in each district. The training is
 
synchronized with the renovation/construction of dispensaries. 
Delay

of procurement of the vehicles would seriously delay project implementation.
 

All other applicable AID procurement regulations and procedures

will be followed. 
Every effort will be made to use United States Excess
 
Property for other vehicles and equipment purchased for the Project.
 

Technical assistance will normally be procured through RFP
 
competitive bidding, with the possible exceptions qf the long-term

Information Management Specialist, the Health Agent Training Advisor
 
and contractors who will participate in Project evaluation. 
With respect
 
to the Information Advisor, the DSPP hopes to obtain the services of
 
Mr. Jacques St. Surin 
(a Haitian) who is the current WHS advisor. He
 
has designed the information system to be used in the RHDS, and has
 
the full confidence of the DSPP. Therefore, he is uniquely qualified
 
to implement the system nation-wide. The Health Agency Training Advisor,

who is deemed critical to implement the training of Health Agent Training

Teams, and those contractors who will participate in project evaluation
 
will be contracted according to AID PSC regulations.
 

As described in the Engineering Analysis, A and E construction
 
supervision and actual services will be contracted by the DSPP through
 
competitive bidding among qualified firms.
 

DSPP regulations will be followed, and AID approvals will be
 
required prior to DSPP signature of any Grant-financed contracts.
 

D. Disbursement Procedures
 

No deviation from AID established disbursement procedures is
 
anticipated. Material and equipment procured in the United States and
 
or other Code 941 countries and any foreign exchange costs of the
 
engineering construction or technical assistance will be paid through

direct AID Letter of Commitment to the supplier. DSPP requests to
 
open Letters of Commitment will contain appropriate certification
 
that the items listed are required for the Project and are eligible

for financing under the Project. Disbursement for approved local
 
costs will be made from a separate Project Account to be established
 
by the GOH at the National Bank of the Republic of Haiti.
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VI. EVALUATION PLAN
 

The evaluation plan calls for (a) implementation evaluations to
 
be conducted every quarter by the DSPP and USAID, and (b) comprehen
sive evaluation, addressing impact as well as implementation, to be
 
conducted by an outside team after the first 18 months and yearly
 
thereafter.
 

The quarterly DSPP-USAID Implementation status reviews will focus on
 
conditions precedent, technical assistance and commodities procurement,
 
construction, training, and administrativelorganizational, and budgetary
 
issues. The principal purpose of the ISR will be to review the PERT and
 
identify existing or potential problems and develop solutions.
 

The eighteen-month independent evaluation will emphasize outputs as
 
indicators of adjustments that may be needed in the design of the
 
Project. An analysis of the baseline data collected by the DSPP dur
ing the first year of the Project will constitute an important part
 
of this evaluation. These data will be used to establish the inci
dence of various diseases, the prevalence of malnutrition, family
 
planning acceptor rates, etc, and will serve as a basis for more
 
clearly defining Haiti's health priorities. This evaluation will revise
 
quantified targets for the balance of the Project.
 

The evaluation also will assess the quality of training of the
 
health agents, sanitation officers, and auxiliary nurses as evidenced by
 
performance upon completion of training. The full range of institu
tional development activities also will be examined.
 

The second independent evaluation will focus on the performance of
 
the health agents and auxiliary nurses and the extent to which the
 
RHDS has become established in rural Haiti during the approximately

2 years that the Project will have been in progress. The effective
ness of the supervisory system established to monitor the Project 
will be evaluated in terms of 

- quantity and quality of feedback on Project performance;
 

- degree to which the supervisors and system has reinforced the perfor.
 
mance of rural health personnel ;
 

- degree to which the presence of rural health personnel and
 
facilities has increased the acceptance of preventive and curative
 
medicine in rural Haiti.
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The result of this evaluation will be used to determine:
 

- the appropriate balance of preventive, curative, and environ
mental health care that the RHDS should achieve;
 

- Appropriateness of the three-month orientation and training period
 
for health agents;
 

- degree to which the rural population accepts and supports the
 
RHDS.
 

Each independent annual evaluation will examine progress toward inte
gration into the DSPP of the supply, transportation, personnel, budget,

logistic, and information systems of SNEM, BON, and DFH.
 

The IDB, PAHO, UNICEF, and UNFPA are participating in the develop
ment of a national health program for Haiti. 
Their contributions in
clude construction of health facilities, providing equipment and sup
plies, and training medical personnel, Although not contributing,

financially to 
the development of the RHDS, their contributions are

important to RHDS scheduling. Each evaluation will thus review their
 
participation and the degree of coordination which has been achieved.
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Exhibit 1
 

CERTIFICATION PURSUANT TO SECTION 611 
(e) OF THE
 

FOREIGN ASSISTANCE ACT OF 1961, AS AMENDED
 

I hereby certify to the Administrator of the Agency for Interna

tional Development that,with financing provided 
by the PL 480
 

Title III Agreement or comparable agreement and the RHDS Project
 

Agreement, the Republic of Haiti possesses both the financial and
 

human resources to effectively maintain and utilize the Project to
 

be undertaken pursuant to the 
terms of the A.I.D. Grant proposed
 

in this paper between the Government of Haiti and the United States
 

of America for improvement of the health facilities of the Republic
 

of Haiti with emphasis on coverage of health services to rural areas
 

of the country. In so certifying I have taken into account the
 

maintenance and utilization of projects in the Republic of Haiti
 

previously financed or assisted by the United States, and I have
 

more particularly taken into account the demonstrated capability of
 

the Republic of Haiti to effectively utilize development projects
 

of this nature.
 

(/,1 /7 ' 
_ _ 

(Date 
_ _ _ 

Lawrence E. Harrison
 

A.I.D. Mission Director
 
to the Republic of Haiti
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OFFICIAL TRANSIATICN
 

(Letter of Application) 
Mr. Lawrence E. Harrison 
Director, USAID/Haiti 
American Embassy 
Port-au-Prince 

Dear Mr. Harrison, 

The purpose of this letter is to request financial assistance 
from AID to carry out a five-year program to establish a rural health 
delivery system (RHDS) in Haiti. The RHDS will make curative and 
preventive health services available to up to seventy percent of 
Haiti's population by 1983. 

This project will ccmp-Lete a three phase program supported by 
our governments since 1975. The earlier two phases have helped the 
Goverrment of Haiti to design and execute the final phase. The details 
of this project have been discussed by DSPP personnel, the Westinghouse 
Health Services technical assistance team, and the USAID staff. 

The primary objective of the project will be to train, supply 
and supervise up to 1500 health agents ar 550 auxiliary nurses who 
will staff 275 dispensaries throughout rural Haiti. These in turn 
will be supported by 79 health centers (being strengthened by the Go 
vernment of Haiti with the assistance of the IDB). At the top of the 
referral system there will be 17 district hospitals including 6 regional 
hospitals. 

Under the RHDS Project, it is our intention to put into place t.ie
 
information, supply, logistics, transportation, maintenance and admi
nistrative systems necessary for the efficient and effective functioninq 
of the RHDS. These systems will be installed within the framework of the 
regionalization of the Governrment of Haiti,s health services, as called 
for in the 5-year Development Plan of 1975. 
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EXHIBIT 2 

We request that AID finance project costs totalling $16.0 million

for the Rural Health Delivery System including the cost of training 
newpersonnel end constructing or remnodeling existing dispensaries and 
support facilities and the purchase of ne. vehicles to support the logis
tics system. 

As its contribution to this nroiect.., 
the Governmeht of Haiti will assume all operating and recurring costs of the national health system exceptfor the first years salaries for health agents and same support personnel
and the first year.'s requirements in drugs and supplies for -.! dispensaries.
This will amount to $17.3 million over five years or 52% of the total
project cost. These costs ihclude all salaries for DSPP and RHDS Personnl ;spare parts, maintenance, and fuel for the DSPP vehicle fleet; and drug costs
for the system. Resources to meet these costs will came from the operational
budget of the Ministry of Health, including any resources which may be
 
avai able for this purpose fram the Title III program. 

Finally, we ask your assistance in providing both long-term and

short-term technical assistance.
 

The list of equipment proposed for AID financing includes kerosene
refrigerators for the dispensaries, which 
are not made in the United States.
These refrigerators are necessary to help preserve vaccines and drugs in remote areas without electricity. We request that you include a request for a source
and origin waiver for this item in your proposal to Washington. 

A large percentage of the present DSPP vehicle fleet consists ofJeep vehicles. In order to staridarize the fleet, and minimize training,maintenance, and spare pI-rts costs, we also request a waiver to allow AID
funds to be used to purchase Jeep vehicles only. 

Finally, we request a waiver to allow AID funds to be used to purchase
drugs from UNICEF. The cost of equipment and drugs bought from UNICEF isabout 25 percent of that paid for the same of similar items currently avail
able in the United States. The DSPP is already familiar with UNICEF purchassing procedures which were used under the IDB-sponsored regionalization proj
ect in the North and South health regions. 

Sincerely, 
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REPU!BL1QUE WIA1 

SECRETAIRERIE D'ETAT DE LA SANTE PULIQUr 

ET DE LA POPULATION 

'.
P cit-vil-Frince, le ....... ..................
 

Mr. Lawrence E. HARRISON
 
Dirccteur de l'USAID/HAITI
 
Ambassade n4ri caine
 
Port-au-Prince 
 RAITI 

I:onsieur le Directeur, 

Comme vous le savez, le Gouvernement des rtats-Unis d'Arnerique et Celui de la R4publiue d'Haiti ont, depuis
ie~ d i s Z73,coop~r6 6troitement dans l'ex~cution des deux premiZres phases de 
1 
1'te 

a bl issemen t dd ' unnsystme de sant6 rurale dont l'objectif est desde mettre services de M4decine Pr6ventive et Curative & la disposition do 7o de la population'
du pays avant l'an6e 1983. 

C'est sur la base de cette coopnration la phasec-e finale dece projet a 6t6 dlabor6e par le Gouverne;ent ilaitien ct .liscut~e, danetous ses d4tails, par le staff du Dpartez..ent de la .ublique et dela Population, l'6quipe de la "WestiriChouse Health :s" et. 1'A.I.D. 

i est pr~vu que cette derni~rc phase s.:. .::t.cut6e dans lecadre d'un programme de 5 ans qui a pour 1l: d'as'a.r.- r !'entratnomentl'dauipement et la supervision d'environ 1500 agents d. sant6 et de 550auiliaires-infirmi~res devant constitu6r le pErsorel .es 275 dispen saires rtpartis A travere le pays, en mrTme temps que :zont mis en plo
ce lea sous-syst&mes d'information, d'6quipement, de lo-istique,de trans
port, d'entretien et d'administration n
6cecsaires au fc:.Ctionnement efficace du syst~me de sant6 rurale, en tenant compte du nrogramme de r6gionalisation des services m~dico-oanitaires pr~vu ptr le Plan Quinquen
nal de 1975. 

• s// . 
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Ti fi- -:C.4ed' r(iAr qu'? ct6t des di~E.'es s iu- 'rn.s fPairtcvon.:-'ront 79 C-.utros de .t (dont certains sent actiuelle men en trair. d'Ctre a_.. 

,
liors avec l1'aide de la BID pour oonzpltor le cyW'Ue c. som::et duquel se trot 
vc:ll 17 h~pitaux de distriot. copienant 6 h~pitaux r~gionaux. 

Aussi, le but de cette lettre est de solliciter l'aide finsncibne de
 
1'AID pour une valeur de SEIZE MILLIONS DOLLARS .. ..o0/100 (,16.oooooo.oo) q.i 
couvriraient lea d6penses d'entrafnement du personnel nouveau, la construction de 
r.ov-7nx d.ispensaires ou la r6novation des dispensaires existants et l1'achat de
 
noiveaux v4hicules destines au sovs-syst~me logistique,
 

Da sn c,,46 le Ocuvernement d'Ha-iti contribuera I ce projet par la pri 
se en charge des d6penses r~curriortes du Eystbme national de sant6l ? llexclusioi 
des salaires des a.Ze.-ets de sznt4 et du pero-nel de support, du coat des mdica 
ments et de 1'6quipemcnt do tous les dispensaires et de tous lea agents de sant6 
durant .a premibre ann-eo 

Ainsil los obligations du Gouvrncr.nt Haitien s'61veront durant lea
5 ans ft DIX SEPT M'ILLIONS TFOIS CEN T .-E' -)LL'.!.S....O0/2OO (,17oo0000.00) (se 
52% du codt total du projet) pour couvrir lcs s. laires du pCrsomel de support d 
Dtpartement de la Sant 6 Publique et do la Fopulation et de c -ux du personnel propre 
du"Erst~me de sant6 rurale, les piZ~ces de r,:-chaxz l'c-.c.i!en et le carbura-nt 
pour sa flotte do v6hiicules et le ooft des v6diczments pr'.'r le cyLtme durarnt lea 
autres _nn6es. Pour cc fairo, le Gouverner,?nt tilitera ], e:.-.ources du budget 
de fonctiomnement du D"parteoir.ont de la Sant6 F-" blicue et ct-7n Fc-puat icn1 anxcul
les seront ajout~es toutes 3os ressources di-po:ibles (-n 'rov..n.-nce du Titre III@ 

Par ailleurs, dans ia liaste d'6quipeent que pc'rrait financer 1'AID fLi
,gurent des r6frig6rtemrs A K6rosene destin6s aux Dispensaires et n6cessaires A la 
conservation des vaccins et des m6dlcaments dens les locaiit6s reculks du pays, d 
pourvues d'6lectric!t4. Ettant donn6 que ces rg1rig rateurs ne sont pas fabril-4s 
aux Etats-Unin, je vous demanderais do solliciter de Washin.-ton tine dispense pour 
leur aco-isition ailleurs,
 

La mnme diipense est 6galement sollicit6e en vue de I'utilisation des 
fonds de I'AID pour l'achat exclusif de Jeeps A l'exclu"..n de to.t a-tre -typo de 
v6hioules, de faron A standi&-diser la flotte de v4hiculuv C'- DIfpartement de la San
t4 Pablicue et de la Popu-lation constitu6o actl lent $z -an fort pourcentage do 

4calement 7,x fins :-cs d'entratnement, d'enJeeps, et -. de r6duire au mi.unUm les d(jr: 
tretien et d'achat de pibces de rechn._--e. 

http:17oo0000.00
http:Gouvrncr.nt
http:16.oooooo.oo
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Enfin, le coat de l'6quipement et des m6dicaments soumigpar 	1UIICEF 6tznt de 25v mons cher que celui consenti sur le r. -
ch6 	aumdricain pour ces mgmes articles, je sollicite 6galement 
une
dispense en vue d'utiliser lea fonds de l'A.I.D. pour l'achatmrdicaments par l'interndiaire 

des 
de 1ITNiCEF dont lee proc6dures d'achats sont farilires au DSparte!'ent de la Sant6 Publicue et de 1aPopilation cui 	les utilise actuelleent pour lea projets financ6s 

par la BID dans le cadre du programme de r 6 gionalisation dans le 
Nord et le Sud du pays. 

Je demeure persuad que 	la pr6sente requite b~n6ficiera
de votre meilleure attention et, dans l'attente d'une suite satisfaisante, vous renouvelle, Monsieur le Directeur, avec mes remer ciements anticip~s, l'assurance de ma haute considdration. 

T 	 Dr 1-AIly VF7IL!: 
%0ec~~taredl ]t at 
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RURAL HEALTH DELIVERY SYSTEMS 521-0091 
STATUTORY CHECKLIST 

I. COUNTRY CHECKLIST 

A. (ENERAL CRITERIA FOR COUNTRY 

1. FAA Sec. 116. Can it be demon- Yes 
strated that contemplated assist
ance will directly benefit the 
needy? If not, has the Depart
ment of State determined that 
this government has engaged in 
consistent pattern of gross 
violations of internationally 
recognized human rights? 

2. FAA Sec. 481. Has it been deter-
mined that the government of re
cipient country has failed to 
take adequate steps to prevent 
narcotics drugs and other con
trolled substances (as defined 
by the Comprehc.iudve Drug Abuse 
Prevention and Control Act of 

No 

1970) produced or processed, in 
whole or in part, In such country, 
or transported through such coun
try, from being sold illegally 
within the Jurisdiction of such 
country to U.S. Covernment person
nel or their dependents, or from 
entering the U.S. unlawfully? 

3. FAA Sec. 620(b). Tf assistance 
is to a government, hs the Secre
tary of State determined that it 
is not control l0 hv the Inter
natinnal Com.munist movpr'.nt? 

Yes 

4. FAA Sec. 6?)(c). If assistance is 
to government, is tho government 
liable as debtor or unconditional 

No 

guarantor on any debt to a U.F. 
citizen for goods or services fur
nished or ordered where (a) such 
citizen has exhausted available 
legal remedies and (b) debt is not 
denied or contested by such govern
ment? 
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5. FAA Sec.620(e) (1). If assist-
 No
 
ance is to a government, has it
 
(including government agencies or
 
subdivisions) taken any action
 
which has the effect of national
izing, expropriating, or otherwise
 
seizing ownership or control of
 
property of U.S. citizens or enti
ties beneficially owned by them
 
without taking steps to discharge
 
its obligations toward such
 
citizens or entities?
 

6. FAA Sec.620(f); App.Sec.108. Is No
 
recipient country a Communist
 
country? Will assistance be pro
vided to the Socialist Repubiic
 
of Vietnam, Cambodia, Laos, Cuba,
 
Uganda, Mozambique or Angola?
 

7. FAA Sec.620(i). Is recipient 
 No
 
country in any way involved in
 
(a) subversion of, or military
 
aggression against, the United
 
States or any country receiving
 
U.S. assistance, or (b) the plan
ning of such subversion or ag
gression?
 

8. FAA Sec.620(j). Has the country No
 
permitted, or failed to take ade
quate measures to prevent, the
 
damage or destruction, by mob
 
action, of U.S. property?
 

9. FAA Sec.620(l). 
 If the country An Investment Guarantee
 
has failed to institute the in-
 Program with Haiti is
 
vestment guaranty program for 
 in effect
 
the specific risks of expropri
ation, inconvertibility or con
fiscation, has the AD Adminis
trator within the past year con
sidered denying assistance to
 
such government for this reason?
 



10. 	 FAA Sec.620(o); Fishermen's 

Protective Act, Sec.5. 
 If 

country has seized, or imposed
 
any penalty or sanction against,
 
any U.S. fishing activities in
 
international waters,
 

a. has any deduction required
 
by Fishermen's Protective Act
 
been made?
 

b. has complete denial of as
sistance been considered by AID
 
Administrator?
 

11. 	 FAA Sec.620(q); App.Sec.503. 

(a) is the government of the 

recipient country in default on 

interest or principal of any AID
 
loan to the country? (b) is 

country in default exceeding one
 
year on interest or principal on
 
U.S. loan under program for which
 
App. Act Appropriate funds, 
un
less debt was earlier disputed,
 
or appropriate steps taken to
 
cure default?
 

12. 	 FAA Sec.620(s). What percentage 

of country budget is for military 

expenditures? 
How much of foreign

exchange resources spent on mili-

tary equipment? How much spent 

for the purchase of sophisticated
 
weapons systems? (Consideration
 
of these points is to be coordi
nated with the Bureau for Program
 
and Policy Coordination, Regional
 
Coordinators and Military Assist
ance Staff (PPC/RC).
 

13. 	 FAA Sec.620(t). Has the country 

severed diplomatic relations with
 
the United States? If so, have
 
they been resumed and have new
 
bilateral assistance agreements
 
been negotiated and entered into
 
since such resumption?
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Haiti has taken no such
 
actions
 

a) Since rescheduling
 
debts in 1970, Haiti
 
has been current
 

b) No
 

The FY 1978 Budget for
 
military programs is
 
approximately 13.5% of
 
total budgeted expenditures
 
of the GOH
 

No
 



14. FAA Sec.620(u). What is the 

payment status of the country's

U.N. obligations? 
 If the country 

is in arrears, were such arrear-

ages taken into account by the 

AID Administrator in determining 

the current AID Operational Year 

Budget? 


15. FAA Sec.620A. Has 
the country 

granted sanctuary from prosecu
tion to any individual or group

which has committed an act of
 
international terrorism?
 

16. FAA Sec.666. 
Does the country 

object, on basis of race, reli
gion, national origin or sex, to
 
the presence of any officer or
 
employee of the U.S. there to
 
carry out economic development
 
program under FAA?
 

17. FAA Sec.669 670. 
 Has the coun-

try, after August 3, 1977, deli
vered or received nuclear enrich
ment or reprocessing eruipment,
 
materials or technology, without
 
specified arrangements or safe
guards? 
 Has it detonated a
 
nuclear device after August 3,
 
1977 although not a "nuclear
weapon State" under the non
proliferation treaty?
 

18. FAA Sec.901. 
 Has the country 

denied its citizens the right
 
or opportunity to emigrate?
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The U.N. Treasurer informed
 
the U.S. delegation that

Haiti had made payments whic
 
removed the pogsibility that
 
the country might lose its
 
vote in the General Assembly
 
because of arrears in its
 
contribution. 
Haiti is
 
continuing its voting and is
 
being granted continued U.N.
 
assistance
 

No
 

No
 

No
 

No
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B. 	FUNTDING CRTTERTA FOR COUNhrY 

1. 	Development Assistance Country
 
Criteria
 

a. 	FAA Sec.102(c), (d). Have Yes
 
criteria been established, and
 
taken into account, to assess com
mitment and progress of country in
 
effectively involving the poor in
 
development, on such indexes as:
 
(1) small-farm labor intensive
 
agriculture, (2) reduced infant
 
mortality, (3) population growth,
 
(4) equality of income distribu
tion, and (5) unemployment.
 

b. FAA Sec.104(d)(1). If appro- Yes
 
priate, is this development (in
cluding Sahel) activity designed
 
to build motivation for smaller
 
families in programs such as
 
education in and out of school,
 
nutrition, disease control, matern
al and child health services,
 
agricultural production, rural
 
development and assistance to
 
urban poor?
 

c. FAA Sec.201(b)(5), (7) & (8);
 
Sec.208; 211(a)(4), (7). Describe
 
extent to which country is:
 

(1)Making appropriate efforts to The GOH allocated 34% of its
 
increase food production and annual budget to agriculture
 
improve means for food storage and assigned a high priority
 
and distribution. to agriculture development.
 

Haiti is making appropriate
 
efforts with respect to food
 
production, storage, and dis
tribution. Within its limited
 
resources and with external
 
assistance the GOH is increa
singly providing extension
 
and credit services
 

(2)Creating a favorable climate The GOH program emphasizes
 
for foreign and domestic creation of a favorable climate
 
private enterprise and invest- for selected foreign and
 
ment. domestic private enterprise
 

and 	investment
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(3) Increasing the public's role 
 The GOH continues to take an
in the development process, 
 active role in the development
 

process and in so doing, to
 
increase popular participation


(4) (a) Allocating available bud-
 The GOH a~pears to be allocatgetary resources to develop-
 ing as much as it is able to
ment. 

development
 

(b) Diverting such resources 
 The GOH is not interfering
for unnecessary military ex-
 lr the affairs of other free
penditure and intervention in 
 and independent nations
 
affairs of other free and in
dependent nations.
 

(5) Making economic, social, and 
 The GOH is making these efforts

political reforms such as tax
 
collection improvements and
 
changes in land tenure arrange
ments, and making progress
 
toward respect for the rule of
 
law, freedom of expression and
 
of the press, and recognizing

the importance of individual
 
freedom, initiate, and private
 
enterprise.
 

(6) Otherwise responding to the 
 The (OI! appears to be doing thisvital economic, political, 
 in an increasingly effective

and social concerns cf its 
 manner
 
people, and demonstrating a
 
clear dete.-;itnation to takeP
 
effective sclf-.elp 
measures. 

d. FAA Sec.2nl(b), 211(a). YesIs 

the country among the 
20 countries
 
in which development assistance
 
loans may be made in this fiscal
 
year, or among the A0 in which de
velopment assistance grants (other

than for self-help projects) may
 
be made?
 

e. FAA Sec.115. Will country be 
 No

furnished, in same fiscal year, 
either security supporting assist
ance, or '1iddle East peace funds? 
If so, has Congress specifically
 
authorized such use of funds, or is

assistance for population programs,

humanitarian aid through internation
al organizations, or regional programs?
 



2. 	Security Supporting Assistance
 
Country Criteria
 

a. FAA Sec.502B. Has the country 

engaged in a consistent pattern of
 
gross violations of internationally
 
recognized human rights? Is pro
gram in accordance with policy of
 
this Section?
 

b. FAA Sec.531. Is the Assist-


ance to be furnished to a friendly
 
country, organization, or body
 
eligible to receive assistance?
 

c. FAA Sec.533(c)(2). Will as-

sistance under the Southern African
 

Spccial Requirements fund be pro
vided to :Mozambique, Angola, Tanza
nia, or Zab'-a? If so, has the
 
President dr.termined (and reported
 
to the Congress) that such assist
ance will further U.S. foreign
 
policy inter2sts?
 

d. 	FAA Sec.609. If commodities 

are to be granted so that sale
 
proceeds will accrue to the rec.

pient country, have Special Account
 
(counterpart) arrangements been
 
made?
 

e. App.qec.113. Uill security 

assistance be provided for the
 
purpose of aiding directly the
 
efforts of the government of such
 
country to repress the legitimate
 
rights of the population of such
 
country contrary co the Universal
 
Declaration of 'uman Rights?
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N.A.
 

N.A.
 

N.A.
 

N.A.
 

N.A.
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II. PROJECT CHECKLIST 

A. GENERAL CRITERIA FOR PROJECT 

1. A22. Unnumbered; FAA Sec.653(b) Committees will be notified 

(a) Describe how Committes on 
appropriations of Senate and 
House have been or -ill be noti
fied concerning the project; 
(b) Is assistance within (Oper
ational Year Budget) country or 
international organization allo
cation reported to Congress (or 
not more than $1 million over 
that figure plus 10%)? 

using special Congressional 
Notification 

2. FAA Sec.611(a)(1). Prior to 
obligation in excess of '!0OO)0, 
will there be (a) engineering, 
financial, and other plans neces
sary to carry out the assistance 
and (b) a reasonably firm estimate 
of the cost to the U.S. of the 
assistance? 

Such planning has taken place 
and cost estimates made 

3. FAA Sec.611(p)(2). If further 
legislative action is required 
within recipient country, what is 
basis for reasonable expectation 
that such action will be completed 
in time to permit orderly accom
plishment of purpose of the as
sistance? 

No legislative actions are 
required to permit accomnlish
ment of the Program 

4. FAA Sec.611(b); App.Sec.101. Tf 
for water or water-related land 
resource construction, has pro
ject met the standards and cri
teria as per the Principles and 
Standards for Planning Water and 
Related Land Resources dated 

N.A. 

October 25, 1973? 
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5. FAA Sec.611(e). If project is 
 Yes
 
capital assistance (e.g. construc
tion), and all U.S. assistance for
 
it will exceed tl million, has
 
Mission Director certified the
 
country's c-pability effectively
 
to maintain and utilize the pro
ject?
 

6. FAA Sec.20, 619. Is project No 
susceptible of execution as part 
of regional or multilateral nro
ject? If so why is project not so 
executed? Information and con
clusion whether assistance will 
encourage regional development 
programs. If assistance is for 
newly independent country, is it 
furnished through multilateral 
organizations or plans to the 
maximum extent appropriate? 

7. FAA Sec.601(a); (and Sec.201(f) No 
for development loans). Informa
tion and conclusion- whether pro
ject will encourage efforts of the 
country to: (a) Increase the flow 
of international trade; (b) foster 
private initiative and cometition; 
(c) encourage development and use 
of cooperatives, credit unions, and 
savings and loan associations; (d) 
discourage monopolistic practices; 
(e) improve technical efficiency 
of industry,, agriculture and com
merce; and (f) strengthen free 
labor unions. 

8. FAA Sec.601(b). Information and 
 The Project will utilize
 
conclusion on how project will en-
 private U.S. technical
 
courage U.S. private trade and 
 consultants
 
investment abroad and encourage
 
private U.S. participation in
 
foreign assistance programs (in
cluding use of private trade
 
channels and the services of U.S.
 
private enterprise).
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9. 	FAA Sec.612(b); Sec.636(h). 
 Haiti will contribute about
Describe steps taken to aqsure 
 50% 	of project costs and will
that, to the maximum extent pos-
 assume continuing costs for
sible, the country is contribut-
 operation of health delivery
ing 	local currencies to meet the 
 system

cost of contractual and other
 
services, and foreign currencies
 
owned by the U.S. are utilized to
 
meet the cost of contractual and
 
other services.
 

10. FAA Sec.612 (d). Does the U.S. oun 
 The 	U.S. does not own excess
excess foreign currency and, if so 
 foreign currency in Haiti

what arrangements have been made
 
for 	its release?
 

11. ISA 14. 
 Are 	any FAA funds for 
 No

FY 78 being used in t'iis Project
 
to construct, operate, maintain,
 
or supply fuel for, any nuclear
 
powerplant under an agreement
 
for cooperation between the U.S.
 
and 	any other country?
 

FUNDING CRITERIA FOR PROJE,'CT
 

1. 	Development Assistance Project
 
Criteria
 

a. 	FAA Sec.102(c); Sec.lll; 
 Project is specifically
Sec.291a. Extent to which acti-
 designed to provide health
wity will (a) effectively involve 
 services in rural areas,
the 	poor in development, by ex-
 utilize para-technician
tending access 
to economy at 
 health personnel, and
local level, increasing labor-
 integrate the rurl population
intensive production, spreading 
 into the national health
investment out from cities 
to 
 service delivery system

small tow.ns and rural areas;
 
and (b)help develop cooperatives,

especially by technical assist
ance, to assist rural and urban
 
poor to help tihemselves to-ard
 
better life, and otherwfse en
courage democratic private and
 
local governmental institutions?
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b. 	FAA Sec.103, 103A, 104, 105, 
106, 107. Is assistance being
 
made available: (include only ap-
plicable paragraph-- e.g., a, b,
 
etc.--which corresponds to source
 
of funds used. If more than one
 
fund source is used for project,
 
include relevant paragraph for
 
each fund source.)
 

(1) 	(103) for agriculture, rural N.A.
 
develonment or nutrition; if
 
so, 	extent to which activity
 
is specifically designed to
 
increase productivity and in
come of rural poor; (103A) if
 
for agricultural research, is
 
full account taken of needs of
 
small farmers;
 

(2) 	(104) for population planning The entire focus of the project
 
or health; if so, 
extent to is towards providing low-cost
 
which activity extends low- health services 
to the rural
 
cost, integrated delivery nys-
 poor, with special emphasis
 
tems to provide health and on preventive health services.
 
family planning qervices, es- The system would lend itself
 
pecially to rural areas and to providing family planning
 
poor; 
 services
 

(3) 	(105) for education, public N.A.
 
administration, or human re
sources development; if so,
 
extent to which activity
 
strengthens nonformal educa
tion, makes formal education
 
more relevant, especially for
 
rural families and urban poor,
 
or strengthens management ca-
pability of instructions ena
bling the poor to participate
 
in development;
 

(4) 	(105) for technical assistance, I.A.
 
energy, research, resonctruc
tion, and selected development
 
problems; if so, extent acti
vity is:
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(a) technical cooperation and 
development, especially with
 
U.S. private and voluntary de
velopment, organizations;
 

(b) to help alleviate energy
 
problems;
 

(c) research into, and evalua
tion of, economic development
 
processes and techniques;
 

(d) reconstruction after natural
 
or manmade disaster;
 

(e) for special development pro
blem, and to enable proper uti
lization of earlier U.S. infra
structure, etc., assistance;
 

(f) for programs of urban dev
elopment, especially small labor
intensive enterprises, marketing
 
systems, and financial or othet
 
institutions to help urban poor
 
participate in economic and
 
social development.
 

(5) (107) by grants for coordinated N.A.
 
private effort to develop and
 
disseminate intermediate tech
nologies appropriate for devel
oping countries.
 

c. FAA Sec.ll0(a); Sec.208(e). Haiti has agreed to provide
 
Is the recipient country willing to slightly less than 50% of
 
contribute funds to the project, and the costs of the project as
 
in what manner has or will it pro- reflected in the agreed
 
vide assurances that it will pro- project budget
 
vide at least 25% of the costs of
 
the program, project, or activity
 
with respect to which the assist
ance is to be furnished (or has the
 
latter cost-sharing requirement
 
been waived for a "relatively least
 
developed" country)?
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d. FAA Sec.1l0(b). 
Will grant Haiti is a relatively

capital assistance be disbursed 
 least developed country

for project over more than 3 years? 
 therefore this requireme

If so, has justification satisfac-
 does not apply.
 
tory to Congress been made, and
 
efforts for other financing, or is 
 ,
 
the recinient country "relatively
 
least developed"?
 

e. 
FAA Sec.207; Sec.113. Extent U.S. assistance in H1aiti and 
to which assistance reflects ap- elsewhere places emphasis on
 
propriate emnhasis on: 
(1) en- encouraging economic, social,

couraging development of democratic, 
 and political institutions
 
economic, nolitical, and social 
 required for a viable democratic
 
institutions; (2) self-help in society. 
One purpose of the
 
meeting the country's food needs; 
 project is to develop and

(3) improving availability of 
 strengthen administrative and
 
trained worker-power In the coun-
 technical institutions in the
 
try; (4) programs designed to 
 GOlf. Another purpose will be
 
meet the country's health needs; to produce the basis for
(5) other important areas of improving trained health 
economic, nolitical, and social 
 manpower in the country.

development, including industry; 
 Particular attention will be
 
free labor unions, cooperatives, 
 given to using women as
 
and Voluntary AgencJes; transpor-
 "agents of change" and delivers
 
tation and communication: plan-
 of health and family planning

ning and public administration; services
 
urban development, and moderniza
tion of ex!iting Tawc5 or (A) in-.
 
tegrating women into the recipient
 
country's national economy.
 

f. FAA Sec.281(b). 
Describe ex- One important goal of this
 
tent to which program recognizes program is to increase the
 
the particular needs, desires, 
 flow of resources to rural
 
and capacities of the people of 
 areas concerned for increased

the country; utiltze the country's 
 social and economic benefits.
 
intellectual resources to encour- This program is looking to
 
age institutional development; and appropriate governmental
 
sunports civic education and train- agencies to provide trained
 
ing in skills required for effect-
 personnel and essential services
 
ive participation in governmental
 
and political processes essential
 
to self-government.
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g. F Aec.2Ol(b) (2)-(4) and 
(8 itSec. (e) :ec.21_a -)(-(3) and -(3). Does the activity 
give reasonable promise of con-
tributing to the development; of 
economic resources, or to the in-
crease of productive capacities 
and self-sustaining economic 
growth; or of educational or other 
institutions directed toward 
social progress? Is it related 
to and consistent with other de-
velopment activities, and will It 
contribute to realizable long
range objectives? And does pro
ject paper provide information 
and conclusion on an activity's 
economic and technical soundness? 

Project Paper contains 
economic and social analyses.While there is no accepted 
formula which demonstrates a: 
direct production (or economic) 
response to improved health 
care, such a relationship 
is generally assumed. Both 
economic (cost/benefit) and 
social analytical capability 
is to be built into the 
Project 

h. FAA Sc.201(b)(6); Sec.211(a)
(5), (6). Information and con-
clusion on possible effects of 
the assistance on U.S. Fconomv, 
with special reference to areas 
of substantial labor rmrplus, and 
extent to which U.S. commodities 
and assistance are furnished in a 
manner consistent with improving 
or safeguardinp the P.S. balance-. 

U.S. suppliers and contractors 
will be eligible to supply 
commodities and services for 
the project 

of-payments position. 

2. Development Assistanc. 
Criteria (loans onlv) 

Project 

a. FAA Sec.201()(1). Informa-
tion and conclusion on availability 
of financing from other free-world 
sources, including private sources 
within U.S. 

N.A. 

b. FAA ec.201(.)(2) 1(d). 
Information and conclusion on (1)
capacity of the country to repay 
the loan, including reasonableness 
of repayment nroqpects, and (2)
reasonableness and legality (under
laws of country and U.S.) of lend
ind and relending terms o1 the loan. 

N.A. 



c. FAA Sec.201(4). If loan in 

not made pursuant to a multilateral
 
plan, and the amount of tl'e loan
 
exceeds $100,000, has country sub
mitted to AID an application for
 
such fundq together with assurances
 
to indicate that funds will he used
 
in an economically and technically
 
sound manner?
 

d. FAA Spc.20i(f). noen project 
paner destcribe h;n, nroject ill 
promote the eountry'n economic 
development ti
iinto account 
the country ' 'q human and mater [al 
resources requ i l.Oeents and rela
t[onship hetu ulti mate object
lven of the project and overall 
econoni c dove ioplpnt:? 

. FAA ,'ec. :.'.(a). Total amount 
of hioncy under loan which Is,going 
directly to private enterpr inn, Is 
going to lntermodiate credit f.nti
tut .Olhoor othii p orrnwvo l For ille 
by prival- i te r!r n,, being 
used to Lnnet Imports from pri
vate sources, or Is otherwie being 
used to finanice procuremllentu from 
nrivate sources ? 

fK FAA ;ec.29(d). If assistance 
in for any productive enterprise 
which will]compete In the U.. withi 
I.S. 	enterpr ise, In there an agree
ment by the recipient country to 
prevent export to the [IU.S. of more 
than 20" of the enterprise's annual 
production during the 11.0 of the
 
loan?
 

3. 	Project Criteria Solely for Security 
Suplporting Asi :tance 

a. 	FAA Sec.531. l[ow will this 
as-

sistance support promote economic
 
or political stability?
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NA.
 

N.A. 

N.A.
 

N.A.
 

N.A.
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b. FAA Sec.533(c)(i). Will as- N.A.
 
sistance under the Southern African
 
Special Requirements Fund be used
 
for military, guerrilla, or para
military activities?
 

4. 	Additional Criteria for Alliance
 
for Progress
 

(Note: Alliance for Progress pro
jects should add the following two 
items to a project checklist).
 

a. FAA Sec.251(b) (1), -(3). Does Yes. Integration effect is
 
assistance take into account prin- minimal
 
ciples of the Act of rogota and
 
the Charter of Punta del E:;te; and
 
to what extent will the actLvity 
contribute to the economic or po
litical integration of Latin Ame
rica?
 

b. FAA Sc.?51(b)(9); 251(h). N.A.
 
For loans, has there been taken
 

into account the effort -mde by
 
recipient nation to repatriate
 
capital invested in other countries
 
by their own citizens? Is loan
 
consistent with the findings and 
recommendations of the Inter-Ame
rican Committee for the Alliance
 

' ' for 	Progress (now "CEThE the 
Permanent Executive Committee of
 
the 	')A7) in its annual review of
 
national developrient activities?
 

III. STANDARD ITF1 CI!ECKLIST
 

A. 	PROCURM ET
 

1. 	FAA Sec.602, Are there arrange- Yes. Grant Agreement and
 
nents to permit U.S. small business implementation procedures
 
to particlnate equitably in the will so provide
 
furnishing of goods and services
 
financed?
 

2. 	FAA Fec.6n4(a). Will all commodity Yes
 
procurement financed be from the
 
U.S. excent as oth2rwise determined
 
by the President or under delegation
 
from him?
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3. FAA Sec.604(d). If the cooper-
 Haiti does not so discrimin
ating country discriminates 
 ate
 
against U.S. marine insurance
 
companies, will agreement re
quire that marine insurance be
 
placed in the U.S. on commodi
ties financed?
 

4. FAA Sec.604(e). If offshore pro-
 N.A.
 
curement of agricultural commodi
ty or product is to be financed,
 
is there nrovision against such
 
procurement wlien the domestic nrice
 
of such commodity is less than
 
parity?
 

5. FA& Sec.608(a). Will U.S. Gov-
 Yes
 
ernment excess personal property
 
be utilized wherever practicable
 
in lieu of the procurement of new
 
items?
 

6. W-A Sec.901(b). (a) Compliance 
 Yes. Grant Agreement will
 
with requirement that at 
least 50 so provide
 
ner centum of the gross tonnage of
 
commodities (computed separately 
for dry bulk carriers, dry cargo
 
liners, and tankers) financed shall
 
be transported on privately o'ned
 
U.S. flag commercial vessels to the
 
extent that such vessels are avail
able at fair and reasonable rates.
 

7. FAA Sec.621. If technical sssist-
 Yes
 
ance is financed, will such assist
ance be furnished to the fullest
 
extent practicable as goods and
 
professional and other services
 
from private enterprise on a con
tract basis? If the facilities of
 
other Federal agencies ill be
 
utilized, are they particularly
 
suitable, not competitive with pri
vate enterprise, and made available
 
withtout undue interference ti-ith
 
domestic programs?
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8. International Air Transport. Fair 
Competitive Practices Act, 1974 

If air transportation of persons 
or property is financed on grant 
basis, will provision be made that 
U.S.-flag carriers vill be utilized 
to the extent such service is avail
able? 

Yes 

B. CONSTRUCTION 

1. FAA Sec.60l(d). If a capital (e.g., 
construction) project, are engineer
ing and professional services of 
US firms and their affiliates to 
be used to the maximum extent con
sistent with the national interest? 

Yes 

2. FAA Sec. 611(c). If contracts for 
construction are to be financed, 
will they be let on a competitive 
basis to maximum oxtent practicable? 

Yes 

3. FAA Sec.620(k). If for construc-
tion of productive enterprise, will 
aggregate value of assistance to be 
furnished by the U.F. not exceed 
!'0n million? 

Yes 

C. OTHER RESTRICTIONS 

1. FAA Sec.201(d). If development 
loan, is interest rate at least 2% 
per annum during grace period and 
at least 3% per annum thereafter? 

N.A. 

2. FAA. Sec.301(d). If fund is esta-
blished solely by U.S. contribu
tions and administered by an inter
national organization, does Comp
troller (eneral have audit rights? 

N.A. 
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3. FAA Sec.62A(h). Do arrangements 
preclude promoting or assisting the
foreign aid projects or actilities 
of Communist-Bloc countries, con
trary to the best interests of the 
U.S.? 

Yes 

4. FAA Sec.62.6(i). Is financing not 
permitted to be used, withoutYe
waiver, for purchase, long-term
lease, or exchange of motor vehicle 
manufactured outside the U.S. or 
guaranty of such transaction? 

Yes 

5. Will arrangements preclude use of 
financing: 

a. FAA Sec.114. to pay for per-
formance of abortions or to moti
vate or coerce persons to practice
abortions, to pay for performance
of involuntary sterilization, or to 
coerce or provide financial incen
tive to anv person to practice
sterilization. 

Yes 

b. FAA Sec.620(g). to compensate 
o -mers for expropriated national
ized property? 

Yes 

c. FAA Sec.660). to finance police
training or other law enforcement 
assistance, except for narcotics 
programs? 

Yes 

d. FAA Sec.562. for CIA activi-
ties. 

e. App. ec.1 03. to Pay pensions, 

Yes 
e 

Yes 

etc., for military personnel? 

f. App. Sec.106. 

sesments? 

to pay U.N. as- Yes 

g. App.Sec.107. to carry out 
provisions of FAA Sections 209(d)
and 251(h)? (transfer to multila
teral organization for lending). 

Yes 
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h. App.Sec.1l2. to finance the 
export of nuclear equipment, fuel, 
or technology or to train foreign 
nationals in nuclear fields. 

Yes 

i. Apn. Sec.501. to be used for Yes 
publicity or propaganda purposes 
within US not authorized by Congress. 
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THE ADMINISTRATOR 

PROJECT AUTHORIZATION AND REQUEST FOR ALLOTMENT OF FUNDS 

Name of Country: 
 Haiti
 

Name of Project: 
 Rural Health Delivery System
 
Project Number : 
 521-0091
 

Pursuant to Part I, Chapter 1, 
Section 104 
of the Foreign
Assistance Act of 1961, as 
amended, I hereby authorize a
Grant to 
the Republic of Haiti 
("Grantee") of not to exceed
Five Million Six Hundred Fifty Thousand United States DolJars
($5,650,000) (the "Authorized Amount") 
to help in financing
certain foreign exchange and local currency costs 
of goods
and services required for the project hereinafter described.
The project consists of (i) construction and renovation of
rural dispensaries, warehouses, garage facilities and a
health center; 
 (ii) supplying and equipping such facilities;
(iii) training rural health service delivery and support
personnel; and 
(iv) provision of technical assistance to
help implement these activities 
(the "Project").
 

I approve the total level of A.I.D. appropriated funding
planned for this Project of not to exceed Sixteen Million
United States Dollars ($16,000,000), including the funding
authorized above, during the period FY 1979 through FY 1983.
I approve further increments during that period of Grant
funding up to $10,350,000, subject to 
the availability of
funds in accordance with A.I.D. allotment procedures.
 

I hereby authorize the initiation of negotiation and execution
of 
the Project Agreement by the officer to whom such authority
has been delegated in accordance with A.I.D. regulations and
Delegations of Authority, subject to the following essential
terms and covenants and major conditions, together with such
other terms and conditions as A.I.D. may deem appropriate:
 

I. Source and Origin of Goods and Services
 

Except as 
set forth in Section IV. hereof, goods and
services, except for 
ocean shipping, financed by A.I.D.
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unde. the Project shall have their source and origin in
 
Haiti or in countries included in A.I.D. Geographic

Code 941, except as A.I.D. may otherwise agree in
 
writing. Ocean shipping financed under the Project

shall be procured in the United States.
 

II. 	 Conditions Precedent to Initial Disbursement
 

Except as A.I.D. may otherwise agree in writing, prior
 
to the first disbursement, or to the issuance of docu
ments pursuant to which disbursement will be made under
 
the Project Agreement, the Grantee shall furnish to
 
A.I.D., in form and substance satisfactory to A.I.D.:
 

a. 	 Evidence that a separate Project Account has been
 
established at the National Bank if the Republic

of Haiti for receipt of A.I.D. and Grantee local
 
currency contributions to the Project; and
 

b. 	 A time-phased implementation plan for the Project

which shall include a breakdown by year of the
 
regions within Haiti in which the Project will be
 
implemented and the activities that will take
 
place within each such region.
 

III. 	Covenants
 

Except as A.I.D. may otherwise agree in writing, the
 
Grantee shall covenant and agree to:
 

a. 	 Utilize all equipment and material financed under
 
the Project only for purposes of the Project and
 
for similar purposes after the life of the Proj
ect; and
 

b. 	 Provide all necessary resources to maintain de
livery of community health services at or above
 
levels attained under the Project after the Proj
ect has terminated, and to provide regular main
tenance for all health facilities, equipment,
 
vehicles and other non-expendable commodities
 
financed under the Project.
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IV. 	Waivers
 

a. 	 Kerosene refrigerators financed under the Grant
 
shall have their source and origin in countries in
 
A.I.D. Geographic Code 899 (Free World).
 

b. 	 A waiver of A.I.D. requirements for formal compe
titive bidding procedures in order to permit

proprietary procurement of 46 Jeep vehicles is
 
hereby granted.
 

c. 
 A waiver of A.I.D. requirements for formal competi
tive procedures in order to permit local procurement

of five Jeep vehicles is hereby granted.
 

ACTING Administrator 

2_,,/i 7 

Date
 

Clearance:
 
GC/LAC,JLKessler 6.1 Date 1A/A
 
LAC/CAR,ENadeau 
 ae__Date
 
LAC/DR,WRhodes 
 Date
 
LAC/DR,HBassford Date 
_
 
LAC/DR,WSigler 	 Date .. 

LAC/DR,MBrow Date___
 
AA/LAC,AVald z, Date_
 
GC,MBall //j9z Date //


,A/PPC,AShako w Date ,i./i 

GC/LAC,GMW* rr:lb:12/5/78 
X29183 
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DAEC GUIDANCE CABLES 

STATE 165854 (July 18, 1977)
 

SUBJECT 
 DAEC REVIEW OF HEALTH SERVICES II PP
 

The DAEC reviewed the subject PP on June 23.and determined
that the PP does not reflect the degree of planning necessary to support
the funding levels requested or provide a basis for a judgment that
project has been adequately defined and can be successfully implemented.
 

This cable outlines tihe requirements for additional information
which should be fulfilled before the DAEC will be able to reconsider the
PP. 
The DAEC's major concerns are the integration of SNEM planning for
the Rural Health Delivery System (RHnS) model. 
With respect to the RHDS
model and the activities preparatory to expansion of the model to other
areas, it is not yec 
 evident that sufficient planning has been done and
reasonably firm cost estimates obtained within the meaning of section
611 (A) to justify authorization at this time. 
 A number of points with
respect to the planning must be clarified, or perhaps in some cases
completed, and data provided to support the proposed level of funding.
 

1. SNEM Integration: The issue of integrating SNEM into the
DSPP is one which we see as 
essential to 
a viable Ministry of Health and
a withdrawal of AID direct financial support of Malaria Control programs.
The PP should outline a course of action which will result in a plan for
SNEM's Integration into the DSPP and should discuss how the integration
will occur, who will prepare the detailed plan for the Integration, the
TA requirements expected and the time sequence envisioned for this planning
 
process.
 

2. Rural Health Delivery System: 
 The development of RHDS is
seen as the other essential component of the Project. 
The Mission should:
 

A. 
Provide a detailed description of the existing
infrastructure and parameters of the health sector as 
it relates to rural
delivery of services; including,
 

1) 
Number and type of facilities
 
2) 
Role of each type of facility
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3) Services provided;

4) Personnel used, their role and relationship to
each other and;
 

5) The relationship of each type of facility to the
 
other types;
 

The prototype RHDS's to be funded under the Project should be
described -
What elements have not yet been determined, how these
elements will be determined and by what approximate dates. The operations
of RHDS should be illustrated by showing staffing, cost operations,

services to be provided, etc.
 

B. Describe and itemize all cost estimates of operating
and staffing the prototype RHDS and show basis for determining those costs.
 
Elements should include:
 

1) Description and magnitude of budget support required;

2) Training - particularly details on training to be


carried out at Petit-Goave and Croix-Des-Bouquets, under those two ongoing
projects, including that provided under other sources of funding;

3) Establishment of the Department of Community Medicine
 

and the Technical Exchange Program;
 
4) Technical assistance, if any, planned at this stage


for development and implementation of RHDS;
 
5) Vehicles and othvr-comm6difies.
 

C. 
Describe general categorics, quantities of drugs,
and medical equipment planned for th2 prototype RHDS's 
. Include'4
 

1) Relationship type of drugs, supplies and medical
equipment selected to disease patterns and services to be provided"

2) Discuss immediate needs and projected pipeline for
 

planned phase III, expansion of RHDS;
 
3) Basis for cost estimates for drugs, supplies and
 

medical equipment requirements.
 

E.G., 
number of people to be served, inventory level at dispensary, etc.
 

3. Technical assistanceY (to the DSPP)
 

A. Provide a description of ongoing TA activities

under Westinghouse contract and a clear distinction between those activities and future requirements to be funded by this Project (phase II).
 

B. Specify type of technical assistance needed for each

phase of the project (I.E., Development of the RHDS, planning and administrative capacity of DSPP the department of medicine) approximate duration,
potential or proposed sources, and relationship of TA to the develcpment
 
of the RHDS.
 



NNEX I
 
Page 32 of 60
 
Exhibit 5 

C. 
Provide cost estimates for type of technical assistance and

the basis for the estimates.
 

4. Transportationi Explain how the transportation requirements
(vehicles, fuel, spare parts and maintenance expenses) for DSPP and RHDS
for this year and future years have been determined prior to completion of
the development of the RHDS. 
 Provide the basis for the requirements projected in 
annex D and clarify the discrepancies in the total vehicle
requirements. 
Also clarify the requirement for motorcycles and the provision of spare parts (assumed by included in price of vehicle). If non-U.S.
source motorcycles are to be purchased, a Waiver should be requested and the
justification for the Waiver stated. 
 To help explain those maintenance costs,
we suggest you refer to the appropriate portion of the SNEM budget where
the costs are budgeted and then delineate the costs in the PP.
 

5. Facility construction and renovation 
: Describe the planning
involved in determining the appropriate type, size and capacity of the new
warehouse and garage facility extension. Clarify the basis for the cost
estimate for renovation 15 (not 5) rural dispensaries and also explain how
this renovation relates to starting up the RHDS, where these dispensaries
are located 
(ifknown), and explain why 15 (not 2 or 
30). What feasibility
studies for renovation of the rural dispensaries have been completed.
 

6. Communication equipment: The presentation in 
annex D is confusing,
Clarify the requirements for conmiunications equipment by indicating specifically what type of equipment will be purchased under phase I and what
type under the proposed project. 
 Also present technical rationale for type
of equipment to be used and describe, the planning to determine the technical

feasibility of the system to be established.
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STATE 248881 (October 18, 1977 )
 

SUBJECT: FUTURE FUNDING -
 HEALTH PROJECTS
 

REF: (A) Weingerg/Massey Telcon DTD. 8/18/77'
 
(B) Bitiner/ Mc Donald Telcon DTD. 8/24/77' 
(C) Port-au-Prince 3087;
 
(D) State 186639
 

1. This confirms ref-Telcons that AID/W is.nr pared to ive 
priority to providing additional 3.0 million dollars to 5.7 million dollars 
life-of-project (LOP) funding presently planned for rural health delivery

system project (0091). 
 The bureau, however, is not in a position at this time
 
to program more than 4.65 million dollars for FY '78 as 
shown in the FY '78
 
congressional presentation. 
Mission may wish to consider an incrementally

funded Project in later years. The ultimate LOP funding amount will depend prin
cipally on 
the adequacy of the analysis, project planning and justification
 
demonstrated in the project paper.
 

2. The mission has noted in REF (C) para. 3 that 
annex 1

of Project agreement 086 can be amended on the basis of mutual agreement

between parties. We would have no objection to this subject to the usual
 
limitations governing such modifications 
(I.E., they must be consistent with

the project authorization-; conform essentially to the project as presented

in the final approved PP;and take into account 
expressed DAEC concerns).
 

3. AID/W position on amending existing 086 project to increase 
LOP funding to include additional elements : We would prefer that Mission

include new Elements in a well thought-out and presented new FY '78 Project

091 rather than nake additions to 086 revised project paper was the inadequacy
of project planning. A piece-meal amendment approach to 086 would tend to
 
confirm feeling that DSPP portion of this project is being planned too
 
much on a day-to-day basis. 
This is only advice, however, and the Mission
 
always retains option of requesting an 086 amendment, particularly if for
 
sound program reasons (E.G., need to test 
RHDS model, delay in preparation

of new project, etc.) 
 it prefers to amend the existing project. Such
 
request will have to respond to the planning deficiencies pointed out in
 
PARA. I of Ref (D) and clearly support and justify the increased budget
 
levels.
 

4. In constdering amendments to project 086, the Mission may

wish to 
keep in mind two general DAEC concerns :
 

1) That funding will not be approved and provided

before it has been clearly demonstrated that the additional project elements
 
have been adequately planned and costed and
 

2) That commodity support will be provided only to further
the establishment of a sound logistical support system related to the RHDS
 
and not simply to provide generalized budgetary support for ministry
 
activities.
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'TATE 063089 (March 11, 1978)
 

SUBJECT: 
 HAITI HEALTH PROJECTS 086 
AND 091
 

REFS : (1) Harrison/Brown MEMO of 3/2/78;

(2) Mc Donald/Rhodes Telcon of 3/7/78
 

1. 
In meeting on Haiti Health projects, held Yebruary 28,
1978 of bureau project committee and Mission representative Dr. Boynton
(and attended by Mission director), 
the following agreements were reached?
 

2. Re Development of Project 091 
(RHDS).
that It was agreed
to satisfy the need for adequate planning, it would be necessary to
provide in the project paper a full description of the proposed low-cost
rural health delivery system model (organization, services, personnel),
the necessary support systems (referral, logistics, braining, supervision,
etc.) 
, and a GOH implementation plan for establishing the system on a
nationwide basis. 
 The basic model and support systems would then be related
to the hierarchy of the existing Haitian health service. 
All elements
proposed for funding under the project (E.G., facilities, supplies, equipment, transport, training) could then be judged in relation to the model
and implementation plan. 
The basis for the 
cost estimates of the elements
(from current experience in Haiti) involved would also be provided
PP as usual. It was further agreed that 
in the
 

a detailed outline would be
drafted and submitted to the mission for adaption and use by the Mission
project Development Conittee. 
The outline will be forwarded shortly.
 

3. Re P 
IO/T 70053 .
 As agreed, Dr. Boynton and MS.
Sandoval met with contracting officer to brief him for negotiations with
Westinghouse health systems for additional technical assistance as described
in P IO/T. 
 Contract office is currently conducting negotiations and
Mission will be informed as soon as further details 
are known.
 

4. 
Re request for data processing equipment.
Project Committee had no The Bureau
objection to a reallocation by the Mission of
D61s 175,000 of existing funds under project 086 for the following purposes:
 

1) To purchase necessary data-handling equipment for DSPP
statistics section and 
to renovate that section's office space; 
and

2) To purchase necessary data-handling equipment for the
medical school's department of community medicine and provide salary supplements for technical personnel to 
operate the equipment.
important These uses are
I:o upgrading the rural health planning process, and therefore
contributory to the accomplishment of the project purpose. 
Mission has
authority under provisions of handboo'c 3, appendix 9B and article A of
annex 2 of Project Grant agreement to reallocate funds among imputs in
 



ANNEX I 
Page 35 of .60 
Exhibit 5 

Project financial plan on a limited basis, and therefore may
proceed with issuance of a jointly agreed-upon implementation letter which

will formalize the reallocation of funds for the purposes specified above.
 

5. The bureau project Committee did not agree to the use of 086
funds for wotk 
on the OB/GYN facility, for renovation of the DSPP ware
house, or for purchase of surplus medicines. Any such request would have
to be reviewed in the context of the model, support system and implementation

plan to be developed in 091 project paper. 
 Vance
 
BT 
#3089 
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A.I.D. Froject Number 521-0091 

PROJECT GRANT AGREEMEN
 

BE IE
 

THE REPUBLIC OF HAITI
 

AND
 

THE UNITED STATES OF AMERICA 

Dated 
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A.I.D. Project No. 521-0091
 

Project Grant Agreement
 

Dated 
 19
 

Between:
 

.,
 
The Republic of Haiti ("Grantee"), acting through the Depart

ment of Public Health and Population (DSPP);
 

And:
 

The United States of America, acting through the Agency for
 

International Development (A.I.D,).
 

ARTICLE 1: The Agreement
 

The purpose of this Agreement is 
to set out the understand

ings of the parties named above ("Parties") with respect to the under

taking by 
the Grantee of the project described below ("Project"), and
 

with respect to the financing of the Project by the Parties.
 

ARTICLE 2: The Proiect 

SECTION 2.1.. Definition of Project.
 

The Project, which is further defined in Annex 1 to this
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Agreement, will consist of installing a functioning, effective rural
 

health services delivery system nationwide in Haiti and strengthening
 

the ability of the Department of Public Health and Population to ad

minister such a system. 
Within the limits cf the above definition of
 

the Project, elements of the amplified project description (Annex 1)
 

may be changed by written agreement of the authorized representatives
 

of the Parties named in Section 8.2., 
without formal amendment of this
 

Agreement.
 

SECTION 2.2. Incremental Nature of Project.
 

(a) A.I.D.'s contribution to the Project will be provided
 

in increments, the initial one being made available in accordance with
 

Section 3.1. of this Agreement. Subsequent increments will be subject
 

to availability of funds to A.I.D. for this purpose, and to the mutual
 

agreement of the Parties, at 
the time of a subsequent increment, to pro

ceed.
 

(b) Within the overall Project Assistance Completion Date (PACD)
 

stated in this Agreement, A.I.D., based upon consultation with the Grantee
 

may specify in Project Implementation Lettersappropriate time periods
 

for the utilization of funds granted by A.I.D. under an 
individual in

crement of assistance.
 

ARTICLE 3: Financing
 

SECTION 3.1. 
The Grant
 

To assist the Grantee to meet the costs of carrying out the
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Project, A.I.D., pursuant to the Foreign Assistance Act of 1961, as
 

amended, agrees to grant the Grantee under the terms of this Agreement
 

not to exceed Five Million One Hundred Fifty Two Thousand United States
 

Dollars ($5,152,000) ("Grant"). 
The Grant maybe used to finance foreign
 

exchange costs as defined in Section 6.1.. 
and local currency costs, as
 

defined in Section 6.2., of goods and services required for the Project.
 

A total of up to Sixteen Million United States Dollars ($16,000,000)
 

in Grant funds may be provided over 
-a 

the life of this Project subject to
 

availability of funds to AID for this purpose and the mutual agieement
 

of the Parties to proceed. It is the understanding of the Parties that
 

if Regionalization does not proceed as set forth in the implementation
 

plan, A.I.D. may not elect 
to provi'2 the full $16,000,000.
 

SECTION 3.2. Grantees Resources for the Project.
 

(a) The Grantee agrees to provide or 
cause to be provided
 

for the Project all funds, in addition to the Grant, and all other re

sources required to carry out the Project effectively and in a timely
 

manner.
 

(b) The resources provided by Grantee for the Project will
 

be not less than the equivalent of U.S. $17,300,000 over the life of the
 

Project.
 

SECTION 3.3. Project Assistance Completion Date.
 

(a) The "Project Assistance Completion Date" (PACD), which is
 

, 
or such other date as the Parties may agree to in writing,
 

the date by which the Parties estimate that all services financed under
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the Grant will have been performed and all goods financed under the
 

Grant will have been furnished for the Project as contemplated in this
 

Agreement.
 

(b) txcept as A.I.D. may otherwise agree in writing, A.I.D.
 

will not issue or approve documentation which would authorize disburse

ment of the Grant for services performed or for goods furnished subse

quent to the PACD for the Project, as contemplated in this Agreement.
 

(c) Requests for disbursement, accompanied by necessary
 

supporting documentation prescribed in Project Implementation Letters
 

are to be received by A.I.D. or any bank described in Section 
7.1. no
 

later than nine 
(9) months following the PACD, or such other period as
 

A.I.D. agrees to 
in writing. 
After such period, A.I.D. giving notice
 

in writing to the Grantee may at any time 
or 
times reduce the amount of
 

the Grant by all or any part thereof for which requests for disbursement,
 

accompanied by necessary supporting documentation prescribed in Project
 

Implementation Letters, were 
not 
received before the expiration of said
 

period.
 

ARTICLE 4: 
 Conditions Precedent 
to Disbursement
 

SECTION 4.1. Conditions Precedent to 
Initial Disbursement.
 

Except as A.I.D. may otherwise-agree in writing, prior to
 

the first disbursement 
or issuance of documents pursuant to which dis

bursement will be made, the Grantee will furnish to A.I.D. in 
rorm and
 

substance satisfactory to 
A.I.D.:
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(a) An opinion of counsel acceptable to A.I.D. that the
 

Project Agreement has been duly executed and ratified on behalf er the
 

Republic of Haiti, and that it constitutes a valid and legally binding
 

obligation of the Republic of Haiti in accordance with all of its terms;
 

(b) The name (s) of the person (s) designated as Project
 

Manager and other representative (s) authorized to act for the Grantee
 

under the Project Agreement as well as signature (s) of such person (s)
 
-a 

duly certified as to their authority; 
 -

(c) Evidence that a separate Project Account has been
 

established at the National Bank of the Republic of Haiti (BNRH) for
 

receipt of AID and GOH contributionsto the Project;.and
 

(d) A time-phased implementation and evaluation plan, set

ting forth when the Project will be Implemented into each region in
 

Haiti, and how many dispensaries and warehouses will be constructed in
 

each such region.
 

SECTION 4.2. Ccnditions Precedent to Disbursement for Tech

nical Services.
 

Except as A.I.D. may otherwise agree in writing, prior to
 

disbursement or issuance of documents pursuant to which disbursement
 

will be made for procurement of technical services, the Grantee wi'l
 

furnish to A.I.D. in form and substance satisfactory to A.I.D.:
 

(a) A list of the types of technical assistanc, required
 

and proposed schedule of arrivals;
 

(b) An executed contract with a firm, individual or other
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sources acceptable to A.I.D. including a detailed scope of services to
 
be performed, and a statement as to how and where each technical advisor
 
will be located (including provisions for office space, office equip
ment and secretarial support as appropriate);
 

(c) The name 
(s) of the DSPP counterpart (a) assigned to
 
-work with the technical advisor (s) for the duration of the contract;
 

(d) The following additional materials wtll be submitted
 

for A.I.D. approval prior to e-sbursement or issuance of documents
pursuant to which disbursement will be made for specific categories of
 

technical services:
 

(1) Information Systems. 
Final operating manuals ap
prued by the DSPP for installation of a nationwide health information
 

system.
 

(2) Personnel Management. 
 Approved functional state
ments and staffing patterns for the central DSPP.
 

(3) ....prto Systems. Evidence that a vehicle
 
maintenance plan has been approved for the central DSPP garage and multi-


Regional garages.
 

SECTION 4.3. 
 Conditions Precedent to Disbursement for
 

Construction 
or Renovation.
 
Except as A.I.D. may otherwise agree in writing, prior to
 

disbursement or 
issuance of documents pursuant to which disbursement
 
will be made for construction or renovation, the Grantee will furnish
 
to A.I.D. in form and substance satisfactory to A.I.D.:
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(a) An executed contract acceptable to A.I.D. with engineering and
 

architectural firms for management and supervision of all construction
 

and renovation activities and for Architectural and Engineering design
 

services under the Project;
 

(b) Plans, specifications, cost estimates and time sche

dules for carrying out constructicu or renovation of each kind of fac
-a 

ility stipulated in the ProjectdAgreement for the first year of the
 

Project as well as evidence of clear Grantee title to the land and/or
 

that. the facility is a designated part of the national health system;
 

(c) An executed contract (s) with a firm acceptable to AID
 

for construction or renovation of the specific facilities;
 

(d) Evidence that the DSPP has or will provide satisfac

torily for on-going maintenance of each facility;
 

(e) For Regional warehouses, transport and any other
 

Regional-level facilities, evidence that a Regional administration has
 

been created officially; and that sufficient counterpart staff and funds
 

have been provided at the Regional.level to supervise and administer
 

properly such Regional facilities;
 

(f) For District warehouses, transport and any other Dis

trict-level facilities, evidence that the area to be covered by the District
 

has been defined; the location of the District headquarters has been
 

officially approved; and that sufficient counterpart staff and funds
 

have been provided at the District-level to supervise and administer
 

properly such District facilities.
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SECTION 4.4. 
Conditions Precedent to Disbursement for
 

.ommodities.
 

Except as A.I.D. may otherwise agree in writing, prior to
 
disbursement or issuance of documents pursuant to which disbursement
 

will be made for procurement of commodities, the Grantee will furnish
 

to A.I.D. In form and substance satisfactory to A.I.D,
 

(a) Procurement of Vehicles and Garage Equipment.
 

(1) A plan for strengthening 0-e DSPP transportation
 

system and consolidating the transport, personnel facilities and com

modities of SNEM with the DSPP system;
 

(2) A schedule agreed to with USAID/Haiti for order-

Ing, receiving, and installing or putting into operation all vehicles
 
and garage equipment, as well as detailed specifications for such equip

ment, proposed cost, source and origin.
 

(b) Procurement of Drugs and Medical Supplies.
 

(1) A plan for strengthening the DSPP supply and lo

gistics system; and
 

(2) A schedule agreed to with USAID/Haiti for ordering,
 
receiving and providing to specific health facilities all drugs and med

ical supplies (including specifications thereof) during the first year
 

of the Project.
 

(c) Procurement of Warehouse, ispensar 
and Other quipment
 

A schedule agreed to with USAID/Haiti for ordering, re
ceiving and installing or putting in operation all such equipment, as
 
well as the detailed specifications of such equipment, and proposed
 

cost, source and origin.'
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SECTION 4.5. 
 Conditions Precedent to Disbursements for
 

Training.
 

Except as A.I.D. may otherwise agree in writing, irfor to
 

disbursement or issuance of documents pursuant to which disbursement
 

will be made for training, the Grantee will furnish to A.I.D, in form
 

and substance satisfactory to A.I.D. for:
 

(a) Health Agent Training. An approved curriculum, sche

dule and cost of training for the first year of the Vroject, geographic
 

source 
(s) of candidates and expected areas of assignment, and evidence
 

that adequate provision has been made to supervise and supply each agent
 

trained.
 

(b) Auxiliary Nurse Training. 
An approved curriculum,
 

schedule and cost of training for the first year of the Project, geo

graphic source (s) of candidates and expected areas of assignment, and
 

evidence that adequate provision has been made to supervise, supply and
 

house each auxiliary trained.
 

(c) Sanitary Officer Training. An approved curriculum,
 

schedule and cost of training for the first year of the Project, (in

cluding the course started on April 4, 1978), 
the geographic source (s)
 

of candidates and expected areas of assignment and evidence that adequate
 

provision has been made to supervise and supply each officer trained.
 

(d) Other In-Country Training. 
 An approved curriculum
 

and training manual, schedule and cost of training (including per diem
 

schedule) for the first year of the Project, source and permanent assign

ments of all candidates for training (including orientation and refresher
 

training).
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e) Off-Shore Trann Exhibit 6
 
An agreement with an 
accredited
university to conduct a training and exchange program; an arproved curriculum and type of diplL.a or degree to be obtained. 
The names of
 

roposed candidates during the first year of the Project and criteria
 
for their selection; proof that each candidate will occupy a responsible
Position in the central DSPP, rural health delivery system or National
 
University Medical School upon completion of training; and a signed commitment from each candidate 
to return 
to Haiti and provide service to
the DSPP for a 
period not less than three 
times that spent in 
overseas
 

or such candidate will forfdit the proportioned 
cost of the train

training 


ing not provided in 
service to 
the Government of Haiti.
 

SECTION 4.6. Conditions Precedent to
Disbursement for
 

Personnel Costs.
 
Except as A.I.D. may 
otherwise 
agree in writing, prior to
disbursement 
or issuance of documents 
pursuant 
to which disbursement


will be made for personnel 
cost, 
the Grantee will :furnish 
to A.I.D. in form
and substance satisfactory 
to A.I,D. a list of positiops within the
national health system to 
receive Project-funded 

salary support and
the estimated monthly amount required 
per position for the first year
of the Project. 
Personnel 
costs to be'supported 
by the Grantee as contributions 
to other AID-financed 
projects will not be transferable 
to
A.I.D. or Title III funding under this Project when and if the personnel in question are transferred to newly consolidated sections of the DSPP.
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EFxhibit 6SECTION 4.7. 
 Conditions Precedent 
to Disbursement Subsequent
 

to Year One.
 

Except as 
A.I.D. may otherwise 
 agree in writing, prior to dis

bursement 
or issuance of 
!ocuments pursuant to which disbursement will be madi
 
subsequent 
to Year 1 of the Project, the Grantee will furnish to A.I.D. in
 

form and substance satisfactory to A.I.D.!
 

(a) Evidence that drugs, medical supplies, salaries'and super

vision are being provided by the DSPP 
to dispensaries and health agents in
 

-,the rural health delivery system, sufficient to maintain community health
 
services delivery at 
or above levels foreseen in the Project Agreement.
 

(b) Plans for each succeeding year of operations containing
 

information specified in Sections 4.3. 
(b.-f.) - Construction and Renovation,
 

4.4. (a.-c.) 
- Commodities Procurement, 4.5. 
(a.-e.) - Training, and 4.6.
 

Personnel.
 

SECTION 4.8. 
 Conditions Precedent to Disbursement Subsequent
 

to Year Two.
 

Except as A.I.D. may otherwise agree in writing, prior to dis
bursement or 
issuance of documents pursuant to which disbursement will be
 

made subsequent to Year 2 of the Project, 
the Grantee will furnish to A.I.D.
 

in form and substance satisfactory to A.I.D. plans and schedules for consol

idating the administration of the maternal/child health and family planning
 

program and the nutrition program with the national health system administered
 

by the DSPP, and for merging the health services delivery mechanisms and
 

personnel of these 
programs at 
all levels.
 

SECTION 4.9. 
 Notification.
 

When A.I.D, has determined that the Conditions Precedent spec

ified in Sections 4.1., 4.2., 
4.3., 4.4., 4.5., 4.6., 4.7., and 4.8. have
 
.een satisfied, it will notify the Grantee promptly in writing.
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if any or all of the Conditions Precedent in Sections 4.1. 
- 4.8.
 

are not met within the time periods seZ forth or by such later date as A.I.D.
 
may agree in writing, A.I.D. may as 
itn option terminate this Agreement by
 
written notice 
to the Grantee, and cancel the theni 
undisbursed balance of
 
the Grant to 
the extent it is not irrevocably commited to third parties:
 

(a) Section 4.1. (a.-d.) within 90 days; 
 (b) Section 4.2. 
(a.-d.)'within
 

90 days; (c) Section 4.3. (a.) within 10i days; 
 (d) Section 4.3. (b.)
 
within 136 days; 
 (e) Section 4.3. 
(c.-f.) within 165'days; (f) Section 4.4.
 
(a.-c.) within 120 days; 
 (g) Section 4.5. (a.-d.) within 120 days; 
 (h) Sec
tion 4.5. (e.) within 257 days; 
 (i) Section 4.6. within 90 days; 
 (j) Sec

tion 4.7. (a.-b.) within 365 days for Year 1, and at 
3 65-day intervals
 

thereafter during the life of the Project; 
 (k) Section 4.8. within 730 days..
 

ARTICLE 5: 
 SpecialCovenants
 

SECTION 5.1. 
 Pro ect Evaluation.
 

The Parties agree to establish an evaluation program which will,
 
except as 
the Parties otherwise agree in writing, include:
 

(a) evaluation of progress toward attainment of the objectives
 

of the Project;
 

(b) identification and evaluation of problem areas or constraints
 

which may inhibit such attainment;
 

(c) assessment of how to 
overcome such problems; and
 

(d) evaluation, to 
the degree feasible, of the impact of the
 

Project on 
the health status of rural Haitians.
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This evaluation program will be subject to the co,ditions and
 

frequencies specified in Atinex 1 to this Agreement.
 

SECTION 5.2. Utilization ofEquipment and Materials.
 

The Grantee agrees to utilize all equipment and materials
 

financed under the Project only for purposes of the Project during the
 

life of the Project and for similar purposes after the life of the Proj

ect.
 

6ECTION 5.3. Post-Project Support.
 

The Grantee agrees to provide all necessary resources to
 

maintain delivery of community health services at 
or above levels attained
 

under the Project after the Project has terminated; and to provide 
re

gular maintenance for all health facilities, equipment,vehicles and
 

other non-expendable commodities financed under this Project.
 

ARTICLE 6: Procurement Source.
 

SECTION 6.1. 
 Foreign Exchange Costs.
 

Disbursements pursuant to 
Section 7.1. will be used exclus

ively to finance the 
costs of goods and services required for the Proj

ect having their sour'e and origin in the countries included in Code
 

941 of the A.I.D. Geographic Code Book as 
in effect at 
the time orders
 

are placed or contracts entered into for such goods or services ("Foreign
 

Exchange Costs"), except as A.I.D. may otherwise agree in writing, and
 

except as provided in Section C.l. 
(b) of Annex 2 to this Agreement with
 

respect 
to marine insurance.
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SECTION 6.2. Lbcal Currency Costs. Exhibit 6
 

Disbursements pursuant to Section 7.2. will be used exclus

ively to finance the costs of goods and services required for the Proj

ect 
having their source and, except as A.I.D. may otherwise agree in
 

writing, their origin in Haiti ("Local Currency Costs"). 
 To the extent
 

provided for under this Agreement, "Local Currency Costs" may also.in

clude the provision of local currency resources required for the Project.
 

ARTICLE 7: Disbursement.
 

SECTION 7.1. Disbursement for Foreign Exchange Costs.
 

(a) After satisfaction of Conditions Precedent, the Grantee
 

may obtain disbursements of funds under the Grant for the Foreign Ex

change Costs of goods 
or services required for the Project in 
accor

dance with the 
terms of this Agreement, by such of the following methods
 

as may be mutually agreed upon:
 

(1) by submitting to A.I.D., with necessary supporting
 

documentation as prescribed in Project Implementation Letters, requests
 

for A.I.D. to procure commodities or 
services in Grantee's behalf for
 

the Project; or
 

(2) by requesting A.I.D. to issue Letters of Commitment
 

for specified amounts (A) to one or more U.S. banks, satisfactory to
 

A.I.D., committing A.I.D. to reimburse such bank or banks for payments
 

made by them to contractors or suppliers, under Letters of Credit or
 

otherwise, for such goods or services, or 
(B) directly to one or more
 

contractors or suppliers, committing A.I.D. to pay such contractors or
 

suppliers for such goods-or services.
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 Banking charges incurred by Grantee in connection with
 

Letters of Commitment and Letters of Credit will be financed under the
 
Grant unless Grantee instructs A.I.D. to the contrary. 
Such other charges
 
as 
the Parties may agree to in writing may also be financed under the Grant.
 

SECTION 7.2. Disbursement for Local Currency Costs.
 

(a) 
After satisfaction of Conditions Precedent, the Grantee
 
may obtain disbursement of funds under the Grant for Local Currency Costs
 

required for the Project in accordance with the terms of this Agreement
 
by submitting to A.I.D., with necessary supporting documentation 
as
 
prescribed in Project Implementation Letters, requests to finance such
 

Costs. 

(b) 
The local currency needed for such disbursement may be
 
obtained through acquisition by A.I.D. with U.S. Dollars.
 

The U.S. Dollar equivalent of local currency made avail
able hereunder will be, 
in 
the case of subsection 
(b) above, the amount
 
of U.S. Dollars required by A.I.D. to obtain the local currency.
 

SECTION 7.3. 
 Other Forms of Disbursement.
 

Disbursements of the Grant may also be made through such 
other means as the Parties may agree to in writing.
 

SECTION 7.4. 
 Rateof Exchange.
 

If funds provided under the Grant are introduced into Haiti
 
by A.I.D. or any public or private agency for purposes of carrying out
 
obligation of A.I.D. hereunder, the Grantee will make such arrangements
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aq may be necessary so that such funds may be converted into currency of
 
Haiti at the highest rate of exchange whtch, at the time of the conversion,
 

is not unlawful in Haiti.
 

ARTICLE 8: 
 Miscellaneous.
 

SECTION 8.1. 
 Communications
 

Any notice, request, document, 
or other communication submit

ted by either Party to the otherunder this Agreement will be in writing
or by telegram or cable and will be deemed duly given or sent when deliv
ered to such party at the following addresses:
 

To the Grantee:
 

Hail and Cable Address: 
 Secretary of State for
 
Public Health and Population
 
Palais des Ministeres
 
Port-au-Prince, Haiti
 

To A.I.D.
 

Hail and Cable Address: 
 Mission Director
 
U.S. Agency for International Development

c/o American Embassy
 
Port-au-Prince, Haiti
 

All communication will be in English or in French. 
Other addresses may
 
be substituted for the above upon the giving of notice.
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SECTION 8.2. 
 Re sentatives,
 

For all purposes relevant to this Agreement, the Grantee will
 
be represented by the individual holding or acting in the office of the
 
Secretary of State for Public Health and Population, and A.I.D. will be
 
represented by the individual holding or acting in the office of Mission
 
Director, USAID/Haiti, each of whom, by written notice, may designate
 

additional representatives for all purposes other than exercising the
 
power under Section 2.1. to revise elements of the amplified description
 

in Annex 1. A.I.D. may accept as duly authorized any instrument signed
 

by authorized representatives in implementation of this Agreement, until
 

receipt of written notice of revocation of their authority.
 

SECTION 8.3. 
 Annexes.
 

A "Detailed Pr Ject Description" (Annex 1) and a "Project
 

Grant Standard Provisions Annex" (Annex 2) are attached to and form part
 

of this Agreement.
 

SECTION 8.4. Languae_-f Agreement.
 

This Agreement is prepared in both English and French. 
In
 
the event of ambiguity of conflict between the two versions, the English
 

language version will control.
 

In witness whereof, the Grantee and the United States of America, each
 

acting through its duly authorized representative, have caused this
 
Agreement to be signed in their names and delivered as 
of the day and
 

year first above written.
 



By 


Title: 


By : 

Title: 


By 


Title: 
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REPUBLIC OF HAITI 

UNITED STATES OF AMERTCA
 

: 

By 
 _Dr. Willy Verrier 


William B. Jones
 

Secretary of State for 
 Title: 
Ambassador Extraordinary
Public Health and Population 
 and Plenipotentiary
 

_ _ _ _ _ _ By :_ _ _-_Emmanuel 
_ 

Bros 
_ 

.8 _ _
 

Lawrence E. Harrison
 

Secretary of State for 
 Title: 
 Director
Finance and Economic Affairs 
 USAID/Haiti
 

_ 

Dr. Raoul Berret
 

Secretary of State
 
of Plan
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ANNEX 1
 

DETAILED PROJECT DESCRIPTION
 

The long-term goal of the Project is 
to improve significantly the health
status of Haiti's rural poor, 
as measured by decreased rates of morbidity,
mortality and malnutrition (especially among pregnant and nursing women
and children up 
to 6 years of age), and by reduced birth rates.
 
AID and Grantee resources will 
be utilized to create a-low-cost nationwide
health system which will provide access 
to basic preventive and curative
medical services 
to up to 

Project. 

70% of the rural population by the end of the
The Community Health Service created 
under this Project will
use primarily paramedical personnel (up to 550 auxiliary nurses and
health agents) to 1500
deliver these basic medical 
services directly to residents of rural communities. 
 Paramedical personnel will be 
trained to
provide services in family planning, nutrition information, pre-natal
care, oral rehydration of children with diarrhea, treatment
diseases of respiratory
and immunizations. They will also be 
trained 
to collect basic
demographic and health status information on a 
regular basis
baseline data to create
for DSPP monitoring of national health status and the RHDS
Project. Supervision of health agents will be 
the responsibility of
auxiliary nurses assigied 
to rural dispensaries.

turn, will be The auxiliaries, in
supervised by graduate nurses 
reporting to District Administrators.
 

Project funds will finance construction and renovation, drugs, medicalsupplies, vehicles and spare parts and other commodities, as
technical advisory services well as
 
ply systems (36 

'n health planning (24 person months), supperson months), information systemspersonnel management (12 
(36 person mcnths),
 

person months) to help 
person months), and vehicle maintenance (12
the DSP develop and operate supply, logistics
and administrative systems supporting the substantially expanded national
health system. Additional technical advisory services In health training,
program budgeting, personnel training and


made available with AID Grant funds 
facilities maintenance may be
 

"-servedfor this purpose under the
Project, upon mutual agreement of the Parties 
that such assistance is
required.
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develop a planning and evaluation system at all levels which will permit
periodic revision of the National Health Plan in accordance with priorities
dictated by national health status; 
(2) refine the national health information system in accordance with operating experience, train all appropriate
personnel in procedures for contributing to and administering the national
health information system, and develop all baseline aata necessary to iionitor and evaluate the health system and this Project; (3) install a program
budgeting system for rational allocation of financial resources throughout
the health sy'Jtem, as well as for continuous evaluation of the cost effectiveness of health services and facilities at all levels; (4) develop an
active personnel management system including btandardized criteria for employment and performance evaluation, identification of health sector manpower and training requirements, and for specification of the functions
and appropriate staffing of each section of the DSPP at'all levelts; 
(5)
merge all health transportation systems under DSPP control, provide transport support to the nationwide health system 
 (including building and staffing central and field garage facilities), develop new operating procedures
and guidelines for the integrated unit, and train personnel to operate the
new system and provide active transport maintenance; (6) create a strengthened supply and logistics system to procure and move 
drugs and other
medical commodities quickly and efficiently to all levels of the national
health system, as well as 
to provide adequate protection (e.q. central
and field warehouses) and accountability for such commodities; (7) create
an institutional capability for maintenance of all health facilities serving the rural health delivery system; (8) construct or up-grade dispensaries to house auxiliary nurses who will provide medical services to rural
communities and provide supply and supervision points for health agents;
(9) provide basic and refresher training to all personnel responsible for
delivery of rural health services or administration of the rural health
system, car-y out a tezhnical exchange training program between an accredited foreign university nd the Department of Community Medicine,
construct a Health Center for the model rural health training project at
atit-Goavc and provide operating support thereto; (10) conduct a pilot
Community Pharmacy program to determine whether certain basic drugs can
be sold to rural clients at cost on a revolving basis; (11) complete an
inventory of all Private Voluntary Organizations (PVO's) providing health
services in Haiti and develop standard guidelines for PVO contributions
in this area; (12) 
develop plans and execute the integration of rural
health services currently provided by various public entities into the
national health system by the end of the Project; (13) identify the final
jurisdictional location of Regional and District headquarters, and provide adequate staffing and budget support for all Regional and District
administrative units to be established under the DSPP's 5-year regionalization plan. Additional DSPP actions relating to efficient and effective management of the national health system may be specified among
the terms of the Title III Agreement now being negotiated with 
he
Haftian Government.
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Thd DSPP will appoint a full-time Project Manager to coordinate all activ
ities under the Project and serve as liaison with AID, DbPP and other of
ficials involved in the Project. USATD/Haiti will appoint at least one
 
full-time Project Officer for the same purpose.
 

The Implementation Plan for the Project is incorporated in the Project

Paper and forms part of this Annex. Implementation Status Reviews will
 
be held at least quarterly during the life of the Project by the DSPP,

AID and appropriate contractors or external donors to identify problems

and assign responsibility for corrective action to avoid slippage. 
 In
dependent evaluations will be carried out with Project funds, with the
 
first such evaluation schedules for 18 months after signature of the Proj
ect Agreement, and subsequent evaluations scheduled at 12-months intervals
 
thereafter. DSPP and AID will participate jointly in these evaluations,
 
as well as in the more frequent Implementation Status Reviews.
 

The Illustrative Project Financial Plan attached 
to this Annex indicates
 
the financial responsibilities of the Parties to this Agreement, and
 
forms a part of the Project Agreement itself.
 

I certify that funds are available: Date:
 

USAID/Controller
 

Appropriation
 

Allotment
 

Attachment: Illustrative Project Financial Plan
 



ATTACHMENT A 

ILLUSTRATIVE PROJECT FINANCIAL PLAN to ANNEX 1 

197 
SOURCE & APPLICATION OF FUNDING 
(U.S. $ 000 or Gourde Equivalent)Reference: PROJECT PAPER - FINANCIAL ANALYSIS PtoJect No. 521-009j 

I INCREMENTAL FUNDING 

PROJECT INPUTS 

CONSTRCT ION/RENOVAT I0N 

- Health Facilities 

(Dispensary-Renovate) 
(Dispensary-Construct) 
(Health Center) 

- Garage Facilities 

(Central) 
(Multi-Regional) 

(District Veh.Mtce. 
Sites) 

-Warehousing 

(Central) 
(Regional-Renovate) 
(Regional-Construct) 
(District) 

Construction Mgt. Firm 

CUMULATIVE OBLIGATIONS as of 

, 197 

AID GOH 
1,350 

666, 

(350) 

(250) 
(66) 

313 

(168) 
(125) 

(20) 

231 

(165) 
(15) 
(9) 

(42)
••13 

140 

FUTURE YEARS ANTICIPATE,) 

AID G0H 
go-----------

3,3-

(164) 

118 

(118) 

202 

(3) 
(37)(3)(46)

)(1 

200 

TOTALS 

AID 

9,057 

4,0534 

(2,514) 
(1,473) 

(66 

18 

(168)
(.125) 

(138) 

433 
(15 
(165) 

(17) 
7 7 ) 

340H I00 

G0R 

r wUr w 
C "m -

h 
a%
0 



PERSONNEL (continued) 


Central DSPP 


(Staff Offices) 


(Transport System) 


Supply System)

(Reg./Dist. Admin.) 


TRAINLNG 

- Orientation/Refresher Courses 
- Auxiliary Nurses 

- Health Agents 

- Technical Exchange 


- Sanitation Officers 

- Rural Medicine Demonstration
 
Center. (Salaries & Operatiaig
 

Costs) 

- Dept. Community Medicine i
 
(Salaries & operating Costs) 


TECHNICAL ASSISTANCE 


* Health Planner (24 P.M.) 

* Supply Specialist (36 P.M.) 1 

* Transport Spclst. (48 P.M.) 

•Vehicle Mtce. Spclst.(12 P.M.) 

* Info. Syst. Spclst.(36 P.M.) 

Personnel Specialist (12 P.m.) 

Health Ed. Spclst. (3 P.M.) 

T.A. Reserve (130 P.M.) 


EVALUATION 


CONTINGENCY 


TOTALS 


CUMULATIVE OBLIGATION AS 

A R_ _V -.. - .- . .1 9 7
 

AID GOH 


421 

95 


219 


39 

68 


620 1 96 


220 

20!)
150 g 

50 


96 


843 


177 

177 

177 


177 


iii 

.24 


15 T 

339 30 


5,152 1,039 


FUTURE YEARS ANTICIPATED 

AID COA 

(1,127 


(1,172) 


(471,)

(1,325) 


1,235 1,200 


495 

144 

113

250 400 


233. 


510 


290 


1,579 


103 

215 

122 


103 


1,036 


85 _ 


814 529 


i 10,848 16,281 

1 1,855 

495
 

364
 
313
400
 

283
 

1 2,422
 

177
 
280
 
392
 
122
 

280
 

111
 
24
 

1,036
 

1_
100
 

j 1,153-

16,000 

TOTALS
 

GOH
 

4,516
4,222)
 

(1,391)
 

(510)

(1,393)
 

1,296
 

606
 

290
 

559 X J
 

17,320 o 



CUMULATIVE OBLIGATIONS AS of 
 197 FUTURE YEARS ANTICIPATED TOTALS
 

DRUGS AND VACCINES 


- Basic Formulary 

- Dis-ensary 

- Community Pharmacy 


EQUIPMENT AND SUPPLIES 


- Dispensary 
- Refrigeration 

(Regional Whse.) 
(District Whse.) 
(Dispensary) 

-DSPP 
Transport Sect )
Statistics S-stem) 

(Personnel & dudget Sect) 

-Facility Mtce. Teams) 


vEHICLES & SPARE PARTS 


- Motor Vehicles & Spares 
- Motor Boats & Spares 
- Gasoline & Maintenance 

PERSONNEL 

- Health Agents 

HealthAgent Training Teams 
- Facility Mtce. Teams 
Auxiliary Nurses " 

- Graduate Nurses 

- Sanitation Officers 

AID 


700 


355 

345 


300 


200 

25 


(25) 


75 


(25) 
(50) 


"400 


400 


585 


528 


57 


GOH 


300 


300 


92 


92 


521 


80 
20 


AID 


267 


141 

126 


1,113 


670 

145 

(4) 

(10) 


(131) 


298 

1 (100)
(115) 

(19) 

(64) 


S03 


757 

46 


1,045 


779 


266 

i 

GOH 


l,t87 


940 

947 


307 


I 160 

147 


(147) 


1,401 


j 
1,401 

10,957 


2,674 

286 
817 

2,045 
510 

530 

AID i GOH
 

967 2,187
 

496 940
 
471 947
 

300
 

1,413 307
 

870 160
 
170i
 
(4)
 

(10) 
(156)

373 147
 
(100)
(140) 
(69)
 
(64) (147)
 

1,203 1,493
 

1,157
 
46 

1,493 

1,630 11,478
 

1,307 2,6740 z 
57 286H 

266 817a H 
2,125° 

530
 
530 
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Analysis of Semi-Autonomous Agencies 
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Title III - Salary Reform 

Tables 1-4 prepared by a WHS consultant show current salary levels
for technical employees of the DSPP. (Unfortunately, it is not 
possible to reach any reliable conclusions about actual staff
salaries, therefore the figures should be considered inccmplete
and illustrative). These tables make it clear why many, perhaps
most, DSPP employees are not motivated to provide full-time 
services to the Ministry, but instead are obliged to divert time
and energy to additional jobs in the private sector (which may
or may not be health related). Tables 1-4 also demonstrate why
the DSPP's expenditures for health services reach relatively few
people with a relatively low quality and quantity of services,
since anyihere from 50-80% of the cost of operating health 
facilities must be expended on personnel. 

"Source: WHS Team Report and Recommendations".
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TABLE 1 HEALTH PE KNNL SALAPES, BY TYPE, FY 77 AND FY 78(DQLIARS/YFm ~ 

AVERAGE AVERATrYPE SARVY 77 SALARY FY 7& 
PHYSICAN 
 2,160 2,200
DENTIST 1,392 1,560PHARMACIST 
 1,200 1,455NURSE 1,200 
 1,420
AUXILIARY 600 720LAB. TECHNICIAN 660 760X-RAY TECHNICIAN 660 760ANESTHESIA TECHNICIAN 
 660 
 760
SANITARY OFFICER AND INSPECTOR 
 720 
 760
OTHER (GENERAL EMPLOYEES) 

620480 
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Table1(a) - AVERAC ANNUAL 
J$ E 

DSPP (OOMTry 
JUIVALENT 

STAFF ES * 

Bur. ofPlann'g.Position 0Div. of 'Statistics& Eval. Admin. -SpecialSection 
 Advisors 

hief 4,000 3,600
Deputy 3,300 
1,140Section Chief 3,180

StatistiCian 3,1,6Special Asst. 
3,000Accountant 
 2,640 3,960
Lawyer 

3,300
Nurse 2,400

Demographer 
 ,860

Garage Chief 
 2,640Chief/Med. Training

Chief/Foreign Asstce. 3,300 
Chief/Execution 3,960 
Chief Caonity Med. 3,960 
Secretary Genera]. 2,184 

4,620Printer 4 ,620Secretary 
 1,800 

1P800Mimeographer


Office Boy 840
 
720 


720
 

*Amounts do not include salary supplements provided for same positionsunder AID and other donor projects. Such supplements may add up toabout $2,000 to the annual total (in most cases, much less). 
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TABLE 2 DSPP PEwatM, BY FIIITy TYPE, FY 77 

TYPE HEALTH CENTERS HEMTH CDISPENSARIES ERM DISTRICTWITHOUr BEDS W BEDS HbSPITALS MAM*'.

Physicians* 
 58 88Dentists 27 184 13712 49423Pharmacists 6 225 0 637Nurses 0 549 38 0 17
Auxiliaries 21 130 173150 411126Lab Technicians 50 3670 117 81033 8X-Ray Technicians 36 13 900 0 
Anesthesia

0 11 2 13Technicians 0 0 0Sanitary Officers 8 13 21
and Inspectors 4935 98 13Others 304 1 195344 143 2 1
TOTAL 
 613 757 268 1,724 4 027 

* Excludes medical residents 
•* National University Hospital 
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TABLE 3 DSPP PERSNEL COST, BY FACILITY TYPE, FY 78 
(DOLLARS/YEAR)
 

DISPEN-
H. CENTERS 
WITHOUT 

H. CENTERS 
WITH DISTRICT 

TYPE SARIES BEDS BEDS HOSPITmS 'Hm TTrAL 

Physicans* 
Dentists 
Pharmacists 
Nurses 
Auxiliaries 
Lab. Technicians 
X-Ray Technicians 

Anesthesia 

127,600 
18,720 
7,275 

69,580 
108,000 

0 
0 

193,600 
35,880 
10,185 
53,960 
90,720 
25,080 

6 

59,400 
9,360 

0 
29,820 
36,000 
6,080 

0 

404,800 
34,320 
7,275 

184,;00 
264,240 
27,360 
8,360 

301,400 1,086,800 
0 98,280 
0 24,735 

245,660 583,620 
84,240 583,200 
9,880 68,400 
1,520 9,880 

Technicians 

Sanitary Officers 
and Inspectors 

0 

25,200 

0 

70,560 

0 

9,360 

6,080 

35,280 

9,880 

0 

15,960 

140,400 

Others 188,480 213,280 
 88p660 565,440 130,200 1 o660 

TOTAL 544,855 693,265 238,680 1,537,755 782 786 3.797,31 ' 

* Excludes Medical Residents 
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TABLE 4 DSPP HFALTH SERVICES M DTURES, BY DISTRICT, FY 78 
(DOLLARS). 

DISTRICT F! 78 EXPENDITRE PER CAPITA 

BELLADERE 
CAP-HAITIE 
CAYES 
GONAIVES 
HINCHE 
JACMEL 
JEREM4IE 
PETIT-GOAVE 
PORr-AU-PRINCE 
PORT-DE-PAIX 
ST. MARC 

184,880 
334,520 
385,540 
164,260 
159,100 
236,780 
179,740 
294,380 

2,201,060 
179,740 
262,840 

0.90 
0.38 
0.62 
0.42 
1.00 
0.54 
0.54 
0.50 
3,36 
0.60 
0.82 

TOTAL 4,582,840 0.92 
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Salary increases fran PL 480 title III program funds will test theassumption that by paying more, personnel will produce more,more responsible in their positions, and improve 
be 

their job attendancerates. At this point, improvents in each area are necessaryif the DSPP is to operate with any marked improvement.
 
PL 480 Title III funds will be used 
to pay for some additional cannunity level health personnel and to increase the salaries of
selected employees already working for the DSPP. 
 While the two aredistinct in theory, they must be closely considered in order tounderstand the full implications of the RHDS for the GCH and forTitle III. The salary increases are to be made to the DSPP personnel connected, either directly or in 
 a support/administrative
fashion, with the rural health delivery system. 

A ten per cent annual inflation rate was assumed for the present
and next five years. The 
 salaries and salary supplements have incorporated that assumption, and have increased by ten per cent likewise. Hence, 
 in a real sense, the DSPP incomes are being maintainedat a constant level, assuming ten per cent to be a reasonable figure. 
For the numerous reasons described previously, there are no accuratepersonnel figures in the DSPP. However, estimates used are physicians
(500) and nurses (400) in the DSPP. 

In recommending which positions within the DSPP should receive salary increases, the following considerations were made: Chiefs of Bureaus,Divisions, and Sections key officersare in the RHDS and performancein their offices depends on them in large part. The Statistics Sectionand Personnel Section, while important for accountability and planningpurposes, are not primary for direct operations. The Transport Sectionand Purchasing and Supply Sections are necessary -or the daily operationsof the rural delivery system. The entire staffs in the Transport Sectionand purchase and supply section should receive salary increases inorder to provide motivation for good full-time service. The BudgetSection, while important appears at present to be doing its job ofdisbursing salaries and paying bills; and hence is not in seriousneed of additional motivation (salary). Therefore, for the BudgetSection, Statistics Section, and Personnel Section, the ChiefsSection and senior staff only 
of 

are recommended for supplements. 

In an effort to improve the outreach of the administrative system,supplementary salary payments are recommended for Regional Directors,Deputy Regional Directors, District Administrators, Deputy DistrictAdministrators, and their secretaries. It is not known what thepresent salaries in these positions are. Therefore, What is presentedis the level to which the present salary should be brought. 
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TABU 5 Recamnnded salarv Tevels, Representative
AdR[ trative and Support Postion 

Position 

Chief BHP/E 
Chief, Div. Adm. 
Chief, Stat. 
Chief, Budget 
Chief, Personnel 
Chief, Transport 
Chief, Purchasing 
Executive Sec. 

SEIORSTAF' 

Stat. 
Budget: 
Personnel 

FY 79 

8400 
7620 
7620 
5000 
5000 
5000 
500 
2600 

38,030 

3600 
3600 
3600 

FY 80 

9240 
8382 
8382 
5500 
5500 
5500 
5500 
2860 

50,864 

3960 
3960 
3960 

FY81 

10,164 
9220 
9220 
6050 
6050 
6050 
6050 
3146 

55,950 

4356 
4356 
4356 

FY 82 

11,180 
10,142 
10,142 
6,655 
6,655 
6,655 
6,655 
3,460 

6 

4,790 
4,790 
4,790 

FY 83 

12,300 
11,156 
11,156 

7 320 
7,320 
7,320 
7,320 
3,806 

669 

5,270 
5,270 
5,27C 

"44 

TRANSPORy 

Garge Admin. 
Chief Mechanic 
Senior Mechanic 
Jr. Mechanic 
Chief of Parts 
Chief of Fuel Cont. 
Parts Asst. 
Fuel Ccntrol Asst. 
Driver 
Gen. Employee 

3000 
2900 
1800 
1200 
2200 
2200 
1250 
1250 
1225 
600 

3300 
3190 
1980 
1320 
2420 
2420 
1375 
1375 
1347 
660 

3630 
3510 
2178 
1452 
2662 
2662 
1512 
1512 
1512 
726 

3,993 
3,860 
2,396 
1,597 
2,928 
2,928 
1,664 
1,664 
1,630 

799 

4,392 
4,247 
2,635 
1,757 
3,221 
3,221 
1,830 
1,880 
1,784 

878 

PUCHASING AND SUPPLY 

Warehouse Admin. 
Warehouse Clerk 
Purchasing Agent 

2400 
1600 
1450 

2640 
1760 
1595 

2904 
1936 
1755 

3,194 
2P130 
1,930 

3,514 
2,343 
2,123" 
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TABLE 6 Pecomeded Salary Levels Regional and District Administrative Po it' (US Dollars/yr) 

Position FY 79 FY 80 FY 81 FY 82 FY 83 
Regional Director 6360 7696 
 7696 8465 9312
Dep. Reg. Dir. 4200 4620 5082 
 5590
District Admin. 6149
3800 4180 
 4598' 5058 
 5564
Deputy Dist. Admin. 3000 3300 
 3630 3993 4392
Secretary to Dir. 
 1600 1760 
 1936 2130 2343
Secretary to Admin. 
 1600 1760 
 1936 2130 2343
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Mtile the salary increases described above are important, the- arenot all that is necessary. Increases shculd also be paid to the
approximately 
five hundred physicians and four hundred nurses presentl3in place throughout the country. There are three arguments in favor

of extending the salary increases to them.
 
First, many physicians and 
nurses will be needed to serve in thesupervisory network for health agents. Such a supervisory networkhas been suggested to extend from health agent to auxiliary to nurseto physician to district or regional director to Port-au-Prince. At
present many nurses and physicians working 
 in the rural areas require additional motivation to operate effectively within such neta 
work. 

It will be necessary for physicians and nurses who are not part ofthe supervisory network to be increasingly motivated, as well, forthe following reason. healthThe agent and auxiliary serve therural population as their first point of entry into the healthsystem. These workers aire to be used as much to improve access to thealready developed hea-10i system which is sparsely distributed in
rural areas as they are to deliver basic health services. Hence, 
the
 
animportant function they ;ill serve is to intelligently refer peopleto higher levels of care., as appropriate. Unless such a referralprocess works, the rural health delivery system will operate as another independ&,nt systAnm, with a serious limitation as to the careit can deliver. Unless it does ser.ve that referral function, theother health resources will remain underutilized. In order to im.prove the chances that a physician or 
nurse is there to accept referrals, these personnel ought to receive salary increases. 

The final justification for salary increases to five hundred physicians and four hundc]-,d nurses is 
 political necessity. Once thepractice of increasing salaries is established for some of the nurses and for ofsame the physicians in supervisory positions,others who serve in the referral system will be likely to expect
increases. 

Tables 7 - 9 present a very preliminary estimate of the increases necessary to support a corps of health agents, auxiliaries andincrease salaries for physicians and nurses who supervise them and/
or support the referral system. 
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Table 7 - Present Salaries and Fecaimended Salaries and Increases for Phys4cians 
and Nurses and Di:eect Salary Suart for Au-iliaries and HealthAgents 

Salary Levels Required IncreasesPosition Present FY 79 FY 80 FY 81 FY 82 FY83 FY 79 FY 80 FY 81 FY 82" Fy 83 
Physician 2200 2640 
 2904 3194 3514 3865 440
Resident 704 994 1314 1665
* 2000 2200 2420 2662 2928Nurse 1420 * , , ,1800 1980 2178 

* 
2396 2635 380. 560 758 
 576 1215
 

Auxiliary Direct Support792 871 958 
 1054 1160 792 
 871 958 1054 1160
Health Agent 
 660 726 799 878 966 
 660 726 799 878 966
 

* Unknown 
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Table 8 - Salary Increases and Direct Salary Payments. Limited Coverage AsbMtptic 

(US Dollar/yr) 

Part A: Nnbers of Personnel to be Supported 
Position 
 FY 79 FY 80 FY 81 FY 82 FY 83
 
Physician so 80 110 130 130
Nurse 
 100 165 
 225 
 275 
 275
Auxiliary 
 200 330 450 550 550 

Part B: Cost of Increase US $ (000)
 
Positicn 
 FY 79 FY 80 FY 81 FY 82 FY 83 TOTAL 
Physican 
 22 56.3 109.3 170.8 216.5
Nurse 574.9
38 
 92.4 170.6 268.4 334.1 903.5
Auxiliary 
 158.4 287.4 
 431.1 579.7
Health Agent 638.0 2094.6
297.0 617.1 958.8 
 1317.0 1449.0 4638.9
 
TOTAL 
 515.4 1053.2 1669.8 
 2335.9 2637.6 8211.9
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Table 9 - Salary Increases and Direct Salary Support paM!Mtsr 
FulL Coverage Assumpto US $ (000 t) 

Position 

Physician 
Nurse 
Auxiliary 
Health Agent 

'art A: 

FY 79 

500 
400 
200 
450 

Nunbers of Personnel 

FY 80 FY 81 

500 500 
400 400 
330 450 
850 1200 

to be Supported 

FY 82 FY 83 

500 500 
400 400 
550 550 
1500 1500 

Positin 

Physician 
Nurse 
Auxiliary 
Health Agent 

TOTAL 

Part B: 

FY 79 

220 
152 

158.4 
297.0 

827.4 

Cost of Increase 

FY 80 FY 81 

352 497 
224 303.2 
287.4 431.1 
617.1 958.8 

1480.5 2190.1 

US $(000) 

FY 82 

657 
390.4 
579.7 
1317.0 

2944.1 

FY 83 

832.5 
486.0 
630,0 

1449.0 

3397.5 

TOTAL 

2558.5 
1555.6 
2096.6 
4638.9 

10839.6 
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The WHS team has recommended that salary levels should increase10% per year; and after five years the levels should increasea slower rate, at(but not less than 6% per year). This would, presumably, keep salaries even with the pace of inflation and preventreptessicn to reduced motivation for DSPP employees. Annual increases are a subject which must be dealt with by the DSPP in thecontext of programing their TitJ.e III resources. 
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I. SNEM 

a. Organization and Purpose
 

SNEM (Service National des Endemies Majeures) is 
a semiautonomous organization in existence for 15 years with a staff of
436 individuals. It receives its funding from USAID and the GOH
(both DSPP and CONADEP) and technical assistance from PAHO.
 

It is run by an Executive Committee whose members include
the directors of PAHO and USAID, and the Minister of Health

although SNEM only nominally reports 
to DSPP. The Executive

Committee is responsible for the general execution of SNEM's
 program to 
ensure the reduction of malaria incidence. It determines the appropriate measures 
to take; approves the nomination
of the Director; approves SNEM's five-year and one-year plans of
operation; approves the personnel system including recruitment,

promotion and dismissal practices; and serves as a liaison with
 
other governmental organizations.
 

The purpose of AID's project 086 with SNEM is 
to reduce
the incidence of malaria 
to less than 500 cases per 1,000,000

inhabitants. The anti-malaria program began in 1964. 
After being
on the verge of success in 
the years 1966 to 1968, the slide positivity
rate of malaria climbed from a low of 0.2 percent in 1968 
to a high of
15.1 percent in February, 1978. 
 A joint DSPP/USAID evaluation of
SNEM has been scheduled to determine what actions are needed to 
reverse 
the trend before malaria reaches epidemic proportions.
 

2. Budget
 

The budget is divided into three categories: administration,

epidemiology and field operations, in line with SNEM's organizational
structure. Total GOH, 
AID and other contributions for 1978-82 amount
 
to about $2.4 million. 
Half that amount is allotted to field
operations, and the rest is fairly evenly divided between administration
 
and epidemiology.
 

Although AID does not usually support funding for solely vertical
programs, it has long been agreed that malaria constitutes such a
major health problem in Haiti 
( and combatting it requires such a
substantial, concentrated effort) that the attack on malaria should
be conducted as a separate program until levels are reduced to the
point where it it 
no 
longer a major public health problem. Haiti
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has shown strong commitment to the program by steadily increasing its
share of the contribution, AID support for the program within the
context of improving overall health is justified. Once malaria

levels have been significantly reduced, and the DSPP is suffitiently

well organized, SNEM can be incorporated into the Ministry and some

of its workers re-trained to work under the RHDS.
 

3. Constraints
 

Four major constraints impede the effective operations of SNEM.
First, there is a lack of adequate technical assessment of the program.
Too few people are trained in entomology or epidemiology, so that data
 necessary for planning is unavailable, and possible solutions to
 
problems are not always quickly arrived at.
 

Second, projected technical assistance from international donors
has not been forthcoming on a timely basis. 
 USAID was only recently
able to recruit a qualified malariologist to fill a position which

has been vacant for over a year. 
 PAHO recently transferred two needed
technicians, and is only ncw providing the services of 
an entomologist
 
requested months ago.
 

Thirdly, SNEM funding from GOH is 
available on a monthly rather
than yearly basis. This has a particularly adverse effect on planning,

especially procurement of supplies. 
 Since delivery time is often
protracted,and most suppliers offer least favorable terms 
for very

small orders, 
this results in high costs and serious shortages of

supplies, and delay of activities, SNEM is unable to build up any

inventory of supplies to keep things running.
 

Finally, administrative and technical cooperation between donor
agencies and within the SNEM has been poor. 
A multiplicity of

advisors with conflicting advice have undermined the effectiveness
 
of eradication activities. 
 In 1975, SNEM adopted a policy which

divided the duties of 
the donor agencies: AID is providing te:-hnical
assistance in program administration and management,as well as 
a malariologist. PAHO is 
supplying technical backstopping with resident
 
technicians.
 

Budgetary reform should be undertaken so that either USAID procures

supplies or 
SNEM receives its allotted funds 
on an annual basis in
 
advance of operating needs.
 

AID strategy is LO implement the recently completed five-year

plan of operations for the malaria control program which uses all
available control methods. 
This comprehensive approach is being used

for the first time in Haiti because of vector resistance to DDT.
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More stress will be placed on source reduction and water mana
in vector control with a more selective emphasis on traditional ir
domiciliary spraying and anti-malarial chemotherapy. Used properl

these measures 
should help to reduce the positivity rate to the po
where malaria is negligible as a public health problem.
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2. The Division of Family Hygiene (DHF)
 

The purpose of AID's project 087 with the DHF is 
to stabilize the
rate of population growth by extending voluntary family planning services
throughout Haiti. 
About 90 percent of the population will have free and
easy access to these services by the end of 1980, and the number of
contraceptive users should increase to approximately 20 percent of
Haitian couples of child bearing age. 
 Haiti's present population
growth rate is 
a little over two percent per year.
 

Family planning information and services are now provided through
twenty two urban clinics. 
 The ATD project would help extend coverage
by the use of satellite clinics and outreach workers. 
 In addition,
child nutrition centers will provide family planning information in
rural areas. 
 The AID project also supports research in household
distribution of contraceptives, and 
a condom vending machine pilot
distribution program. 
 The Division of Family Hygiene will distribute
AID-financed contraceptive supplies (through the DSPP supply system
which is 
to be greatly expanded under the RIDS project) to 
health
agents, community organizatiGns and midwives. 
Voluntary surgical
contraception will become more widely available through the establishment of at least seven clinics by the end of 1980. 
 Project 087 also
will support mobile units, community organizations, and voluntary

surgical contraception clinics.
 

The GOH is contributing personnel, facilities and increased
 
budgetary allocations.
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3. Bureau of Nutrition (BN)
 

The BN provides nutrition education to Haitian mothers for the
prevention of malnutrition in their children, offers programs to
protect mothers and children against certain infectious and
nutritional diseases, and attempts to reach farm families to persuade them to grow more nutritious food crops.
 

AID project 075 authorized in FY 1978 
 builds 
on the experience
of the BN in operating nutrition rehabilitation centers. 
 From 1976
to 1978, project activities centered on improving and expanding
the mothercraft centers of the BN. 
 In 1978, the BN began a series
of training sessions in nutrition for all professional and paraprofessional health personnel. 
The BN also is supplying existing
health institutions with certain materials and equipment to conduct
nutrition activities including: scales, measuring boards, growth
charts, and education materials.
 

By status, 
the Bureau of Nutrition is a sub-unit of the
Division of Public Hygiene, and contains the following offices:
 

- Direction et Administration
 
- Research, Evaluation and Statistics
 
- Education/Training
 
- Supervision
 
- Agriculture
 
- Vitamin A Project (separately financed project of the Hellen

Keller Institute)
 

With the exception of the Office of Agriculture, each office is
headed by a physician with additional training in nutrition. 
The
section of Education includes one nutritionist and one public health
nurse. 
 The Office of Agriculture includes one agronome/food technologist and is headed by an agronome.

extension agents. 

This office supervises 26
The Section of Supervision includes 
one medical
resident who, together with the Assistant Director of the BN, is
responsible for supervising 26 auxiliary nutritionists and 30
nutrition center operators (responsables) Finding and keeping
trained technical personnel to staff 
these offices has 
not presented

a problem.
 

While the BN is officially subordinate to 
the Division of Public
Hygiene, in effect, it has operated since 1965 as 
a quasi-independent
unit with the prerogatives and status of a "Division" rather than
"Bureau", due to its history of 100 percent direct outside donor support.
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The institutional problems of the BN, especially as 
they constitute
constraints to integration of the BN program into the RHDS, result
primarily from the external source of its support, and secondarily

from the intersectoral scope of BN activities which cover health
 
and agriculture as well as 
nutrition.
 

Under the RHDS, the BN is expected to relinquish some of its
activities to the DSPP at the regional, district and central levels.
The transfer of service delivery activities should not be difficult.
 

The funds 
now directly allocated to the BN for nutrition centers
(salaries, operating expenses) will be turned over to the DSPP for
administration and reallocation through the RHDS. 
 The Division has
already decentralized the paying of salaries, supervision, logistics,
etc., to 
its own regional and local levels, therefore this aspect of
the transfer can be accomplished with little difficulty as 
soon as
the DSPP's own administrative systems are revised under the RHDS.
 

Means for integration/coordination of other activities are less
clear. As an independently financed organization, the BN established
and is in the process of improving all of the necessary technical
expertise to 
execute its program. Whether correctly or not, the BN
seems to perceive the DHF as 
a competitor for scarce resources, and
has developed parallel structures to 
perform similar functions. Both
contain offices of Education to develop materials for the training

of professionals and coTMunity education programs. 
 Both contain
divisions of research and statistics which design and execute research,

analyze data and act as 
repositories of data.
 

The BN is 
more hesitant about integrating these (as compared to
 
service) activities because of:
 

a) technical differences in approaches to data collection,
 
educational techniques, etc.;
 

b) the implied subordination of certain key employees with
 
professional reputations;
 

c) relationships developed with other constituencies such as

the Ministry of Agriculture, WFP, PVO's, and the Nationrv.
 
Food and Nutrition Planning Office,
 

In the course of working out the integration of nutrition activities

into the RHDS, consideration will be given to raising the Bur eau of
Nutrition to Division status 
(equivalent to the Division of Family
Hygiene, Public Hygiene, Nursing, Social Welfare, etc.)
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# UNITE MARQUE 

1 Chevy 
2 Chevrolet 
3 Chevy 
8 Willys 

11 : 
17 if" 
19 to" 
22 : 
25 i 
30 
33 i 
34 i 
36 i 
37 
44 i 
45 o 
48 
49 

51 
56 Chevrolet 
62 Willys 
69 
73 
78 
80 
81 

LISTE DES VEHICULES DU SNEM
 

EXERCICE 1977-1978
 

TYPE MODELE :# SERIE 

Nova 1973 IK69H3W252376 
Biscayne 1965 153695 AL38265 
Nova 1973 IK69H3W252390 
Pick-Up 1964 6607 14985 

" I 1964 6607 14988 
i 1964 6607 14977 
, 1964 6607 15018 

CJ-5 1961 57548 130046 
1961 47548 130049 

Pick-Up 1961 55268 66638 
I i 1961 55268 66659 
Is 1961 55268 66662 

CJ-5 1967 8305 233844 
Pick-Up 1961 55268 66701 

1962 55268 71977 
1962 55268 71974 
1962 55268 71939 
1962 55268 71973 
1962 55268 71997 

Truck 1962 10633T 127549 
CJ-5 1967 8305 233845 

1967 8305 233852 
Stat. Wag. 1960 54168 52767 

1963 55178 14142 
Pick-Up 1964 6607 14996 

1964 6607 14992 
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:# ENREGISTREMENT
 

-

FC227FA
 

TA60C 25706
 
TW60C 25693
 
TW60C 25710
 
TW60C 25783
 
4J288 639
 
4J288637
 
TW6L 157259
 
TW6L 141628
 
TW6L 141456
 
4J464 891
 
TW6L 141762
 
TW6L 154931
 
TW6L 154913
 
TW6L 154866
 

: TW6L 154855
 
: TW6L 159914
 
: F052316
 
: 4J464 731
 
: 4J464 892
 
: TW6L 119456
 
: TW60C 20776
 
: TW60C 25719
 
: TW60C 25709
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# UNITE MARQUE TYPE MODELE # SERIE # ENREGISTREMENT 

86 

87 
90 
95 
99 

101 
102 
103 
104 
106 
109 
110 
114 
115 
118 
119 
122 
123 
125 
126 
127 
128 
132 
133 
134 
135 

138 
139 
140 
142 
143 
144 
145 
146 
147 

: 
: 

: 

: 
: 

: 

: 
: 
: 
: 
: 
: 

: 
: 
: 
: 

: 

Willys 

it 

i 
i 

i 
i 

", 

i 

Intern. 
Willys 

if 

Intern. 
Willys 
Intern. 
Chevrolet 

Jeep 

: 

CJ-5 

if 
it 

it 
i 
if 
it 
it 
to 
of 
to 
if 
it 
it 
It 

Is 
it 

if 
to 
it 
if 

Pick-Up 
CJ-5 

CJ-5 
Scout 
Truck 

of 
Pick-Up 

of,i 
t it 

1967 

1967 
1967 

1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1967 
1958 
1967 
1967 

1967 
1964 
1972 
1972 
1972 
1972 
1972 
1972 

8305 233885 

8305 23396 
8305 233913 
8305 235 188 
8305 235 200 
8305 235 224 
8305 235 227 
8305 235 235 
8305 235 246 
8305 235 265 
8305 235 273 
8305 235 276 
8305 235 278 
8305 235 283 
8305 235 295 
8305 235 297 
8305 235 321 
8305 235 328 
8305 235 242 
8305 235 249 
8305 235 250 
8305 235 251 
8305 235 256 
SA108 688 
8305 235 257 
8305 235 258 

8305 233 843 
FC845 68A 
CCS432V 124107 
CCS432V 124110 
J2F342XB 18494 
J2F342XB 18495 
J2F342XB 18716 
J2F342XB 18717 

4J464 730 

4J465 092 
4J465 324 
4J465 400 
4J465 344 
4J462 164 
4J465 393 
4J465 255 
4J465 847 
4J465 22C 
4J465 250 
4J465 232 
4J465 209 
4J465 191 
4J465 865 
4J465 598 
4J465 486 
4J465 487 
4J465 038 
4J465 850 
4J465 521 
4J465 863 
4J464 872 
ED240 571330 
4J464 873 
4J464 757 

4J465 957 
106 131 
MC814CDL 
MC814CDL 
6258CID 409B29 
6258CID 408B03 
6258CID 409B16 
6258CID 410B05 
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# UNITE MARQUE TYPE MODELE # SERIE : # ENREGISTREMENT 

148 Jeep Pick-Up 1972 J2F342XB 18718 : 6258CID 409B27 
149 i" : 1972 J2F342XB 18950 : 6258CID 408B03 
150 f " " 1972 J2F342XB 18951 : 6258CID 409B29 
151 I i 1972 J2F342XB 19408 6258CID 411B22 
152 f " " 1972 J2F342XB 19409 : 6258CID 409B16 
153 1972 J2F342XB 19614 : 6258CID 408B03 
154 1972 J2F342XB 19615 : 6258CID 409B16 
155 1972 J2F342XB 19863 : 6258CID 409B29 
156 1972 J2F342XB 19864 : 6258CID 409B16 
157 1972 J2F342XB 20107 : 6258CID 409B16 
158 1972 J2F342XB 20108 : 6258CID 409B16 
159 " " " 1972 J2F342XB 20362 6258CID 501B03 
160 1972 J2F342XB 20363 : 6258CID 501B03 
161 1972 J2F342XB 20615 : 6258CID 412BI0 
162 1972 J2F342XB 20612 : 6258CID 412B21 
163 1972 J2F342XB 21128 : 6258CID 410B01 
164 1972 J2F342XB 21959 : 6258CID 412B10 
165 1972 J2F342XB 21960 : 6258CID 501B03 
166 Mini Bus 1972 J2F342XB 22213 : 6258CID 412BI0 
172 Jeep Wagoneer 1969 1414016 209742 : 201K03 
174 Willys CJ-5 1969 8305014 261136 : 4J500766 
175 i i 1969 8305014 261182 : 4J50258 
176 I I 1969 8305014 261135 : 4J500015 
178 I i 1969 8305014 261160 : 4J502529 
182 o 1969 8105 121259 : 4J363373 
183 Jeep Wagoneer 1973 511A1O : J3M1440 A24750 
186 Intern. Bus : 1974 1600 10662DHA11466 : V3450H 1237409 
187 * 1974 1600 10662DHA11514 : V3480H 1235929 
188 Chevette Sedan 1976 IB0816Y 130314 
189 Jeep Cherokee 1977 J7FI8MCO 41378 : 911011 
190 Reo Dump Truck 1951 104480M : CA331 
191 I i 1951 105820M : CA331 
192 Jeep CJ-5 1977 J7F83EA 054222 
193 1977 J7F83Ea 054223 
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# UNITE MARQUE TYPE MODELE 
 # SERIE 
 # ENREGISTREMENT
 

194 Jeep CJ-5 
 1977 J7F83EA 054224
195 : :
 
1977 J7F83EA 054225
196 : :
 
1977 J7F83EA 054226 :
197 : 
 1977 J7F83EA 054227 
 :
198 : _
 
1977 J7F83EA 054228
199 : :
 
1977 J7F83EA 054229
201 :
: 1977 J7F83EA 054230 
 :
202 " 
 1977 J7F83EA 054231 
 :
222 Intern. Pick-Up 
 1958 SA108513B
231 : BD240 571203
it 
 1958 SA108723B
300 It BD240 571396
it 1958 SA108714B
322 BD240 568661
 ,it, 1958 
 SA108652B
OMS-2 : BD240 571247
 

: 1958 SA106634B
OMS-3 BD240 569707

it, 
 1958 SA106629B
oMS-4 
, 

BD240 564710
Scout 
 1963 FC80111A
OMS-6 A152 99351
Pick-Up 
 1958 SA104338B
OMS-9 : BD240569503Scout 
 1963 FC80104A
OMS-10 : Willys : A152 99319
CJ-3B 
 57348 28031
OMS-12 : Jeep 
1955 PRJ 375908
Wagoneer 1969 

: 

1414016 211440 
 : 210B06
ONS-14 : if 
 1969 1414016 211433
OMS-15 : 210B03
: of 
 1969 1414016 211452 
 : 210B03
OHS-16 
 : it 
 1976 J6F14MA 081416
O:S-17 :
Cherokee 
 1977 J7FI8MCO 60259 
 :
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LISTE DES VEHICULES EXERCICE 1977-1978
 

MARQUE 
 MOTEUR 
 SERIE 
 MODELE 
 : TYPE 
 CYL. 
 AFFECTATION
 

Toyota S Jal. 
 : 4 M. 144702 
 : MS850143996
Toyota Crown 76 : SDN
: Eiti 36 : 00415 6 : Secritaire d'Etat
Toyota Mark 71 i
Datsun : MM 1702607 : A61200548 6 : Directeur _n6ral
:1-77705 
 : 73 :
-205: 713 6 : Secr6taire G-nral,
 
Suzuki 102264 

1 71
: 700377 : 6
75 : Bus : ADM. H.U.E.H.
Chevrolet : 1 235G732212T 2 : H.U.E.H.
 
Chevrolet : 72 : AMB. 6 : H.U.E.H.
CM27722608 
 : CCS162F147757
Chevrolet 72 : AMB.
: CTN2B14139942 6 : H.U.E.H.5 7 : CC1414622463
Chevrolet 71
: CM2772809 : Pick-Up 6 : H.U.E.H.
: CCSS162F148836
Willys OVL 72
: 54859 54163248 

: AMB 6 : H.U.E.H.

G.M.C. 63 : St. Wag. 6 
 : H.U.E.H.
TK164F514186
Chevrolet 74 :
: 709685 AMB
: _ 8 : H.U.E.H.
Dodge 69 : Bus
: S67FG5JO14380 6 :
:TONP901850 Ecole Infirmiares
 
Dodge : 64 Bus
: S6X6TP 225P814 6 Ecole Auxiliaires _
Toyota 
 12RD889-614 : Bus 6 i
RNILO1204 of
75
Ford : Bus
31024148178 4 Facult6 Mdecine_
Chevrolet 62 : Bus3836840424 6 :
20146T1120051 is
Toyota L. Cr 61
2EO88248 : Car-All : 6
: FJ5JO¢707 Bureau d'Achats
Jeep Wag 76 : St. Wag. :
- : J6F14MA96494B/C24 6 Adm. Sanatorium P.P.Jeep Cherekee 76 : Wag.
909014 6 Nutrition
: J3F8MC020540
International 77 : Wag.
863371143 6 Nutrition
: 560096
Swagen 
 : - 62 : SGT: EM646433 4 : Nutrition
 

: AMB
73 4 : Mater. Isaie Jeanty
Toyota Hiae 
 12R880873 
 : Rr11646933
Mark 75 : Bus
133827 
 : DH400 4 : Div. d'Hyg. Publ.
Mark : 133822 75 : Truck 6 :
Ford Bx. : DM400 " it
: U15T148844 77 : Truck
: i ifDodge RAM Ch 3395 74 : Jeep 
6 
6
: 3031 : , n
Dodge RAM Ch 3105 76 : Car-All : 63015 Inspection


Dodge RAM Ch 76 : Car-All
3115 : 6 Inspection
3016 
 76 : Car-All 
 : 6 Planification
 



MARDUE 


Dodge RAM. Ch 

Subaru 

Wagoneer 


Land Rover 


WillysWillys 


Reo 

Toyota 

Peugeot 

Peugeot 


Datsun

Willys Jeep 


MC:
WrC 

Dodge 


GMC 

Chevrolet 

Sillys OVL 

Chevrolet 

C:: 

Toyota 

Chevrolet 

Willys 

Land Rover 
Intern. 

Ford Bronco 

Toyota 

Ebrd D1311 
Toyota 

Chevrolet 

Willys OVL 


: 

: 

: 

: 


:
: 


: 

: 

: 

: 


:

: 

: 

: 


: 

: 

: 

: 


: 

: 

: 


: 

: 

: 

: 

: 

: 

: 


M TEUR 


33649 

740331 

804414 

24521721 


45465521
45464991 


383903 


3832164 

7220684 


545823207: 


TKL267F513305 

220277624 


V8350ClD48BC 

DA62813T54 

22625006 

091338 


528581 

CKY83F109363 

541168 


116415 

UISTL46844 

F0592623 

D601ST 

2F095179 

Toto 

T-3489 


SERIE 


: 	3011 

: 	005966 

: 	 F5Fl4MAO 

8305235250
: 	8305235185 

LD4651 


:0571407
F55046125 

: 

-

: 


: _ 

: 3470221622 

: 25 

: 
: _ 

. -

: _ 
: 	TW61228 

: F59501471 

: HB-PQ-4L 

: 

: FJ55046125 

: 90703 

: FS5562894 

: BL2370774 

: 5536810668 


-2-


: 


: 


: 

: 


: 

: 

: 

: 


: 

: 
: 
: 
: 

: 


: 
: 
: 

NDELE 


76 

77 

75 

67 


67
67 

75 

75 

76 

75 


76 

67 


77
77 

61 

77 

53 


54 

55 


74 

73 

61 

77 

77 

74 

75 

77 

76 

53 

56 


CYL. 


6 

4 
6 

6 


4
4 


6 

4it
 
4 


4 

4 

88 
6 

8 
6
 

6 
6 
6 
6 
6 

4 

6 
6 
6 
6 
6 
6 
6 
4 
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: AFECTATION
 

: Unite d 'Ex&cution
 
Bur. Cont. Tuber.
 

: S.,d'E Garage
 
: Disp. Hp. Carrefour
 

: Psychiatrie
: Inventaire
 
: Mab-Seguin
 
: Cap-Haitien
 

: 	 to 

. i 
: 	 Gonaives 

:: 	 St Marc 
:i
 
: 	 Cayes 

: 
: 
: 
: Port--Piment 
: BaradA-res 
: 
: Jacmel 
: 
: 
: J6rie 
: 

: 

: 


: 

: 

: 

: 


:
: 

: 


TYPE 


Car-All 

Swag 

St. Wag. 

AMB 


Jeep
Jeep 

Truck 


: AMB 

: Pick- p 

: SEN 


: 	Rckeys

: Jeep 


: AMB
: 

: 

: 

: 
: 

: 

: 

: 

: 

: 

: 

: 


AMB 

AMB 

AMB 

Car-All 


Pick-Up 

Pick-Up 

Truck 

Jeep 

AMB 

Jeep 

St Wag. 

Truck 


: Jeep 

: 

: 

: 

: 

: 


AMB 

Truck 

AMB 

Truck 

Jeep 


: 


:
: 


: 

: 


:: 
: 

: 
: 
: 
: 

: 
: 
: 
: 

: 
: 
: 
: 
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-M-E 

Escort Sedan
Pedgeot Familial 
Peugeot Familial 
Jeep Wagoneer 
Jeep Comaneo 
Jeep Wagoneer 
Jeep Wagoneer 
Jeep Wagoneer
Jeep Pick-up
Jeep Pick-up 
Jeep Wagoneer 
Jeep Wagoneer 
Jeep Wagoneer 
Jeep Wagoneer 
Jeep WagoneerJeep Wagoneer 
Jeep Wagoneer
Jeep Wagoneer 
Jeep Wagoneer 
Jeep Wagoneer 
Jeep Wagoneer 
Ford Bronco 
Ford Bronco 
Chevrolet Blazer 
Ford International 
Jeep Wagoneer 
Wolkawagen (UnitS Mobile)
Jeep Wagoneer 
JeepJeep CherokeeCherokee 

MOlZLE 

1973 
1973 
1973 
1973 
1973 
1974 
1974 
1974 
1974 
1974 
1975 
1975 
1975 
1975 
1975 
1975 
1975 
1975 
1975 
1975 
1975 
1977 
1977 
1977 
1977 
1976 
1977 
1976 

NO. IRATRICUE 

01 1350 
1351 
1352 
1353 
1354 
1355 
1356 
1357 
1358 
1359 
1360 
1361 
1362 
1363 
1364Sant-Mar 
1365 
1366 
1367 
1368 
1369 
1370 
1371 
1372 

01-1373 
SG 20707 

20709 
20710 
207.11 
271Ctolx-des-Bouquets
2115321154: 

AFFECTATION 

Bureau Central 
Bureau Central 
Bureau Central 
Bureau Central 
Pdtion-Ville 
Grand-Gogve 
J6r4mle 
Hinche 
Bureau Central 
BUre 
Petit-Go&, 
Gonaives 
Port-de-Paix 
Meyer 

Cap-Haitien
Bureau Cen 
Cayes 
Cayes 
Bureau Central 
Bureau Central 
Bureau Central 
Bureau Central 
Bureau Central 
Projet Int4gr6 
Projet Int4gr6 
Bureau Central 
Cre B 
ODVA 
Bureau Central 

TOTAI, VEHICULES : 30 
Bureau Central 

Cliniques : 

13 

17 



Exhibit 1 


Exhibit 2 


ANNEX III
 

TECHNICAL EXHIBITS
 

Environmental Certification
 

Architectural Drawings and
 
Detailed Engineering Cost
 
Estimates of Warehouses, Garages,
 
Health Center and Dispensaries.
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INITIAL ENVIRONMENTAL EXAMINATION
 

PROJECT LOCATION 
 : HAITI
 

PROJECT TITLE 
 Rural Health Delivery
 

System
 
FUNDING 
 : Total U.S. Funding 

$16,000,000 

Total GOH Funding 
$17,300,000
 

LIFE OF PROJECT 
 From FY 79 to FY-83
 

ENVIRONMENTAL ACTION RECOM-

MENDATED 
 : Negative determination
 

No direct environmental impacts will result from the proposed

Project activities.
 

A major activity under the Project will be construction of
a central depot in Port-au-Prince and two garages for
vehicle maintenance in Les Cayes and Gonaives. 
 Site selection
for 
these structures and the various dispensaries and warehouses was 
based upon existing infrastructure, accessibility,
available transportation, population concentration, requirements for future expansion and required storage area, and
interaction with the area 
community leaders. 
As a result
of these selection criteria, the proposed construction
activities will not negatively impact on the physical environment. 
To the extent possible, locally available materials and
labor available within the community will be used for all construction activities; the problems 
 of deforestation in Haitiare realized and this will be a consideration in selecting
appropriate construction materials. 
Construction activities
have been scheduled such that work can be started and completed during the dry season, thereby avoiding pollution of
surface waters with construction debris and top soil 
problems. 4
 

Thus, while there is 
a rather large construction component in
the Project, there will be only minimal impacts on land use

and natural resources.
 

L r 
Concurrence: 
 r Date: /it /7X 

Assistant Administrator's Decision
 

Date:
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The following criteria were considered in the lIE:
 

a. 	Land Use
 

No change expected.
 

1) Changing the Character of the Land: No changes are expected

since construction will take place inside communities where sites are
 
expected to be already available.
 

2) 
Altering Natural Defenses: No foreseeable consequences.
 

3) Foreclosing Important Uses: None expected
 

4) 	Jeopardizing Man 
or His Works: None expected.
 

5) Other Factors Concerning Land Use: None
 

b. 	Water Quality
 

In so far as 
vater for domestic use is concerned, any effects on
water quality as 
the result of this project will be positive. New wells

and latrines, with septic system will be build at each dispensary.
 

c. 	Atmospheric
 

No significant adverse changes expected:
 

1) Air Additives: The provision of latrines at dispensaries will
 
tend to reduct bacterial and viral contaminants from the dust of the air.
 

2) 
Air 	Pollution: No foreseable consequences.
 

3) 
Noise Pollution: No foreseeable consequences.
 

d. 	Natural Resources
 

1) Diversion or altered Uses of Water: None expected
 

2) Irreversible or Inefficient Commitment of Resources: There
 
are 	none anticipated in the project design.
 

e. 	Cultural
 

Any changes in cultural patterns will be beneficial.
 

1) Altering Physical Symbols: No changes expected.
 

2) 	Changes in Population: Any changes should be beneficial.
 

f. 	Socio-Economic
 

1) 	Changes in Economic/Employment Patterns: Disposable income should
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increase for the entire rural population served by the Project. Farmers will
 
be able to devote more time, land and other inputs to the production of

marketable crops, as the result of better health and a reduced rate of absenteeism.
 
Beyond jobs (e.g. health agents) created by the project, no changes in
 
employment patterns are expected.
 

2) Changes in Population: No major changes in cultural patterns
 
are expected.
 

g. Health
 

By the very nature of this Project, any effects on the health
 
of the popualtion will be of a positive nature.
 

1) Changing a Natural Environment: None
 

2) Eliminating an Ecosystem Element: None
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HEALTH FACILITIES CONSTRUCTION SCHEDULE 

FACILITY YEAR 1 YEAR 2 YEAR 3 YEAR 4 YRAR 5 TOTAL 

New 
Dispensary 11 13 15 12 51 

Re-odeled 
Dispensary - i63 26 36 61 186 

Healthi Center 
w/o bed 
Remodeled 

.Jsbict 

Warehouse 
Remodeled 
Regional 

Warehouse 

-4 

1 

2 

1 

1 

L 

2 

1 

4 

1 

1 

1 

5 

New Central 
Garage 

1 

New Central 

Warehouse 
1 1 

New District 
Garage 

2 2 

New Regional 
Warehouse 



New Dispensary 

51 x 19,000.00
 

Remodeled Dispensary 

186 x 9,000.00
 

Health Center without bed 


New District Warehouse 

11 x 10,000.00
 

Remodeled Region Warehouse 
4 x 8,300.00 

New Regional Warehouse 


New Central Warehouse 


ulti-Regional Garage 
2 x 55,400.00
 

2entral Garage 

?ual Depot 

istrict Vehicles Maint. 
3ites 
L4 x 6500.00 

Summary Of Cost Estimates 


each $19,000.00 

each $ 9,000.00 

each $58,000.00 

each $10,000.00 

each $ 8,300.00 

each $27,500,00 


each$146,000.00 


each $55,400.00 


each$128,315.00 

each$ 20,400,00 

Total: 
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$969,000.00
 

1,674,000.00
 

58,000.00
 

110, 000.00
 

33,200.00
 

27,500.00
 

146,000.00
 

110,800.00
 

128,315.00 

20,400.00
 

91,000.00 

$3,368,215.00
 

http:3,368,215.00
http:91,000.00
http:20,400.00
http:128,315.00
http:110,800.00
http:146,000.00
http:27,500.00
http:33,200.00
http:58,000.00
http:1,674,000.00
http:969,000.00
http:each$128,315.00
http:55,400.00
http:each$146,000.00
http:8,300.00
http:10,000.00
http:58,000.00
http:9,000.00
http:19,000.00
http:55,400.00
http:8,300.00
http:10,000.00
http:9,000.00
http:19,000.00
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CONSTRUCTION STANDARDS 
HEALTH CKNTER "U" DISPENSARIES 

FOUNDATIONS - Reinforced concrete square footings -
Grade beams on stone masonry walls 

STRUCTURE - Reinforced concrete columns, beams and 

Blabs 

FLOOR - 4" concrete slab on R" granular base 

PARTITIONS - 6" concrete blocks 

ROOF - 8" reinforced concrete 

T)OORS - Wooden doors 

WINDOWS - Metal tropical windows 

FINISHES - Floor tiles plus stucco for walls and 
ceiling 

ELECTRICITY - None 

WATER - Water line to 52 Cnl. oil drums well 
and manual water pump 

SEWAGE - Septic tank and c't-ssnool 



HEALTH 

DEMONSTRATION CENTER 
COST ESTIMATE 

Annex I 
Page of 
Exhibit 2 
Page 4 of .28 

2 

Conqtruction 374 m 

Plumbing 

Site work and fence 

a $120.O0 44,820.00 

3,OO.oo 

5,000.00 

Engineering fees 10% 
52,820.00 

5,290.oO 

58,1oo.no 
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y4r 

SA&6 EM*N~~ro 

17 
 1
 

at&Ca =28 - T1 
GZ Lr&a A-cbrp

Asa~ai..: a74 
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ALTERATION TO EXISTING DISPENSARY
 
COST ESTIMATE
 

2
 

New construction 
 48 m a $125.00 
 6,000.00
 

Well and pump 

1,000.00
 

Miscellaneous & Engineering Fees 
 1,000.00
 

Repairs 

1,000.00
 

TOTAL 
 $ 9,000.00
 

DISPENSARy COST ESTIMATE
 

1110 m2 @ $125/m 2 

$ 13,750.00
 

Well & Pump 

750.00
 

Outhouse & Site pump 

750.00
 

Built in & Furnitures 

1,000.00
 

Fence 

1,000.00
 

Engineering fees 10% 
(rounded) 
 1,750.00
 

TOTAL 
 $ 19,000.00
 

http:19,000.00
http:1,750.00
http:1,000.00
http:1,000.00
http:13,750.00
http:9,000.00
http:1,000.00
http:1,000.00
http:1,000.00
http:6,000.00
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CONSTRUCTION STANDARDS 
GARAGES 

FOUNDATIONS - Reinforced concrete square footings-

STRUCTURE -

Grade beams on stone masonry walls 

Reinforced concrete columns and beams 

FLOOR - 6" reinforced concrete slab on 
nular base 

10" gra-

PARTITIONS - 6" concrete blocks 

ROOF - Steel trusses and corrugated steel 
sheets 

DOORS - Wooden doors 

INDOWS - Cement floor and 

partitions 

ioints of blocks for 

LIGHTING - rluorescent 

to 50 F.C. 
industrial fixtures 3 F.C. 

POWFR 

WATER 

-

-

City power - (,eneral power for all 
garage eouioment 

City water nlus storage concrete re

servoir 

SEWAGE - Septic tank and cesspool 

DRAINAGE - General site drainage 
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CONSTRUCTION STANDARPR
GARAGE ADMINISTRATION BLDG. 	 & FUEL P POT. 

FOUNDATIONS 
 Reinforced concrete square footings 
-
Grade 	beams on stone masonry walls
STRUCTJRE 
 Reinforced 
concrete columns, beams and
 

slabs
 

FLOOR 
 4" concrete slab 
on 8" 	granular base
 

PARTITIONS 
 6" concrete blocks
 

ROOF 6"'reinforced concrete slabs
 
-

-ORS 
 Wooden doors
 

14INDOWS Metal tropical windows
 

FINISHIES Floor 	tiles Dnus stucco walls and ceiling 

LIGHTING Fluorescent commt, rcia] fixtures 50 F.C. 

PO1ER 
 City electricitv 
- no standby
 

WATER Citv water to concrete reservoir 

SEWAGF Septic tank and cesspools 
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CENTRAL GARAGE 

COST ESTIMATE 

Garage Building 650 M2 a .140.nO x 91,00.00 

Administration Bldg. 171 m2 a $150.00 25,650.00 

$ 116,650.00 

Engineering fees 10% 11,665.00 

$ 128,315.00 
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FUEL DEPOT 

COST ESTIMATE 

2 

Construction Building 7.5 m 

Floor slab 115 m2 

Fuel tanks 3 

Pumps 2 

Engineering fees & Contingencies 

a 

a 

a 

a 

$150.00 

S 20.00 

3,00O.OO 

t 2,500.00 

$ 1,125.00 

2,3o. oo 

Q,noO.oo 

5,000.00 

2,975.00 

A 20,400.00 
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REGIONAL GARAGE
 

COST ESThMATE
 

Garage Building 2
360 m a $140.0O0 
 50,4O.0.1
 
Enalnepr no F. 5,050.on
 

55,440.00
 

http:55,440.00
http:5,050.on
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CONSTRUCTION STANDARnS 
CENTRAL WAREHOUSE 

FOUNDATIONS Reinforced concrete square footings . 
Grade beams on stone masonrv bearing 
walls 

STRUCTRTTE Reinforced concrete columns, beams, and 
slabs 

FLOOR 4" concrete slab on 10" granular base 

PARTITIONS 6" concrete blocks 

ROOF 8" reinforced concrete 

DOORS Overhead steel doors and interior wooden 
doors 

WIN".YS Metal tropical windows 

FINISHEq Floor tiles in office area only stucco 
for walls and ceiling 

LIGHTING Fluorescent lts. Industrial and commer
cial type 20 P.C. to 50 F.C. 

POWER Normal ulitv source plus emervencv 
stand-by generator 

WATER - City water plus .qorage concrete reservoir 

SEWAGE - Septic tank and cesspoc.l 

DRAINAGE - General site drainage 



CENTRAL WAREHOUSE 
COST ESTMAE 
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CONSTRUCTION 690 m2 a 4120.00 

ELECTRICITY (L.S.) 

PLUM ING (.L.S.) 

REFRIC,ERATInN EO'JIPMENT - Cold room 

SHELVES & MISCELLANEOUS 

82,800.v 

R,OO0.OO 

2,500.0 

15,00O.OO 

16,0oo.OO 

ENGINEERTN(i FEES 10% 

S 124,3OO.OO 

12,000.00 

TOTAL q 16,3no.(No 

EMERGENCY GENERATOR AND ACCESSORiES
(OPTIONAL) 

t IO,ono.o 
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DISTRICT WAREHOUSE
 
COST ESTIMATE
 

Warehouse building 2100 m a $80.00 * 8,OO.OO 

Shelves and cabinets 
 I,000.00
 

Engineering fees 10% 
 QOO.OO
 

A 9,900.00
 

Say S 10,000.00
 

HINCHE REGIONAL 14AREHO)rSE 
COST ESTIMATE
 

Warehouse building 2300 m a t70.OO 1 21,000.00 

Furniture and equipment 4,000.00 

Engineering fees 10% 
 2,500.00
 

S 27,500.00
 

http:27,500.00
http:2,500.00
http:4,000.00
http:21,000.00
http:10,000.00
http:9,900.00
http:I,000.00


H
O

 
4-i 

4 

C
'4

H
 

-
N

 

E
la
 



2-76 

CONSTRUCTION STANDARDS 


VEHICLES MAINTENANCE SITE
 

WALLS - Cement blocks
 

ROOF - Corrugated metal with steel trusses
 

WORKING AREA - Concrete slab on grade
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FINANCIAL EXHIBITS
 

Exhibit 1: Detailed Cost Analysis
 

Exhibit 2: Applications of Development Budget Funds
 

Exhibit 3: DSPP Personnel Cost by Facility Type
 

Exhibit 4: DSPP Operating Cost by Facility Type
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(U.S. Dollars) 

Item Unit Cost 
Year 1

Units Cost 
Year 

Units 
2 
Cost 

Year 
Units 

3 
Cost 

Year 
-Units 

4 
Cost 

Year 
Units 

5 
Cost 

Total 
Units Cost 

I. (C)ONSTRUCrTON/(R)ENOVATION !/ 
Dispensary (C) $19,000
Dispensary (R) 9,000
Health Center (C) 58,000
D1st. Warehouse (C) 10,000 
Reg. Warehouse (C) 27,500
Reg. Warehouse (R) 8,300
Cent. Warehouse (C) 146,000
Cent. Garage (C) 149,000 
Multi-Reg. Garages (C) 55,400 
Dist. Veh. Mnt. Sites (C) 6,500 

11 
63 
1 
4 

2 

5 

209,000 
567,OuO 
58,000 
40,000 

16,600 

32,500 

13 
26 

1 

1 
1 
1 
2 
1 

247,000 
234,000 

10,000 

8,300 
146,000 
149,000 
110,000 
6,500 

15 
36 

2 
1 

3 

285,000 
324,000 

20,000 
27,500 

19,500 

12 
61 

4 

1 

5 

228,000 

549,000 

40,000 

8,300 

32,500 

51 

186 
1 

11 
1 
4 
1 
1 
2-

14 

969,000 

674,000 
110,000 
27,500 
33,200 

146,000 
1t9,000 
110,800 
91,000 

II. DRUGS 
Health Agent 
Disp. Drugs 
Disp. Vaccines 
DPT 
TET. TOX 

$ 265 
1,000 

.016 

.014 

250 

38 
1,500,000 
900,000 
600,000 

66,250 

38,000 
22,800 
14,400 
8,400 

509 

74 
1,500,000 
900,000 
600,000 

134,885 

74,000 
22,800 
14,400 
8,400 

213 

39 
1,200,000 
600,000 
600,000 

56,445 

39,000 
18,000 
9,600 
8,400 

182 

51 
1,200,000 
600,000 
600,000 

48,230 

51,000 
18,000 
9,600 
8,400 

346 

73 
1,200,000 
600,000 
600,000 

91,690 1,500 
73,000 275 
18,000 5,600,000 
9,600 F3,600,000 
8,400 3,000,000 

397,500 

275,000 
109,560
57,600 
42,000 

III. EgUIPMENT/SUPPLIES 
Disp. Furniture 
Disp. Nurses Qtrs. Furn. 
Disp. Non Exp. Supplies 
Disp. Expendable Sup.
Statistics Syst.:" 

Regional
District 

$ 970 
350 

1,020 
300 

7,330 
5,820 

38 11,400 

74 
74 
74 
74 

2 
4 

71,780 
25,900 
75,480 
22,200 

14,660 
23,280 

39 
39 
39 
39 

1 
1 

37,830 
13,650 
39,780 
11,700 
1 ,7 0 

7,330 
5810 

51 
51 
51 
51 
515 

1 
2 

49,470 
17,850 
52,020 
15.300 

00 

7,330 
11,640 

73 
73 
73 
73 
72 

1 
4 

70,810 
25,550 
74,460 
21,900

,9 0758 

23,28 

237 
237 
237 
275 

11 

229,890 
82,950 
241,740 
82,50 

, 0 

3 
4,2 
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Item Unit Cost Year
nitUs 1

Cost Year
Units 

r YPage2
Cost Year

Units 3
Cost Year

Units 4
Cost Year

Unit, 5 
Coat 

2 of 4 

Total
Unitb Cost 

Disp. Refrig. 

Garages: f 
Central 

Multi-Reg.Mobile Teams 
District 

Warehouses: 
Central 
Regional 

District 
Per/Bud Rvst. 

Regional 

District 
Port-au-Prince 
Dist/Reg 
District 

$ 510 

9,536 

4,1042,695 
2,695 

10,500 
2,800 

1,8203,020 

2.560 
22,500 
2,150 
1,750 

D~strlc 2,5603,020 

74 

6 

5 

2 

42 

4 
1 
2 
4 

37,740 

5,580 

13,475 

5,600 

7,2806,040 

10,240 
22,500 
4,300 
7,000 

39 

2 

12 
5 

1 
1 
1 

11 

1 

1 
1 

19,890 

1,860 

9,536
8,208 

13,475 

2,695 
10,500 
2,800 

1,8203,020 

2,560 

2,150 
1,750 

51 26,010 73 

3 2,790 5 

32 885,32058 

8,085 

1 2,800 1 

2,640 3,6401 3,020 1 
13,0220,020 

2 5,120 4 

1 2,150 1 
2 3,500 4 

37,230 

4,650 

13,475 

2,800 

2807280 
3,020 

10,240 

2,150 
7,000 

237 

t1 

1 

14 
1 
5 

1,U 
5 

11 
1 
5 

11 

120,870 

14,880 

9,536 

37,730 
10,5w 
14,000 
20,020 
15,100
1 ,0 

28,160 
22,50D 
10,750 
19,250 

IV. VEHICLE's/spp PuAPjP/
Jeep (LWB) 
Jeep (SWB) 
Wagoneer 
Pick-Up 
TruckVan 

Bus 
Towtru 

$ 7,000 
6,000 
7,000 
7,000 

14,000 

8,000 

5 30,000 

2 
25 

15,000 

14,000 
175,000 

6 42,000 
5 30,000 
2 14,000 

10 70,000 
1514,00 

1 15,000 

3 
1 
8 
8 

21,000 
6,000 

56,000 
56,000 

6 

8 
14 

42,000 

56,000 
98,000 
98,000 

15 
11 
20 
20 
57 
1 

105,000 
66,000 

140,000 
399,000 
1 
1,0001,000 

Spare
Spare 

To zto4.ts 
6000 

3 
37,800 
18,000
4,000 

1 
1 

15,00040,000 
6,000
1,000 

27,800 

1 
39,200 
6,000
1,000 

1 

'5 

15,000
150,800 
30,000
6,000 
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Item Unit Cost 

Year I 
Units Cost 

Year 2 
Units Cost 

Year 3 
Units Cost 

Year 4 
Units Cost 

Year 5 
Units Cost Units Cost 

V. SALARIS. 
Bealth Agents 
Health Agents Trng. Teams 

Facility Mnt. Tins.Port-au-Prince 
Dist/Reg 
Dist. 

$ 650-
11,4006/ 

81,125 
10,000 
7,750 

250 
5 

162,500 
57,000 

509 

i
2 
4 

330,850 

81,125
20,000 
31,000 

213 

1 
1 

138,450 

10,000 
7,750 

182 

1 
2 

118,300 

10,000 
15,500 

346 

1 
4 

224,900 

10,000 
31,000 

1,500 
55 

5 
11 

975,000 
5,00057,000 

50,000 
85,250 

71. TRAINING 

Agents 
kuxiliary Nurses 
tefresher/Courses Orient. 
;anitar. Off. 
echnica1 Exc. 

Dealth$ 150--
4508 / 

75,000 
1,000 

80,000 

509 
136 

96 

76,350 
61,200 
75,000 
96,000 
80,000 

213 
84 

48 

31,950 
37,800 
75,000 
4-R.000 
80,uO00 

182 
114 

48 

27,300 
51,300 
75,000 
48,000 
80,000 

646 
226 

28 

96,900 
101,700 
75,000 
28,000 
80,000 

75,000 

80,000 

1,550.9/ 
560/ 

220 

232,500 
252,000 
375,000 
220,000 
320,000 

'II.TECHNICAL ASSISTANCE 
ealth Planner 
upply Specialist 
rans. Specialist 
eh. Mnt. Spec. 
ersonnel Spec. 
ealth Ed. Trnr. 
nformatiou Syst. Spec. 

$ 6,000P.M. 
6,OOOP.M. 
6,OOOP.M. 
8,000P.M. 
8,000P.M.. 
8,000.M. 
6,000P.M. 

1 

1 

1 
1 
9 

6,000 
6,000 
6,000 

8,000
8,000 

54,000 

12 
12 
12 
3 

11 
2 

12 

72,000 
72,000 
72,000 
24,000 
88,000
16,000 
72,000 

11 
12 
12 

9 

2 

66,000 
72,000 
72,000 
72,000P.M. 

72,000 

11 
12 

66,000 
72,000 11 

3 

66,000 

24 P.M. 
36 P.M. 
48 P.M. 

123 P.M.P.M. 
P.M. 

144,00 
216,000 
288,000 

,000 
96,0002,000 
26,000 

ech. Ass't ContingencyLong-Term 
Short-Term 

6,000P.M. 
8,000P.M. 

30 
6 

180,000 
48,000 

30 
6 

180,000 
48,000 

3 

30 
3 

18,000 

180,000 
24,000 

30 180,000 

3 P.M. 

120 P.M. 
15 P.M. 

24,000 

720,030 
120,000 
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I/ All figures include 10% for A/E design. Figures do not include $340,000 for construction management firm.
2/ Figure includes 101 for spoilage which is not included in individual items. 
3/ 
Source for price estimates is Westinghouse Transportation Report.

4/ The cost of one year's supply of sp2:e parts is estimated at 20% of the price of the vehicle.
 
5/ $50 per month x 
13 months (Haitian custom). 

61 Figure includes supplies. 

7/ $50 per month x 3 months.
 

B/ $50 per month x 9 months.
 

9/ 
1,500 needed, 1,250 to be trainedi 1,550 assumes 20Z dropot¢t rate.
 
10/ 550 needed, 450 to be trained; 560 ass-as 20% dropout rate.
 

Source: 
 See Annex VII Procurement Lists.
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Applications of Developet Budet Funds, FY 77 

TOTAL GOH USAID IDB UNFPA UNICEF PAHO OTHER1. Regionalization of 
 $2,598,572 
 $259,500 
 $2,045,5799
Health Services in 
 $293,493 
South and North
 

2. Maternal and Child 
 $1,338,587 $119,632 
 $374,480 
 $777,684
Health and Family$6,9 $66,791
 

Planning 
3. Malaria 
 $2,617,445 
 $920,000 1f507,000 


$190,445
 

4. Nutrition $562,731 
 $535,880 

$26,851
 

5. Strengthening
Health Services 
- $2,289-,840 $56,116 2,160,079 

$9,926 $63,719
TTAL: 
 $9,407,175 
$1;355,248:4,577,439 
 $2,045,579 $777.684 $293,493 
 $200,371 $157,361
 

Source: Plan Annuel et Budget de Developpement, FY 77 
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Table 2 

DSPP Personnel Cost by Facility Type, FY 1978 

(us$) 

Health Health-
Centers Centers 

Dispensaries with
Beds without

beds District
Hospital Total 

Physicians 
Dentists 
Pharmacists 

NursesAuxiliaries 
Lab Tecnidians 
X-Ray Technicians 
Anesthesia Technician 
Sanitary Officers & Inspectors 

General Employees( Maids, Messengers, etc) 

$127,600 
18,720 
0 

0
0 
0 
0 
0 

25,200 

188,480 

$193,600 
35,Q80 
10,145 

52,960
90,720 
25,080 
0 
0 

70,560 

213,280 

$59,400 
9,360 
0 

29,Q20
36,000 
6,080 
0 
0 

9,360 

88,660 

$706,200 
34,320 
7,275 

430,260
348,480 
37,240 
9,880 

15,960 
35,280 

578,460 

$1,086,800 
98,280 
17,420 

513,040 
475,200 
68,400 
9,880 

15,960 
140,400 

1,068,880 
Total: $360,000 $692,225 $238,680 $2,203,355 $3,494,260 

Source: Developed frcn Budget de Fonctionnement and Defay Report by the WHS Team. 
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Table__ 

DSPP Operating Cost by Facility Type, FY 77 
- 78 

Number FY 77 
 FY 78 Total Cost
 
FY 1978
 

Dispensary 

Health Center w/Beds 

$132 $4,440 $5,.160 $681,060

21 36,260 41,060 
 866,580
Heaith Center without beds 
 9 28,500 33,016District Hospital 298,350

15 110,000
HUEH * 128,140 1,922,194
1 753,000 832,000 832,000
 

Total: 

$178 $932,200 V139,376 
 $4,600.184
 

Source: Developed fran budget de Fonctionnement, Defay Report, and Facility Survey of the Statistics Section 
by the WHS Team-. 

*Hopital de 1'Universite d'Etat d'Haiti. 
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EVALUATION OF PREVIOUS PRIjECTS 

A. INTROJDUCTION 

The purpose of this section is to asses the previous experiencein Haiti in rural health programs and determine their relevance towardintroducing a RHDS effectively during the next 5 years. Previousprojects considered are the ccommnity health programs at Deschapelles,
Project Integr6 a Petit Goave a-d the two pilot health agent programsin Cap-Haitien and Les Cayes. Greater attention is given to the pilotprograms than the others since they have more direct applicability to theimplementation and cost-effectiveness of this project. 

The following methafls were used to assess relevant experience at
Deschapelles and Petit Goave. Interviews were held using a simdlar 
set of questions to the current director of the Cmmiunity Health
Programs at Deschapelles and the field staff at Project Integr6.Interviews ,Tere also held with Dr. Vrley, Division of Family Hygienewho is the Port-au-Prince coordinator of the Projet Integr6 Program,and Dr. Midy, DSPP, who was active in its development and planning in itsearly stages. Secondary references were also used. Included werequarterly and annual reports, articles written on various project activities,and interviews with persons knowledgeable about these programs but unofficially associated with the projects. Particular attention was paid to the setof articles by the Berggren's on the Deschapelles procrams. Since oneof the AID staff members had pen intimately involved with Projet Integr6during her studies at the Jlarvard School of Public Health, this section
has the added benefit of a more thorough analysis by her. 

The pilot programs were investigated in a two week field surveycarried out in both regions. Interview schedules were designed to gatherinformation from health agents, auxiliary nurses and cxnunity leaders
where health agents were located. ( See Appendix I). An informalschedule was prepared for interviewing the Regional Bureau staff. Time,topography and unanticipated events constrained the number of interviewscompleted and altered. the design to which all interviews were to beconducted. Community leaders were not interviewed due to lack offield time. Priority was assigned to completing interviews with 4 healthagents ( one male and one female per region) and the auxiliary nurse (s) inthe dispensaries out of which the interviewed health agents are working.All health agent interviews were coimleted by an anthropologist fluentin Creole. Interviews of Regional Staff and auxiliaries in Cap-Haitien
were similarly completed in Creole, while interviews in Les Cayer
conducted in French and Creole. 

were 
A positive unanticipated consequence of 
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the Les Cayes field trip was that the first meeting of heal agents
regional staff was held while the sociologist and anthropologist were 

f 57 

engaged in field work. Both were able to do sane partipipant observation 
at 	this meeting. 

The following analysis includes a general description of the 
project program(s) with respect to goals, methodology and achievements. 
Particular attention is given to ecological, social and cultural factors 
which may have affected project implenentations. The methodology section 
elaboration selection of personnel, their training and work load, Additional 
information is provided on the various systems developed to sustain para
professionals -particularly the referral, supervisory, supply and information 
systans. 

It 	 shoul.d be pointed out that this is a qualitative evaluat.n 
of past health experiences in Haiti and subject to the cultural biases 
of the three persons involved in the evaluation. However, the experience
of these projects have been so rewarding that every attempt has been 
made to incorporate the most positive aspects of each project into the 
development of the RHDS. Moreover. the unanticipated oonsequences or 
difficulties encountered in administering health care from these project
experiences have enabled the RPDS to be designed to minimize similar 
consequences and anticipate where other difficulties might arise. 

B. PILIOT HEALTH PROGRAMS 

The purpose of the pilot health agent program is to determine the 
feasibility of using paraprofessionals to administer primary health 
care in rural areas and educate rural people to preventive health care. 
Particular emphasis is given in these programs to the following activities; 

1) 	 improving health care of infants through increasing vaccinations 

against neonatal tetanus; 

2) 	teaching proper dietary habits and handling of infant illnesses; 

3) 	 increasing the spacing of children through the encouragement and 
explanation of contraceptive methods; 

4) 	promoting environmental sanitation through such activities 
as promotion of latrine building, charcoal filter pots for water 
( or boiling water) and keeping animals at a distance fram 
the house;
 

5) 	referring patients needing advanced medical help to dispensaries; 
and 

6) 	servicing those in need of minor care in their respective 
localities. 
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The achievements anticipated from these programs are the following: 

1) 	 increased awareness and receptivity of the rural population 
to modern preventive and curative care; 

2) 	more rapid treatment of minor health problems by modern 
trained personnel; 

3) 	 increased access of seriously ill persons to health personnel' 

4) 	decrease in infant mortality; 

5) 	decrease in birth rates. 

Thus, the one achievement expected from the introduction of the
pilot RHDS program is the general 	 in quality of health 
status of those persons affected by the program. The secondary
achievement is an increase in the health infrastructure in rural 
areas covered by health agent activities. 

Success in achieving these goals cannot yet be measured since
the goals are imimediate, short-term and long term. 

moreover, the programs are only in the. initial stages of development.
A proper evalualtion of their activities and institutional development is 
not appropriate at this time. However, an evaluation of the training 
program and selection process of candidates of the initial program design
can provide insights into the actual processes undertaken in the development
of a RHDS in Haiti and provide guidelines for effective development of the 
RHDS on a national scale. 

1. 	 General Description 

The program design follows the RHDS format. That is, persons
desirous of becaming health agents were selected by their communities
and the Regional DSPP staff according to an examination and interview 
and were trained in a three month paraprofessional training program
at a regional hospital ( Au Cap Haitien or Aux Cayes). Following
the training, the newly formed health agents returned to their
localities. They did not recieve their diplomas for several months.
The health agents in the North worked fram January to April without
receiving a salary and have worked since April with a salary. The
health agents in the South did not begin work until nearly the end
of April when they were told they would start to earn a salary. 

The pilot program in the North consists of 28 health agents 
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trained fron August 1 - October 31, 1977 at the Cap-Haitien Regional
Hospital. The " f: .e labor " from January to April was perceived
)y sane health agents as a "trial period". ( That is, they thonught

that they were being evaluated to determine 
 if they were trained
sufficiently to meet their tasks). Health agents in the Northhave not received medicines ( as of June 30, 1978) and so aze still not

working at full capacity as health agents.
 

Twenty-seven health agents were trained at the Les Cayes Regional
HOspital from August 8 to November 
 11, 1977 for the SouthemRegion.

They received official notice of employment late in the mnth of

April so tl .y really did not begin work until close 
to May 1.These health agents received their idical bags and supplies onJune 30. Most health agents did not work until they received
notification of their employment, although one health agent said that
he bought medical supplies upon completion of the training program

so that hh could treat persons. He sold the medicines to those

treated in order to cover his costs. 

2. Comarison of Program Development 

The tw pilot projects have marked differences in their implementation scheme. These differences are in their ecological design,

suppott systems and social orgqanization. The following detailed
description will explain these differences followed by a list ofreccmnendations of which project components are most appropriate for
the national development of the PIDS. 

a. Ecological Factors: 

The socio-ecological arrangements of the dispensary healthagent units differ with respect to proximity to regional center,competition with other disxmsaries, and concentration of activities,
For example, the proximity to regional center is greater in the Norththan in the South. In the North, agents are placed in a semi-circlearound Cap-Haitjen and have relative ease due to regular transportationfacilities in goinq ito Cap-Haitien to attend meetings and returning to theirh[res that day. In the South, health agents are more spread out in a linebordering the mahn road" they have considerable difficulty attending
a regional meeting and returning to their hPmes in one day due to the
lack of regular and reliable transportation. 

A second ecological difference is that the relationship betweenthe private ( mixed) and public dispensaries ranges from symbiotic inthe South b competitive in the North, In the North, nearly
all health agents are assigned to public dispensaries ( 7 out of 8dispensaries are public) with the exception of one Catholic 
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dispensary, where both an auxiliary nurse and a Catholic nun are
present. 
In the South, six out of the eight dispensaries are Catholic
(i.e., mixed, Catholic-public). 
 Two of these six dispensaries
have orL1.y a Catholic nun present. The intention in the North is 
 toincrease utilization of public dispensaries, whereas the emphasis
in the South is to use whichever dispensaxy the health agent prefers,Privat( dispensaries are reputed to be better supplied, betterequipped and more receptive 
to ppor clients than public.'dispensaries,
(The health agent, however, must remain consistent in his/her
attachment to the dispensary selected.)
 

The third ecological difference lies in the concentration/deoncentration of health activities. 
Tn the North, health agents work one
day a month at a dispensary and refd- clients to that particulardispensary. 
If their clients are being discouraged by the delay,
health agents may accompany theni to tle dispensary to assure
service. 
 In the South, the health agent usually does not work at a
dispensary nor does he/she refer clients to any one dispensary,
Instructions to health agents by the regional staff are that theclient has the right to decide which disrxnsary to seek health care, 

b. Activities
 

Differences also exist in number and detail of activitiesexpected of health agents. In the North, health agents engagethe following activities: lyxue visits, matron 
in 

( midwife) recruitment,announcement of mobile clinics, client referrals, health meetingsat markets and in other places. Hcmie visits include basic healthinstruction in prevention, especially environmental and personal
sanitation and family planning. Some Emphasis is given to latrineconstruction but more Emphasis is placed on potable water ( andboiling water ) due to a recent -typhoid outbreak. The family planninginstruction includes explanantion of the use of condoms, contraceptive
pills and foam. Condons are handed out during hane visits or on

demand. 

Contraceptive pills can only be resupplied ( up to three months)to %unen after they have been initially checked by the auxiliarynurse for possible physical difficulties. 
During home visits, health
agents also conduct nutrition and infant child care instruction using
a health book supplied by the Division of Family Hygiene. They also handout referral cards to anyone who is pregnant, being recruited for matron programs, desires biz-hh control 
pills, has children with signs of
malnutrition or diarrhea, is ill 
- regardless of severity of the illness,
Matron recruitment consists of encouraging persons who are traditional
midwives and persons interested in bemcaing midwives to attend a specialmidwife training session at dispensaries. Agents have been encouraged
 



Annex 
Page 
Exhibit 

r 
V 
of SR 
'i 

-6 - Page 6 of 57 

to recruit at least 13. One agent has already recruited 8 persons.
The number of home visits per day expected of health agents is 3. 

Health agents also are urged to go to market days in their areas 
to prarrote health activities, engage in consultations and refer 
clients to dispensaries. They may also perform injections if the 
client brings the syringe, needle, and medicine. They must do this 
free of charge. No primary treatment has been administered by 
health agents in the North since they have not yet received medicines, 

The South has a slightly different emphasis on activities, Home 
visits are similarly the primary activity. However, the emphasis
in these visits is more the prcmotion of environmental sanitation, 
vaccinations and child care than client referral, matron recruitnent 
and family planning. The emphasis in tle envirormental sanitation 
program is latrine construction, since the Sanitary Officer program
in the South has been very active in manufacturing latrine pipes
and sells thei for $6 cash of $7 on time. The latter has been a 
rather profiLtable program for these officers and is encouraged by
the Regional. staff. One of tlhe major purposes of hcme visits since 
the begiminq of the program has been to count the number of houses 
in the health agent ' zones so that SNEM calculations could be. 
updatel to design vAr~e health The njmber of hamrkable zones, 
visits per day expected of health agents in the South is 15. 

Various meth-ods of fatily planning have been ixstructed by health 
agents--including foam, cordcvs, contraceptive pills, IUDs, However, 
at the regional meeting, hean.th agents were urged to limit their 
instruction to only those methods they could provide condcxas and 
to encourage orffmn ijnteres1ted in the others to visit a doctor. The 
health agents still d- not have condoms to hand out, however. In 
the South, also, an auxiliary cannot hand out contraceptive pills
unless a doctor has checked the wonan; she can hand out foam. 
Since irany agents work out of essentially Cahtolic dispensaries, 
the only real methdxl of bii.th control explained to wnen at dispen
saries 1 s the "rhythm method", and catholic nuns refuse to had out 
pills (), foam. The additional activities urged on health agents 
are the holdiiq of contruity health meetings and the treatment of 
minor illnesses, At the regional meeting, they were reprimanded
for holding meetings at markets because it was said that they
encroach on the responsibi lities and activities of sanitary officers. 
Health agents disagreed since they said sanitary officers spend
most of their time irspecting food and finding people rather than 
giving health education, but the instruction renained not to go to 
market clays. 

Primary treatment will begin with the eleven medicines and nine 
medical supplies given to health agents at the June 30, 1978 meeting. 
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The medicines and medical supplies included the following, aspirine,piperazine ( Antepar), multivitamines, sulfoguanil, serum buccal,esprit d'amnniaque, alcool, zephyran, antitussif (Pectoral des
Bebes), pczmade Ichtyolee, eau saline, thermrrretce, gaze, coton,
tige pour applicateur, seril-9re, aiguilles, carnet crayon, lamede gilette, savon lessive, bandage de gaze. 

. SYstem Development 

A difference between regions also exists in the various systemsdeveloped to support health agent tasks and to measure programperformance. The systems cnparc are the referral system, data gatheringsystem and supervision system. ( See Appendice II for examples of
existing system ccimponents).
 

The referral system is well designed and effectively used inthe North. It can be used to determine vhich health problems arereferred most often, from which localities, by whAcn, and when theyare referred. It only lacks one factor - the date of arrival ofthe cll,nt a, the dispensary. The system has bean designed asfollows: each health agent receives around 150 referral cards(already numbered) in three booklets of 50 each at a time. Thecards are filled out in duplicate with one part kept by healthagents, the other given to the client who turns it: in to thedispen-s-arv when he/she makes the visit. The forms are made of a
heavy Paper ard perforated to 
facilitate separation. Each cardspecifies the name and locality of tle client, purjx)se of referral,date handed out to the person, name of health agent and rame ofdispensary to w.Nin the client is referred. The health agents usethese referral cards in several ways: 

1) to prepare their monthLly reports: 

2) to determine which clients have gone to the dispensary, and 

3) to prepare a list of revisits to Make of clients in orderto determine why clients have not yet: gone to the dispensary. 

It was noted that on monthly workdays at the dispensary, healthagents use the referral cards to det:ermine Lheir clients receptivity.,Moreover , health agents were rep:orttd t. frequently acampanyclients to the dispensary with the referral card if they are not certainthe clU-Int will come on his/her own or that the client will receiveinmediate service. The degree of sophistication of the referralsystem and its relative successful use indicates the importanceassigned to it by the regional staff for measuring health agentperformance and program receptivity. 
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with only the name of the health agent on it. 
Each agent receives
fifty and is required to re-use them every month after retreiving
them from the local dispensaries at the end of each nonth. 
Health
agents are instructed to give these cards to clients if they need
to be referred to a dispeLsary but to not give them to clients whomight use dispensaries considerably distant from the health
agent's hume in order to miimize difficulties in retreiving the
referral cards.
 

If the health agent runs out of referral cards during the
month, it was recommended that he/she make return client visitsand pick u- referral ca-ds of those clients who have not yet used
them. The referral system is not r-v'rceived as a meansgathering Apr of dataa central focus of health agent activities inSouth. 5Rithcr, theit is devised as an incentive or reminder mechanirnto clients to go to a 
dispensary for health reasons.
 

The lataL gathdaring system are also different in each region.fn the Soutli, data are being gathered using two forms: a montily reportfvrm and a !-Kria- visit card. The purposedeternine of the monthly report is tosize of work zones al couverage capabilities of health agents.,As mentioned earlijeone of the primary activities of hcne visits iscount tothe number of houscs in his/her zone and record, the nimber ofvisits made per month.
 

At the regional me.tinl, it was e;ident that there was considerableconfusion on h"w to ctnjlefcfti these forms. Health agentsdid rot kow where to include revisits or ,whether the ;Lumber ofhouses counted should include all houses in the Lakoumeant or each lakouone hocuse. Variousj initerpretations were madi--by health agentsand use of these data fo:' ',.lnning should be limited. The home visitcard include the purlpose of tuhe visit (education, treatment, referrence),the sigprtaure of the health agent, and date of visit.
 
Health agents 
 cit th\-c problems with the hone visit card;the oaier used to construct thc-i is too light and fI m,;vand will be.early torn; not every cuse has a SNEM numberdifficult to so it isproerly identify each house, and the space isinsufficient to mark down specifically what assistance is given duringthe visit. Indeed, it was unclear fraxn the instructionswhether at the meetinghealth agents should simply check, which activitiesor specifically identify what was discussed. 

were performed
Each health agent was given
300 home visit cards and a 
box of tacks at the regional meeting


June 30, 1978.
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In the North, only referral cards and a 
monthly report form have
been developed for data-gathering purposes. 
THe health agent is
supposed to keep track of daily activities in a notebook and use
the notebook and referral cards to ccrplete a
report includes number of visits, number 
monthly report. The
 

of persons recruited formidwife and mothercraft training 
programs, number of wells and
latrines constructed, type of family planning accepted, and number
of specific illnesses treated. 
The latter has yet to be gathered
since health agents do not have medicines. Te form will be turnedin monthly to the assigned dispensary; however, the health agents
have brought them to the two mont)-v regional meeting of healthagents, auxiliaries, supervision Le-rn and regional staff. Theyexchange the report for their salary receipt. The major problemswith the monthly report form is thai: it does not provide a wayto detemnine the number of revisit- mde nor does it provide sufficientspace to determine 7-at illnesses are b-eing treated by health agents
other than those specified on the for-n. The design of these forms
results fran the interest of the regional staff in using te datarproram planning, detminingpriorit traini and .cetrainingnf-d, and measuring proram erformance. The regona. staff hasfound no probler in having health agents cxollect data accuratelyand is desirous of having health agents collect more. 

The third difference in system development is the establishmentof a supervisory system in the.North and the absence of one in the

South.
 

A mobile team of an auxiliary nurse, registered nurse and a
sanitary officer, consists the major supervision component, 
 withother cxmponent being the auxiliaries and regional staff. 
This
particular supervision tei has long experience in health activitiesin the North: ( The public health nurse and sanitary officer weretrained under an American funded Pot--Col6 program nearly 15 yearsago). The team's approach to -ural people, perceptions of difficulties in rural areas and ability to supervise gentl; yet firmly,make their contribution to health agent motivation anu performanceconsiderable. 
The anthropologist noted in field survey thatsupervision team is thehighly reslpectol by health agentsmodels and highly accepted by rural persons 
as role 

when they make hnevisits. The regional health advisors further remarked that theeffectiveness of the health agents is ircreased,in part, duetheir constant movement toin the countryside and their dedication.The temm engages in the following activities: visit health agentzones and prcmote health activities just as the health agent does;make visits with the health agents and observe their effectiveness;
perform demonstrations of activities in health prcrnition when thehealth agent is present; and visit each dispensary to check on
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equipnent and supplies and fill out a dispensary sueMvision form 
foz each visit.
 

The auxiliary staff in the North also supervises health agents.Their supervision occurs in their localities and atttheir dispensarywhere health agents work one day a month. 

In general, the auxiliary nurses see each health agent about 2-3times per irnth in a healh context. When the agent isproximity, the contact may be as high as 5-6 times, 
located in close 

The auxiliaries provide
support to the health agents by giving sce training, discussing problemcases, and providing information on the time and location of the mobile
clinic. Auxiliaries do not engage,as yet, 
in any formal evaluation
of the health agent's perfornance. Scme auxiliaries have also visibd
agents at their houses but they have 
not as yet accompanied them onhome visits.
 

Supervision is also undertaken at the month-ly regional ireeting
of the suxr.vision team, auxiliaries, 
 health agents, and regionalstaff. At this time, problemin are discussed and the supervisionteam gives refresher training. The monthly reports are exchangedfor salary receipt ( a(qents receive cash 
auxiliaries receive checks).
These meetings are parLcularly useful for handling administrativedetail, providing closer sD-ervision of the interaction between healthpersonnel-eslxially between aux.liary nurses and health agents wherecompetition has been observed - and reviewing the data gathering forms. 
The Soutl is only in the early stages of developing the supervision systen. The Les Cayes office does not seem to have the funzdsnor the hig-hly trained health personnel readily available to construct
a supervision team. 
Moreover, auxiliary nurses, have not received
supervision t-:aining. In the dispensary-health agent unit visited,for example, the auxiliary had not visited one of the health agents
and had visited the other only because the agent helps her at hermobile clinic. She had not given any supervision on norforms healthcare at the dispensary. It vrs apparent that the regional meetingwas the first ime ior nrost health agents that any onitorilig hadtaken place except perhaps when the Regional Staff encountered healthagents in non-supervisory field trips. Fairly open discussionstook place at this entiYcj. Prr.blenmLs

the followinr: "l%<i: salaries, too 
aired by health agents were

large a zone, needed improvenentin transportation, mixed receptivit by rural people, policingactivities of sanitary officers and unoooperative staff in Catholic dispensaries. Problfas aired by Regional Staff were errors in
filling cut monthly report, forms not meeting work standards, andinterfering with sanitary officex respondibilities. 
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3. Ccmparison of Training Program 

Both regions have followed the DSPP guidelines for health
 
agent training. ToLpics covered, hours per topic, and personnel

involved in training met all DSPP standards, The training programs

differed, however, in type of practical training and 
 kground of

personnel involved in the trainiing program. The factors may bontri
bute to the quality of perfonmmce of health agents in each region.
 

The following format was followed inthe training of health agents
in the North .
 

Theoretical Training: 2 Iectures per day; one-two persons

lecturing on each topic. Mimeographed notes were handed out ini French, 

Practical Training: practice in fandly planning demonstrations
and injections at training center: visits toqether to the camiunities

of each health agent ( 28 conmrlmties); visitq to the seven dispensaries

out of which agents would work; hyine visits with the public health

instructdrs; meetings with cainuxiLy xmtn>ers to practice giving 
a 
health meetings.
 

Instructors in the training programn were varied, but thegreater proportion of instruction was carried out by three persons, These
 
persons later became the supervision te. for the health agents.
As mentioned earlier these prxsons had werked in rural health for nearly
15 years and kncw well how to effectively ccninuicate ideas
and knowledge about healtJ pranotion and prevention. The fact that
these instructors later became health- agent supervisocs probably

adds to the health agent receptivity of their -dec-lsi-on and a6vice
 
when in the field.
 

The comunity visits by all student health agents were foundto be especially effective. E9veryone wanted to see where everyone
lived after being together for 2-3 m nths. Moreover, each wanted
 
to compare his/her ccmunity problems with Jnose of the other healthagents. rTe visits also became axtremely relevant for future work
activities of agents. On the visits, local problems were discussed
and advice was given on what work needs to be carried out by both 
the instructors and other health agents.
 

In the South, most all triining activities occured at the LesCayes Regional Hospital or in nelxbv localities. The instructors
included: 2 registered nurses, an auxiliary nurse, 1 educator ( on
ccmmnity development) 1 member of the Red Cross, 1 auxiliary nutri
tionist, and 1 doctor. 
Since treatments were not sophisticated, it was
 
not considered appropriate to have many doctors involved in the
 
program. Both health agents mentioned the cxxmmniity development
instructor as particularly good.
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method of instruction on treatment was 
The
 

memorization. 

Practical traininjg: practicing injections and personal hygiene
with a baby do at E-etraining center; 
visits to nutrition centers
in the Les Cayes area; and visits to homes with ccamunity agents
near Cayes in groups of 4-6 student health agents. No practical
training was given in the local areas of the health agents. 

For example, an instructor uses a blacboard or other visual
aids to demonstrate illness and 
treatment; he/she repeats several
times what is being treated arid the 
arrount of doses of medicine.Health agents repeat back in unison the illness and the propernumber of doses for treatment. When th-?: instructor assesses thatthe health agents understand the treatment and all have repeated

back the instruction crrectly, the lesson is over.
 

A short quiz on health knowledge revealed that basic healthknowledge has been retained after nearly nine months out of thetraining. Moreo)ver, the method used to identify illnesses is the"symptcn menetlo d". It was Erident by the type of responses thatspecial mphasis was given to providing contradictory knowledge totraditional uatses of illnesses. Illnesses identifiefl easily byall agents were childhood diarrhea, fever with diarrhea, and fever.Malnutrition was also idetified but responses varied in the numberof signs or 
two 

severity of nutrition that could be identified.
questions most frequeitly missed were 

The 
childhood tuberculosis( except by the lhalth agent who said tuberculosis was present


her zone) and vitxidn A deficiency. 
in
 

Everone knows correctly and without hesitation answers tofamily planing questions. The questions that had insufficient informationto detemine an illness received mixed answers-- most did not know

how to handle the question.
 

There is consideable interest in the North in improving the
trainirj progrmn, especialiy the methodology 
used for treatment andillness identfication. In the South, the agents have not been inplace long er.ugh to note whether training modifications are needed.The Cap-Haitien regional staff is currently discussing the possibility of collecting N.-seline data aas task of the training program.These data would 1xe used throughout the program to teach about
illnesses, caiL-xus of illnesses, childcare and family planning.Their t1-Tughts are that discussing technical aspects by drawinganalogies and cases frmn areas familiar to the health agents wouldincrease their nhtnation and motivation to learn about technicalaspects. The regional staff also noted that group discussions ratherthat lectures are more effective in teaching health agents and that 
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more training can be given in field practicals than in a classroan
 
situation.
 

Interviews with health agents about their training programther supports these Modifications. There 
fur

was relatively littleexcitement expressed about their technical training and much morerecall of practical training. The najoi: areas of training recalledwhere those on ccrmunity development methxls and family planning.Indeed, in the North, when agents were asked what they rennberedfrom their training program, resrnonses were the discussions on
cormunication skills by the supe'ivisory team, discussion by anONAAC official on ccminunity deve-lo~mient, anrd a presentation by anutritionist on r.-v sources of food. 'T11e sessions given by doctorson anatomy and adult illnesses were not well recalled nor did they
seem very relevant to health 
ageits . 

In summary, training guidelines set out by the DSPP are adequatefor allocation of hours arn corntent of training program.weakest part of the trainim ranui.. se.nps to 
The 

be the methodologyused to impart health knowladge. The training program needs furtherstucture so that technical aspects are not nemnorized but understood.Training also needs to include noi-e practical sessions in areas of
the health agent's zones so 
thet the training has nore direct

relevance to his/her future work.
 

4. Ccinpexison of Selcction of Candidates 

The DSPP guidelines were follcrved both in tha North andSouath for health agent selection. The better candiclates were foundnot to be those recommended by the local community councils
those recorended by auxiliaries or local priests. The DSPP 
but
 
selection exam was performed in both regions with only those candidateswho received a passing score enterincj the program. The process ofcandidate selection varied by region. Because the difference maybe a factor that contributes to regional program performance, theprocesses will be briefly elaborated followed by a summary of socialcharacteristics of health agents in the South. Similar data werenot retreived in the North to make a comparison candidateon selection. Of the total number of ac its in the North, there are 11 males and 

17 females. 

a. Process of Selection 

In the North the process of selection was the following:first, announcenents were made on the local Health Program held bythe Sanitary Officer every Friday afternoon about the institution 
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of a rural health-program and the .hiealth agent, concept. Next,
the DSPP ( Regional Staff) team went into different areas and talked
 
to local leaders, nurses and coimunity councils about the program

and asked them for recmmendations ,$rcandidates. Any candidate 
interested in the program was then asked ( via the radio program)

to go to Cap-Haitien for further program explanation. When the
 
candidates arrived in Cap-Haitian they were given an oral test
 
separately then asked to speak in front of a group of candidates.
 
They were also not inmediatley told of their selection. Instead 
on the following week's health program an announcement was made of
 
which candidates were selected 
and from which ccrumaities. Those 
selected were asked to go to Cap-Haitien to attend the training
 
program. Candidates were not told that there was a salary attached 
to the work during the whole process. 

In the South an announicaent of the health agent program was 
also made on the local radio station; however, the announcement 
mentioned that it was a salaried positlion, When the regional

director and nuirse visitel various dispensaries and cCrmunity leaders
 
to further elahorate on the program, they also reaffirmed this. 
Interested candidates were asked to go to Au Cayes for a meeting
with the Regional Director. Some came with and without letters from
their coumunity concils, local auxiliaries and local priests.
The DSPP exam was adnatiistered in the Regional director's office,
graded on its completion, and the candidate was noted of his 
acceptance icr ro-je.ti(n immediately. Sometimes several candidates 
were ianedvit - and tested together in the director's office with 
only onxe candidate beii-ig selected. There was no radio announcement 
of which candidates were selected nor frcm which places, as in
 
Cap-Haitien. 
In fact, it was only this past June that a more detai
led explanation of the program was given on the local radio station 
by the Regiona]. Director and Nurse since they oonsidered the program 
as really only becrinni ng when health agents received medicines. 

ti, 1l0 ,. oth carefully identified program activii L": 
ties, the names and locations of health agents, and their scope of 
work. It was aophasized the program that all treatment,on including
inections, were to be performed free by health agents. 

Hernce, th1_Y
process of selection of health agents differed in
 
terms of arqJhasis of the program streesed to both candidates and
lients and the recognition or reward system used to motivate health 

igent performnance. In Cap-Haitien, the enphasis was on 
xmnunity involvmnent, with gradual introduction of the health 
igent program to the region. The key motivation techniques were 
to identify persons and program on the radio, and inspire dedication
 
n community development. 
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In Les Cayes, the Emphasis was on treatment with a rapid introduction of the program to the local people. The key motivation
techniques used in the South were salary and direct links with the

DSPP.
 

b. Characteristics of Candidates
 

The following table pir: .ides a summary of general characteristics 
of health agents selected for the Les Cayes region.
 

The candidates are nearly equal in number of males and
females selected ( 14 and 13, respatively). Females on the average
5 years younger, are almost exclusively residents of their place
of birth and single .
 Nearly haif of the females identified their
previous occupation as seamstress although two had previous medicalexperience either as an auxiliary aide or a qualified midwife.
Male candidates have ligsh't3 y
a lower educational status than the
females, with fewer of them receivhirj the CEP ( primary school
certificate). 
 About half of the males are farmers with only one of them
receiving prelous medical training. 
Like female candidates, most
are single and live in their locality of birth,
 
Table I. General-ChracteristIcs of HealthAPjents;
 

LasCayes 1978-

Sccial Characteristics General 
 Males Females Tot
 
Average Age 
 30.6 
 27.9
Ave. No. yrs. education 25.4 


5.6
Ave. No. dependents 
5.2 5.4
 
5.5 
 7.4 
 6.5
Ave No. Children 
 2.2 
 1.1 
 1.6
 

Residence
 
Place of birth 

Other 9 13 22
 

4 
 1 
 5
Marital Status
 
Married
Place 5 3 8
 

1
Single 1 2
 
9
Separated 7 16
 

0 
 1 
 1
FormerOccupation

Agriculture 
Trades person 

10 
0 

2 12 
6Medical Work 6
 

1 
 2 
 3
None 

2 
 4 
 6
Total: 

IT 
 4 
Source: Regional Bureau files of Health Agent Candidate Interview
 

Schedules.
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The number of dependents mentioned by males and
high, but difficult to interpret. It is unclear if 

females tends 
persons iden

to be 
tified dependents as members of the family that they would supportor supplied the number of persons in their household. 

Data f-r the interview schedules also indicate that more thanhalf of the candidates had previous experience in bandaging and nearlyhalf had performed injections. One male, for example had extensivemedical eperience helping his wife who is an auxiliary. It maybe that cundidates interested in health agent work were those whoformerly performed health services as a secondary occupation (e.g.as charlatans) and were particularly desimvus of improving the
quality of their services. 

d. Conclusion 

There are several marked differences betqeen regions inecological and social organizational development of 
the 

the pilot programs.They types of activities performed are similar and in accord wththe guidelines established by the DSPP. Indeed, in both regionsthe concentration of activities is on the following: 1) educationand promotion of modern health care, envirornental sanitation, vaccinationsfor pregnant wcmen; 2) home visits and community meetings; 3) clientreferrals; and 4) family planning. The methods of carrying out theseactivities differ, nevertheless, in their emphasis, logistical support,and regional planning of short term and long term gains. It is evidentthat regional differences in geography, infrastructure and past experiencein health problems have contributed to the difference in institutional 
development. 

5. Sumnar Recom-mendations 

Based on the initial pilot health agent programs, the following
reccmendations are made for the development of the RHDS. 

a. With respect to Program identifieation, it is recommendedthat extensive use of the local radio programs be used to praomteand explain the health agent program before, during, and after
training of health agents. 

b. With respect to Candidate selection, it is recommended thatcandidates not be told initially that a salary is attached to thehealth agent position; moreover, that candidates be selected
primarily for their interest in preventive health rather than
curative health care. 
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c. With respect to trainig health agents, it isthat more practical training recommended-e e5ophasi zed and the practical trainingtake place in the zones of the health agents rather that an areanot relevant to any health agent experience. Furthermore, itrecommended isthat the methodology used for identifying diseases,
human anatomy and adult disorders be based 
on qroup discussions,role playing and other exercises, 

d. With respect to data gathering, it is recommendedbe uniform for the whole country and that forms 
Futhermore, not left to regional direction.that careful instruction be given to health agents onhow to complete them with frc&ueiL refresher training.it is recommended Moreover,that the data be used to instruct health agentsso that their concern is rot -)llecdr statistics to get paid butto help them undersdand 
ended tleir local health problems. It is recommthat home visit cards as developed
as a means to identify h-ne visits made 

in the South be used nationally
and purpose of visit. 

An improvenent in L-eir constructionas a special number given is necessary as wellfor ea 1.i card. These cards should prove usefulto health agents in identifying when and what topics were coveredprevious visits and proi'.ide t-an with guidance 
in 

on coverageof their zones. 

e. With respect Lo referral objectives, thatit is recommededthe type of referral card booklets designed by the Northern regionalstaff be used nationally. It is futzther reommended that therefe ;al cards be dated when they are turned into the dispensary.These cards are an excellent source of data on client receptivityto mdern health card and cultural timing of initial healthIt is reoarmended treatnent.these characteristics be studied using the referralsystem. 

f. With respect to sulpervi.sion,supervision teams be it is recaunended thatformed u-sing-he Northiern pilot programSupervisory responsibilities as the model.for health prevention and promotionrecommended areas the responsiijlities of the. supervision team withsupervisory responsibilities of the i:reporting and technical, curative care 
, m,%t2ata gatliering,

be the responsibilities of theauxiliaries. It is reccimmended 
system be developed to insutre 

that a well developed supervision
nonessential data gathering,notivation and proper treatment,temporary refresher training, whenever necessary. 
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g. With respect to relationships between public and privatedispensaries, it is recmiened that the DSPP take stronger controlmeasures of activities carried out in dispensaries to which healthagents are attached.
 

In whichever dispensary, health agents 
should be allowed toresupply clients with contraceptive pills and condoms and auxiliaries shobe allowed to instruct on birth control measuresmethod. It is other than the rhythmreccnTnended that a non-religious auxiliary nurse beassigned to each of religious dispensaries toto clients. insure total servicesFurthermore, it is recomended that public dispensariesbe developed not in 

but 

ccipetition with private ( mixed) dispensaries
as a viable alternative to private dispensaries. 

h. With respect to activities performed, it is reccnmendedhealth agents be thatassured a las-pply of medicines and medicalsupplies so that one of their primary activities can be carried out.Morecvcr, it is recorended that health agents receive some technicalassistance of financial assistance for encouraging preventive h-ealthcare investments, such as latrine construction. 

i. With respect to family plannin it is recomended that theVcontinue to pranote various family methods and explain carefullythe relative merits of each. 

j. With respect ty) coverage, it is recommendedconstruction of healLh agent 
that More careful 

zones be achieved, ,that zones not bebased on SNEM estimates, but on estimates based also on initial datacollection. Moreover, it is reccmmended
covered per day be 

that the number of "1ouses no less than three unless exceptional circumstances prevail. However, it is reccnmended that the number ofcovered housesshould depend on loca conditions and the discoetion of thehealth agent rather thian standardized estimates. 

C. Cn0MUNITYHELTH PROGRAM OF ALBERT SCHWEITZER HOSPITAL
 

Five ccninunity 
 health programs have been established at theAlbert Schweitzer Hospital at Deschapelles. They areClinics, InmunizationTuberculosis Rest Centers, Demography and Family PlanningRegister, Nutritional Centers and Sanitary Agents. The NutritionalCenters Ihave been c(osed for about nine months due to problems offox3. distribution and high cost-benefit ratios. The sanitary agentprogram to work out of a dispensary was initiated infollowing brief description of the existing programs 
June 1978. The 
should provide 
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insight into the viability of jitroducing ommunity health programs 

to 	increase rural health delivery in Haiti, 

1. Inmunization Clinics 

Iinization clinics consist of 2 teams: a large team of 
14 persons who go out nearly every day to perform imunizations at 
markets and a small census track team, of 2 hospital personnel ( one 
a nurse) and 2 or more volunteers who perform local imnunizations,. 
The purposes of these clinics are four: 

1. Imnunize all wonen ( whether pregnant or not) against 
tetanus and DDP
 

2. Weight babies and check their " Road to Health" cards 

3. Take blood pressure, and 

4. Educate on health prevention 

The best volunteers have been found to be selected from their 
local ccmmunities for their interest and willingness to work. 
Volunteers are paid $1 per day. 

Their work activities vary, depending on their previous clinic 
experience. Initially volunteers spread information on day time 
and place of the clinic' then gradually they work up to checking 
vaccination cards, weighing children ( by weighing mother and child 
and subtracting mother's weight), rescheduling visits or even 
giving immunizations. Volunteers are evaluated informally. If 

they are found to work well, they are encouraged to work again for 
the team, some are then selected to be regulars on the team. These 
regulars have never earnd nre than $40 per nonth. Merit Salary 
increases are given every ctober. 

Three observations about program effectiveness were noted 
by the cammnity Health director

1. Literate men between 20-40 years are better workers in 
running about the countryside annonncing the time and 
place of the clinic than wrnen. Literate wamen tend 
to walk less and work more effectively at " sit-down" 
jobs.
 

need to know how to read and write creole2. 	 Volunteers 
( all forms are in Creole, Ffench is not expected nor 
encouraged to be used by advisors) Acceptance and 
increased understanding on the part of volunteers 
and persons served seem to result from the exclusive 
use of Creole. 
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3.Teams never go out unless they have sufIficient serum tomeet the demand. Frcn experience, it was found that ifthere were an inadequate supply, clients unable to beserved became disappointed with the sarvice and -wefore resistant to receivirJ aid on next contact. 

2. Tuberculosis Rest Centers
 

The tuberculosis case finding and treatment program consists of
two activities. 
The first is supervised therapy at yillage centers
or isolated ,reas* the second is volunteer casegathering sputun in boxes and bringing 
.finc ing through

it to the hospital for testingor perforning PPD skin tests. 

The usage of rest centers is very low ( around 3%) and said tobe due to thle family or agricultural responsibilities of personsneedingr extendcd rest pericds. Furthermore, those who receivereferral slips go infrequently to the rest areas. 
The major reasons
for low referral are the client cannot read the slip, does notunderstand its mreanirq, or simply sbores the slips, in his/her
box of " important " papers. It was foundexplain that only when volunteers 
i~1m thle referral slips to renind ersons tgos c tion~results. t center that,o c!ie
 

The effectiveness of this proTzam also his beeni foundthe I-ring of "foluntcer--s to go to lie without to the rural areaspersons who have not and look forcreme 
in for medical attention ar give than skintests or sputu box service. It is bringing the service to the cl ent
rather than waiting for the client todecreased ccme forthe sericet=L hast!J7numbeof tulbrculosis casesin the
the corrnithHealthdirector. 

area acordir to 

3. TheDegrap Iy Register and Family Panninq Proramn
 
The dcrography register reports vital 
rates and basis denographic

data.. 

Three registers were developed
ocmmunity health office, 

( birth, death and migration) in theand data were obtained frya 1968-1978. 
The household register forms included the following data:
 

- Name
 
- birth monthi 
 and year based on birth certificate or events 
calendar
 

- sex
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- marital status and order of union determination- role in the household, giving attelltion to relationship ofindividual to head of the household
 
- occupation
 
- number of years/cmplete schooling
 
- Hospital number 
- Service Santd number ( an identification numberassigned to each chi7,1 under the age of six linking him 

to his mother) 

These data were gathered by voluntary collaborators whoassigned to approximately 500 pe'sons were
( or 100 families). They wererecruited locally and had previous experience in community developmentprograms. The field-workars a siipervisbr for every twohad

workers to assign house.- and be available to answer questions, 

The selection criteria for [the field workers were: 

- able to read and write
 
- capable of completing a 
simple questionnaire 
- known and respected in the ncynunity

- inte ested in collaborating with 
 J- ha.L] h outreach program- chosen or at least mentioned by local canaunity leaders 

It was found that these selection criteria were adequate, Indeed,field workers, in less tJili one week's training wereof filling out not only capablethe register bit were able to give Tsore informationeach family than was onrejired. Moreover, the more the field workerworked in his own area, the more accurate the register*( Berggren,Berggren and Ewbank, Ibid., section II, p.131 An older wnman famii'rwith the history of the region was also hired to help with agedetermjintion problems(Op. Cit., section II, p. 14) 

While this register has beccae an in4portant part of analyzing
the fertility and infant iirtali.ty ratys and sex differentials in
mortality, the data have 
according 

little utility for commnity health planning,to the director. Indeed, questions wereor no asked on nutritionillnesses - information which could be used for measuring programperformance ( other than neo-natal tetanus vaccinations) andplanning of future health care programs. 

The family planning program is limited to discussions byobstetrician and antwo aides at the Albert Schweitzer Hospital. They 

http:iirtali.ty
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provide information on different birth control methods and their
relative costs, These discussions are held under the big tree in
the hospital court yard, and have not been part of a camulntyoutreach program. The methods mostly discussed are IUD's, condomsand contraceptive pills. The hospital has found that rne of thesemethods has been readily accepted. One explanation given as to whywnen have not been accepting the pill is that woen must return tothe hospital every month to resupplied. Each hospital visitregardless of service costs ffl ( 5 Gourdes) , which is expensive tomany. The hospital is experimenting with handi-ng out free pillsto determine if the hospital fee is the major reason for non-acceptance, 

4. Sanita, Agent-Dispensary Program 

The health agent program is just beginning. It is being developedon a small scale ( one dispensary only) in order to test out theconcept and work out potential pnoblems.
 

The program was 
 initiated with the following methodology. Firsta fisit was made by a medical team and sane hospital workers to avillage which has a functioning ccmiunity council. In the visit,
the residents were asked: 

a) what ey wanted
 

b) how they could attain it
 

c) what they ( the team)could do to help.
 

The response was that they wanted a dispensary, were willingto supply labor, materials ( wood, stones, roofing material) and wouldprovide a central location for its construction. The hospital teamreturned with support of cement, nails and materials that neededpurchase in Port-au-Prince. It took four months to construct thedispensary frcm the date the medical team approached the community. 

The location of the dispensary is part of an overall regionaldesign to build dispensaries around the hospital in a walking orriding path toward the hospital, The dispensary plan is also designedto be geographically spaced so that it is grouped around villagesand in a downward focal point from mountainous localities (villages). 

Four sanitary agents work out of the dispensary. They are maleswho have previously worked as volunteers in immunization clinics andhave been trained up to performing injections. They were trainedmostly by watchirj doctors and nurses perform tasks, but they alsoreceived considerable training in their previous hospital experience.The characteristics used to select agents were that they are: 
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2)	respected for their work effort and competency 
by corminity members and 

3) 	 tzusted by both the auxiliary nurse in the dispensary,
the ocununity health director, and the local 
people. 

The work assignment of the Banitary agents is the following:
 

prcmote health educaiton, especially envirornental 
sanitation 

- improve nutritioa2 status by talking about dietary
habits and handl ing out beans from hospital harvests 

- refer cases to die dispensary and hospital and 
identify what problens are being referred 

- screen cases to determine those who are hoap-ound
(i.e. so sick they cannot ccne to the dispensary orhospital) or who need more immediate treatment. 

- provide confidence in the modern health care services 
provided in the area. 

The sanitary agents will not be allowed to deliver medicines norprovide primary treat-enit initially. The director felt thesetasks could be gradually achieved without any problens. 

The Sanitary agent program will begin slowly because oflimited funds and recalcitrance by the grant foundations to fund such
a project. Hence, in the beginning, Sanitary agents will work cnly
one day a week and gradually work up to a 
full six day week. Their
salary will be anywhere from $5-10 / week depending on their previous
experiences in health work, and number of work days. The agentswill be closely supervised. A supervision plan is rnt totallycompleted since the nunber of work days is not fixed. A suggestedschedule was that if a sanitary agent works one day a week, hewill be supervised every two weeks; if he works six days a week, hewill supervised once a week. Supervision as frequently as possible was
recmended by the ccnnunity Health Director. 

The further training of health agents and construction of anotherdispensary will not begin until probably Septenber, 1978, or when same reliable evaluation of the new program takes place. 

5. Conclusion 

The co nunity health program of the Albert Schweitzer Hospitalhas several program components applicable to the development of the 
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RHDS. The first is that local persons can and have been demonstratedto be used effectively in delivering health prcmotion, achievingreferral tasks, administering health duties, and collecting baselinedata. Secondly the health programs have dercnstrated the needperform outreach tasks in order to 
to improve h-alth status andservicing of rural people.
 

Finally, 
 the health programs note the movenent in Haitiparaprofessional dispensary units as 
to use 

a means to improve healthactivi 'ies and as an alternative to establishing health programsdirectly associated with hospitals or with highly trained medicalpersonnel. 

6. Suwaary reccnmmendations 

a. It is recamended that literate women be more carefully

interviewed 
 than literate males for the position as health agentsince they may be less likely than males to walk around daily toprowte health care without some form of transpottation. 

b. It is recommended that all forms and trainim notes bewritten in Creole ( not necessarily exclusively) to fcitate directcalmunication between health personnel and client population. 

c. It is reccmended that continual resupply of medicinesbe available to health agents so that seldm health agent Willa
be able to treat a person for lack of insufficient medicines. 
not
 

d. It is recommend that referral cards be explained clearlyto clients and emphasized as a 
than 

tia e-tfor improved heath care ratheras valuable paper to be stored. 

e. It is reccrwended 
which that baseline data collection include datacan improve health programming and not data whose primary benefitsare statistical reporting of pupulation characteristics and
vital events. 

f. It is reocr)ended that close field sureision beundertaken when baseline data are ota ued and ocal personsgo around on be hired to vsurvey s to facilitate recall of vital events and improve
age reporting. 

g. It is also recommended to use local persons in datacollection to increase its accuracy. 
1h It is recomended that contraceptive pill acceptors beresupplied at a 

month in order 
woman's house rather than at the dispensaiy everyto decrease transportation and other costs which may beincurred for resupDlv at a di -na, 
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i. It is recanended that careful geographical

planning of health centers had dispensaries be undertaken to facilitate
the assessibility of care to the local population and increase the

focal point of dispensary health agent units.
 

J.. It is recunmended that health agents be selected move

for their previous omunity development experience and abilityto
gain trust frcm local persons and dispensary staff than for their
 
age and marital status characteristics.
 

k.. It is recammended that close supervisdin be developedin the initial stages of proam development in order to evaluate which
activities health agents are capable of doing and which activities they 
can be taught " on the job "
 

D. INIEGRATED PP)JEC FOR PUBLIC ANDHEALTH POPUIATION AT PETIT 
GOAVE 

The Integrated Project for Public Health andPopulation at
Petit Goave is a program of the Division of Family Hygiene (A

Bureau in the Departnent of public Health and Population). It is
designed to provide health services to a rural population in

southern Haiti. 
The mrvice area is divided into three
 
district regions each with a population of approximtely 10,000 and
each receiving a different level of health services ( as described
 
below). 

The three levels of service were designed to provide the DHF with
 
a 
basis for comparing the relative effectiveness of different
 
intensities of service delivery.
 

The project is not scleduled for completion until Decmrber 1978
 so the final analysis of the data has not been made. 
However, in
terms of the acceptability to the rural population, the feasibility
of administration, andK the cost-effectiveness of each of the
approaches rnuch has already been learned. The lessons learned inPetit Goave by the Division of Family Hygiene have been applied

in the design of this system.
 

1. Project Design 

The low service area has one resident " cornunity collaborator" 
per 500 population serving on a 
part-time voluntary basis. His

function is one of animateur, assistant to the "ctrrunity agent"( described below). For each 2,000 population there is a ccrunity
agent who is a full-tim , health worker with a salary of $40 month. 
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HIts training consisted of a 4-week training seminar at the Division
of Family Hygiene. Regular supervisory meetings with other
ocinunity agents throughout the project life 
provide continuing onthe-job training. 
Hs duties include health information and education,
motivation and recruitment for the nobile team, health surveillance.
participation in community development activities, and registration

of vital events. Each five comunity agents have one
supervisor. The supervision wa indirect and direct methods of
supervision through checks on H3ine visit cards and the iterant
monthly schedule filled out by &-muinity agents. The community agent and
the ccmuiraty collaborators are responsible for personally inviting
each member of the population to come to the " 
ralley station" (a
location provided by the cormunity) for the tri-monthly visit of
the mobile team which is composed of one doctor and five medical
aides. 
Fach three months every child under five is weighed and
measured and his progressrregistered 
on a growth chart. Each
member of the population is immunized with inirniations recorded
 on a card which the person keeps. A system of "chits" allows
 a duplicate of this card to be maintained at the central office in
Petit-Goave. 
The doctor with the mobile team gives pre-natal
checkups to pregnant wren and worm treatment to children who need,it,
 

The medium service area has all of the above and also a
dispensary ( one per 10,000 population). The corimnity agents'
job expands Lo include referrals to the dispensary. In the high
service area the services are the same expept that the dispensaryis equipped to provide scme in-patient care as well. 
Family planning
activities in tJhe low service area are limited to the community
agents' haring out condoms to couples who want them. The agentsare resupplied at their regular supervisory meetings. In the other
two areas, the agents refer interested couples to the dispensaries.
 

Coverage figures for the project area indication that the program
has been well accepted by the population. As of 31 December 1976,
96% of the pxopulation underffour had received the full series of
DPT nimunization, 88% of the under six year olds had received BCG,
and 45 % of the under-fourteen year olds had received polx
immunizatLon. Although the time period covered is too short toestablish a Lrend, mortality rates appear to have responded favorably
to the increased availability of health services. 
Infant mortality
rates have been substantially affected by the virtual elimination
 
of neo-natbl tetanus. 

2. Sunrary 

The lessons learned by the DHF from the Petit Goave project
have aided in the design of the RHDS. The experience gained in
administration will be invaluable in the succesful implementation
 
of the current projects.
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Appendix I. Interview schedules used in Field Survey of Pilot Project. 

Basic areas questions are to cover 

1. 	 Selection criteria of agent. 

2. 	 Training in health and communication and primary health skills

of agent.
 

3. 	 Personal hygiene of agent and family. 

4. 	 Work Schedule of health agent. 

5. 	 Referal Practices of agent. 

6. 	 Supervision System by auxiliary nurse 	and cuiunity 

7. Ccmmunity recegivity of health agent.
 

Persons 
to be 	contacted for information 

1. 	 Regional health official 

2. 	 Auxiliary nurses. 

3. 	 Health -igent.
 

4. 	 Clients (patients) in their homes and a health agent's hame
with health agent present 

5. 	 Clients ( Patients) in their homes or around area without the healtl 
agent 	present. 

6. Commiunity leaders.
 

General Characteristics of the Comunity Health Agent
 

1. 	 Presence/absence of a school
 

2. 	 Water source
 

3. 	 Religious facilities.
 

4. 	 Conseil comunautair presence and activities 

5. 	 General state of housing 

6. 	 Prevalence of SNEM b. on houses. 
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7. Road conditions to get in and out of cumiunity 
8. 
 Distance in hours of walking fran dispensary (proximity of
dispensary).
 

9. Proximity to other privately-run health facilities
 

10. Awareness of presence of health agent by ccmmity members
 
a. How many persons did you ask if there was health agent in
 

the area?
 

b. How many had hear that there was one?
 

c. How many definitely knew there was one? 

11. Receptivity of community to health agent
 

a. How many persons knew what a health agent was?
 
b. For those who knew what one was, what was the general reaction?
 

c. 
For those who did not know what one was, what was the general
reaction after you explained " health agent "? 
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A. Background 

1. Sex
 

a) 	Male 

b) 	Female 

2. aft year were you born? 

3. 	 'at is your marital status?
 

a) How many current mates do you have?
 

b) How many mates have you ever had?
 

4. 	 How many children have you ever had?
 

a) How many children are still living?
 

5. 	 Were you born in this "habitation" ? Yes No
 

a) If not, were you born in the zone? Yes _ _
 

6. 	 Have you lived in this "habitation" during the last
 

5 years? Yes 
 NO 

7. 	Does your mother live in the zone? Yes No 

8. 	 Do you have an older sister wbo lives in the area? Yes
 

No
 

9. 	 How many years of school have you completed? 

a. Mhere did you go to school? 

10. 	What is your current religion?
 

a) 	Catholic - loa ( s~vi loa) 

b) 	 Catholic - franc 

c) 	Protestant 



11. Before you becaxm a health agent, what did you do? 
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12. Do 

a) 

you st-ill work in this ( Give occupation)? Yes. 

Are you hap)y about your new occupation? Wes 

13. Are yoi or Ihi\vt you Ql 

a. INVtomir Fnui lile 

Lebeen known as 
Yes Now 

a: 
Yes Before No 

b . lkmivo ,; 

14. M&" 

a. 

ave wu 

f1eI 

relatv. to t2e followi -prss 

Not relatell 

:tku 

? 

Dn-t )C'M, Relationshio 

. -ri'rt 
" N se-ITii 

9 
n.-vvu-.-taire-, 

C.r~~i~ ~A> .~ __3t__: 

NW Ie 



ANNEX V 
- 4 - £Page 31 of 58 

EXHIBIT 1Page 31 of 57 
B. Motivation and Attitudes towards Role 

1. How were you chosen a health agent? 

2. hy do you think you were chosen? 

3. Why did you want to became a health agent? 

4. When you first heard of the programs, what did you think? 

5. What do you think is the work of the Health Agent?_.. .. 

6. Why is this work important? 

7. If the Government were to stop this program, what would 

you do?__ 

8. Do you think your own life has changed since you received 

your dipl.na as a health agent? 

9. How do people around here feel about baving a Health Agent 

in the area? 

10. Have you izd any problens with people acdepting you as a 
Health Agent? 

a.) If yes, which type of person gives you the most problems? 

b.) What was the most ocumon problem you had? 

11. Who do you talk with mostly about health problems? 

12. What health problem is the most common one you have treated? 

13. Who do you think is more important to teach about health care? 

Women 
 Men
 

14. How important do you think are the following persons to work with? 
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Ical Healers Very important Jmportant Not important
 

Women 

Men 

Children
 

C. EDUCATIONAL TRAININ3
 

1. 	 Mhat did you do during your tralning program? 

2. 	 were there any problas which you wished you had learned to solve 
but did not during your triining :pr6-ram? 

3. 	 Mat do you thin is the most Important work you can perform? 

4 	 1bw imortant do you think it is to do the following activities? 

Very important Important Not important 

a. 	 to work with Dr. 
Feuillle
 

b. 	 to work against Dr.
 
Feuille
 

c. to 	work with hougan 

d. 	 to work with
 
Femme Sage
 

e. 	to work against

Femme Sage 

f. 	 to work against
 

Hougan
 

g. 	 to deliver babies 

h. 	 to hold local 
community health
 
meetings
 

X.to give out
 
aontraceptives
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J. J. To treat infections , 

k. 	To bandage perscns 

1. 	To hand out pills
 
against worms 

m. 	To hand out pills
 
against diarrhea 

n. 	 To teach water
 
sanitation
 

o. 	To teach food
 
preparation
 

p. 	 To teach personal 
Hygiene (toilet 
soap) 

q. 	 To refer patients to 
the 	dispensary
 

r. 	 To make reports to 
auxiliary nurses
 
on 	health problem 

5. Wha, are the major health problems you see frequently in your area?
 

Tuberculosis - Veneral disease Malaria Worms - - Diarrhea
 

Eye infections - Tetanous?
 

7. 	 What medicine is the most frequently used in the area? 

8. 	 Vhat did your teachers Emphasize were the most important services
 

you should do.
 

a. 	 Did you know ( him) them before you started working as an health 

agent? 

b. 	How welldid Vou know him? 

10. Can you tell me what you usually do during a 24 hour period? 
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E. IDDDLOGY 

I. General about diseases, etiology, diagnosis, treatment 

2. Traditional/modern systan hot/cold Medicine 

3. Birth control, plannir 

4. Referral 

5. If a client refuses to go the dispensary, what would you do? 

6. If a client refuses to see you, what would you do? 
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F. Knowledge/Health eliefs 

Hipothesis: 
 The greater the knowledge of preventive and 

curative modern (western) health practices by the health agent, 
the greater his effectiveness in delivering modern health care. 

1. If a woman comes to you with a small baby who is just
 

beginning to get teeth, and 
she says the baby has diarhea
 

frequently, 
what do you think might causd the diarrhea?
 

a). Mhat advice woucd you give 
to her? 

2. If a woman has just received contraceptive pills from the
 

dispensary and she comes to you 
to ask how many times a day
 

she has to take the pill, what would you tell her?
 

3. Another wcman has also received contraceptive pills bit
 
she has just begun to menstruate and doesn't know when 
 she should 

take the pill, she comes to you with the pills and asks you 

when to start, what would you tell her? 
a. Sometimas at the dispensary, the nurses give out jelly for
 
family planning. 
 One day, a woman with three children comes to you with 
the jelly and asks you how to use it. Mat advice would you give her? 

5. The other day, I was talking with an older man about preventing 
pregnancies and he gave me a condam. How many times can I use it
 

before I have 
 to throw it away?
 

a). 5hould 
 I use it with my wife?___ 

6. If a mother came to you and said her child seemed very afraid at 
night and would cry during his sleep, what would you tell the mother 

to do?
 

7. I have an eight-month old child ( show picture), le frequently 
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has diarrhea and cries a lot, do you have any suggestions on
 

what my wife and I can do?
 

8. My wife's sister's child frequently has diarrhea too.
 

But when the little girl has diarrhea she has a fever too.
 

Can you give me some advice that I could bring back to her?
 

9. Does a pregnant wcman have to be vaccinated? 

a. 	 If yes, what is she vaccinated against? 

b. 	 If yes, how many times? 

10. 	 If a woman were going to make same porridge and give it to her 

infant to eat, what should she do with the water? 

11. 	 Are there many children in the area that do not seem to play, 

eat 	or areunhappy? 

a. 	 If answer is yes, why do you think this is so? 

b. 	 If no, why do you think not 

12. 	 If a wcman brings you a child with a big ( swollen) belly, what 

might be wrong with the child? 

13. 	 If a child has difficulty breathing, eats food but doesn't seem 

to grow, and he seems to have the "grippe", what do you think might 

be wrong with the child?. 

14. 	 If a child doesn't play, his eyes are not shiny or bright and he 

dqesn't seem to see very well at night, what do you think might be 

wrong with the child? 
a. What would you suggest that the person do? 
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Hypothesis: Greater the toaccess supplies, the greater his
 

effectiveness in delivering care.
 

Hypothesis: The more regularly he is rewarded, the more motivated is 
the health agent.
 

Access to Supplies
 

1. Wat do you think is the best way to be supplied with medicine? 

2. Which supplies haveyou received since you 'save been working as a 
health agent? 

3. Which ones do you need more often? 
4. 44re do you get your medical supplies? 

5.Do you have to pay for any of the supplies when you receive them? 

a.) If so , for which ones? 

6.How do you get the supplies?
 

7. How often do you receive your supplies?
 

8. When you receive your supplies, how do you indicate that you have 
receive them? 

Salary Receipts 

9. Have you received a salary every month? 

l. How often do you receive your salary?
 

11. Who pays you?.
 

12. Where do you get paid?_ 
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13. Is your salary the amount you were told you would receive when you 

earned your diploma? 

a.) if your salary is not what you thought you would receive, why do yot 
think you have not received all of it? 

14. If you do not receive your salary this month, what will you do? 

15. Who is your supervisor? 

16. What does she (he) do when he (she) meets with you? 
17. How often in the last three months have you talked with her ( him) 

Supervision Observations 

18. If the supervisor is not the auxiliary nurse, has the auxiliary 

nurse friin the dispensary visited you?
 

6 Yes 
 No: 

19. Has any DSPP person visited you? Yes No
 

a). Who?
 

20. Has any officer of the Conseil Cacmnuautaire asked what you were 

doing? 

a. Did she ask what kinds of problems you might be having while working 

as a health agent? Yes no 

21. Has the " doctor feuille " visited you and asked about what you 

were doing? 

22. Has the Chef Section visited you? 

23. Has the Magistrat Ccmmunal visited you? 



12 ANNEX V 
Page 39 of 58EXHIBIT 1 

H. 	 WORK REIATED ACTIVITIES Page 39 of 57 

!!pothesis: The greater the role playing ( contact), the greater 

the effectiveness. 

Frequency of contact at Health Agent's -Home 
1. 	 How many times has a person fran far away came 	 to your house for 

aid?
 

2.How many times do persons from your ccxmunity cne to you?
 
3 . A what time of the day do they came?
 

( observation are there people going 
to 	the house for aid? 

Who: 	 males Females old young
 

Ereuency of contacts at home in areas
 

4. 	 How many hcm visits did you make last 	month? 

5. 	 Howm mapy hame visits did you make last week? 

6. 	Who do you usually find at home, whe- you make a hcme visit? 

7. 	 With whc do you usually talk about health care the most? 

young males Young females
 

Older males 
 Older females 

8. 	 How often do you go to a patient's house more han once?
 

Very often Sonetimes 
 Seldan 

Comunity Recognition and Involvement 

9. 	 Have you conducted a health meeting?
 

a). If yes, 
 how many meetings have you conducted ?
 
b). If yes, 
 how many persons attended the meetings?
 

c). 
 If 	 yes what did you talk about? 
10. Where do you keep your diploma? 
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a) Has anyone asked to see it? Yes 0
 
b) Who has asked to see it? 

ii. When you returned frm training, was there any special ineeting 

called of the conmmnity ? Yes No
 
a) 
 If yes, what was it like?_ 

b) If yes, did you liketliat ? Yes .No 
12. Are ( Is ) dWere any privately run dispensmaries (dispensary,) near 

you?) Yes No How rany? 
,if . 'lo you ,onfacLLe:.sos isi thLis d spensirv ','"ell you 

have h,-piLth prohlcmu- to solve? es: 
b. If yes, who are Le persons who work in the dispensary? 

13. Are there other health agents in the area ? Yes___No 

a. If yes, who trained them?
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III. Interview Schedule for the Auxiliary Nurses at the Dispensary 

Length of Service 

1. How long have you worked in this dispensary?, 

Supplies 

2. a) How do you receive your medical supplies?_____ 

b) How frequently do they arrive? 

Salary 

3. a) Do you receive your salary? Yes No 

b) If yes, how do you receive your salary? 

c) If yes, do you receive your salary every month? 

Yes 
 No 

d) How adequate do you thir k vc salary is? 

Very adequate: Adequate: Inadequate z 

4.Referrals
 

Do you receive referrals from health agents in your district? 

Yes No 

a) If no, why do you think no one has come?_ _ 

b) if yes, are they referred trn all of the heAlth agents 

in your district? Yes 

c if yes, how many referrals have you received in the last three 

months? 

d) If yes, what kinds of ailments did the referral cl ents 

suffer? 1 2 3 4 



5. 	Woere there .'rsons referred <; .,, by the health, agent that did noL 
come to tie cispeansary? Yes ____,_don' t know 

a) If yes, about how many__ 

b) if yes, what were the reporLed illnesses of these persQns? 

1 2 3 4 

6 	 Have you visited the health agent under your supervision at their 

home or in their ccmmunities? 

Yes 
 No
 

a. 
If yes, what was the major purpose of your visit.
 

Yes 
 No
 

1. 	to give training
 

2. 	 to evaluate his performance 

3. ibdistribute medical
 
supplies
 

4. To visit a sick person
 

5. 	 Other ( specify).... 

7. 	 Have you accxmpai.d any health agents on their hoe visits? 
Yes 

8. 	AI×lt nviyihC w health agents do you supervise? 

Freqiuency ofContact 

9. 	About hx)w often do you see a health agent per month?_ 

a) 	 at "i'-' .i.; :m:r, y _ b) at their house? 

c) 	 in their district?_ 

10. Have there been any meetings among all the health agents ( together) 

and the auxiliary nurses? 
Yes 	 ANNEX V 

no 
 Page 42 of 58
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a. If yes, who suggested that a meeting be held? 

b. If yes, what did you discuss most at the meeting_ 

c. If no, why have you not held a meeting? 

Agent Performance 

11. Among the health agents working out of your dispensary, 

who are iore successful than others?
 

Yes 
 go Don't know 

a. If yes, why do you think they are more sucessful? 

ANNEX V 
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12. 
 From your point of view, what is the purpose of training

health agents:
 

13. 
 Do you think the program is meeting its goal of improv

ing health care service?
 

Yes 
 No  _ Don't know
 
14. 
 Do you think there are any problems with this program?
 

Yes _ 
 No 
 Don't know
 

If yes, what suggestions can you make for possible

improvements?
 

Attitude Towards Training
 

15. 
 Would you like to receive more training?
 

Yes 
 No 
 Don't know
 
If yes, what kind of training would you like to receive?
 

Yes No
 
preventive health care
 

curative health care
 

family planning
 

record keeping
 

supervision
 

other (specify) 

Attitude Towards Dispensary
 

Very
 
Adequate 
 Adequate Inadequate
 

sanitary conditions
 

storage of supplies
 

number of supplies
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Adequate Adequate Inadequate 

chairs
 

tables 

number of patients
 
attending
 

record book(s)
 

living quarters
 

17. 
 Do you have any suggestions on how to improve the
 
dispensary?
 

Yes: 
 No:
 

If yes, what are 
they?
 

18. Has anyone from the regional bureau visited you in the 

last three months? 

Yes: 
 No:
 

a. 
If yes, who was it?
 

b. If yes, what did he 
(they) do?
 

19. 
 Has anyone else visited you to 
see if you were having
 

problems?
 

Yes: 
 No:
 

a. 
 If yes, who was 
it?
 

b. 
If yes, what did he (they) do?
 

Observation of interviewer:
 

How adequate are the following conditions of the dispensary?
 

Very
 
Adequate Adequate 
 Inadequate
 

Sanitation
 

Supply Storage
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Very 

Adequate Adequate Inadequate 

No. of Supplies 

Chairs 

Tables
 

No. of patients
 
attending
 

.Record/book(s)
 

Living quarters
 

IV. 
 Interview Schedule for Community Leaders (officers of conseil
communautaire, priests or ministers, school teachers, patrons,
local merchants)
 

1. 
Have you been visited last month by the health agent for
health reasons?
 

Yes: 
 No:
 
2. H1as 
the health agent asked you to organize a community


health meeting?
 

Yes: 
 No:
 

a. 
If yes, where was it held?
 
b. 
 If yes, about how many people came ?
 
c. 
If yes, what was 
the discussion about?
 

d. 
If yes, what were the points the health agent
emphasized?_
 

3. 
About how often does the auxiliary nurse visit the health
 

agent?
 

Very often: Sometimes: Seldom: Never: 
 Don't know:
 
4. 
About how often does the health agent receive supplies?
 

Very often: Sometimes: 
 Seldom: Never: Don't know:
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5. 
Was the health agent known in the community for his/

her "medical prowess" before his/her selection for
 
health training?
 

Yes: 
 No: 	 Don't know:
 

If yes, what was it that he/she was especially good

at curing?
 

6. 	Has anybody gone to the health agent if they have had
 
a high fever?
 

Yes: 
 No: 	 Don't know:
 

7. 	Has anybody gone to the health agent if their children
 
have had diarrhea for a long time?
 

Yes: 
 No: 	 Don't know:
 

8. How often last week did you see the health agent giving

medical aid at his/her house ?
 

9. 	How often last week did you see the health agent giving

aid at someone else's house?
 

How 	do you know he was giving health care?
 

10. 	 Does the health agent travel very far from his/her

house during the week to give health instruction or
 
aid?
 

Yes: 
 No: 	 Don't know:
 

11. 	 What does the health agent do on market days?
 

12. 	 Do you think your community members go more often 
now
 

to the dispensary that you have a health agent?
 

Much more Slightly more About the same Less 
Much 	less
 

13. 	 Do you think your community members go more often to

the "docteur feuille" now that you have a health agent?
 

Much 	more Slightly more About the same Less 
Much 	less
 

14. 	 Have the "docteur feuille" and the health agent worked
 
together to try to help someone who was ill?
 

Yes: 
 No-	 Don't know:
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15. 	 Have the sage femme (!mid-wrfe :4 and the health agent 

worked together to deliver a baby? 

Yes: 
 No: 
 Don't know:
 
16. 	 Have the sage 	 femme (-' mid-wife,) and the health agentworked together to help a sick baby?
 

Yes 
 No: 
 Don't know:
 
17. 
 Now 	that you have a health agent, do community members
seek 	medical help faster for:
 

Fever
 

Cuts
 

Infections
 

Diarrhea
 

Grippe
 

Eye prob]emn
 

18. 	 What do you think are 

agent does?
 

Yes No Don't Know
 

the best things the health
 

19. 
 What do you think are the worst things the health
 
agent does?__
 

20. 	 What else would you like to 
see the health agent do?
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A. 
Communication Skills/Educational Practices/

Referral System
 

Biphotesis.: The greater the use of primaryhealth cave skills, the greater is the effective
ness in delivery of modern health care.
 

Initial Contact:
 

1. 
How does the health agent approach a person in
 
a home visit?
 

Yes No 
Did not 
Observe 

a. with authority 

b. offensively 

c. directly in identifi
cation of purpose of 
visit 

d. indirectly in identi
fication of purpose 
of visit 

e. 	confidently
 

f. brusquely 

Deductions 

Did 	 not 
Yes No Observe
 

2. 	Does he ask questions by

symptons?
 

3. 	Does he give a diag
nosis before asking the
 
person for his?
 

4. 	Does he ask if the per
son has diagnosed his
 
problem
 

a. 	if yes, does he only
 
accept thr, person's
diagnosis?
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b. If yes, does he act 

critically against the 
person for diagnosis? 

5. Does he ask if the person hasalready tried a treatment? 

Yes No Did not
Observe 

a. If yes, how does he acttowards 
that treatment? 

6. Does he look around for: 

a. dirty bottles 

b. food storage pro
cedures 

c. 

d. 

bar of soap 

SNEM no. 

e. floor swept 

f. latrine/place of 
defecation 

7. Does he volunteer informa
tion about preventive 
care from observation? 

Method of instruction 

8. Does he repeat verbatim oras though instructions were
memorized? 

9. Does he instruct indirectly
through proverbs? 

10. Does he instruct: personin words only? 
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11. Does he show/make 
illustration? 

23 

Yes No 
Did not 
Observe 

12. Does he demonstrate by
action or role playing? 

Instruction with service on curative health practices 

13. Does he adequately give instruction on how to use 
specific medicines? 

Yes: No: Did not observe: 

14. Does he ask the person to repeat instructions? 

Yes: No: Did not observe: 

15. Does he ask that at different times to ensure 
that the person will remember instructions? 

Yes: No: Did not observe: 

16. Does he offer instruction in such a way that theperson will be able to recall that he should use
that sort of medicine of health care if the 
symptoms appears again? 

Yes: No: Did not nbserve: 

17. Does he encourage persons to apply similar 
medicine treatment if the same symptoms appear? 
Yes: No: Did not observe: 

Referral 

18. Does he admit to not knowing how to help? 

Yes: No: Did not observe: 

19. Does he suggest another person can help the person
feel better or give him medical advice? 

-- auxiliary nurse 

-- medical doctor 

-- docteur feuille 

-- sage femme (midwife) 

-- one of health agent's relatives 
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20. Does he recommend 

dispensary? 
that the person go to the 

Yes: 
No: Did not observe:21. 
 Does he say he will tell the auxiliary nurse about
 

the illness or ask her advice?
 
Yes: 
 Nn: 
 Did nnt observe:
 

22. 
 Does he give any evidence that he is going to
refer 
 the person to 
the health center or dispensary?
 

Yes: 
 No: 
 Did not observe:
 
Follow up visit
 
23. 
 Does the agent give any evidence that he will
follow-up his visit?
 

Yes: 

No: 
 Did not observe:
 

24. 
 Is the follow-up to determine if 
a person saw
 
an auxiliary nurse?
 
Yes: 


No: 
 Did not observe:
 
25. 
 Does he set up a time for the person to visit him
at his house? 

Yes: No: Did not observe: 
26. 
 Does he set up a time when he will come back to
visit the person?
 

Yes: 

No: 
 Did not observe:
 

27. 
 Does he suggest that the person send 
someone to
get him if the person does not become better?

Yes: 
 No: 
 Did not observe:
 

28. 
 Does he suggest that he will send someone 
to
check on him in a few days?

Yes: 


No: 
 Did not observe:
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Socio-emotional 
mannerism
 

29. 	 Does the agent seem generally concerned about
the patient rather than showing off to you?
 

Yes: 
 No: 
 Did 	not observe:
 

30. 
 In what ways does he demonstrate his psychological
 
support for getting well?
 

31. 	 In what ways does he minimize stress?
 

Positive last contact
 
32. 
 Does he leave the person with positive support that
 

he will get well?
 

Yes: 
 No: 
 Did 	not observe:
 

33. 
 Does he leave too abruptly or when the perceived

needs are not met:
 

Yes: 
 No: 
 Did 	not observe:
 

34. 	 Was the person ready for him to leave?
 

Yes: 
 No: 
 Did 	not observe:
 

35. 	 Does he demand anything for his service which
might deter the agent's reception (e.g., ask

for 	coffee, food, money)?
 

Yes: 
 No: 
 Did not observe:
 

If yes, what was 
the health agent's response?
 

Emphasis of actual activity (during your visit)
 

38. 	 Does the agent give primarYpreventive care?
 

Yes: 
 No: 
 Did 	not observe:
 

39. 	 Does the agent emphasis birth control?
 

Yes: 
 No: 
 Did 	not observe:
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40. Does the agent give primarily environmental
 

sanitation instruction?
 

Yes: 
 No: 
 Did 	not observe:
 

41. 	 Does the agent emphasize child care?
 

Yes: 
 No: 
 Did 	not observe:
 
42. 	 Does the agent teach more than lecture?
 

Yes: 
 No: 
 Did 	not observe:
 

B. 	Personal Hygiene
 

Hypothesis: 
 The greater the adoption of preventative
health practices by agent, the greater his effectiveness 
in diffusing information.
 

Hypothesis: 
 If the primary group accepts preventive
health practices, then the effectiveness of the agent
increases 
(role modeling and behavior adaption and
training of primary family members).
 

Agent
 

Don't
 
Yes 
 No Know
 

1. 	Uses soap
 

2. 	Urinates ways from house
 

3. 	 defecates away from house
 

4. 	Covem defecation
 

5. 	Has diarrhea
 

has he had diarrhea for a
 
long time?
 

Household Sanitation
 

1. 	SNEM/card/number
 

2. 	Boiling water for food pre
paration
 

3. 	Boiling water for drinking
 

4. 	house floor swept
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Yes No 

Don't 

Know 

5. Animals in house 
6. Children playing nude on 

floor 

7. Water storage 

a. covered 

b. non-contaminated 
container 

8. Food storage units 

a. protected from rats 

b. protected from insects 

9. Kitchen (foyer) 

a. use of sanitary measures 

b. protected from animals 

c. other (specify) 
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Figure 2. 
Monthly Report System: 
 Ley Cayes Pilot Project
 

FORMULAIRE DES AGENTS DE SANTE
 

R~gion Sanitaire 

. Sud 

District Sanitaire 
. Cayes 

Communau t6 

Nom & Pr6nom de l'Agent 

No. de foyers 

No. de visites 

Type d'activit6s 
- Premiers soins 

- Seances 6ducatives 

- R~f~rences de cas
 

- Autres 

Responsables du dispensaire
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Appendix II: 
 DATA GATHERING FORMS USED IN PILOT HEALTH

AGENT PROGRAMS: CAP-HAITIEN & LES CAYES, 1978
 

Figure 1: Referral Cards: Cap-Haitien Pilot Project
 

Dispensaire 
 Dispensaire
 

MMEP ENF 1/ 
 MMEP ENF
 

Nom, Pr~nom 
 Nom, Pr~nom
 

Localit6 

Localit6
 

Nom de 1!Agent de Sant6 
 Nom de 1'Aqent de Sant6
 

Date donn~e 
 Date donn6e
 

M: recruited for matron training
 

M: maladie
 

E: enceinte
 

P: pilulle
 

ENF: enfant
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Title /Manual 
Status 

1 

2 

Statistical Norms 

Analysis of the MOH Statistical System 
CQTmp]eted~
Ccripleted 

3 Administrative Norms 
and approved 

Comnpleted 
Pending Ministerial 

4. Manual for Training and Responsibilities 
of Auxiliary Nurses 

Approval 
Completed 

5. Manual on Selection, Training and 
Responsibilities of Health Agents 

Ccnpleted 

6 DSPP Facilities Inventory 
Completed 

7 National Health Plan - 1978 
and approved 

Early Stage of 

8. Manpower Analysis of BHP/E 
Development 

Completed 
9. Health Facilities System Report 

10 Report on Logistics and Supply System 

Completed 

Completed 
11 Report on DSPP Budget 

Ccmpleted 
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1. Rural Social Organization - An Overview
 

Rural society in Haiti can best be described as beginning to
 
undergo change. Part of this process of change is being brought about
 
by increased communications, transportation and foreign assistance pro
grams. The rural Haitian social organization is dependent on
 
the degree of its full-scale involvement in a cash economy, degree to
 
which wages, economic and political involvement are dependent on the
 
wider society, cultural norms, and historical factois.
 

Two basic classes exist in rural Haiti. 
 The middle and lower
 
class, with the latter divided into three or four sub-classes. 1/ In
 
1962, the rural middle class constituted about 4% of the total popula
tion and about 83% of the total population. Figures have probably

changed little since the middle class consist of the Pgros neg" and
 
their families. Such individuals may own more than 5 carreaux of 
land
 
but seldom exceed 20 (1 carreau equals 1.29 hectares). Their status
 
may be derived from politics (e.g. chef de section),business (e.g.,

coffee or corn mill, renting ofcover, crop speculation), religion (hougan
 
or education (e.g. school master). 
 They usually hire laborers for t
 
planting and harvesting, and enter into sharecropping arrangements on
 
land they do not farm or supervise themselves. They usually have at
 
leatt- one"plaqage" (consensual wife) and often two to 
four: They live
 
in larger, better constructed homes, always with adjacent outbu[dings.
 

2/ The following information on class structure is taken from
 
Schaedel, R. An eassay on 
the Human Resources of Haiti. USAID/Haiti,
 
May 30,1962, pp 17-18. 
 The United Nations uses four class stratification
 
See US/AID Development Assistance Program FN 1979, June 1977, p. 23.
 
Many are descendants of soldiers who were given small estates in the
 
mountains at the time of the Revolution 2/. A small segment are those
 
who worked through the system which began with sharecropping and ended
 
in land ownership 3/.
 

The rural lower class divisions are principally based on econo
mic status. 
 The lowest group consists of landless laborers, or about
 
10% of family heads who own no land. 
 They work for hire and/or sharecrop.
 

Rodman, S. Haiti the Black Republic Old Greenwich, Devin - Adair Co,
 
1973, p. 37.
 

2/ Legerman. C. "Haitian Peasant, Plantation and Urban Lower Class
 
Family and Kinship Organization. Observations and Comments. 
"in r.
 
Schaedel, ed. Papers of the Conference on Research and Resources of
 

7 8
 Haiti. 1969, p.


3/ Zuvecas, Clarence, Jr. Land Tenure 
 Income and Employment in Rural
 
Haiti. A survey, Working Document Series: 
Haiti No. 2, March 1978, p.87.
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The 	middle group are owners, and renters. They arp small
 
landowners, owning from a fraction of a carreau to about two carreaux
 
per 	family and constitute about 65% of the rural lower class. 
 The
 
third group, about 25%, are medium landowners, having more than two
 
but not more than five carreaux. They usually have a femme caille
 
(principal wife) and femmes jardins (women who live with children on
 
land away from owner's house).
 

The 	rural lower class is almost exclusively monolingual (Creole),

few 	are 
literate, almost exclusively they are cultivators.
 
Even specialists such as carpenters, weavers and tanners engage in
 
these activities because they have so 
little land that they must supple
ment their farm earnings with income from other 
sources. 4/. Due to an
 
inability to save, women frequently supply most of 
the food between
 
harvests through marketing 5/.
 

For rpitgher class of peasant are the earnings and quality of life
 
at an adequate level. 
 However, the income disparity and ramifications
 
thereof, are significant and widening, resulting in negative change in
 
the 	countryside for the "poorest of the poor".
 

Class ethnic divisions are derived from the war of emancipation

and 	independence, the subsequent struggle 
for 	power, and the particular

difficulties in 
the way of economic reconstruction. Rivals between
 
blacks and mulattoes exist and is noted by the lighter-skinned, French
speaking, highly literate urban elite and the darkcr-skinned lower
 
classes and rural peasantry. Since 1946 the color question has played
 
a subtle part of Haitian politics, with whomever in power identifying

himself as above "all the first of his class" 
6/. Class divisions are
 
marked in thousands of class consciousness proverbs; however the ability

to ameliorate the rural-urban class *'ontradiction is restrained by the
 
marked division of labor, 
some semi-feudal properties held by functionaires,
 
professionals and commercants, and the petits-bourgeois who operate as
"middlemen" between the rurza 
 and 	urban areas and as speculators.
 

4/ 	Gerald Murray, The Evolution of Haitian Peasant Land Tenure. 
PH. D.
 
dissertation Columbia, 1977, p.23 2
 

5/ 	Logan Rayford, Haiti and the Dominican Republic. 
New York;
 
23
Oxford Press, 1968, p.


6/ 	Four class conscious proverbs reported by Rodman, Ibid, p.33:
 
a. 	L' mapou tombe, cabrit mange'feuille li. - When the (giant) Mapou


three falls, the (little) goat eats its leaves.
 

b. a ndg fait n~g. 
 Bon Dieu rit. - When black hurts black, God
 
.aughs.
 

c. 	Malheure pas reve poule; c'est boeuf li rave. 
 - The poor man
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II. Socioeconomic Profile of Beneficiaries
 

A. Identification of Beneficiaries.
 

There are three distinct beneficiary groups in the Project;
 

1) 
the immediate beneficiaries 
- 1550 health agents and
supervisors for one year of the project life.
 

2) 
the intermediate beneficiaires 
- about 600,000 women
 
and 800,000 children.
 

3) 
the ultimate beneficiaires 
- approximately 70% of the
rural population by 1983, 
or 2,940,000 rural poo-
 The first group will
be the receipients of both new and refresher tr. 
ning and adequately
3alaried employment. 
 The latter two will receive the benefits of both
and increased number of medically trained personnel and the upgraded quality of delivery of modern health care.
 

A distinction is made between the intermediate and ultimate
beneficiaires only because women and children will receive more directly
the benefits of the project, through immunization, family planning, and
maternal-child health care instruction, 
Assistance to the rural poor
at large will occur 
directly through referral and treatment services and
instruction in nutrition and environmental sanitation. 
However, since
women and children are 
indeed a large segment of the rural poor, the

separation is somewhat academic.
 

a) Immediate beneficiaries.
 

The immediate beneficiaries need to be classified into two
separate groups2 
 health and other health related personnel.
 

Health agents will receive a three month training program which
includes training in maternal-child health nutrition, family planning,
environmental sanitation, diagnosis, primary health care and community
development. 
 Even without working as health agents, 
the information is
beneficial for improving the health quality of their own lives and 
sustaining belief in viable rural development for their localities, 
 Indeed,
two responses from health agents to 
the question, "if the Government were
 

(Continued from previous page, footnote 6.)
 

d. 
Chien deyes chien c'est chien; devant chien li c'est Monsieur chien.
- A dog is a dog except when you're facing him; then, he is Mr. Dog.
 

For further discussion on 
the class divisions and causes, see Luc, Jean.
S3tructures economiques et lutte nationale populaire en Haiti. 
 Granby
(Canada): Ateliers Jacques Gaudet, Ltd. 1976, P. 135-137
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to stop this program, what would you do?', 
 reflect the commitment which
health agents have acquired or may have had reinforced through their
training and work. 
The first is, "What's in our heads we would always
have; 
we would teach people, give them advice anyway. 
You can never
take away what we have learned". 
The second was answered more indirectly:

"If 
the Government stopped the program, it would put development for the
country way behind. 
 Sick people don't work as much
behind; so development gets
we will always have to ask foreigners to help us. 
 It wouldn't
be good for the State if we can't help ourselves like through this program".
 

All of the health agents will come from rural areasto their 
own communities to work. 
and return 

Even among those who are from rural
areas 
there is substantial variation. 
 Some have been previously active
in community development projects and are motivated to work because of
the community education emphasis, while others come from more traditional
health backgrounds and are principally interested in healing 
or treatment.
 

The diversity is demonstrated by the fact and 
in the pilot project there are health agents who initiated the establisihment of their
local Conseil Communautaire, worked with local priests as an
for agricultural animateur
demonstration, were "bandagers",or "matrones" "injectionmists", and/
(trained midwives). There also agents whowere had littledirect experience before their training in community or health matters
 
and worked as seamstresses, eleveurs or 
market women.
 

Within this diversity there are a number of features which
health agents share. 
First of all, regardless of their previous occupational experience, they all come from poor economic backgrounds and
primarily rural subsistence farming households. 
Secondly, they all
have some land which they cultivate, particularly the male health agentswhich they either will continue to do 
as health agents or will hire
out 
more workers to attend, depending on 
size, location and crops.
(Note, Regardless of size, seldom in rural Haiti does 
one person work
a piece of land and the new health agent status does not suggest a
change in agricultural status, merely greater facility through another
 source of income to employ farm labor).
 

These factors are at the root
teristics. of several other important charac-
As a group, they are upwardly  mobile. 
They are literate,
hence a privileged, aspiring group of the rural population. 
 Secondly,
they are receiving a salary which should guaraotee them an
around. income year
Thereby the employment provides increased ability for consumption outlays for food, medical care, clothing and education 
- a factor,
which, at best, has been stagnant for most rural poor due to the per
capita income decline in rural areas 
8/.
 

8/ 
For further discussion rural consumption and per capita income see,
Zuvecas, C., Ibid., p.49
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The upward mobility factor may not cause health agents to leave
their positions, since neither the salary nor the skills are particularly
competitive due to the lack of alternative opportunity structures in rural
Haiti. 
Indeed, according to some health agents the position is attractive
because it provides regular employment, perhaps some money to buy land,
as well as 
a way to help rural people improve their health.
 

The supervision staff benefits also from employment. 
 They have
similar social, cultural and economic antecedents as health agents, although because they have already received technical training they are
more likely to have urban exposure, or have come from rural towns. They
will benefit from the refresher training and increased prestige accrued
to them from having many people responsible to 
them.
They may also benefit by opportunities for upward mobility that 
their
rural experience in health may bring due to the scarcity of trained personnel who know how to effectively ameliorate rural conditions and communicate with rural people. 
 As the regional program becomes more institutionalized,their knowledge may well be in demand for training additional
 
personnel.
 

b. Intermediate and Ultimate Beneficiaries 
- The Rural Poor
 

The major beneficiaries are the rural peasants who cultivate
their land to feed themselves and 
their families. 
 Of these peasants,
the ones most 
served because of the priority of activities of health
agents will be women 
and children. 
Also served will be those persons
who are too distant from modern health facilities to seek simple medical care or who are restrained from seeking care by their agricultural
 
or marketing activities.
 

The program will also provide medical assistance to those persons who cannot afford the trip to 
a health facility for primary treatment or bandaging and hence prolong the time before they ultimately
seek aid 
- a factor which may make a simple illness more complicated
or a wound or sore severely infected. Finally, those persons who are
isolated and ill or too 
ill to travel for treatment can be assisted by
the health agentthrough his/her referral to 
more highly trained medical
 
personnel.
 

B. 
Local (Village) Level Social Organization
 

The wide diversity found among the rural poor due to ecological
niche (mountains, plains, coast) makes 
it difficult to draw generalizations. 
However, the basic type of local level social organization can
be described, permitting reasonable generalizations and implying strategies that could be applied to implementing the project.
 

The level of administration starts at 
the Department level,
then goes to arrondissement and commune level at the commune or municipality level, there is 
a magistrat communal or mayor appointed from Port
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au-Prince and an administrative council whom the magistrat appoints and
may include a treasurer, secretary (typist), town school director, three
managers (e.g. marketplace, slaughterhouse, cemetery), inspector, and
tax collector. 
The communes are divided into an 
administrative center
(bourg) and Section Rurale. 
 It is at the Section Rurale level when the
civilian and military systems emerge as 
the basic unit 
of locaT government with the Chef de Section in charge. 
 At the-village (or locality
level) sometimes called "bitasyo", there may be 
a conseil communautaire
(community council), consisting of a President, Vice-President and
Secretary/treasurer. Since the health agents work in zones greater thantheir villages, the Chef de Section and Magistrat Communal need 
to be
cognizant of health agent activities and should aid health agents inidentifying areas where priorjtv health exist. Moreover, since healthagents will be promoting community health preventive measures, they will
need to work closely with the local councils to establish times for

health meetings and promotional activities.
 

2. Family Composition
 

As in other Carribbean rural societies, marriage rates are low,
most children are born out of legal marriages, unions are unstable with
women generally having several unions and several partairns during their !
 fertile years, children are often relocated outside of the home of
their biological parents and many households contain single women, their
children and/or tkeir grandchildren.9/. 
 Ailmanri and May have identified
five types of un'on patterns based 
on 
the strength of the relation and
extent of economic support and cohabitation. 10/. 
 The first is rinmin,
a socially sanctioned union in which the couple has sexual relations
but do not live together. A rinimn union may lead 
to placage which
involves cohabitation at!( 
 can be stable as a legal marriage. A Fyanse
union is a non-cohabiting relationship which has ceremonial costs which
may lead to marriage. 
The latter is a costly relationship, and according
to Legerman, was 
found more among the landed subsistance and cash crop
growing peasantry of the South, where the highers rates 
of legal unions
 
in Haiti have been observed. 11/.
 

Unions-whether legal (perhaps 25% 
of the total) or consensual have traditional norms that support l.ate entry and disapproval of sexualrelations for those not in union. The consequence is a lower exposureto risk of pregnancy for most women 
than would otherwise occur.
 
9/ 
Allman, James and John May "Fertility, Mortality, Migration and Family
 
Planning in Haiti", Draft March 1978, p.9 cited with permission
 
10/ Ibid, 
10-13 cited with permission.
 
11/ 
 Legerman, C. "Observations 
on Family and Kindship Organization in
Haiti" Un, V. Rut and R. Schaedel. 
 In The Haitian Potential: Research and
Resource: in Haiti New York: Teacher's College Press, 1975, p.19
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For health agent delivery of family planning information certain
 
constraints may result due to union arrangements and late entry into union.
Women not 
in union are not usually interested in family planning; women
 
in union seem very interested and willing to discuss it 
openly with

males present. Their decision on which method to use, it has been

noted, depends on consultation with their mates, (condoms have been noted

by some as culturally unacceptable to use with union mate, since they are
 
used with prostitutes).
 

Other family dimensions among the rural poor need identification.

For example, parental working patterns may affect the type and quality

of food preparation and 
health care and frequency and regularity of diet 12/.
Moreover, the number of times a child is left with someone may affect his/

her amount of food intake; and the number of "restez avec" (non-biological

children) in household decreasethe may overall food intake and distribution of health care. 13/. 
 For project implementation it may therefore be

useful for health agents to be particularly concerned with childcare during

those periods when greatest mobility of parents takes place and to direct

attention to those persons with whom children 
are left. Particular instruction should be given to non-formal woman's groups who share the
caring of small children when women go marketing or make trips.
 

C. Economics
 

1. Farming
 

Most land in rural Haiti is privately, rather than communally
controlled, plots probably do not have a separate deed in the name of
 
the effective owner, and in general all children inherit part of their

parent's land. The property of persons in placage unions is kept

separate and children may inherit from the two parents.
 

The majority of people own at least part of the land that
they are cropping and the amound of land controlled by large landowners
 
is relatively small. 
 It is extremely rare for a household to depend

on the produce of only one plot and attempts are made to have terre
 
!chaude and 
terre froide to provide ecological balance of crops.
 

Intercropping occurs on nearly all land and there is no

generalized strategy of 
continual crop management nor crop staggering14/.
 

12/. 
 Warren Berggren "Evaluation of the Effectiveness of Education and

Rehabilitating Centers", in White, Philip L. ed. 
Proceedings of the

Western Hemisphere Nutrition - Congress III. 
 Chicago Dept. of Foods

and Nutrition, Division of Scientific Activities, AMA, 1971.
 

13/. Ibid.
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According to Murray, the typical cultivator begins as a
 
sharecropper, purchases land in his mid-thirties, shares land with
 
other tenants in the community and remains a tenant on one or more plot
 
himself. 15/. In sum, the .farming system of the rural poor is a system

of multi-holdings and multi-ownership of plots the size of micro-fundia
 
(which in Haiti might be aefined as farms of 1.00 carreau or less).
 

Of the traditional forms of rural labor organization, the
 
most widespread are the coumbite and escouade. A cotimbite is organized 
when a farmer wants work done on 
his land or on house construction. 
The coumbite is a temporary arrangement for only one day. In turn for 
Labor, the farmer provides food, music and drink. Some small coumbites 

may be formed in which workers are also paid a small amount for their 
labor. 

The eseouade is a work group of maybe 6 persons who culti
vate their respective plots in turn with no payment involved or Who
 
hire themselveawsia work group to other farmers ht 
a daily wage with 
each member having his specific day when he receives the money earned
 
by the group.
 

The impact of health for labor is noted by several farmers
 
interviewed who remarked on the importance of providing food for worker
 
in order to have the task accomplished quickly. Moreover, Murray found
 
that when farmers were asked why they sought supplementary labor, the
 
expression used in creole was "MankeiKouray" (lacked strength), al
though the interpretation is time and economic constraints. 16/.
 

In general, m':n are the cultivators and do the clearing,

weeding, planting and harvesting. A woman may follow her mate around 
and plant as the man slash with the long hoe; they may also be in
volved in harvesting. Usually, however, the women's tasks will be taket
 
over by young boys over the age of six. 

Boys are usually also responsible for pastoral work and
 
animal care; they learn agricultural tasks by hiring themselves out 
or
 
caring for their mother's or sister's plot. 

Females are mainly responsible for trading, washing clothes, 
and cooking. Girls begin at an early age to assist their mother with 
household tasks including fetching food, laundry and carrying water 
from streams, rivers or wells in usually dirty contaminated containers.
 
During some seasons women may be the total suppliers of food and productE 
for the family through their marketing. In rural areas, the percapjta
 
income varies with location of landholdings. 17/.
 

16/. Ibid. p.242 

20
17/_ USAID/DAP, ibid p. -21
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2. 
Quality of Life Indicators
 

a. Education
 

In the area of education, the quality of service and performance is low. 
The formal educational system is a variant on 
the French
system in which curriculum emphasizes literature, history, mathematics
and grammar, with little or no emphasis on 
agricultural production nor
health and nutrition. 
The methods of teaching are lecture and rote
learning. 
 The language of the classroom is French. 
Increasingly more
emphasis is being placed by the National Office of Literacy and Community
Action (ONAAC) on instruction in Creole because of its greater relevance
for communication in rural areas. 
 ONAAC and church groups also sponsor
adult literacy progran 
in Creole. 
However, the dirth of written materials
in creole hinders its retention, while the perception of literacy in
French as necessary for social mobility encourages the continuation of
French instruction. 
The overall literacy rate in 1970 was 19.6% according
to the 1970 Census preliminary results 
. 18/. 
 Anacaona in l'Haitianisme
(1975) reports the illeteracy rate of persons 15 years or over at 
89.5%.
Rural-urban differentials are 
found for literacy, school enrollment,
attrition, and student/teacher ratios. 
 In 1970, census figures indicate
only 11.8% of the rural population as literate compared to 48.2% of
the urban population. 
Moreover, only 34.6% of rural literates are

females compared to 51.6% of urban literates.
 

Primary seohool enrollment estimates for the 1974-75 academic
year were 429,000 of whom only 52% 
were rural children 
-- 28% less than
the proportion of rural children.19/. In 1973-74, 89% of the urban age
group 6-12 was enrolled in primary schools compared to only 26% of the
similar rural age group. 20/. 
 Since many rural children entpr school
at 
a later age than urban children or are sent to urban 
areas for schooling,
the rural proportions may be slightly higher than these figures indicate.21/.
 

Rural attrition rates are also higher than urban attrition
rates, regardless of age of entry. 
Reported estimates of attrition among
rural children in primary school are 70% in 
the first year, 83% after
three years and 96.6% before completion of the seven year primary school
cyles. Urban data indicate only 50% attrition before primary school
 
completion. 22/.
 

18/. 
 Institut Haitien de Statistiques. 
 Enquete Socio-Economique (Avril
1970): Premiers Resultats. Port-au-Prince: IHS, March 1975, Table 11-4
p.6 Caution should be exercised 
in accepting this figure; according to
one Haitian statistician, the margin of 
error is a minimum of 12%. 
 Other
reported literacy rates range from 10% 
(1971), as cited in the USAID
Development Assistance Program FY 1979, June 1977, p.125 to 
24.7%
(December 1975,), 
as cited in the Inter-American Development Bank, Economic and Social Progress in Latin America Report 1975, p.254
 

19/. IDB, Ibid., p.256
 

http:indicate.21
http:children.19
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The student/teacher ratio for all primary schools is estimated to be at 
40:1 but in rural areas 71:1, according to the IDB annual report. "Qualified" teachers account for only 35% of the teachers
in urban areas and 25% 
in rural schools. 23/. 
 The impact of teacher
contact for educating the rural populus is not 
complete using only these
figures. For example, a family who cannot 
afford to send all his/her
children to 
school may send one child who then acts as a surrogate
teacher to those who remain at home.24/. The quality of this "ripple
effect" 
is directly related to the qualify of initial teacher/student
 
contact.
 

Sex differences in educational 
factors were noted 
In UNESCO
study undertaken in the Mirabial Valley in 
the 1950's. The findings
indicated 
a higher proportion of illiterate females than males (87%
vs. 62%), fewer girls than boys sent 
to school, higher attrition among
females, and 
no direct relationship between illiteracy and land-owMership by sex. 
25/. The latter was due to a higher proportion of illiterate middle size landowners than small landowners for both sexes.
 

Important considerations for the development of the RHDS
result from these educational findings. 
 First, recruiting of a rural
literate health agent may prove difficult; yet competency in abstracting and analyzing due to literacy training is a necessary condition
for successful health agent performance. Secondly, a literate female
may be more difficult to find 
than a literate male, given the historic
educational male pref'.rence In rural areas. 
 A rural literate female
who is interested in becoming a health agent, however, may prove more
highly qualified than males since her literacy and 
school completion
indicate 
a certain resistance to social/economic pressure to 
leave
school and a determination to achieve mobility. 
Third, both French
and Creole should be included in record completion and training to
satisfy the bi-lingual 
status of education in rural 
areas and increase
the accuracy of report recording and comprehension of health instruction.
 

20/. USAID/DAP. Ibid., 
p.123
 
21/. Gow, David. 
 "The Rural Poor in Haiti: A social Analysis. "US/AID,

1977, p.11
 

22/. USAID/DAP. Ibid., 
pp. 123-124. These date do not 
take into account
repeaters or possible transfers of rural student to urban areas for pri
mary school completion.
 

23/. USAID/DAP. Ibid, p.124
 
24/. Parents have 
to purchase school books, materials, and pay $3,50/
year to help defray school operating costs. Op. Cit., 
p.124.
 
25/. Metraux, Alfred, et al. Making a Living in 
the Mirabial Valley
(Haiti). 
Occasional apers in education. 
 Paris: UNESCO, December 1951,
 
p. 215.
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Finally a person's educational competency for selection should be based
 
on a written test (in French or Creole) and an oral test (in Creole)
 
rather than only tests in French or the presence of a primary school
 
certificate. These recommendations are based on the fact that persons
 
may have obtained literacy in the rural areas in various formal and non
formal ways.
 

b. Housing
 

A rural house (caille) is built by the man or .en in a coumbite
 
(cooperative house raising party). 
 These houses are found in a compound
 
(lakou) consisting of a small cluster of houses generally inhabited by
 
adults, siblings and, if alive, the parents of the adults. There are
 
four basic housing types, all having a hand-hewn wooden frame. The
 
cheapest is wattle and mud-daubed with thatched palm branches or guinea
 
grass (tach, pay) and dirt floor. The best-and rarest-are houses made
 
of cement brick, usually donned by a tin roof and have a cement floor.
 
Plastered houses that are painted and decorated with designs and wood
 
lattice a tin or good straw roof, and have a cement floor are on a par
 
with these houses.
 

The number and size of rooms varies from one-two small rooms for
 
a poor person's house to two-four rooms with one used only as a salon
 
for a wealthier person. Many houses also have porches. There are no
 
windows in poor houses. When openings do exist,wood shutters are used
 
at night to protect against mosquitoes and spirits that roam at night.
 
Sleep is always in a tightly closed house for fear of the latter: a
 
factor which facilitates the spread of communicable diseases among
 
house occupants. The house floors are usually swept everyday, drinking
 
water stored in covered pots, and personal things raised from the floor
 
for protection from rats. Animals are usually kept out of the house.
 

Environmental sanitation of the lakou is generally poor. Few
 
lakou have latrines. Those that do exist are frequently poorly
 
maintained and a breeding ground for diseases. Animals are kept in
 
the lakou to protect the stealing of their "savings account". Often
 
these animals run loose in the houseyard or are tied too close to work
 
and play areas.
 

As a result, they leave potentially disease breading piles of
 
defecation which children may step in or their excretion runs off into
 
unprotected wells. Water sources are not unsually near the house but
 
the water is used for laundry or bathing rather than drinking purposes.
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Cooking is usually done in
three stones, using wood as fuel. 
a foyer or shelter in a pot over
Cooking pots, plates and cups are
washed in cold, contaminated water. 
 Some food storage takes place
here but seldom are protective measures 
taken 
so that mice, insects
and roving animals do not infect supplies 
or
Chicken eat whatever is available.are often found pecking at 
sacks of grain or kernels drying on
the ground.
 

In 
summary, the sanitary conditions of the house are generally
adequate, given the limited resources, but the environmental condition
of the lakou is highly conducive to increasing the indidence of tetanus,
infections and diseases-carried by animals.
 

c. Health
 

1. Nutrition and MajorIllnesses
 

Malnutrition is one of the primary health problems in Haiti.
Approximately 20-25% of children under five years of age suffer from
second and third-degree malnutrition.

trition Severe protein-caloric malnu(kwashiokor amd marasmus) exists and estimates range as high as
10-15% in 
some areas. Undernutrition and specific nutritional deficiencies also prevail in certain regions and among sub-groups.
evident Particularly
are insufficiences in Vitamin A, ariboflavinosis, iron iodine,
and protein and blood loss due to parasites.
status of pregnant The poor nutritional
 women and the nutritionally inadequate diets of
children after weaning contribute to infant death and low birth weights. 

The major illnesses In rural Haiti are parasitic and
nicable diseases. 
 commu-
The five most frequently reported communicable diseases
in 1967, according to a 1970 World Health Organization were in descending
order: 
influenza, malaria, tuberculosis, dysentery and syphilis. 
A
similar ranking in 1973 ranked diseases as influenza, worms, malaria,
diarrhea and respiratory diseases. 
The change in rank order marks the
impact of deteriorating environmental sanitation conditions on morbidity. 

2. Infant and Early Childhood Mortality 

No national age-specific mortality rates exist on nationallevel and reports of incidence of mortality and causes are based on
sample survey or 
crude estimates. 
One crude estimate (1975) of infant
mortality is 145/1000, and incidence higher than
The most reported that reported in India.
cause of infant mortality is neo-natal tetanus.
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It has easily recognized symptoms and affects infants 8-15
days after birth. An indication of its major effect on 
infant mortality is demonstrated in 
an analysis of maternity
histories collected from 2570 women 
in 1971 in a census tract 
in the
Artibonite Valley, where the Albert Schweitzer Hospital is located. 26/.
 

According to 
the study, before 1950 the infant mortality
rate was about 333/1000; and neo-natal tetanus deaths for the 1945-1949 cohort was 253/1000. During the period 1940 to 1969, the first
decline in the infant mortality (Service cooperatif Inter-Americaln
de Sante Publique) rate coincided with the beginjing in 1948 of 
the
SCISP Midwife training program which was designed to improve delivery
and care of the umbilical cord. Neo-natal tetanus deaths per 1000
for 1950-1954 cohort were 220. 
The second decline 
(to about 121/1000
in 1960-1964) coincided with the 
treatment of neo-natal tetanus cases
at 
the Albert Schweitzer Hospital (opened in 1956) and the continuing
midwife training programs. 
The final decline in neo-natal tetanus
deaths to 
46/1000 for 1965-1969 cohort corresponded with a mass tetanus
immunization programs of all women during the period. 
Declines in
infant mortality rates parallel dramatically the decline in neo-natal
deaths: 
279/1000 (1950-1954), 1.53/1000 (1960-1964) and 90/100 (1965-69).
 

Child mor'ality is also 
a major problem in Haiti. 
Gastroenteritis is particularly a major killer of children when coupled with
protein-caloric deficiency. 
Malaria and dehydration 
are other causes.
From the maternal histories collected in the Deschapelles area child
mortality between ages 1 and 5 changes little until 1955. 
 The average
rate was 169 for the periods 1945-1954. 
 A drop in child mortality
to 105 for the 1955-1959 period is attributed to the opening of the
Albert Schweitzer Hospital and consequential increase case of malnurished
and parasite-infected children. 
The drop of 84 for the 1960-64 cohort
and 36 for the 1965-1969 cohort are attributed in part to the malaria
eradication program.begun in 1962 and the establishment of nutrition
intervention program. 
For greater detail on 
nutrition deficiencies mortality and infant and childhood mortality, see 
the Project Background

Section; 
"Current Health Situation in Haiti".
 

3. Traditional Medical Referral System
 

The referral system used 
to seek medical aid varies according
to whether the illness is believed to be "naturally" or "supernaturally"
caused. 
 The first assumption for illness (except for somr 
children's
illnesses) is that 
it is a "natural" disease. 
 Usually a person waits
a long time before he turns to the first level of aid: his immediate
society. 
 In the case of a married adult, it may be the spouse, the
sufferer's mother or 
grandmother who is asked for advice.
 
26/. The following information is taken for Gretcher BerggrenBerggren and Douglas Ewbank, 

, Warren 
FirstQuarterly Report of the DeschapellesData Analysis Project. 
 June 5, 1978, Section VII.
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If the sick person is a child or unmarried adult, it 
is the
mother and/or the sister. 
 Home remedies consisting of herbal teas,
salves, baths and compresses are offered. 
 If they are ineffectual
 
a higher source of medical knowledge is sought.
 

Usually the next level is the docteur feuille (herbal doctor)
or if it is 
a young child's illness or 
female problem during pregnancy,

the sage femme (mid-wife).
 

Herbal doctors and midwives are generally well respected and
have clients who come to them from distant areas. 
 They are preceived
as a brother/sister and a leader because they understand 
their clients
problems, share similar customs and beliefs and face many of the same
problems. 
Moreover, herbal doctors use complicated gestures 
even to
explain the simplest act 
in order to aid mystery and gain importance and
prestige. 
Their skills are 
secret and passed familiarly to a younger

member regardless of 
sex.
 

The most common preparations used by herbal doctors are:
teas where various leaves are boiled'together; 
loues, a preparation
where the leaves are 
first crushed together, then mixed with water or
oil. Other preparations include syrups, salves and purgatives made
for leaves, roots and bark. 
Clients make visits to the herbal doctors
house and they make sick calls carrying their prepared remedies. The
cost of treatment depends on 
the scarcity and amount of herbs used,
2) economic means of the family, 3) 
whether the client travels to
doctor or vice et versa, 4) 
the
 

kinship ties, with close kin receiving

free or very reduced rates.
 

If treatment does itot 
prove satisfactory after 
a prolonged
time, the client may seek other aid. 
 Frequently the next person turned
to is the Charlatan (injectionist). 
 The charlatan performs injections
of medicine (penicillin, usually) which has been purchased by the client
by his family at a pharmacy. 
The needle is not sterile, contaminated
water used as diluent and doses rarely calculated. The cost of thisservice varies. The charlatan may dipensealso medicine, such as wormmedicine, but without considering weight or ofage person or scientific 
diagnosis.
 

Alternate health personnel are 
sought if no relief has yet
been obtained; however, major decisions are usually made at 
this time
to whether the illness is naturally or supernaturally caused. 
 If it
is believed "natural"  which is the preferred belief then the illperson goes to a dispensary or hospital for treatment depending on 
the
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proximity of the service, its quality, cost ard severity of illness.
 
Childbirths are infrequent in dispensaries because a woman usually has
 
to walk a long way to the dispensary, the auxiliary requires the pur
chase of medicines and immunization, and there is no place to rest and
 
follow the traditional post-partum cultural practices.
 

If the illness is believed to be supernaturally caused then
 
two alternatives are sought depending on whether the illness is thought

to be caused by the ancestral spirits or alien spirits. In the first
 
case, a houngan makout (ghungan; female Mambo) is sought. He/she may

also be a herbal-doctor. The houngan obeys the spirit he/she posseses

and uses it to help the sick around him/her for a price. Herskovits
 
states that "Whatever his/her ability, the houngan can cure only

diseases "sent by men", those caused by magic and by the loa, since
 
against illnesses sent 
by God he can do nothing. 27/. Herkovits further
 
noted that disapproval is given to houngans whn take advantage of their
 
position and 
trust by clients to falsely represent themselves as one
 
to cure illnesses sent by God by stating they were due to magic.
 

The houngan asson is 
sought if the alien spirits are believed
 
the cause. These houngansare persons who have purchased their powers

and the loa who gave them their power are the alien loa rather than
 
family spirits. 
They charge higher prices usually for their services.
 

The bocor (sorcer) is the last person sought for his 
concoc
tion of 
cures based on magic, whose destiny is to bring misfortune to
 
someone else in order to ward off the spirit through either casting well
 
spells or selling poisonous things. His profession has high risks but
 
also high profit.
 

In summary, the principal role of the hougan - whether hounga

makout or houngan asson and the bocor is to cure sick people or 
to per
form rites to prevent people from being sick, or 
in the latter case, to
 
break the evil spell. 
The houngan makout, however, are more clandestine
 
than the others and attain their status primarily through healing people.
 

In view of the foregoing discussion of the referral system,

it is noted that 
a long chain of options is open to seeking medical care.
 
The options are dependent on how strong the indigenious beliefs in super
natural causes override the belief in "natural cutises; it also depends
 
on 
the proximity and quality of modern medical care available at early
 
stages of the illness.
 

27/. Herskovits, Melville. Life in 
a Haitian Valley. Garden City:

Doubleday & Co., 1971 (originally published 1937), p.152.
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III. 
 Constraints to Project Implementation (real or potential)
 

A. Perception of Modern Health Practicioners
 

The perception of modern medicine and trained health practicioners depends to 
a great extent on its quality and ability of the
practicioners to 
integrate himself in the rural manner of delivering
service. 
The most crucial element is the 
treatment by houngan.
psychoterapeutic element is 
The


the manipulation of the belief by the community that he/she has the power to 
cure. 
 The patient assumes that,
during consultation, the houngan fills an onmipotent, omniscience and
clairvoyant role. 
 He questions by symptoms, touches the person and
conveys the impression that he knows all along what is wrong. 
 He offers advice and recommendations on diet and treatment. 
His manner is
sympathetic and confident.
 

On the other hand, modern health practicioners especially
-
doctors 
- turn clients away from modern treatment because they do not
provide this confidence, sympathy and personal touch. 
 For example,
reports are that rural doctors ask the person what is wrong, where he
aches, rather than indirectly finding out 
as traditional leaders do.
Secondly, they advise medicines only and do not provide the positive
feedback and psychotherapeutic consultation which is the key according
to Kiev (1966) 
 of the traditional practicioner's 
success. 
 Auxiliaries
in public dispensaries 
are also reported to be unsympathetic and
denigrating; while auxiliary nuns are reported sympathetic but primarily
concerned with the dispensing of drugs.
 

The selection criteria of health agents, therefore, needs careful consideration in order to bring confidence to the rural poor that
medical care can be attained from state paid employees in health. 
Indeed, when a health agent was asked how did the rural people feel about
the program, she exclaimed "0, Bon Die, Kounie a nous sauve, kounie a,
nous oue sa Gouvennment ap fait!". 
(Oh God, 
now we are saved. Now we
 can see what the Government is doing!)
 

Moreover, since most 
leaders or midwives arc iults, rc;pected
for their knowledge and their success 
in healing crrespect trca,t.il; a slm.iarwill need to be developed for health in fr.c ordei io asstheir success. Hence, the criteria that the he,)rby :,n adult, hig",motivated to promote and to heal, but with "0111C Ipr-evIous experience !-,community development through involvement 
in religions or.yanization Cor
rural development or their participat ion hn conseil (-',munautairevities may a-c iassure greater success oi health 11ent p)riormance than if 
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only persons interested in leaining about health measures or seeking

employment are selected. 
Moreover since teaching and treating are

highly personalized skills, careful evaluation of inter-personal com
municationakills will need to be made of candidates during the inter
view.
 

The question whether females or males would make better
 
health agents is not resolved. 
Both tend to have different skills and
provide different kinds of services. Interviews with four health agents

(2 males and 2 females) indicated that the females tended to stress
 
maternal child care/family planning. 
Use of trained midwives,-and

potable water; whereas males tended to be concerned about environmental

sanitation, family planning and treatment. 
 In the North both males and

females emphasized family planning 
- with the male seeming to have no
difficulty in providing consultation on birth control nor females having

no difficulty related to him. 
The female agent 
in the South remarked,

however, that the male agent 
near her has less trouble getting people's

attention on environmental sanitation than she. 
 The female health
agent in the North, however, used such capitivating communication skills,

that she was able to get across message on all health aspects. For
 
observing agents in the pilot program in the South, females seem to view

their employment more as 
a full time job and decrease the number of days

spent at other work but do not 
seem to give up agricultural activities
 
or the means to -,;sure that their agricultural work and potential for
 
increasing the number of plots is retained.
 

Hence, whether the candidate is male or female may not

real constraint of the project. 

be a
 
The potential constraints will be
 

mostly whether or not 
the person is motivated; skilled in inter-person
al relations, an adult, able to learn basic treatment and preventive

measures an inappropriate selection of candidates may be the most
 
important constraint placalon project implementation.
 

B. Vested Interest Group
 

Of the traditional heaiers in the countryside it is unlikely that

the houngan and bocor will 
cause major conflict with the health agent

and his/her activities. 
 These healers are generally sought for major
cases, and usually after other healers in the traditional referral sys
tems are tried because their services are generally expensive.
 

Midwives are usually willing to go for midwife training since

improved 
success rates in child birth add prestige to her/his (there
 
are some male midwives) status. 
 Hence, little potential conflict
 
should reault from the health agents recruitment of traditional mid
wives for training 
or the health agents success in teaching maternal

child care or promotion of immunizations against neo-natal tetanus.
 

Little constraint may also be felt by docteur feuille since their

services will undoubtedly be continued to be used. 
 Indeed, many of

these traditional leaders may want to become health agents to add addi
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tional success to their curing of "naturally" caused illnesses.
 

The greatest potential constraint for health agent success will
 
probably come from two sources: The charlatans and the auxiliaries.
 
Two reasons why the charlatan or injectionist may cause problems are
 
that 1) they charge for their dispensing of modern drugs, injections,
 
bandaging whereas the health agent must dispense his/her services free
 
of charge. With persons having little income elasticity for medical
 
care, it is more likely that the sick client will prefer the latter to
 
the former; 2) some health agents may have previously been charlatans
 
and so will begrudgingly deliver free service when they were able to make
 
money from previous delivery given less skilled training, (This was one
 
of the complaints of the health agents in the pilot project).
 

The auxiliaries may also constraint the success of the project if
 
they 1) do not provide adequate service at the dispensary to referred
 
clients; 2) preceive themselves as the first link to modern health care
 
in rural areas and health agents as their competitors, and 3) do not
 
adequately receive backup support in medical supplies and guidance. A
 
strategy to reduce the auxiliary problem may be to properly train
 
auxiliaries on what their primary roles and responsibilities are and.to I|rovide
 
them with a feeling of "position" in the system. The constraint may then
 
be reduced from what seems to be appearing in the pilot projects. The -
auxiliaries in these projects had not been taught about supervisory res
ponsibilities, the health agent concept nor their role expecLation
 
with health agents during tneir training.
 

A strategy to minimize the potential conflict with existing char
latan is to provide them at the dispensary with proper training for how
 
to give injections and what to use as dilutents. They should be satisfied
 
with the information since it should help them improve the quality of
 
their service. To minimize the berudgement of health agents, they should
 
be reminded that 
their salary provides regular, reliable income and their
 
services as health agents is more professional (prestigious or powerful)
 
and legal than it was as a charlatan.
 

C. Traditional Medical and Food Beliefs and Disease Etiology
 

The following discussion presents the potential constraints to
 
adopting "modern" beliefs and practices with may improve the health
 
status of rural haitians. It is necessary to recognize the cultural
 
context into which system is introduced, in order to appreciate the res
traints that may be placed on adoption due to traditional preceptions
 
on human life, what sickness is, how one gets sick, and what one does
 
to be cured.
 

Traditional medical beliefs view life as 
a state of delicate
 
equilibrium between forces of nature and their fellow human; causes for
 
any given set of symptoms are natural and supernatural.
 

The forces of nature include natural calamities, extremes of hot
 
and cold, wet and drought at natural disease. As in other Latin American
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folk systems, the factors of heat and cold constitute the essence of

natural medical beliefs. There are hot and cold times of the day,

varying directly with the height of the sun; hot and cold states of

life, varying with the reproductive capacity of the individual; hot
 
and cold sicknesses, varying with the symptoms, and hot and cold foods

dependent upon innate properties of the food which cause 
it to pro
duce either heat or cold in the body. 28/.
 

With respect to hot and cold life states, females are always
 
warmer than males. 
Directly after intercourse, both males and females
 
are classified as hotter than at other times. 
Menstruating females
 
are hotter than both mature males and mature non-menstruating females;
pregnant women are warmer than other females and males, but post-partum

females are the hottest. 
 Elderly males and females are considered cool.

This belief on 
hot/cold life states has direct impact on reproductive

behavior activities. For example, 
to induce fertility in an apparently

sterile female of reproductive age, 
a docteur feuille may administer
 
a series of hot leaf baths to the woman to warm her womb. which is

thought to be harboring some chill. 
Moreover for post-partum females,
 
certmtn food prohibitions are exercised in order to return 
the women
 
to a state of equilibrium.
 

Sicknesses are also categorized as hot 
or cold depending on their
dominant symptoms. Diseases whose major symptoms are fever and sweating
 
are classified as hot diseases; diseases whose major symptoms 
are

coughing, chills or palsy are classified as cold, with "tuberculosis"
 
the coldest and malaria and other feves the hottest. Neo-natal tetanus,

a cold disease, is believed to be the result of 
a chill caught by an

imprudent mother and passed through her milk. 
Tuberculosis is thought

to be contracted naturally by: 1) not brushing one's teethregularly or

swallowing "crasse", accumulated debris, 2) stepping in-the spittle of
 a tuberculous person, 3) neglecting to care properly for a lesser malady,

and 4) sleeping or eating with a tuberculous person. Traditional healing

consist of efforts to neutralize the body temperature states through

food preparations/prohibitions, timing of certain drinks or 
teas, and

wrapping or undercovering the body, depending on 
the symptom.
 

28/. Weise, Helen J.C. The Interaction of Western and Indigenous

Medicine in Haiti in regard to Tuberculosis. Ph. D. Dissertation,
 
University of North Carolina, 1971
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Food belief also affect the preception of health among rural
Haitians. 
Foods available in Haiti are classified on three different
continua: 
1) their innate hot 
or cold properties - ranging from very
hot to neutral to very cold; 
(this is for all foods); 2) their belief
in the sympathetic magic encompassing the food 
(for example, white
foods) such as 
river fish, potatoes, pigeon peas and breadfruit are
thought to cause pus; dry foods such as 
corn are thought to cause
coughing; 3) their fortif-ing properties. Pork is thought the least
fortifying; plantains, kidney beans, banana juice and pigeon meat are
believed the most fortifying. 
The latter is especially important to
 
cure anemia.
 

Two implicationsfor health derived thiscare are from classification. 
 The first has an economic cost: 
The graver the illness, the more
important it is thought to 
be for the patient to eat carefully. The
second is the social cost: 
the graver the perceived threat to life, the
more numerous 
and more stringently enforced 
are the behavior demands
 upon the patient by a hierarchy of non-medical and medical personnel.
Contradictory advice of modern medical personnel are that traditional
beliefs may constraint the acceptance of modern medicines dietary and
nutrition instruction and post-partum care for mothers and children.
 

B. Religion and Traditional Healers
 

The main significance of vodoo (folk religion) and the general
belief in the supernatural is its relation to disease etiology. 29/.
Supernatural beings are said to have their own remedies for placation.
Murray and Alvarez classified the pantheon of spirits into those
belonging to an individual's family (African Guinea) loa, Petro loa
(or New World 
 houngan), and dead parents, and alien creatures consisting
of spirits (baka djab), 
nam curse, ghost) and humans (lougarou, maldjock,
ans pouel, ,,jbob). Sickness as 
a "family matter" in rural Haiti means
that personal familial spirits cause the illness. 
That is, the spirits
might possibly have been turned against 
an individual by a family member
who sent off an afflicting loa from his own 
household to that of one of
his relatives. Since by consanguineous ties he/she also falls underthe power of the particular loa 30/ 
 they may also be caused by persons
who failed to pay off their oblig;it iorns or debts to dead ancestors to 
whom funeral rites are owed.
 

29/, Murray and Alvarez note that rural Haitians do not use Vodoo to
identify folk-religion and r'itual healing. 
The best coverall term used
is colloguial rural. creole is "afe loa" "in childbearing, Sickness and
healths in a Haitian Village. August 5, 1973, p.8
 

30./ Ibid, p.21
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With respect to Guinea and Petro loa, different food offerings
and sacrifices are made in order to remove the sickness from the house
and afflict it 
on another household. 
 The Guinea loa usually demand
inexpensive food offerings such as 
corn-meal, porridge, soft-drinks;
while the Petro loa demand expensive feasts-including large quantities
of meat and clairin. It may be significant that reports in the Culde-Sac Plain indicate:that illness is due to the Petro loa. 
Illness
may be caused by one's dead parents if, for example, the children
do not take over and properly maintain the parents house or mourning
rites are postponed for an excessively long time due to its costs (e.
g. the financing of 
a Mass, the favorite meal, elaborately prepared,
for the dead, a public dance). For illnesses caused by family spirits,
the only proper remedy is to perform domestic rites, usually by the
elder male of the household or by a houngan.
 

The difference between family loa and alien spirits is that loa
act on 
their own volition over their descendants while alien spirits
are sent by a human enemy of the sick person by sorcery. The loa
are dealt with by placating them but alien spirits must be chased out
by a houngan more powerful than the one who sent 
the spirit. Of particular interest is the lougarou (move'z), usually a woman, who
victimizes children by "eating" or 
secretly sucking their blood, thus
causing them to become ill and die. 
 Much of the behavior
during pregnancy or immediately after child-birth is aimed at protecting
against lougarou attacks. 
The backa and mo are spirits who specialize
in adult illnesses.
 

The traditional religious beliefs may constraint certain kinds
of care sought because of the belief in their etiology. 
Those illnesses
which from the outset will be almost immediately attributed to supernatural causes will be the sicknesses of a young child (attributed to
the lougarou) and persistent internal complaints of adults. 
 Ear aches
toothaches, stomach aches, and backaches can also be canised by the loa
bat only if they persist. Simple headaches, colds, mild fevers in adults,
blisters, wounds of 
one sort or another are almost always considered
 
as caused by "natural" forces.
 

The perception of modern medicine is dependent 
on the functional
and pragmatic definition of illness in the traditional belief system
rather than a biological definition in the modern belief system. 
 Hence
an injection which gives inmiediate 
or quick relief is more readily accepted than pills which are not immediate, particularly such pills as
anti-malaria pills whose affect may not be directly associated with

healing 
or a health maintenance.
 

Rest at tuberculosis centers has been found to 
cause stress, due
to the lack of understanding that 
cure may take a long time even if a
 
person begins to feel better.
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Hence,to minimize the real or potential constraints that the tra
ditional belief may afflict. 
First, familiarize
 
health agents and other health related personnel of these beliefs so
they are put in a more objective context to persons whose culture this
 
affects.
 
It 
is easier to understand more objectively these beliefs if they are
presented logically and paralled to more scientific, explanations of

the same factors. 
 Secondly, develop a compromise approach to delivering

health practices since the stress level of the client may be substantially

lowered if health agents praised clients for consumption of modern medi
cines, use of dispensaries, and practice of preventive measures 
rather

than berated the client for his food prescriptions,use of traditional

healers, and slowness in seeking initial case. 
 The stress of dealing
with the delicate equilibrium of sickness and health of rural persons

may be minimized if rural personsreceived social support from both traditional and modern systems with a minimum of negative social sanctions.
 

V. Benefit Incident/Spread Effect
 

Since the project aims at delivering medical services to 70%
of the rural Haitian population, benefit inaidence and spread effects
should be looked at 
more qualitatively that quantitatively. The primary

benefactors will be these persons, who because of time, distance or

economic constraints, could not seek medical treatment at dispensaries
for minor care and for 
:1hose who had, previous to the program, lack of
 
exposure to methods of Improving environmental sanitation, personAl
 
hygiene and family planning.
 

Other persons to whom benefits may be accrued are pregnant and
lactating females and 
children tinder 
6 years. Both should benefit from

nutritional 
education and instruction on maternal-child health 
care.
From increased exposure and accessibility to family planning women may

also benefit from:longer birth intervals and, perhaps, even 
a closer to
desired family size. 
The latter may have indirect effects on conjugal
unions since recent research has indicated that Instability of unions
 
exist, in part, 
from the woman's desire to arrest pregnancies.
 

Child uinder 6 years shn,,ild benefit both directly and indirectly.

Indirectly, the risk of death in an 
early age from neo-natal tetanus may

be decreased due to a promotional program by health agents to have all
 woman (pregnant or not) immunized against tetanus. 
Direct benefits may
be attained most through immunization against DPT and improved hygiene

by mothers in food preparation.
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The spread effects of the project may be attained through

formal and informal channels of communication. 
 The fact that health
 
agents exist in an 
1rea must be made known. Local success must be

publicized. Formally, this may be.achieved through community meetings,

health programs on 
the radio, and mobile supervisory teams. Informal
ly, it 
.ay be achieved by the "telediol", or oral communication. Indeed,

in rural Haiti, an individual's health problem is a public matter' 
one

seeks advice from one's neighbors or immediate society and news of what

is happening to one's neighbor is quickly transmitted to other neighbors.

Moreover, a high visibility of events - particularly new events 
-

exists in rural areas. 
 Good health service by an 
agent will be promptly

recognized and discussed in 
the passing of news. Hence, the health
 
agent must be given careful guidance and supervision - especially in the

early months of the program - to assure the transmission of a positive
image of the health agent and his/her work. A few serious mistakes may
make the agent ineffective in his/her acceptance and accomplishments.
 

VI. Participation of and Impact 
on Women
 

It is estimated that by 1983, rural persons will be receiving

the benefit of the improved rural health delivery system and opportunity

for employment. It is likewise estimated that slightly more than one
half of these rural persons affected by the health service will be
 
women, due to higher male outmigration rates.
 

Since the overwhelming majority of these women 
will be from
peasant family backgrounds, the RHDS will assist in providing an avenue

for better health and entrance into salaried employment for a consi
derable number of women from poor rural settings. Improvement in

women's health should also facilitate their responsiveness in community

development activities and ability to engage in marketing activities
 
of agricultural products. 
 Indeed the latter is one of the.woman's

primary responsibilities and 
a vital one to the peasant family when it

is estimated that only 30% of agricultural production is kept for home
 
consumption. 31/.
 

31/. Rural Sector Assessment of the Republic of Haiti report submitted
 
to USAID/Haiti, 1974, p.
6
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Optimally, this new approach to health ca:ze in the rural sec
tor will help women raise their status at productive contributors to
rural life by their receptivity to early trat,,ent of illnesses,
increased speed in obtaining modern care Fol' others, and an attitudinal

change toward healing from one of function.sl healing of illness or pre
gnancies to one of combined preventive and f£nvtio nal 
care. From these
activities women will zontribute to devhra in rural areas. by rein
forcing the health of rural childre, .nd_ :, the productive capacityfmiO 

of the labor supply.
 

a, Women Health Peonnel 

The d..,ect kapac; of tie iR.Thr: ,I ! s on their parti
cipation as 1:ealtb agen. , ,vxil.z'ie2 . : "h, m;unervisory teems. TheIr r=p ii....''; a.;ovide . '.:.l new

and innc-vatiJc. approaces to nalt -
 I T :i. e f5actored into

rain.gt 11.e ... ccurv r'.r u ......... .. .,. "..achers and
 
oth -..tre , i . - -, ,. . j t. T
 

increased D "eI e at.... -'... d ..n: .. .uL ;:heir tasks 
as stipe .- op3orscand .ra .,' a.,t-. This
shotlid enhance the .ie uf 'y---role -in two ;sa:',by >'. " :'suallv a. female

-" . . 
... ... ". . n , :: .o "si cr the healthde2.-zr-%y.. .ote', in : a-- . :'-.- .,ch:.... "- iy havingother pezacn r onsible to 

....... .....r.._.c. aJ.a.. .... : ..... . --... greater assump
responsibilitia for oztion of z:h 4avz i, rountry.<.- .;e- Further

more, for those ;..romn w.fo demo : , .. i c.J. m ~ilti, the opportunity will exist fior them 0..v-'2C t ......... within the
 
rural health eda.tion 3b.-sac-ar,
 

bRvr8. 1oor Wonr 

,L'erz con s:HI -'rd by :I;-,1) -'- . Ha'.Iaitian woman 
pJ.ays an impoztst:.t 411,:_ aiT:-' ;',. :.... ...... ItE:mi..y and com
munity,and h r str. .us 's hOn , ... c. ., . .,"'-:'.f,... assu;zie when
compared to the rest . .: T ha largely
emancit ated -c. "ythrOW,,!, does ahe run
the house, do the iatnI&;, ;;Ly a :an6 :. ., -if.'l4.i..,-.u" she acts astreasurer of the fa-rily ,-nd proide of s :c u ring off agricultural
seasons, Inieed, she sells -he ptroduc1 o4 oi-d 'nd does the buying
for the family. Her constant trips to -,,. 8ometimes fardistant - and her high degree of 4.neracticn lc.i'3 more mobile-- r her much 

ro
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than the males of her family. Indeed, her important economic role and
 

independence have established a latent but effective equalitarianism
 
in rural Haitian families. 32/.
 

Often a woman is head of her family and might share her house

hold with a series of consensual union spouses. She xemains frequently
 

the only permanent provider and authority figure for the children due
 

to intermittent consensual relationships.
 

Traditional attitudes which differentiate roles and role
 

behavior of sex still remain. For example, work and recreational acti
vities (marketing - agricultural products-women; animals, tools - men;
 

cock fights - men) are six-linked. A woman's participation in sexual
 
relations out of union iu more unacceptable that that of a man. Women
 

often eat separately from men and very often after them. Women are
 

more recognized as mother and wife than as community leader, although
 

they can and do become leaders. Girls attend primary school less than
 

boys (see education section). Moreover, under the traditional pla age
 

system of unions, when unions are dissolved, each partner retains his/
 

her property and which children should go with which parent is
 
determined. This arrangement frequently favors male children and the
 

male makes preference for males over females because of agricultural
 
activities.
 

Like so many other aspects of Haitian life, however, the posi

tion of women is ambivalent. There is power of the man over the woman
 

in physical terms which is reaffirmed in the approved pattern of rural
 

mores. Opposed to it is the greater sphere of activity conceded to the
 

woman, activities which give her both a mechanism. of escape, retaliatic
 

and power of a subtle type than her spouse or male relatives. 33/. The
 
male peasant approves of his wife's weekly or more frequent trips to
 

market, but he is anxious about them on sexual and economic grounds.
 

The female, perceives the market as a great outlet for her energies and
 

as a means of counterbalancing her husband's overbearance and minimal
 
ability to be self-expressive as femmes jardin (women of the garden)
 
or femme place (i.e. woman whose mate is polygamous relationships).
 

32/. Wingfield, Roland. Haiti: A Case Study fo An Underveloped Area.
 

Ph. D. dissertation, Lousiana State University, 1966, p.1 9 6 .
 

33/. Schaedel, ibid, p.22.
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The project will thus assist the peasant 
women in the domestic
 
area where she 
is charged with the complete organization of the house
hold including such activities as meal preparation, cleaning, and the

training of children in their early years. 
Health promotion by health
 
agents with respect to hygiene and 3anitation and nutrition will con
tribute to removing many of the ob'ntacles that now prevent rural women

from participating to the fullest oxtent in the rural political and
 
social life. Acceptance of primary care treatment 
and preventive care
 
with respect to malaria and family planning wil. also contribute to

balacing their way of life between the traditional role of homemaker and
 
the equally traditional role of hard-working market woman - a balance
 
so often impaired by poor health conditions.
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PROCUREMENT LISTS
 

EXHIBIT 1. Detailed Equipment List 

EXHIBIT 2. Detailed Drug List 
a) Basic Formulary 
b) Dispensary Price List 
c) Price Comparison of Pharmaceuticals 

EXHIBIT 3. Supply List 



ITEM 

Bench 2m 

Chairs, Metal 

Examination Table 

Table, Steel 


Staff Chair 


Cabinet 


Desk 


Card File 


Bulletin Board 


Spitoon 


Ash Tray 


Bucket 


Foot Stool 


Stove, Kerosine 


DISPENSARY FURNITURE 

(LccAL PRICE) 

QTY UNIT PRICE 

2 $25.00 

8 18.00 

1 200.00 

1 60.00 

3 40.00 

1 110.00 

1 130.00 

1 6.00 

1 10.00 

1 5.00 

2 2.00 

1 3.00 

1 15.00 

1 20.00 

TOTAL 

10% inflation 

Annex 
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TOTAL PRICE 

$ 50.00 

144.00 

200.00 

60.00
 

120.00
 

110.00 

130.00
 

6.00
 

10.00 

5.00
 

4.00
 

3.00
 

15.00 

20.00
 

$877.00 

87.70 

$964.70
 

Costs based on survey conducted in Port-au-Prietie in March,

1978.
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EQUIPMENT LIST FOR NURSES QUARTERS 

ITEM_ LOCAL PRICE QUANTITY TOTAL COST 

Bed, with metal Springs $17.50 2 $ 35.00 
Mattress 15.00 2 30.00 
Night Table 50 ans 12.50 2 25.00 
Wall Mirror 40 x 30 as 20.20 1 20.20 
Wash Basin 10.00 1 10.00 
Aluninium Piteher 5.00 1 5.00 
Table 76 x 76 x 80 ans 50.00 1 50.00 
Chairs, unupholstered 25.00 2 50.00 
Pillows 10.00 2 20.00 
Pillow Cases 5.00 4 20.00 
Sheets 10.00 4 40.00 
Bed Spreads 20.00 2 40.00 

TOTAL $345.00
 

Costs based on survey conducted in Port-au-Prince in March, 1978.
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Cost of Kerosene Refrigerators.
 

I. The cost of this item is based on recent USAID experience in purchasing

30 of these refrigerators. 
STATE 1211 (MAR 30, 1978) states that the refrigerators
 
are available for $ 12,000. 
State 110470 (May 3, 1978) lists, shipping costs
 
$ 2,750. On a unit cost basis this implies :
 

400.00 price/unit
 
91.67 Shipping/unit
 

$491.67
 
18.00 Contengency
 

509.67
 

II. STATE 076329 (MAR 27, 1978) STATES THAT The refrigerators are not available
 
in the U.S.
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SUPPLY SYSTEM 

Central Warehouse Equipment 

ITEM PRICE TOTAL COST 

Work Tables 
2 wheel Hand truck 
Handlift Truck 

$200.00 
250.00 
600.00 

5 
5 
1 

$1,000.00 
1,250.00 

600.00 

Pallet Racks 
Pallets 
Hand tools (hammer, Crowt... 

150.00 
50.00 
50.00 

10 
100 
5 

1,500.00 
5,000.00 

250.00 
bars, snippers, screwdrivers)
Desk 
Chair 
Counter 

250.00 
70.00 

300.00 

2 
2 
1 

500.00 
140.00 
300.00 

$10,500.00 

Regional Warehouse Equipment 

ITEM PRICE Qty TOTAL COST 

Work tables 
2-wheel Hand truck 
Hand tools 
Desk 
Chair 
Pallets 

$200.00 
250.00 
50.00 

250.00 
70.00 
50.00 

2 
1 
2 
1 
1 

35 

$ 400.00 
250.00 
100.00 
250.00 
70.00 

'1,750.00 

$ 2,820.00 

2,820.00 X 5 = 14,100.00 
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Distric' Warehouse Equipment
 

ITEM 
 PRICE 

TOTAL COST
 

Work: tables 
 $200.00 
 1
2-wheel hand truck $ 200.00

250.00 
 1
Hind tools 250.00
50.00 
 1 50.00
D, , . 250.00 
 1 250.00 

C! I 70.00 1 70.00Pallets 

50.00 
 20 
 1,000.00
 

Total- $1,820.00
 
ii >X 1,820.00 
= 20,020.00 

CENTRAL WHSE = $10,500.00 

Regional WHSE = 14,100.00
 

PISTRICT wHSE= 20,020,00 

$44,620.00
 

http:44,620.00
http:14,100.00
http:10,500.00
http:20,020.00
http:1,820.00
http:1,820.00
http:1,000.00


GARAGE EQUIPMENTS
 

Central Garage Equipment.
 

1 Buster cable 

1 Tune up set 

1 TACH./Dwell Meter 

1 Voltage tester 

1 Timing light 

1 Battery charger 

1 Battery filler and hydrometer 

1 Air grease gun 

1 Regular grease gun 

i Hydraulic hand lift Jack 

1 Portable jack (15 tons) 

1 Lift Jack with drive on ramp set 

1 Hub puller 

1 valve lifter 

1 Allen wench set 

1 Bench grinder 
1 Portable grinder 

1 Air compressor (max. preasure 100 lbs.)

1 Sledge hammer 

1 Heavy drill 1/2 

1 Regular drill 3/8 

1 Drill bit set 

1 Tap and die set 
1 Pipe wench 24 
1 Pipe wench 18 
1 Socket set (3/4 drive) 
1 Heavy duty box wench 
1 Heavy duty open wench 
1 Screw driver set 
1 Screw driver set (Phillips type)
1 4-10 ton complete body jackset 

ANNEX VII
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13.85
 
78.65
 

349.55
 
120.72
 
120.58
 
352.80
 
14.87
 
47.25
 
9.27
 

387.75
 
81.20 

3286.24
 
203.55
 
29.40
 
11.60 

321.90 
286.50
 
600.00
 
17.70
 

240.00
 
160.00
 
70.75
 

149.95
 
47.25
 
28.93
 

609.65 
384.15 
95.95 
29.00
 
34.00 

1352.15 

$9535.56 
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GARAGE GONAIVES-CAYES 
EQUIPMENTt
 

I Buster cable 

13.851 tune up set 
78.651 tach/dwell meter 

349.55
1 voltage tester 

120.72
1 timing light 
120.58I battery charger 
352.801. battery filler and hydrometer 
14.87
2 grease guns 

1 hydraulic hand lift jack 
9.27 

387.751 Portable jack (15 tons) 
81.20
1 hub puller 

203.551 valve lifter 
29.401 Allen wench set 

11.60
1 bench grinder 

321.90[ air compressor 
 100 lbs 
 600.00
L sledge hammer 

17.70
L electric drill 3/8 


160.00
L tape and diet set 
149.95pipe wench 24 

47.25
pipe wench 18 

.28.98socket wench 3/4 drive 

609.65
heavy duty box wench 

384.15
 

$4103.36
 

X 2 = $8206.72
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EQUIPMENT FOR MOBILE TEAM 

1 Voltage tester 
 $ 120.721 tune up set 

78.65
1 Check point swell 


1 grease gun 

76.50
 

1 portable jack (15 tons) 
9.27
 

81.20

1 hub puller 


203.55
1 portable air compressor 
 298.50
1 portable light plant 
 200.00
1 Electric drill 

80.00
1 drill bit set 
 38.35
1 timing light 


120.58
1 portable grinder 
 286.50
 

Plus the regular mechanic tool box: 
2695.32 X 5 $13,476.60
 

http:13,476.60


ANNEX VII 
Page 12 of 25 
EXHIBIT 1 
Page 12 of 16 

MECHANIC's TOOL BOX
 

Every mechanic should sign for a tool box which will have:
 

1 feeler gauge 

1 interlocking joint plier 

1 slip joint plier 

1 plier crips 

1 set of chisels 

1 hammer 

1 brake tool 

1 box socket wench set 

1 open wench set 

1 sockets wench set 1/2 drive 


10.75
 
17.36
 
5.00
 
0.60
 

13.00
 
7.00
 
5.40
 

96.17
 
113.37
 
188.42
 

$457.07
 

For 49 tool boxes: Garages (35) District vehicle Maintenance
 
Sites (14)
 

$457.07 X,49 : $22,396.43
 

CENTRAL GARAGE 


GONAIVES 


CAYES 


5 mobile teams 


49 tool boxes 


$ 9,535.56 

4,103.36
 

4,103.36
 

13,476.60
 

22,396.43
 

$53,615.31
 

http:53,615.31
http:22,396.43
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PERSONNEL/-BUDGET SECTIONS 

1.- REGIONAL
 

ITEM PRICE y TOTAL COST 
Filing Cabinets 
 $140.00 
 4Desk $560.00
 

250.00 
 3
Desk Chair 750.00

70.00 


Secretery Desk 
3 210.00


225.00 

Secretary Chair 

2 450.00
 
85.00 
 2
Typewriter 170.00


250.00 
 2
Claculator 500.00
 
150.00 
 2
Table 500.00
 
80.0C 
 1 
 80.00
 

Total: $3,020.00
 
$3,020.00 
X 5 $15,100.00
 

2.- DISTRICT
 

ITEM 
 PRICE 
 Qty TOTALC$T
 
Filing Cabinet 
 $140.00 
 3
Desk $420.00


250.00 
 2
Desk Chair 500M00

70.00 


Secretary Desk 
2 140.00
 

225.00 
 2
Secretary Chair 450.00

85.00 


Typewriter 2 170.00
 
250.00 
 2
Calculator 500.00

150.00 
 2
Table 300.00
 
80.00 
 1 
 80.00
 

$2,560.00
 

11 X $2,560.00 
= $28,160.00
 

Regional 
= $15,100.00
 
District 
= $28,160.00
 

$43,260.00
 

http:43,260.00
http:28,160.00
http:15,100.00
http:28,160.00
http:2,560.00
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STATISTICS SYSTEM 

Equipment Requirements at the Regional Level 

PRICEITEM Qty TOTAL COST 
Desks 
 $ 250.00 4 $1,000.00
 
Chairs 70.00 4 280.00
Filing Cabinet 140.00 
 2 280.00

Type writer 250.00 
 2 500.00 
Secretaries desk 
 225.00 
 1 225.00

Secretaries Chair 
 85.00 
 1 85.00

Calculator 
 150.00 
 2 300.00
 
Mimeograph machine 
 1,000.00 
 4 4,000.00
Large table 
 150.00 
 1 150.00

Ordinary Chairs 
 50.00 
 4 200.00
 
Kardex 
 70.00 
 1 70.00 
Tables 
 80.00 
 3 240.00
 

$7,330.00
 

6 X $7,330.00 = $43,980.00 

Equipment Required at the District Level 

ITEM PRICE Qty TOTAL COST, 

Desks 
Chairs 
Filing Cabinets 
Type writer 
Secretaries desk 
3ecrtaries chair 
Calculators 
Mimeograph machine 
Large Table 
Ordinary chairs 
Kardex 
Tables 

$ 250.00 
70.00 

140.00 
250.00 
225.00 
85.00 

150.00 
1,000.00 

150.00 
50.00 
70.00 
80.00 

3 
3 
3 
1 
1 
1 
2 
3 
1 
4 
1 
2 

$ 750.00 
210.00 
420.00 
250.00 
225.00 
85.00 

300.00 
3,000.00 
150.00 
200.00 

70.00 
160.00 

$5,820.00 
11 X 5,820.00 = $64,020 

Regional Offices 43,980.00 
District Offices 642,820.00 

$108,000.00 

Note: Expendable Supplies will be financed under Title III.
 

http:43,980.00
http:7,330.00
http:7,330.00
http:4,000.00
http:1,000.00
http:1,000.00


FACILITY MAINTENANCE TEAMS
 

DISTRICT TEAMS 


1 Mason-carpenter 

1 Plumber 

1 Electrician 

Wages For Day Labor ($3.00/day) 


11 X $7,750.00 = $85,250.00
 

DISTRICT/REGIONAL TEAMS 


1 Mason 

1 Carpenter 

1 Plumber 

1 Electrician 

Wages for day Labor ($3,00/day) 


5 X $10,000.00 = $50,000.00
 

PORT-AU-PRINCE TEAM 


6 Mason-Carpe-ters 

3 Masons 

3 Carpenters 

9 Plumbers 

9 Electricians 

Wages for Day Labor ($3.00/day) 


DISTRICT TEAMS 
 $85,250.00
 
DIST/REG TEAMS 
 50,000.00
 
PAP TEAM 
 81,125.00
 

$216,375.00
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SALARY
 

$1,500.00
 
1,500.00
 
1,500.00
 
3,250.00
 

7,750.00
 

SALARY
 

$1,500.00
 
1,500.00
 
1,500.00
 
1,500.00
 
4,000.00
 

$10,000.00
 

SALARY
 

$ 9,000.00
 
4,500.00
 
4,500.00
 

13,500.00
 
13,500.00
 
36,125.00
 

$81,125.00
 

http:81,125.00
http:36,125.00
http:13,500.00
http:13,500.00
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http:7,750.00


ANNEX VII 
Page 16 of 25 
EXHIBIT 1 
Page 16 of 16 

EQUIPMENT/SUPPLIES
 

DISTRICT TEAMS 
 $ 1,750.00*x 11 
= $19,250.00
 DIST/REG TEAMS 
 2,150.00*X 5 
= 10,750.00
PAP TEAM 
 22,500.00*X I 
= 22,500.00
 

$52,500.00
 

* Estimates made by Westinghouse Consultant Team and DSPP 
based on local
 
prices.
 

http:52,500.00
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DIJGS
 

Estimated Cost of the Basic Formulary for each Health Agent 

Item Price Qnty Cost 

Aspirin 0.324 gr (000) 
 2.17 2 4.34

Ferrous Sulfate 0.324 gr (000) 2.51 
 2 5.02
 
Chloroguin 250 mg (000) L
 
Piperazine 500 mg Tab. 
 26.61 1 26.61 
Piperazine 500 mg syrup (gal) 30.08 2 60.16
 
Hydrogen Peroxide (pt) 
 .33 3 .99

Bismuth Subcarbonate 0.324 gr (500) 7.11 
 2 14.22

Sulfa Ointnent (1 oz) 1.04 38 39.52
Tetracycline Opht. Ointment 1.68 1 1.68
Oralyte 
 .22 3 .66
 
Condoms 
 "087"

Oral Contraceptives 
 "087" 
Browns Mixture (gal) 38.32 2 76.44
 

229.64
 
15% Shipping 34.44 

$264.08
 

" M" : Health agents will receive chloroguin from SNEM 

"087" : Health agents will receive contraceptives fran the 
Division of Family Hygiene which is financed under 
Project 521-087
 

Source: U.S. Gov't Prices. Calculated by CCM/CPS/RM on June 1 1978. 
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DIXJGS AND DIETARY SUP1EMrN%," 

FOR A DISPENSARY 

IN ONE YEAR
 

(UNICEF)
 
DESCRIPTIONDESCRPTIO QT NI 
 NT CO)ST TOAL COST 
Adrenalin (epinephine) CL/NUTJ.
1: 1000, Box 10 

. 6 BOx 
 0.35 

Antiseptic-Cream, first aid 20gr. tube 

2,10 

: 100 Tube 
 0.18 
 18.00
Aspirin Tablecs, 50C-ctg, 
tin of 500 
 : 18 
 Tin 
 0.87 
 15.66
 
Antibiotic Ophtalinic5gr. tube c:-'tnent 1% 

. 100 Tube 
 0.07 
 7.00
 
Bonsil Begmoate Saponade in 1
 
quart, tin 

2 Tin 
 3.89
Choranphoni.ol Syrup, 125mg MG/!5ML 
7.78
 

300 
 Bottle 
 0.47 
 141.00

Choranphonicol Capsules 250MG/M 
 : 2 
 Tin 
 12.52 
 25.04
 
Chloraguine Syrup, 53MG base per
5 ml, 50/60 ml 


50 
 Bottle 
 0.25 
 12.50
 
Dextrose ING. 25% 50 ml, vital
Box of 10 

12 
 Box 
 3.03 
 36.36
 
Diluantampoule (Sodimx Chloride) 10 ml 

:1000 
 Vial (fiole)0.06 
 60.00
 
Diluant (Sodium Chloride) 10 ml'
ampoulie: 


220 
 Vial 
 0.10 
 22.00
 
Erganetii-ne Maleate Tablets BP
02 rq. 13.le. 1000 


. 2 Bottle 
 4.15 
 8.30
 
Ferrous sulfate tabs. 0.3 mg bottle
Of 1,000 


20 
 Bottle 
 1,20 
 24.00
 
Glucose 1 Sotonic-Sol 500ml
 
with given set 


12 
 Set 
 0.82 

Multi Vitamin W/Iron & Flotate 

9.84
 
CAP l00's: 


32 
 Bottle 
 1.68 
 53.76
 

http:fiole)0.06
http:Choranphoni.ol
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DESCRIPTION 


Penicillin BP Imega Unit 
without diluant 

Penicillin G. Pracaine 300,000 


Penicillin G. Pracaine in oil
 
(perm 10 ml. Vial) 

Prametharine Tabs/Antihistamine
 
25 mg btle. 100 


PhenoibarbItal Tabs. 30 mg. 
Bottle of 100 

Piperazine adipate tabs. 500 mg 
scored 1,000 


Pyridoxine Hydrochloride tabs 
6 mg. 1,000 


Ringer Lactate solution 500 ml
 
with set 


Salts oral rehydration "oralyte" 
1 ltr. 

Strepatonigain sulphate Inj. lgr. 


Sulfadiazine ointment 5% 2.25kg. Tin 

Sulfadiazine Powder BF/USP 500mg 


Zinc Oxide-Ointnent US 4 50g 
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Q_ UNIT UNIT COST TCTAL COST 

: 250 Vial 0.07 17.50
 

:2000 Vial 0.15 
 300.00
 

: 100 Vial 0.36 36.00 

: 	2 Bottle 0.33 
 .66
 

: 	 2 Vial 0.12 	 .24
 

: 	 4 Tin 3.49 13.96 

: 	 1 Tin 1.35 1.35
 

: 12 Set 1.10 13.20 

100 Each 
 0.10 10.00 

: 100 Vial 0.12 12.00
 

: 	 2 Tin 3.75 7.50 

1 Bottle 4.48 4.48 

: 6 Jar 1.44 8.64 

SUB TOTAL 868.87
 

15% Shipping & Handling 130.33
 

$999.20
 

Source: Unicef World Wide Price, obtained fran Port-au-Prince Office 5/1/78 
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DPT 

Unit cost $.016* 

Year 1 300,000 
Year 2 300,000 
Year 3 200,000 
Year 4 200,000 
Year 5 200,000 

x 
x 
x 
x 
x 

3 doses 
3 doses 
3 doses 
3 doses 
3 doses 

= 

= 

= 

= 

900,000 
900,000 
600,000 
600,000 
600,000 

x 
x 
x 
x 
x 

.016 

.016 

.016 

.016 

.016 

= 

= 

= 

= 

$14,400 
14,400 
9,600 
9,600 
9,600 

TETANUS TOXOID 

$57,600 

Unit cost $.014* 

Year 1 200,000 
Year 2 200,000 
Year 3 200,000 
Year 4 200,000 
Year 5 200,000 

x 
x 
x 
x 
x 

3 doses 
3 doses 
3 doses 
3 doses 
3 doses 

600,000 
600,000 
600,000 
600,000 
600,000 

x 
x 
x 
x 
x 

.014 

.014 

.014 

.014 

.014 

= 

= 

= 

$ 8,400 
8,400 
8,400 
8,400 
8,400 

$42,000 

*Recent DSPP Purchase. 

DPT 
TET TOX : 

$57,600 
42,000 

10% 
$99,600 

spoilage fac-- 9,960 
tor 

$109,560 
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1. Adrenalin epinephrine HCL Inj. 
1:1000, Box 10(Sympathetic Stimulant)

4. Antiseptic-cream 20 gr. 
tube (Antiseptic) 

3. Aspirin tablets 500 gr. tin of 500 
(Anti-pain, fever, inflamation)

4. Antibiotic Opthalmic ointment 5 gr. 
tube (Antibiotic)

5. Bonzil Benzoate saponate in 
1 quart tin (An,:i Scabies)

6. Chloraquine 50 Mg base per Ml 
(Antibiotic)

7. Dextrose 50 ml Vial, box of 
10 (Hypertonic & Nutritional Supplement)

8. Diluent 2 ml. ampoule (Diluent) 

9. Diluent (Sodium chloride) 
10 ml. ampoule (diluent)

10. Ergometrine Maleate Tab. 
02 Mg Bottle 1000 (Uterine Stimulant)

11. Ferrous sulfate Tab. 0.3
 g Btl 1000 (Dietary supplement)

12. Glucose Isotonic-Sol 500 ml with given set 
(Dietary supplement)

13. Multi-Vitamin w/iron & Flotate Cap 
1000's (Dietary supplement)

14. Penicillin BP Imeza (Antibiotic) 25 mg btl. 
100 

15. Promethazine Tabs 
- Antibiotic 

16. Phenobarbital Tabs. 3 0 mg botl of 100 
(CNS relaxant soporific) 

17. Phthalyl sulphatiazole tabs 500 mg. 
tin 1,000 (chemotherapr:utic agent)

18. Piperazine adipate Tabs. 500 mg 1000 
(Antinematode)

19. Piridoxine Hudrocloride Tabs., 
6 mg 1000 (Dietary supplement)
20. Ringer lactate solution 500 ml with set 
(Maintain ph)

21. Salts, or-i rehydration 1 ltr 
(Maintain electrolytic Balance)

22. Sulfadiazine ointment 5% 2.25 kg tin 
(Chemotherapeutic agent)

23. Sulfadiazine powder BP/USP 500g (Chemotherapeutic agent) 


Haitil / 


$40.00 per 10 Ampooles 

$ 7.00 per lb. 

$ 1.90 per 1000 tab. 

$ 2.25 douz. tube 

$16.00 per gal. 


$ 6.00 per 1000 tab. 


$ 6.00 per 1000 tab. 

$70.00 per 100 vials 


$ 2.00 per 1000 tab gr. 


$ 7.00 per 1000 Tab. 

$ 8.00 per 1000 Tab. 

$ 3.05 per litre 

$ 3.00 per litre 

$10.00 per lb. 

$10.00 per lb. 


I/ This column represents the July 1978 prices of Laboratoii- Pharmaceutique Pharval.
2/ As of Jan 1 - Dec 31, 1977. These prices do not include preparation or shipping charges.
3/ As of 1977 - 1978. These prices do not include preparation or shipping charges.
 

GSAI / 
Unicef2 /
 

$0.35 per box
 
$0.18 per tube
 

No Award $0.87 per tin
 
- $0.07 per tube
 
- $3°89 per tin
 
- $0.25 per bottle
 
- $3.03 per box
 

$0.02 per vial
 
- $0.06 per vial
 
- $4.15 per bottle
 
- $1.12 per Botl
 
- $0.82 per Set
 
- $1.68 per bottle
 
- $0.07 per vial
 
- $0.33 per bottle
 
- $0.12 per vial
 

-

-

- $1.10 per set
 
- $0.10 per litre
 
- $3.75 per tin
 
- $4.48 per bot.
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ITM4 
 HAITII/ 
As~ 
 UNICEF/


I. Penicillin procaine in 	 oil, $45.003 mi l l i ons 	 per bot. of 100 Vials No Award 2.00 per bot. of 	100 Vials2$e t 	 o 0 i2. Penicillin procaine
4 millions - water 65.00 " it t i f N.A. 12.00 " it 	 to If3. Streptarmycin lgr. - water 20.00 " " , - No Award 
7.00 " " 4. Tetracycline Caps 	 f -t250 mg 18.00 " " 000 Caps S14.9 per bot. of 1000 Caps 13.18 " 1 Caps5. Tetracycline Susp. 	

1000 
20.00 per gallon $20.00 per gallon 

6. Erythrcmycine - Caps 250 mg 85.00 per bot. 	 N.A.of 	1000 Caps

7. Chlorampheniool Caps 250 img 17.00 " " i " i 


10.89 per bot. of 10008. Chloramrphenicol 	 capsSusp. 24.00 per gallon 	 if 0.32 per bt. of 125 mg/5m1!/
9. Chloramphenicol -Injectable 1.00 per Vial N.A.

10. Triple. Sulfa. Tab. 
 10.00 per bot. of 1000 tab. 
 " 8.02 per Bot. of 	1000 Caps.
11. Sulfaguanidine Tab. 6.00 " " , , , 
12. Gantricin 500 mg 25.00 " " , , , 
1/ 	This column represents
2/ 	As of Jan. 

the june prices of Laboratoire Pharmaceutique Pharval1 - Dec. 31, 1977, does not include preparation3/ 	As of 1977 - 1978 or shipping chargesnot include preparation4/ 	 Unit of measure 
does or shipping chargesbetween Haiti and UNICEF, is 	 not comparable for this iten5/ 	 1-9 are antibiotics 

10-12 are chemotherapeutic agents. 
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DISPENSARY EXPENDABLE SUPPLIES
 

UNIT PRICE TOTAL PRICE 

ITEM OTY UNICEF U.S. UNICEF U.S. 

Blade, Razor (Pkg) 
Splint Board 60-62 
Splint Board 30-32 
Splint Board 18-20 
Suture, 00, Non-Sterile 
Suture, OB/GYN I CIR 
Suture, Silk, assorted 
Spare tube for Sphygmts 
Needle, Disposable i1 Gx 
Needle, Hypo Assorted (set) 
Needle, Suture, Assorted (Pkg)
Tourniquet:, Rubber 
Gloves, Surgeon size 7 (box) 
Suture, non-sterile 91 m (spool) 
Sulfadiazine Powder 500 g. (bot)
Jar, Thermometer 
Tape, Adhesive, Zinc oxide (roll)
Tape, Adhesive, Zinc oxide (roll) 
Tape, Elastic, Bandage (roll) 
Bandage, Non-sterile (roll) 
Bandage, Non-sterile (roll) 
Bandage, Non-sterile (roll) 
Cement for repairs (tube) 
Control Ster. Chem Indicat. (box) 
Gauze Pid, Sterile 
Razor Safety 
Knife Blade, Surgical #10 (Pkg 5)
Knife Blade, Surgical #11 (Pkg 5)
Knife Blade, Surgical #12 (Pkg 5)
Cotton, Non-Sterile I lb 
Gauze, Non-Sterile 100 m 
Sheeting Plastic 91 cm wide (yard)
Depressor, Tongue, Child Box 500 
Soap, Toilet, 85 GR 
Toweling, Turkish 51 cm 

12 
6 
3 
3 
2 
3 
3 
1 

12 
I 
1 
1 
4 
1 
1 
1 

12 
12 
3 

12 
24 
12 
1 
1 

300 
1 
1 
1 
1 

12 
12 
2 
2 

24 
12 

0.15 
3.00 
1.50 
0.80 
3.00 
8.00 
1.00 
.70 
.06 

8.00 
5.00 
0.50 
0.40 
1.60 
5.00 
0.30 
0.20 
0.90 
1.40 
0.06 
0.15 
0.30 
0.40 
5.00 
0.05 
0.50 
0.30 
0.30 
0.40 
0.10 
15.00 
0.40 
2.50 
0.10 
1.80 

*0.15 
*3.00 
*1.50 
*0.80 
2.95 

*8.00 
3.37 
*.70 
.20 

*8.00 
*5.00 
0.50 
7.46 

*1.60 
*5.00 
*0.30 
1.04 

*0,90 
3.73 
0.27 
0.49 
0.50 

*0.40 
*5.00 
*0.05 
*0.94 
0.66 
0.77 
1.56 
0.13 

*15.00 
*0.40 
*2.50 
*0.10 
*1.80 

1.80 
18.00 
4.50 
2.40 
6.00 

24.00 
3.00 
0.70 
0.72 
8.00 
5.00 
0.50 
1.60 
1.60 
5.00 
0.30 
2.40 

10.80 
4.20 
0.72 
3.60 
3.60 
0.40 
5.00 

15.00 
0.50 
0.30 
0.30 
0.40 
1.20 

15.00 
0.80 
5.00 
2.40 

21.60 

*1.80 
*18.00 
*4.50 
*2.40 
5.90 

*24.00 
10.11 
*0.70 
2.40 

*8.00 
*5.00 
0.50 

29.84 
*1.60 
*5.00 
*0.30 
12.48 
*0.90 
11.19 
3.24 

11.76 
6.00 

*0.40 
*5.00 

*15.00 
*0.94 
0.66 
0.77 
1.56 
1.56 

*15.00 
*0.80 
*5.00 
2.40 

*21.60 

Total 

10% Inflation 
176.34 
17.63 

234.75 
23.48 

Total 
15% handling/Shipping 193.97 

29.09 
258.23 
38.73 

TOTAL 
223.06 296.96 
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DISPENSARY NON-EXPENDALE SUPPLIES
 

ITEM 


Jar, Dressing 

Basin, Kidney, 475 ml 

Basin, Kidney, 825 ml 

Basin, Solution 6 1 

Bowl, Sponge, 600 ml 

Cup, Solutinn, 170 ml 

Irrigator, 15 1 

Measure, 500 ml 

Tray, Instrument, Shallow 

Sphygmarianometer 

Stethoscope 

Stethoscope, 
 Foetal 

Hemoglobinometer 
 set 

Hemoglobinometer 
 pipette 

Hemoglobinometer 
 measuring Tube 

Tape Measure 

Urinometer, 
 Squibb 
Urinary Test Set 

Pelvimeter Collyer 

Stone Oil Arkansas 

Clamp Tubing, Hoffman 

Brush, Hand 

Duster, Hand 
(Dust Gun) 

Sterilizer 

Scale, Adult, Physician 

Scale, Infant 

Tray, Instrum/Dressing 

Catheter, Urethral Forceps, Straight

140 MM Kelly 

Forceps, Uterina Val Straight Jacobs 

Forceps, Sponge Holding Straight

Forceps, Dressing 
15 cm 

Forceps, Sterilizer 21 
cm 

Thermometer, Rectal 

Thermometer, Oral 

Scissors, Operating Straight 140 mm 

Scissors, Gauze 215 mm 

Scissors, Bandage 
182 mm angular 

Speculum, Vaginal 

Knife HaMdle, Surgical 
Syringe, Hypo 10 ml 

Syringe, Hypo 5 ml 

Syringe, Hypo 2 ml 

Syringe, Rectal 30 ml 


OTY 


2 

2 

2 

2 

4 

2 

1 

1 

1 

1 

1 

1 

1 

2 

1 

1 

1 

1 

1 


1 

2 

2 

1 


1 

1 


1 


1 

1 


2 


1 


1 


2 


1 


3 

3 

2 

1 

1 

1 

1 

2 


2 


3 


1 


UNIT PRICE 


UNICEF 


5.00 

1.50 

1.50 

4.00 

1.50 

1.00 

5.00 

2.00 

5.00 


26.00 
4.00 
2.00 

24.00 
1.00 
2.00 
1.00 
2.00 
4.00 

3.00 


2.00 

0.50 


0.50 

5.00 


10.00 

100.00 


35.00 


7.00 

1.00 


2.00 


3.00 


4.00 


0.90 


0.80 


0.40 

0.40 


2.00 


2.00 
3.00 


4.00 


1.20 


0.50 


0.40 


0.50 


0.70 


TOTAL PRICE
 

U.S. 


7.39 

3.49 

5.49 

8.01 

4.61 

3.23 

3.96 


*2.00 

6.93 


33.96 
4.68 
4.68 

*24.00 
*1.00 
*2.00 

1.00 
1.53 

24.96 

40.94 


*2.00 

0.36 


0.57 

5.00 


182.02 

78.00 


61.60 


6.93 

7.57 


5.05 


11.96 


7.03 


1.29 


16.02 


0.97 

0.97 


5.40 


3.07 
4.18 


4.57 


1.75 

0.40 


*0.40 


0.27 

*0.70 


UNICEF 


10.00 

3.00 

3.00 

8.00 

6.00 

2.00 

5.00 

2.00 

5.00 


26.00 
4.00 
2.00 

24.00 
2.00 
2.00 
1.00 
2.00 
4.00 

3.00 


2.00 

1.00 


0.50 

5.00 


10.00 

100.00 


35.00 


7.00 

1.00 


4.00 


3.00 


4.00 


1.80 


0.80 


1.20 

1.20 


4.00 


2.00 
3.00 


4.00 


1.20 

1.00 


0.80 


1.50 


0.70 


U.S.
 

14.78
 
6.98
 
10.98
 
16.02
 
18.44
 
6.46
 
3.96
 

*2.00
 
6.93
 

33.96 
4.68 
4.68 

*24.00 
*2.00 
*2.00 

1.00 
1.53
 

24.96
 
40.94
 

*2.00
 
0.72
 

1.14
 
5.00
 

182.02
 
78.00
 

61.60
 

6.93
 
7.57
 

10.10
 

11.96
 

7.03
 

2.58
 

16.02
 

2.91
 
2.91
 

10.80
 

3.07 
4.18
 

4.57
 

1.75
 
0.80
 

*0.80
 

0.81
 
*0.70
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Tube, rectal 20 FR 50 cm 
Tube, rectal 24 FR 50 cm 
Shield, Nipple, Glass 
Catheter, Rubber 14 FR 
Connector, STR, Nylon 6-5 mm 
Tubing, Latex, Irrigators 142 cm 
Depressor Tongue, metal 
Suture Needle, Lancet 75 mm 
Syringe, Ear & Ulcer 90 ml 
Tourniq,!2t Web 
Cooler, Polyetheline 41 
Lantern, Hurrican, Kerosene 
Dropper, Medicine, Curved 
Flash Light 
Cot, Folding 
Needle, Hypo 24 G x 3/4 (Doz.) 
Needle, Hypo 22 G x 1.5 (Doz.)
Needle, Hypo 20 C x 1.5 (Doz.)
Needle, Suture, 3/8 CIR (6) 

2 
1 
5 
2 
2 
2 
3 
6 
1 
1 
1 
i 
6 
1 
1 
2 
1 
1 
1 

0.80 
0.70 
0.40 
0.50 
0.20 
.0.70 
0.20 
0.20 
0.80 
0.80 
5.00 
4.00 
0.40 
2.00 

10.00 
0.40 
0.40 
0.50 
0.70 

1.37 
1.37 

*0.40 
0.58 
10.05 
*0.70 
4.45 
0.43 
1.27 

*0.80 
*5.00 
9.80 
0.69 
1.95 

82.89 
*0.40 
*0.40 
0.50 
0.60 

1.60 
0.70 
2.00 
1.00 
0.40 
1.40 
0.60 
1.20 
1.60 
1.60 
5.00 
4.00 
2.40 
2.00 

10.00 
0.80 
0.40 
0.50 
0.70 

2.74 
1.37 

*2.00 
1.16 

20.10 
1.40 

13.35 
2.58 
1.27 

*1,60 
5.00 
9.80 
4.14 
1.95 

82.89 
*0.80 
*0.40 
0.50 
0.60 

Total 

10% inflation 
$347.60 

34.76 
$805.92 
80.59 

Total 
15% Shipping/Handling $382.36 

57.35 
$806.51 
132.97 

TOTAL 
$439.71 $1019.48 

Source: Items on Dispensary supplies from UNICEF. 
List
 

UNICEF prices are dated from 1977.
 

U.S. prices 
 are from Federal Supply Catalog, GSA, Supply Catalog.1977 editions.
 

*UNICEF price. 
Like item could not be located in FSC or GSA catalogues.
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LIST OF HEALTH ESTABLISHMENTS
 
OF THE CAP HAITIEN SANITARY DISTRICT
 

DSPP HOSPITAL 

DSPP HEALTH CENTERS
 

Hopital Justinien 
 Dondon St. Joseph 
 Bahon
 

Acul du Nord
HEALTH CENTERS - Ste SuzannePRIVATE HOSPITALS
 

La Victoire 

Plaine du Nord (paroissial Robillard)
La Jeune
 

Limonade 

Limbe
Terrier Rouge


Bethesda Vaudreuil 
 Ouanaminthe
 

Centre Medico Social 
(Plne du Nord) 
 Clinique Mobile de Chourseuil (Q. Morin)
Le Bon Samaritain (Limbe)
 
Ci r ud e ( M
ot)C 
 apotil l e
 

Crudem (Milot) 
 aPRIVATE 
 DISPENSARIES
 
Les Perches St. Antoine
 

HEALTH CENTERS - MIXED HOSPITALS Fauche (Wesleyen)Mont-Organise 

Grande Riviere du Nord Trou du Nord
Ferrier
 

Centre Medico-Social (Plains) Carice Ste Helene
Vallieres
 

Esperance de Pilate Paroissial Rohillard (Fort Liberte)
Mombin-Crochu
 

St. Jzan du Limbe Ouanaminthe (Catholique N.D. de Fatima)Bois Laurence 

Borgne (Pote-Cole) Capotille (Catholique) 

Vallieres 
Acul Samedi 

Mombin-Crochu 
Pignon
 

Petit Anse
 



Saint Bertin (Port-Margot) 


Centre Medico Sanitaire (Derac) 


Pignon 

La Victoire 


La Fossette 


DSPP DISPENSARIES
 

St. Raphael (Hacho) 

Pilate
 

Quar tier Morin
 

Milot
 

Grand Bassin (Ntre Dame de Lourdes)
 

Ranquitte
 

Camp-Coq
 

Asile Communal (Stenio Vincent)
 

Trou du Nord (Ambroise Holly)
 

Port-Margot
 

LIST OF HEALTH ESTABLISHMENTS
 
OF THE CAP HAITIEN SANITARY DISTRICT
 

Notre Dame de Lourdes (Carrenage)
 

Borgne (Sr. Ste Croix)
 

Terrier Rouge 

Paroissial Robillard (Plaine du Nord)
 

Quartier Morin (Saint Louis)
 

Phaeton
 

Clinique Mobile (AHilot) 

Sacre Coeur (La Fossette)
 

St. Raphael (Secours Catholique)
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LIST OF HEALTH ESTABLISHMENTS 
OF THE PORT-DE-PAIX SANITARY DISTRICT 

DSPP HOSPITAL 


Immaculee Conception 


HEALTH CENTERS - PRIVATE HOSPITALS 

Notre Dame des Palmistes la Tortue (Catholique) 

La Pointe des Palmistes Beraca (Protestant) 


Saint Joseph (Bonneau) 

Mole St. 
Nicolas (Catholique) 


Jean Rabel Notre Dame de la Paix
 

MIXED HEALTH CENTERS 


Jean-Claude Duvalier (Anse a Foleur) 


Jean Rabel (Hacho) 


DSPP DISPENSARIES
 

Bassin Bleu
 

Bombardopolis
 

Mole St. Nicolas 


Chansolme
 

Saint Louis du Nord
 

Boucan Patriot
 

Raymond
 

Asile de Bonneau
 

Desgronues
 

DISPENSARY - HOSPITAL
 

Notre Dame la Croix St. Joseph (Bonneau Catholique)
 

Maranatha (La Pointe)
 

Mole St. Nicolas (Catholique)
 

Baie de Henne (Hacho) Bombardopolis
 

Bombardopolis (Catholique)
 

Les Plaines
 

La Vallee
 

MIXED DISPENSARIES 
R
 

Marre Rouge (Hacho) 
Bombardopolis Bale de Henne (Volent)
 



DSPP HOSPITAL 


Hopital la Providence 


HEALTH CENTER - PRIVATE HOSPITA, 

C.D.S. - Hopital Alma Mater 


MIXED HEALTH CENTER 

Anse Rouge (Hacho) 


MIXED DISPENSARY 

Terre Neuve (Hacho) 


LIST OF HEALTH ESTABLISHMENTS
 
OF THE GONAIVES SANITARY DISTRICT
 

DSPP DISPENSARIES
 

Saint Michel de i'Attalaye
 

Gros Morne
 

Marmelade
 

Ennery
 

Terre Neuve 

Asile de Bayonnais
 

Anse Rouge 

PRIVATE DISPENSARIES 

Gros Morne (Episcopale)
 

Passerine (Ennery)
 

L'Eglise Mission de Dieu
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LIST OF HEALTH ESTABLISHMENTS
 
OF THE HINCHE SANITARY DISTRICT
 

DSPP HOSPITAL 

PRIVATE DISPENSARIES


Hopital Sainte Therese 

Cerca la Source (Catholique)
 

DSPP DISPENSARIES 
 Cerca Carvajal (Catholique)
 

Thomonde 

Thomassique (Catholique) 

Cerca La Source Maissade (Catholique) 

Madame Joa Los Palos (Manman Bondie)
 

Cerca Carvajal 
 Mission Allegheny Wesleyen Methodiste (Thomonde)
 

Thomassique
 

Maissade
 



LIST OF HEALTH ESTABLISHMENTS 
OF THE SAINT MARC SANITARY DISTRICT 
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9 

DSPP HOSPITAL 
DSPP DISPENSARIES 

flopital Saint Nicolas 
Segur 

PRIVATE HOSPITAL Pont Sonde 

Hopital Albert Schweitzer 
Dessaline Soeurs de Charite Ottawa 

HEALTH CENTERS - DSPP HOSPITALS 

Grande Saline 

Desdunes 

Verettes 
Montrouis 

Petite Riviere de l'Artibonite 

DSPP HEALTH CENTER 

L'Estere (Villard) 

PRIVATE DISPENSARIES 

Shada (Montrouis) 

Clinique Episcopale (Montrouis) 

Pont Sonde (Pere M.E. Gouffie) 

Dessalines 



LIST OF HEALTH ESTABLISHMENTS 

OF THE BELLADERE SANITARY DISTRICT
 

DSPP HOSPITAL
 

La Nativite
 

DSPP HEALTH CENTER
 

Mirebalais
 

HEALTH CENTER -
MIXED HOSPITAL
 

Mont Carmel (Ville-Bonheur)
 

DSPP DISPENSARIES
 

Baptiste
 

Lascahobas
 

Savanette
 

PRIVATE DISPENSARIES
 

Lascahobas (Adventiste)
 

Savanette (Catholique)
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DSPP HOSPITALS 
DSPP HEALTH CENTERS 

Hopital Universite d'Etat d'Haiti 
Cathedrale 

Sanatorium 
La Saline 

Maternite Isaie Jenaty 
Portail Leogane 

Centre de Psychiatrie 
De la Croix des Bouquets 

Defilee de Beudet (Asile) 
De l'Arcahaie 

PRIVATE HOSPITALS 
 Centre d'Hygiene (Aurore du Bel-Air)
 

Grace Children (Delmas) Duvalier Ville
 

La Sainte Famille St. Martin 

St. Francois de Sales 
 Petion-Ville (Eliazar Germain)
 

Francais 
 Materno-Infantile
 

Canape Vert Carrefour Feuilles
 

Sacre-Coeur Thomazeau
 

Maternite Dr. L. Mathieu (Rle Riviere) 
 Simone Ovide Duvalier (Leogane) 

Hoplital Fontamara Fonds Parisien
 

Celeste Casimir 
.HEALTH CENTER - DSPP HOSPITAL 

Simone 0. Duvalier (Fontamara) 
Centre de Sante Hopital de Carrefour 
 Haitiano-Arabe (Cite Simone)
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HEALTH CENTERS - PRIVATE HOSPITALS 

HEALTH CENTER - MIXED HOSPITAL 
Wesleyenne (La Gonave) 


Fermathe
 

Fermathe 

Goover Bolling (Darbonne-Leogane) 
 DSPP DISPENSARIES
 

Le Bon Samaritain (Rue du Centre) 
 Gressier
 

Ste. Croix (Leogane) Kenscoff
 

Bodary Oriani
 

Thiotte Ganthier
 

Savanne Zombi 
 Fonds Verrettes
 

Fonds Parisien 
 Croix des Missions
 

Bongar (Kenscoff) 

HEALTH CENTER - PRIVATE HOSPITALS (suite)
 

Saintard 

Marche Letellier
 

Cornillon 

Casale
 

Pointe a Raquette 

Anse a Galets
 

Nouvelle Touraine 

Asile Sigueneau
 

Lilavois (Ste Therese) 

Trou Sable
 

Furcy (Notre Dame du Perpetuel Secours) 
 Thomazeau
 

Carrefour Georges
 

Asile Communal
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Description of Health Regions
 

The health regions of the Republic of Haiti are divided into a Metropo
litain zone 
(Port-au-Prince and its environments), and five (5) regions
 

which are:
 

Region Nord ............... 
 I
 

Region Nord-Ouest
......... 
II
 

Region Centre ............. 
III
 

Region Ouest
.............. 
IV
 

Region Sud
................ 
 V
 

Metropolitain Zone:
 

I- La Ville de Port-au-Prince
 

2- Martissant
 

3- Carrefour
 

4- Petion-Ville
 

5- La Gonave
 

6- Fermathe
 

7- Lilavois
 

8- Kenscoff
 

9- Carrefour Georges
 

10- Furcy
 

11-
 Cite Simone Duvalier
 

12-
 Croix des Missions
 

13- Beudet
 

14--
 Claire Heureuse
 



-2- Annex XT 

Page 3 
Exhibit 
Page 2 

of 
2 
of 

9 

5 

Region I or North Region 

The North Region includes the North and North-East Departmentsand includes also districts, free towns, and rural sections which itcovers. 

CAP-HAITIEN 

Quartier-Morin 
Milot 
Plaine du Nord 
Acul du Nord 
Limonade 

GRANDE RIVIERE DU NORD 

Dohdon 
St-Raphael 
Ranquitte 
PigRnion 
Bahon 

La Victoire - La Jeune 

TROU DU NORD 

Ste Suzanne 
PLAISANCE 

Terrier Rouge 
Phaeton
Paulette 

Grand BassinCaracol 
LIMBE 

Camp-Coq 

Bas-Limbe 

FORT LIBERTE 

Derac
Acul SamediPotMro 
Ouanaminthe 

Capatille 
Perches 
Mon t-Organise 
Ferrier 

OFauche 

BORGNE 

Port Margot 

Petit Bourg Port Margot 

VALIERES 

Mombin crochu 
Carice 
Laurence 
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Region IT or North-West Region
 

This region includes the North-West Department and i part of the
 
Artibonite Department.
 

It covers districts, free towns, and rural sections listed below:
 

PORT-DE-PAIX 
 GONAIVES
 

St. Louis du Nord 
 Gros-Morne
 
La Tortue 
 Ennery
 
Anse a Foleur 
 Terre-Neuve
 
Bassin Bleu 
 Anse-Rouge
 
La Pointe 
 Sedren
 
Bonneau
 
Croix St. Joseph
 
Chansolme 
 MARMELADE
 

St. Michel de l'Attalaye
MOLE ST. NICOLAS 
 Bayonnais
 

Pont de l'Estere
 
Jean Rabel
 
Baie-de-Henne
 
Bombardopolis
 

Region III or Central Region
 

It includes a part of the Artibonite Department and the Central
 
Department.
 

It covers the districts, free town and rural sections listed below:
 

HINCHE 
 ST. MARC
 

Maissade 
 Verettes
 
Thomonde 
 La Chapelle (Deschapelles)

Thomassique 
 Desdunes
 
Carvajol 
 Dessalines
 
Cerca la Source 
 Grande Saline
 
Mme Joie 
 Pont Sonde
 
Los Palos 
 Petite Riviere Artibonite
 

Montrouis
 

MIREBALAIS
 

Savanette
 
Saint d'eau (Ville-Bonheur)
 
Lascahobas
 
Belladere
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Region IV or West Region 

It includes a part of the West Department out of the metropolitain
 
zone and the Z.uth-East Department.
 

JACMEL 
 LEOGANE
 

Cayes-Jacmel 
 Grand Goave - Gressier
 
Bainet 
 Petit Goave
 
Marigot Vialet
 
Lafond 
 Beaudin
 
Marbial 
 Les Palmes.
 
Cap Rouge
 
La Vallee 
 Saintard Thiotte
 
Mapou Duvalierville Savane Zombi
 
Trouin 
 Thomazeau Oriani
 
Ternier 
 Arcahaie Chauffard
 

Cornilion
 
Nazareth
 

BELLE-ANSE 
 Croix des Bouquets
 
Ganthier
 

Grand-Gosier 
 Marche a lier
 
Anse a Pitra 
 Fond Parisien
 
Banane 
 Fond Verettes
 
Grande Riviere Bodari
 

Region V or South Region
 

It includes South and Grande Anse Districts.
 

It covers the district:s, free cowns, and rural sections listed
 
below:
 

CAYES 
 TIBURON
 

Torbeck 
 Anse d'Hainault
 
Port Salut Irois
 
St-Jean du Sud 
 Dame-Marie
 
Camp-Perrin Chambellan
 
Chantal 
 Cahouane
 
Arniquet
 
Ile a Vaches
 
Charpentier JEREMIE OU GRANDE ANSE
 
Maniche
 
Mazenod 
 Corail
 
Laborde 
 Pestel
 
Ducis 
 Roseaux
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Cavaillon 
St. Louis du Sud 
Vieux Bourg d'Aquin 
Cotes de Fer 

Moron 
Bonbon 
Gabeau 
D'Espagne 
Marfranc - Marche Leon 

COTEAUX ANSE-A-VEAU (NIPPES) 

Chardonnieres 
Port-a-Piment 
Roche a Bateau 
Les Anglais 

Miragoane 
Petit Trou de Nippes 
Petite Riviere de Nippes 
Baraderes 

L'Asile 
Paillant 
Delate 
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List of Locations of Dispensaries that the DSPP desires to be constructed.
 

Cap-Haitien
 

1. Pilate 

2. Plaisance 

3. St. Raphael 


4. Le Borge 


Les Cayes
 

5. Cavaillon 

6. 
Duval
 
7. St. Louis du Sud 

8. Riviere Mombin 

9. Anse d"Hainault 


10. Neumont 

11. Cote de Fer 


Gonaives 


12. Port-de-Paix 

13. Mahotiere 


14. Camp Pongnon 

15. 
 Anse a Foleur
 
16. Jean Rabel
 
17. 
 Fond Lecturne
 
18. Renard
 
19. St. Michael Attalaye
 
20. Rae Orange
 
21. Nan Campeche
 
22. La Rue
 
23. Moustique
 
24. Haut Moustique
 

Hinche
 

25. Demarrague
 
26. Tablon
 
27. 
 Eau contree
 
28. Potosuel
 
29. Juana
 
30. D'Lonoire
 
31. Gibert
 
32. Chemat
 
33. Dessalines
 
34. Raye-Sec
 

35. 
 Gros Moulin
 
36. Panedon
 
37. Triano
 
38. Ville Bonheur
 

39. Defailly
 

Jacmel/Metro
 

40. Marche Letellier
 
41. Casale
 
42. Fonds Verrettes
 
43. Savane Zombie
 
44. Bodarie

45. Bekke-Anse
 

46. Marigot
 
48.
47. Baraderes
Nan Tour
 

49. Cazales
 
50. Gantier
 
51 Bainet
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List of Sixty Three Dispensaries to be renovated. 

1. Segur 

47. Maissade
2. Pont-Sonde 

48. Limbe
3. Grande Saline 

49. Vezeau
4. Bocozelle 

50. Thomade
5. Deseaux 

51. Lomo Copra
6. Montrouis 

52. Manneville
7. Kenscoff 

53. Camperin
8. Croix-des--Missions 

54. Petit Goave
9. Cornillon 

55. Gerard Trouin
10. Thomazeau 

56. Aquin
11. Saintard 

57. Desdunes
12. Pointe a Raquette 

58. Thomonde
13. 
 Anse a Galets 

59. Banane
14. Furcy 

60. "rand Goser
15. Thiotte 

61. Port-Salut
16. Bassin Bleu 

62. Dame-Marie
17. Raymond 

63. Chambellan
 

18. Boucan Patriot
 
19. St. Louis du Nord
 
20. Mirebalais
 
21. Baptiste
 
22. Savanette
 
23. Lascahobas
 
24. Marmelade
 
25. Ennery
 
26. Mapou
 
27. Trouin
 
28. Peredo
 
29. Seguin
 
30. La Montagne
 
31. Anse a Pitre
 
32. Bel-Anse
 
33. Marigot
 
34. Vieux Bourg d'Aquin
 
35. Torbeck
 
36. Arniquet
 
37. Les Irois
 
38. Marfranc
 
39. Grand Bassin
 
40. Acul du Nord
 
41. Limonade
 
42. Plaine du Nord
 
43. Pont-Joli
 
44. Bonami
 
45. Carrefour Menard
 
46. Grand-Goave
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IDB DISPENSARY CONSTRUCTION LIST
 

Health District 
 Location
 

Les Cayes

(Miragoane) 
 Petite Riviere de Nippes
 

St Michel
 
Mouillage Fouquet
 
L'Asile
 

Changieux
 
Laurent
 
Mersan
 

Ferme Leblanc
 
Serraud
 
Carrefour
 
Dammassin
 

Jeremie 
 Les Basses
 

Dichitty
 
Mouline
 
Rossaux
 
Leon
 
Chambellan
 

Abricots
 
Trou Bonbon
 
Lesson
 
Mandron
 
Meilleur
 
Bodin
 

Cap-Haitien 
 Bayeux
 

Ferrier
 
St. Suzanne
 
Baton
 
Pignon
 
Port Margot
 
Aoul Baneci
 
Cassmille
 
Vallieres
 
Carasol
 
Ile Immeux
 
Ouanaminthe
 

Limbe
 
Caracoi
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TRAINING ANNEX 

Exhibit 1. Health Agent Selection and Training Manual 
Exhibit 2. Auxiliary Nurses Training Curriculum (Draft)
Exhibit 3. Sanitary Officers School Course Material 
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TRAINING Or 1EATTf AOEMUTS 
In order to better appreciate and later evaluate the work of the health
 

agents, one must take into consideration certain factors pertinent to 

their development such as , 

- Selection and recruitment of the health agent 

- The community in which the agent will work 

The training of the health agent
 

- RECRUITMENT AND SELECTION 

The health agents constitute the opening of the program of extension of 

medical services toward rural and the suburban areas. Therefore it will
 

be necessary to devote more attention to the choice of candidates.
 

PRE REQUISITES TO BE A CANDIDATE
 

AGE t Between 25 and 45 (with equal opportunity)
 

SEX : Male/female in good health (equal opportunity, females having
 
priority)
 

Know how to read and write french, hold a Certificattd'Alphabetisation
 

f2om ONAAC (of recent date) 

Offer certified proofs of leadership abilities
 

Having lived in the community for at least 5 years for natives of the
 
area, 10 years for migrants with a commitment to stay.
 

Be available i.e. be able to answer emergency calls at 
any moment.
 

Choice must be approved by the community
 

Be able to communicate verbally with ease. 

STAGES OF SELECTION
 

A- Information of the Community : It will be carried out 
in two ways
 

1) In areas where community councils already exist the district administra

tor or any other person authorized by the department of Public Health
 

and Population will contact the community representatives directly in
 

order to inform them of the program.
 
£ general meeting of all 
the council members, intitutional leadere of the
 

area will be scheduled. At this meeting all informations regarding the pro

gram will be repeated. Xt the end of this meeting the council members will be
 

asked to organize the recruitment of candidates. The number of candidates for 

any given community shall not exceed 3 (three)
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2) In areas where there is no 
community council, the District Adminis
trator Or any other person authorized by the DSPP will contact the
 

institutional 
leaders (mayor, chef de section/sheriff, teachers)

Informations to give 

- Purpuse of the program 

- Final objectives of the Agent's training 

- His tasks 

- Recrutment and selection 
- Responsibilities and role of leaders and community councils 
- Method of registration, interview and selection of applicants
 

-B. RECRUTMENT OF CANDIDATES 

It should be organized by the community councils or a group of eminent
people (from the council) which has the power to chose a method which does
 
not violate 
tho recruiting regulations. 
 The District administrator should

abstain from 
 using his position to interfere with the recruiting process. 
C.- REGISTRATION OF CANDDATES 

All the candidates from adjacent oommunities shall report to the district 
headquarters or 
institution with jurisdiction. 
There, candidates will be
fed additional 
or more 
specific informations about the program (role of the

health agents, working conditions and schedule). There the actual registra
tion will take place.
 
INTERVIEW AND EVALUATION OF CANDIDATES
 

Each candidL' will be interviewed by a jury on that day. 
Each member
of the jury will score 
each candidate following this interview. 
Then a short

written test will be administered (in French 
or Creole at the candidates option). Attached is a sample of the interview forms with appropriate instruc
tions.
 

FINAL SELECTION 
Candidates from oach community will be classified in numerical order 1-3according to test scores and results of interviews. The most qualified applicant will be selected and the community council will be informed of said 

selection.
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In case of tie-scoresp priority will be given to 
- Women 

-
Aides and Matrones with incomplete training
 
- Protestant pastors involved in health programs
 
- People (quack/others) with a medical vocation or experience In sani

tation projects (SNEM agents) 
CHOICE OF COMMUNITIES 

The success of this program depends,to a large extent, on 
the choice ofthe communities for which the agent 
are being trained.

1- Priority will be given 
to communities with existing embryos of organi

zation 
i communities with councils to act 
on their behalf, communities

integrated in development programs, ODVS, CDPG, DARNDR i,lots etc...

This modus operandi is warranted by the need to 
secure 
total community
 
support.
 

2- All community request will be considered 

3- Priority will be given to 
communities of 500-2000 people
 

4- Higher priority will be given to 
readily accessible communities with
 
a health center or dispensary at a distance not exceeding a3walk . 
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INSTRUCTIONS FOR INTERVIEW BY HEALTH AGENTS 

GENERALITIES 

This form contains 2 parts 

I- GENERAL CHARACTERISTICS 

Numbers 1 - 10 are answers given by the candidate
 
If the answer to #3 is "Single" B and C can be disregarded 

II- This portion deals with the candidate's specific aptitudes
 
The interviewer's subjective judgment plays a very important role in the
 
evaluation of the 
candidate.
 

INSTRUCTIONS
 

Each answer should be scored
 
These 
scores should be entered in the corresponding box
 
These scores are added up at the end of the interview. Then candida

tes are listed according to total scores in decreasing order. 
Twenty-five of
 
the first 30 names on 
the list will be selected.
 

C.- FORMS 

Name
 

District
 

Rural Section / Neighborhood 
Distance from home to 
nearest health center in walking hours
 
Estimated number of families living in the rural section/neighborhood 

I- GENERAL CHARACTERISTICS
 

Question No. 1. How old are you ?
 
Answers A- Under 25 eliminated 

B- 25 - 45 
 (5)
 
C- 45- 60 (I) 
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Question No. 2 	How many years of schooling have you had ?
 

Answers 	 a- None - eliminated
 

b- 1-2 primary school (W)
 
c- 3 years primary school W (2)
 

d- 4 years primary school W (4) 

e- 5-7 years " " (5) 

f- certificat sLlphabetisation
 

of recent date 
 @ (4)
 

Marital status 

Separated ( ) Widow ( ) 
Marries ( ) Free union ( ) Single ( ) 

Do you have children ?
 

How many ? 

No children - (1) 

Answers Candidate has children and one of them is under 3 

. (2) 

Has children, but youngest is 
over 4 - (3) 

Has grow up children (5)
 

Questions No. 3 Who provide the money for family necessities ?
 

Answers a- Candidate is sole provider (2)
 

b- Another person = (3)
 

c- Many other people (5)
 

Questions No. 4 Do you know of any institution or organization currently
 
providing assistance to your community ?
 

Have you worked with such organization/institution ?
 

Answers a- Yes, 1 do
 

The namo of tue institution is..(3)
 

b- Yes, I know one called...
 

and I have worked with it more
 

than once 	 n (5)
 



ANNEX XIII
 
Page 6 of 53
 

Exhbit 1
 
Page 6 of 42
 

c- here is none. If there was one I would
 
have volunteered my assistance
 

Question No. 5 What is your family's opinion 
about this work ? 
Is it favourable ? 

Answers a- Yes, many agree W (5) 

b- My family does not care - (4) 

c- No, my family is against it (3) 

Question No. 6 Do you get sick very often ?
 

a- No " (3)
 

b- Yes - (O) 

II- SPECIFIC APTITUDES 

The questions that will be asked in this section serve merely as a
 

guide. The interviewer may ask different questions in order to get a clear pic

ture and arrive at a better evaluation of the candidate's working knowledge,
 

willingness, motivation, leadership, interpersonal relationships, understanding
 

of the questions asked rnd speeedh On the basis of this questionnaire Dne should
 

be able to form a definite opinion of candidate and determine where to place
 

him on the score listing.
 

A- Knowled e of the work to be kerformed and acceptance
 

1- What, in your opinion, is a health Agent ?
 

2- What, in your opinion, is the job of the health agent ?
 

............... 0............................
 

a-- Doesn't know - (0) 

b- Knows fairly well = (2) 

c- Knows very well = (5) 
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3-	 Would you like to 	visit a family in order to teach the members 

about child care ?
 

4-	 Do you think this is an easy job to do ? 

5-	Have you had the opportunity to help in cases of emergency ?
 

(illness, wound, burn, etc...)
 

What did you do ?
 

What did you think ? 

6- Have you spoken in public or to a group of people that you do not 

know too well ? 

How did you feel ? 

Would you do it again ? 

...Yes. .. = (2) 

.... .No . - (0) 

B-	Motivation for work
 

1-	Why do you wish to become a health agent ? 

2-	How long do you plan to work as a health aeent ?
 

On the basis of the answers, indicate your evaluation of the motivation
 

Answers 
 a- Little motivation = (0) 
b- Regular Motivation (2) 

c- High motivation - (3) 
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C-	In Search of Solutions
 

1- After participation in the Seminar whom do you plan to contact ?
 

.. e..... ... . ...... . . . *.... e 	 ... .. . ..... e0006 

2-	If, in your community, you come across 
 a poorly motivated family
 

which refuses to 
take a sick person to the nearest health center or
 

dispensary, what would you do ?
 

.~~~~............. .............0..* .... 
000 ........ .......... . 0. .
 

of~~~~~~................ .............. 
 .0 	 0 0 .* .. . . .0 . . . ....

3-	If you are not welcome into a home where the mother would not accept
 

your visit, what would be your reaction? (What would you do?)
 

. .......... 
0 	 .................................
 o*oo o........ . .
 

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

0.......******
................
 

Answers a- Little initiative 
 (0) 

b-	Enouch 
 (2)
 

0- . lot of " - (4)
 

D- Knowledge of the communi tz and social awareness
 

1- What, in your opinion, are the most important needs of your community ?
 

oe................. ......... .......................
 

2-	Do you think that it is possible to find solutions and apply them to meet
 

these needs(problems) ? 

............
~* *************.........................
 

3-	 (If yes) How ? 

....................
 **..........
 

4-	 Do you think it will be easy to obtain the support of your community ?
 

....................................... 
 *.....* * 	 **........ ..................
 

............. 
 .	 . .. ................................... 
 ................ 
 ........
 
5- Do you believe that th. people in your community know what kinds of services
 

are available at thr nearest center ?
 

Answers : Little knowledge of his milieu I) 

Average knowledge 	 (3)
 

0 
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Good knowledge of his milieu - (5) 
E- Ability to establish interpe rso relationships 

(interviewer and interviewee) (subjective evaluation 

a- Difficult @ (0) 
b- Lack of spontaneity = (2) 

c- Easy (5) 

F- Comprehension of thequestions 

a- Does not understand 
 (0)
 

b- Understands the easiest ones 
 = (2) 

c- Understands well and answers adequately 

= (5) 
G- Verbal Expression 

t'his should also be evaluated during the interview
 

a- With difficulty 
 = (0) 

b- Acceptable expression 
 = (3) 
c- Very clear and pleasant (5) 

Total score for subjective evaluation 
 ( ) 

Grade ( ) 
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OBJECTIVE EVALUATION 

I- 'ReadingFrench or Creole for few minutes 

a- does not know how to read 

b- reads fairly well 

c- reads fluently 

-

-

M 

(0) 

(7.) 

(5) 

- Reading Comprehension 

a- Does not understand 

b- Understands a little 

c- Understands well 

-

= 

(0) 

(2) 

(5) 

Writing French / Creole 

a- Does not know how to write 

b- Writes fairly well 

o- Writes well 

-

-

(0) 

(2) 

(5) 

- Arithmetic (Add and Substract) 

a- Does not know how to compute 

b- Computes fairly well 

c- Computes well 

-

= 

= 

(c) 

(3) 

(5) 

Total score 

Place/Grade 

( ) 
( ) 
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INTRODUCTION 

DEFINI TION 

.0 9 0
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In the wording of the DSPP health policy it is indicated that the
 
"GOH intends, in the framework of its socio-economic developmert policy
to graddally make health coverage available nation-wide by increasing and
 
improving the network of existing medical and health facilities in order to
 
extend public health services to 
the largest majority of the population."
 

This extension of health coverage 
to the greatest majority of the inha
bitants was the theme of the last general session of Administrators'meoting
 

held in Cap-Haitian from the 23d though the 25 of March of the 
current year 
(1977). This question was thoroughly discussed. It was indicated that there arc 
several very serious obstacles ti making health services accessible to the
 
majority of citizens in rural areas as well 
as in the urban regions. Some
 

of these obstacles are due to :
 

- Geographical distances and lack of feeder roads.
 

- Personnel conduct and lack of supervision
 

- Lack of Patient motivation
 

- Lack of enthusiasm in the response of health personnel
 

- The high cost of certain health services
 

-
The scarcity of health equipments and drugs 
- The unwillingness of doctors, nurses and aids to take posts far away 

from the capital and large cities
 

- The unpleasant living conditions of the health personnel
 

- The meager salary offered them
 

- Certain cultural factors and social taboos
 

- Insufficient health services 
...etc... to name only a few...
 

Moreover, considerable attention was drawn to 
the fact that, on the
 
whole, the health plan was drawn for units of 1500 to 
2000 people without 
taking into consideration smaller groups for which nothing has been designed. 
Yet, together these groupings form the large majority of the aitians.
 



ANNEX XIII
 

Page 13 of 53 
Exhibit 1 
Page 13 of 42 

in order to implement this extension of this indispensable health
 

coverage in which the GOH incessantly invest more effort the DSPP should
 
use a system with multiple facets capable of merging into one 
mingle thrust
 

towards nooio-eoonomical development such health factors ac
 

a) Qualitative improvement and relative incroaso of rossouroes provided
 

by the GOH.
 

b) Collaboration with both private and intern'l funding agencies.
 

c) Qualitative improvement of traditional ressources (matrones, gueris

sours etc...)
 

d) Introduction of new types of reesouroes to supplement existing ones
 

health agents or paramedics.
 

The creation of a new dimension of health workers presents certain ob

vious advantages :
 

It facilitates utilization of the natural ressources of the community
 

and thus opens the door to 
more active participation.
 

Community involvement definitely reduces financial involvement by the
 

GOH or its agencies.
 

It does not require indefinite outside financing
 

It helps meet a greater number of needs
 

It gives to community health projects more organizational autonomy
 

and consequently a longer life.
 

It enables the program in the long run to survive any partial or total 

reduction of financial funding at the national or international level 
It cuts down the incidence of problem due to health personnel absenteism.
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DEFINITION
 

This new class of personnel will be called Agents de Sant4. 
The health
agent is a member of the community, man or woman, chosen by the community and
who, upon completion of special training, becomes part of the DSPP. 
The
health agent is expected to help the community, though cure 
and prevention,
to solve its primary health problems under the 
supervision of the medical and
 
nursing personnel of the DSPP.
 

ROLE OF THE AGENT
 
a) Administer both curative and preventive health services 
to the inhabitants


of the area.
 
b) Stimulate the community to mobilize its 
resources 
 in order to solve health 

problems. 
o) Promote community good health through information and education. 
OBJECTIVES OF HEALTH AGENTS TRAINING
 

At the end of his training the health agent should know t
a) How to approach a community and detert ine priorities
 
b) Examine patiente
 
o) Dispense certain 
types of first aid 
care.
d) Be skilled in 
some 
simple techniques (taking temperature, pulse rate
 

injections, bandaging)
 
e) Givo certain ha,:;3.th advice
 
f) Apply preventio


0 though vaccination.
 

ACTIVITIES OF TITI-.ALTT A-NT 
The main activities of the health agent revolve around a number of oc

curences such 
as ,
 
a) Current children and adult diseases
 
b) Material chjld-care
 

c) Contagions diseases
 

d) Nutrition
 

e) Public Health and Sanitation
 
f) Accidents and emergency health care 
(first aid)
 
g) Community Development
 

h) Information -
 Education.
 

http:ha,:;3.th
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II 
ACTI VI TIES 
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COMMON DISEASES 

ACTIVITIES I.- Spot and cure certain adult sicknesses 

- Common cold - Bronchitis - Asthma 

- Diarrhea 

- Intestinal parasites (asgardiosis, oxurosis) 

- Arthritis 

- Scabies 

TASKS 

- Eczema 

Welcome the patients 

Conduct interviews and observe patients 

Identify and know the symptoms of disease 
Treat each .smptomaccording to established guide lines 

Make appropriate recommendations 

Give appointments 

Log patient's name in a special register 

WAYS OF UTILIZATION 

Aptitudes and skills acquired during the training period 
iedicines provided by the DSPI or other sources authorized 
by the Dh2P 

Patients registers selected by the DSPF 
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ACTIVITIES II.-


Spot and oure children's diseases
 
-
Gastro enteritis (Diarrhea)
 

- Malnutrition
 

- Common cold (children 6 - 14) 
r- Intestinal worms ( ascaris, oxuiosis) 

- Scabies 

-
Ezzema, pimples (impetigo/serum pox)
 

TASKS 
 Welcome children
 

Conduct interview with the children
 

Examine the children
 

Treat symptoms according to norms
 

Make appropriate recommendations
 

Set up appointments
 

Log the children's name in the appropriate register
 

MEANS/WAYS OF 
UTILIZATION 
 Aptitudes and skills acquired during the training period
 

Medicines provided by the DSPP or other DSPP authorized sources
 
Patient registers selected by the DSPP
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ACTIVITIES III Channel difficult cases to the nearest health Center or
 
Hospital at 
the agent's discretion
 

- Emergencies
 

-
Cases for which the agent received no training
 

- Doubtful oases
 

-
Serious cases of Gastro enteritis
 

- Respiratory infections (children under 5)
 
- Persistant fever
 

- Cases unaltered after 4 days of treatment
 

TASKS Detect problem cases
 

Identify cases not altered by treatment
 
Fill out a reference sheet for the section that will receive
 
the patient at the nearest hospital
 

MEANS/WAS OF
 

UTILIZATION Aptitudes and skills acquired during training
 

Referal forms
 

Registers selected by the DSPP
 
List of Community health facilities, kind of services and
 
available personnel
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MATERIAL CHILD CARE AND FAMILY PLANNING 

ACTIVITIES I
 

Promote maternal health 
- Make community leaders aware of the maternal child careproblem through periodic meetings and house calls. 
- Know the Iratrones"? 
- Enter Matrones'names 
on DSPP register
 
- Encourage Matrones to 
undergo training
 
-
Help health Centers organize training for Matrones in the
 

area
 
- Make the community aware 
of their existence (Matrones)
 
--Eter Matrones'names and addresses in DSPP register.
 

MEANS/WAYS OF
 

UTILIZATION 
 Knowledge acquired in Maternal health care
 
Register for Matrones'names
 

List of names and addresses of trained matrones
 
teep a family register of house calls.
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ACTIVITIES II
 

Participate in pre-natal care
 
Identify pregnant women and recruit them for the prenatal
clinics (Mobile clinic) on health Centers 
Join the prenatal clinics when they are making house calls
 
in mobile clinics
 
(Supervision) One morning a month at the nearest Dispensary
 
Educate pregnant 
women and parents during house calls 
Identify problem cases and refer them to 
the nearest dispen
sary (with doctor)
 

- Pregnant women with oedema
 

- Pregnant women with hemmorrhage
 
- Pregnant women with other pathological problem
 

WAYS OF UTILIZATION 

- Knowledge acquired during training 

- Schedule of visiting days 
- Schedule of mobile clinics 

- Referal forms 

- List of area health Centers
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ACTIVITIES III.-
 Promote Child Health 

- Make community leaders aware of the problems of child health 
through educational gatherings and house calls. 

- Work closely with the Matrones 

- Educate parents during house calls 

WAYS OF UTILIZATION
 

Knowledge and skills acquired
 
Register 
 to put down data collected during house calls 
List of trained Matrones living in the area 

ACTIVITIES IV.- Participate in Child Health Control 

- Treat 
sick children (see above) and make necessary references
 - Use the mobile clinic to recruit children under 5 and check
 
them for weight and vaccination
 

-
Travel with mobile clinics organized in the 
area
 
- Participate in the Pediatric clinic on working days
 

WAYS OF UTILIZATION
 

Knowledge acquired 

House call registers
 

Mobile Clinic schedule 
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ACTIVITIES I.- Promote Family Planning 

- Make the population aware of Family Planning through gatherings 
and house calls
 

- Inform potential parents, males and females, about Family
 
Planning programs and services
 

- Work closely with the Matrones to educate the population

in Family Planning 

- Guard against false rumors 

WAYS OF UTILIZATION
 

Knowledge acquired
 

House call registers
 

List of trained Matrones
 

ACTIVITIES II.- Provide Services in Family Planning 

TASKS - Recruit women for Family Planning (Mobile Unit) 

- Recruit aid provide men for Family Planning 

- Collaborate with Mobile Clinics 

- Collaborate with the Family Planning Unit at the health Center 
- Provide for Family Planning women upon request (should not 

stock items) 

- Identify and refer Family Planning problem cases 

3HEANS/WAYS OF UTILIZATI101 

Knowledge acquired 

According to certain conditions and care 

Supervision 

Patient registecs and Provision ID card 

Beferal Forms 
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INTEBMEDIARY ACTIVITIES
 

CONTAGIOUS DISEASES
 

ACTIVITIES 
 Help track down and control certain contagious endemic
 

diseases in Haiti
 

- Typhoid 

- Malaria 

- Tuberculosis 

- Venereal Diseases (Gonorrhoea)
 

TAUS - Identify people suffering from the above illnesses(during 
house calls) 

- Refer same to institutions engaged in their eradication 
- Make tne population aware of the problems of contagious


diseases, both informing and educating.
 

- Participate in vaccination programs
 
-
Notify the immediate supervisor in case of epidemic
 

- Keep a list of the people affected
 

MEANS/WAYS OF UTILIZATION 

Knowledge acquired duting training
 
Knowledge of all institutions involved with the above diseases
 

Referral forms 

Registers
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SANITATION AND HYGIENE OF THE AREA 

ACTIVITIES- - Promote sanitation and hygiene in the area 

- Protect water supply resources 

- Elimination of human wastes 

- Blimination of garbage 

- Food protection 

- Home hygiene 

TASKS 
-K A- WATER. 

- Know how far people in 
water for drinking and 

the community have 
washing 

to go to fetch 

- Identify problems through intr ,views and meetings with 
community membero 

- Make house calls in order to assess water resources 
- Bring all problems detected to the attention of' families 

and community leaders 

- Educate the community dwellers 

- Work with health committees on the best possible solution 
to these problems. 
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B- ELIMINATION OF ZUMAN WASTE 

- Identify the problem 

-Note 
the determining facts
 
- Guide and educate community dwellers on the importance of latrines
 - Use existing resources (materials and local man power)
- Give instructions pertaining to the construction, adequate maintenance and utilization of latrines
 
- Work in close collaboration 
with local committees on the beat possiblesolution to community problems
 

C- ELIMINATION OF OTHER WASTES (GARBAGE) 

-
Identify the problem through observation (interviews and meetings
with community members,
 
- Instruct the community as to how to collect and dispose of


garbage adequately.
 
- Be up to date on the latest elimination procedures
 
- Work in close collaboration with health committees on the best
possible solution to 
these problems. Contact sanitation officer if


possible.
 

D- MOD PROTECTION
 

-
Identify the problem through public meetings with community members
(house calls, markets, slaughter houses)

- Inform community about the most hygienic steps to be taken in order toprotect and conserve food 
- Work closely with health committees 

to the problem. 
on the best possible solution
Contact the Nutrition Agent if possible.
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E- HOME/FAMILY HYGIENE
 
- Identify the problems through public meetings vith community members
 
- Teach home/family hygiene
 

- Bring families to available means to improve hygiene
 

MEANS/WAYS OFUTILIZATION 

- Knowledge acquired during training
 
- Knowledge of the community and of its problems
 
- Health committees
 

- Other local resources. 
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ACTIVITIES.- l 
- Intervene in case of accident and any other situation 
which requires an urgent solution 

TASKS - Answer all calls 

- Give emergency assistance according to the norms and enter

them in the register.
 

- Help parents solve the problem of transportqtion 
- Fill the appropriate card for referrals to the nearest hospi

tal.
 

MEANS/WAYS OF UTILIZATION
 

- Knowledge and aptitudes acquired
 

- Referral forms
 

- First Aid kits
 

- Registers
 

N.B.- The Dispensary or health Center is supposed to return to 
the agent a
 
filled out 
card indicating the disposition pertaining to 
each referral.
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COMMUNITY DEVELOPMENT 

ACTIVITIES 
 - P~rticipate in community activities 
- Make a census of the community with the help of a guide 
- Identify community leaders 

TASKS - Identify other local development agents (affiliated to
 
other institutions)
 

- Join community leaders, groups, development agents in the
search for health problems that are liable to be solved through 
community action
 

MEANS/WAYS OF UTILIZATION
 
- Participate actively in the 
solution of these problems 
- Knowledge acquired about demographical resources of the community
 

during the training
 

INFO MATION AND STATISTICAL SYSTEM 
ACTIVITIES 
 Gather infornation on population and problems in the 
area.
 

- Disclose such activities 
- Keep the family register up to date 

- Log all activities
 

- Register all patients
 

- Prepare a monthly report 

- Keep Matrones'listing up to date
 
MEANS/WAYS OF UTILIZATION 

- Knowledge acquired
 

- Register (of houses) 

- Report forms.
 

MATERIALS AND 
 DRUGS 
ACTIVITIES 
 - Maintain all 
materials received
 

- Drganize and maintain a permanent 
source of medicine supply
 
TASKS 
 - Use adequately 
the material and medicines received
 

- Renew the stock before total depletion and according to 
regul at ions 

- If possible organize a community drugstore. 
MEANS/WAYS OF UTILIZATION - Knowlege acquired 

- List of materials and drugs supplied by DSPP 
- Financial resources of the community 
- Health Committees and Community councils. 
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HEALTH EDUCATION 

ACTIVITIES - Organize health education in the community 

TASKS Identify community educational needs at the individual,
 
family and community levels
 

- Take advantage of house visits for education at 
the family
 
level. 

- Make the population aware of community health problems
during public meetings 

- Identify, organize information 
sources (leaders, representa
tives of traditional medicine, health committees and assist
 
them in the distribution of information and health education
 

- Inform the population of programs like Radio Dokt6, Radio 

Nationale and others, and organize listening sessions 

(organize clubs of listeners if possible) 

- Disseminate educational materials made available according 
to actual regulations. 

- Arrange and sustain all DSPP sponsored educational activities
 

MEANS/WAYS OF UTILIZATIO 

- Knowledge acquired during training
 

- Knowledge of the Community 

- Educational material provided by the DSPP.
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TRAINING 
. . . . . .~ 
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TRAINING OF THE HEALTH AGENT
 

The 
training is organized by a representative of the DSPP and should
 
enable the health agent to undertake those activities and tasks for which
 
he was recruted.
 

A.-
 TRAINING REGULATIONS
 
The training period chould be 
no less than 3 months
 
The number of candidates per cycle should not exceed 30.
 
The classes should be conducted in Creole
 
The trainee should be scheduled to work five six-hour days / week.
 
Instructors should ba restricted to 
stay within the limits of the
 
curriculum oxcept by special authorization of the DSPP representa
tive in charge of the organization and supervision of the training.
 
Instructors are 
to 
scrupulously abide by the pro--established objec
tives of the training program
 
A pro-test and 
a post-test will be administered for each chapter
 
of the training program
 

B.-
 TRAINING CONDITIONS
 
1.- LOCATION 
: The choice of a locale for the theoretical instruction is
 

at the discretion of the 
administrator.
 
Practical 
training will be developped around one 
or many
 
health centers under the jurisdiction of the main center.
 

2.- INSTRUCTORS
 

Training courses will be conducted by a team comprising
 
one nurse, one or 
two nurses aids, one 
educator (ONAAC or DARNDR). The 
team
 
members will be 
selected on 
the basis of their experience in education and
 
training. 
A special program ( a week seminar) will be organized for the 
team
 
of trainers to enable them to 
function with 
team spirit and be more responsi
ble in their tasks which are 
to
 

participate in curriculum planning
 
envisage all administrative aspects of the course 
(Transportation,Fiaance)
 
stimulate and integrate the medical and paramedical personnel into the
 
development of the 
course
 
organize and devel, p the training program for health agents
 
provide confortable accommodation for them
 
plan field work for trainees
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teach some classes
 

prepare and mark test papers
 

participate in the supervision and evaluation of agents.
 

C.- GENERAL ORGANIZATION OF 	 THE TRAINING CYCLE. 

1) 	 Duration and Schedule
 

Number of actual work days 
 2 65 days
 
Number of working hours /day 
 : 	 6 
Working schedule 
: to be determined by the appropriate team 
Number of working hours / day 9 390 hrs
 

Duration of theoretical courses and 

demonstration 
 : 240 hrs
 
Evaluation period 
 3 30 hrs
 
Practical training 
 : 120 hro.
 

2) 	 Theoretical Courses 

a) 	 Number of working hours : 240
 
b) Contents 
 Duration % 

Global perspectives DSPP -
Rural health
 
program 
- Role of the health agent 	 2%
5 hrs 

Community Development-Community Educa

tion : 25 hrs 10%
Community hygiene 
-	Sanitation 
 z 21 hrs 9%
 

Anatomy and Physiology, Some medical
 
terms, signs and clinical signs and
 
symptoms 24 h 10%
 
Nutrition 


t 24 h 10%
 
Adult and Children's diseases 
 24 h 10%
 
Accidents and first Aid 
 24 	h 10% 
Contagions diseases 
 24 	h 
 10%
 
Maternal health 
 12 h 5%
 
Child health 
 24 	h 10% 
Family Planning 
 12 hrs 5%
 
Vaccination, Administration of vaccine
 
Medications and administration of medi
cations 


12 	hrs 5%
 
Information system and Admin.procedures: 10 	 hrs 4% 

Total 
 3 241
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o) DEMONSTRATION CLASSES
 

These classed will be organized after the development of each chapter
 

and as a prelude to the final practical training. During those olassom, the
 

trainee will be introduced to certain techniques and practices that he will
 

later use in the field.
 

The necessary materials for these classes will be determined in advance-(
 

according to local possibilities. 

d) TEACHING MATERIAL
 

A manuel will be prepared and distributed to the monitors. This manual
 

will contain the program courses as well as a table of contents for each theme. 
Contents : Courses will also be prepared in French and Creole for the trai

nees. 
This material will be distributed prior to the introduction of each new
 
chapter so as to give the trainee some idea of the material that is going to 

be studied and thus lead to more participation.
 

The supporting material (posters and marquees) will be prepared by the
 

appropriate section of course 
plan and in accordance with the dictates of the 

membL of the teaching team. 

3- PRACTICAL TRAINING 

a) Duration : 120 hrs 

b) Organization : The practical training will be organized by 

the nearest health Centers. It will be developped within the scope of the
 

health Center's activities.
 

c) Contents 1 4 major themes will be considered
 

1- Preparation and Maintenance of working materials
 

2- Utilization of the information system
 

3- Direct attention to the individual 

a) in terms of a health position 

b) in terms of the individual family situation
 

4- Direct attention to the family. 

4- SYSTEM OF EVALUATION
 

Three types of eyaluation will be effected for each chapter of the 

course. 

- Contents 

- Instructions 

- Candidates 
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a) CONTENTS , Evaluation of the contents will be made through a form designed
 
for this purpose. 
 This form will be filled out by the trainees
 

at the end of each chapter.
 

b) INSTRUCTORS , Same as above
 

c) CANDIDATES : This evaluation will be made by the training team throughout 
the course by the scoring method. 
There will be periodic


evaluation (at the end of each Chapter). At the conclusion of the cycle 
there will be a final egaluation of candidates; in terms of theoretical
 
assimilation as well as practical aptitudes. 
This evaluation will be or

ganized and conducted by the training team along with the Center's personnel.
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6- EDUCATIONAL MATERIALS FOR SEMINARS 
Also in order is an estimate of the educational materials needed for the 

implemontation of this training 

- Anatomy and Physiology posters
 

Equipment for the following demonstrations
 

- Bandaging
 

- Sterilization
 

a) Water bath sterilization
 

b) boiling
 

o) Hand washing (soap and water)
 

- Conservation of sterilization
 

- Forceps for gauze and bandaging
 

- Chemicals for bandaging
 

- Baby washing and bathing
 

- Preparation of bottles
 

- Weighing
 

- Temperature taking
 

- Injectology
 

- Trousseau for Maternity
 

- Baby linen for new born
 

- Medical bag for health agent's material 

- Preparation of food 

- Sampling of contraceptive methods
 

- Navel bandaging
 

- Preparation of oral serum
 

- Audio visual DHF material
 

- Film s
 

- Slides
 

- Projectors
 

7- DEVELOPMENT OF THE SEMINAR. 

a) Name a coordinator (physician, nurse, educator) for each seminar
 
b) Number of participants i teaching teams (4) for each Chapter
 
c) Fix the date to 
 preparing schedule, inform interested multidimen

sial technicians and training teams
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d) Submit each applicant to a medical test a little before the 
opening
 

day of courses
 

e) Fill 
a card for each health agent with the result of the medical test
 
f) Give 
a complete course description to each teacher underlining the
 

days, themes and hours of his participation
 

g) Call a meeting of all teachers prior to 
the first day of classes in
 

order to brief them on what is expected of them
 

h) Evaluation of the learning accomplished by the training team
 
- Pro-test before classes begin to 
assess participants aptitudes
 

- Weekly evaluation of acquired knowledge (weekly exam)
 

- Final evaluation of acquired knowledge (Final exam)
 

- Administration of same pre-test at the 
conclusion of training.
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ADMINISTRATION OF THE -COA2UNITY AGENTS
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INTEGRATION OF THE AGENT INTO THE HLALTI SYSTM
 

Once the training cycle is completed, the agent should be integra

ted into the DSPP personnel and re-integrated into his community. 
The suc
cess of the whole prograzd depends on this integration. As a matter of fact,
 

if the agent is not accepted by the DSPP medical personnel, he will never get
 

from it the support that he needs to 
carry out his tasks and activities.
 

On the other hand, any conflict between the agent and his community
 

is, at the outset, a major encumbrance to the success of the program.
 

Consequently, the District administrator or anj authorized person,
 

the educator of the training team for instance, should throughout the training
 
cycle prepare both the health personnel and the community to welcome the agent
 
bj
 

- solliciting the medical personnel to participate in the health'
 
agent's training
 

- Organizing public meetings with the medical personnel regarding
the importance of the health agent's role in order to establish 
the scope of activities of each group 

- Setting up meetings with community councils and population in
 
order to brief them on the health agent's work and on the possible

impact of community support on 
the whole rural health project.
 

Upon completion of the training the health agents 
are placed under
 
the District Administrator. The initiation to his work should be done 
as
 

follows :
 

A- Introduce the agent to the dispensary +n which he was previously assigned
 

and to 
the personnel thereof. Clarify for both categories of personnel what
 
is expected of each group. 
 At this meeting dispensaries and health agents
 
should arrive at a working schedule for concerted mutual activities
 

B- All the themes previously d-.cussed at the dispensaries will be reviewed
 

during a large meeting at which the dispensary medical personnel and health
 

agents will be presented to the population and community councils. ention 
shall be made of the sapport that the DSPP intends to give to the health 

agents, support that the agent is entitled to. At the end of this meeting
 

the agent officially reoeives his certificate (o) and his working tool kit.
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THE AGENT'S WORKING CONDITIONS
 

DSPP SUPPORT
 

Along with the training, the DSPP will provide i
 

-
A monthly allowance for each health agent (to be determined by the DSPP)
 

- Supervisory personnel for the health agents
 

- Working material
 

- Evaluation of the health agent
 

A motivation system will also be created in order to 
stimulate better
 
perfomance by the agent and more 
community involvement
 

COMMUNITY SUPPORT
 

This suppoot will vary from one 
area to another. In all cases it will
 

depend on the District administrator and his personnel
 

THE AREA WHERE HE WORKS
 

The agents are assigned to communities of 5Q0 - 1500 people not 
too far
 
from a dispensary. His activities are performed at 3 different locations
 

- At the community level (through house calls)
 

- At a house offered by the community which may be his own home
 

- At the dispensary at least twice a month
 

WORKING REGULATIONS
 

- The agent works in the community of his choice
 

- He works at the dispensary at least two days per month
 

- He only performs the tasks that he is assigned
 

- No agent is allowed to extend the scope of his activities and the pe

nalty for such extension may be a revocation of his working license
 

- He 
should have a list of working materials (medication/other) prepared
 

by the DSPP. Under no circumstances is the agent authorized to utilize
 

any type of material not provided for on 
the list without special au

thorization from his immediate supervisor.
 

In order to 'update 
 his stock he must 6o through his immediate super

visor (The auxiliary) to whom he will submit a requisition and/or the money
 

needed to purchase the material (in case there is community financial partici
pation, the auxiliary will take it from there according to an modus operandi
 

pre-determined by the District Administrator.
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The agont will log his activities and tasks to be presented upon request
 

to his supervisor.
 

The health agent is always available
 

ORGANISATION OF THE WORK 

The agent works every day from Monday to Friday. He answers emergency
 
calls during the week-end. His work comprises tilo periods 
t
 

A period of information gathering or starting period to last between 8
 
and 12 weeks.
 

A period of development.
 

FIRST PERIOD.
 

The agent contacts community people. 
During this period he should sys
tematically visit all the homes in the neighborhood and make a list of all the
 
occupants filling in all the 
spaces of the registration form.
 

These visits should give him the opportunity to :
 
Inform and educate whenever necessary on general hygiene) sanitation,
 

environmental mrintenance, community, health, iHI and FP
 
Disseminate specific information about dispensary hours and the organi

zation of his own work.
 

Recruit clients for preiatal, pediatric and family planning services avai
lable at the dispensary.
 

Provide first aid 
care within the limits of his capabilities.
 

Refer to the dispensary all cases that are 
beyond his competence.
 

SECONDPERIOD
 

The agent's work is performed at 3 different levels
 
A) Make selective house calls at 
the request of community members or at his
 

own discretion. 
Calls will be mada in the morning for purposes )f : educa
ting, motivating, recruiting, haidling problem cases, environmental hygiene
 
and providing first aid care. 
 The agent attends all meeting of the communi

or counseling.
 

ty councils. 

B) In the afternoon the agent receives at home at any other community provided 
place, visits from patients who may need first ai care 

0) Twice 
a month the agent meets with his immediate supervisor at the dispensa
ry. T'he object of such meetings is t 

To discuss the agent's activities for the preceeding 2 weeks
 
Plan his activities for the up coming 2-week period
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Get the supervisor's advice on any doubtful aspects of his job
The nurse's aide is absolutely free to pre-plan the agent's activities
 

for the day that he spends at the dispensary.
 

SUPERVISION OF THE HEALTH AGENTS 

OBJECTIVES
 
Control health agent's work and make sure 
they don't over-extend the scope
 

of their activities
 
Identify any problems liable to 
be solved through on 
the job training.
 
Ldentify obstacles to 
health agents development and charge DSPP resources
 

so as 
to overcome 
these obstacles.
 

INSTRUMENTS AND LEVELS OF SUPERVISION
 

A- The community councils : T'hat supervisionimplicit. 
It has to do with theagent's ethical behaviour and his regularity in the performance of his tasks.
B- LOCAL LEVEL : The nurse's aide of the dispensary is the agent's immediate
iupervisor. 
She 
is the intermediary between the agent and the district of
fice. 
 She performs double supervision :
 

Direct supervision or 
control of the agent's work
 
Indirect supervision of, the agent's performance through community

reaction.
 

This double superyision requires a lot of traveling through the area where the
 
agent works.
 

C- DISTRICT LEVEL
 
The district Nurse is directly in charge of the rural health program at
the district level. 
 She provides constant technical support to 
the agents and
helps aides find solutions to problems as they arise. 
 She works closely with
the District Administrator to whom she reports and who is always willing to
 

help her solve certain problems.
 

D- REGIONAL LEVEL t 
, Once every month the 
district nurses meet with the regionalhead/nurse 
for
briefing on 
the rural Health Program receive any new kinds of guidance as may
be requested by the district nurses. 
The regional healnurse will also make se

lective supervisor trips. 

E- CENTL1AL LEVEL ; 
At the DSPP healquarters there will be a section in charge of coordinatingsupervision and all other activities related to 
the rural health program.
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EVALUATION OF THE HEALTS AGENTS 

OBJECTIVES 

-
Control individual performance
 
-
 Check if the development of the health agents meets the needs of the
 
population
 

- Assess to what extent 
the work of the health agents meets DSPP objec
tives
 

EVALUATION STANDARDS 
The standards will be determined on the basis of specific DSPP objectives
 
set by the DSPP evaluation unit. 

INFORMATION SYSTEIM
 

Will be the subject of a 
 later presentation 
M41OTIVATION SYSTEM
 

To be determined by the Executive Office of the DSPP for later presenta

tion.
 

WORKING MATERIAL OP THE AGENT
 

To be determined together with the training teams.
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Dispensary Personnel
 

According to the Health Plan adopted in August 1975, the auxiliary nurses are
 

responsible for the administration and actual operation of the dispensaries.
 

The 	programs at the dispensary level include:
 

I. 	Fight against transmissible disease
 

Control of TB
 

Diarrhoeic diseases
 

Eradication of malaria
 

Venerial diseases
 

Rabies
 

II. Maternal/child health care 
- Family Planning and Nutrition
 
Women between 15 and 44 years
 
Pregnant women
 
Children under 15
 

III. Hygiene
 

IV. Vital Statistics
 

V. 	First aid
 

VI. Supervision of health agents
 

The auxiliary nurses are supervised by the district nurse.and are aided
 

in their work by a manual.
 

Activities of the auxiliary nurses 

Community Development 

- Locate resources (human and physical)
1) Meet the leaders and utilize established groups
2) Fix the geographic area on work map 

- Know people in rural areas who use the dispensary
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Evaluate the distance from each rural area to the dispensary 
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- Participate actively in community activities and identify people mostexposed to problems. 
What kind? Health?
 

- Make a diagnosis of the problems of the area
 

- Periodically visit rural areas using the dispensary.
 

Management and Organization of a dispensary
 

-
Make an inventory of the materials and manage the warehouse,stocks

the medicines
 

-
Keep the building clean and orderly
 

-
Explain to the community the purpose and the aim of a dispensary and
the services given
 

-
Keep files and records up 
to date
 

-
Correctly complete statistical forms
 

Immunization
 

-
Motivate community members on 
the importance of vaccination
 

- participate in vaccination campaigns
 

-
inform the date and the place of vaccination
 

-
make routine vaccinations whenever possible
 

-
know the diagram for vaccination according to age etc.
 

-
preserve vaccines according to the rules.
 

Tuberculosis Control
 

- recognize clinical symptoms
 

- detect the suspected 
cases
 

- collect specimens
 

- send out specimens for analysis
 

- send reference card to a center for X-ray when needed
 

-
watch the treatment if the client returns to his home
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- teach the patient and h./her faily about X-rays and medications
 

- follow the case and track down the contacts
 

Diarrhoeic Diseases
 

- identify rehydration problem
 

- observe and inquire about the case
 

- provide preventive care
 

- administer medication for rehydration
 

Malaria Control
 

- detect malaria cases as per clinical srmptoms
 

- teach concepts of general hygiene, purifying water source, fumigation
 

- make available Aralen
 

- transfer severe cases 
to proper medical center
 

- gather slides according to the regular norms
 

- maintain a close relation with SNEM personnel
 

Rabies
 

- educate dog owners and the public
 

- administer anti-rabic vaccine to people who have been bitten by animals
 

- contact a veterinary officer
 

- refer the victims to the closest medical center
 

- administer first aid and instruct again the victims about necessary treat
ment
 

First Aid 
 (colds, cuts, burns, hemorrhagia, fainting, skin diseases, acute
 
pains)
 

- supply information as per established guide
 

observe the symptoms and ask questions
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- treat or give first aid as per established guide
 

-
teach and provide indicated rules
 

- register the symptoms and treatments given in the book
 

- refer 1im_ case 
to higher level if needed.
 

Materno-Infantile Protection & Family Planning
 

-
inform the community about Materno-Infantile Program
 

-
visit home before and after birth and also visit the children
 

- work with the mid-wife
 

- work closely with health agents. 

-
provide FP information and contraceptives
 

-
give mothers information on pre-post natal care and on health,nutri
tion, hygiene, etc. 

Prenatal & Postpartum 

- set uT) consultation and take care of the benign cases
 

- flii .1.out index cards makeand check up (weight, height) 

-miio simple lab exams (urine, hemogram)
 

- maie 
 a u i!ral clinic (prenatal, postpartum, family planning) as per 

- rc er i:: risky cases to the health center 

- look ;Fr silrns of malnturition 

- give vIccines as per the rules 

- as-.isL wiii medical examination of the patients 

- be aware o2 the visit day of the medical team 

- train people for sanitary hygiene as per the rules 

- set up new ippointments for the patient 
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- distribute iron 

- distribute additional food 

Family Planning
 

-
control the vital signs and take weight readings
 

-
have an interview with the concerned people
 

-
control the contraceptive methods
 

- make the statistic contr:ol of the clients
 

Infantil Health (0-5 years old)
 

-
maintain periodical contact with the nturitionist auxiliary
 

- fill in the forms and have the regular interview
 

- make the weight curve
 

- control on 
the P/A diagram
 

- give vaccines as indicated
 

- educate the 
child's parents according to the fixed norms

- distribute Vitamin A as indicated
 

- give supplemental food as indicated
 

-
fill out the infantil reports and send them to 
the statistical offices
 

MediumHygiene
 

- contact the sanitary officer
 

Teaching
 

- accoi'ding to the community needs
 

-
educate people on the importance of potable water
 

-
educate populace on ways to purify water (ebullition, chlorination,

filtering)
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- educate on the value and utilization of the latrines and supervise

their construction
 

- inform on 
the disposition of the detritus in collaboration with
 
municipal and rural authorities
 

Supervision of sanitary Agents
 

-
know the names and addresses of the sanitary agents who depend on the
 
dispensary
 

- know the activities and tasks of the sanitary agents
 

-
meet with sanitary agents twice a month at the dispensary
 

- periodical visits to supervise directly the work of the sanitary agents
 
-
assist the sanitary agents in their work, advice and demonstration when
 
necessary
 

-
keep a record on each sanitary agent
 

-
receive the cases that are referred at'the dispensary by the sanitary
 
agents
 

- participate in the training program for the sanitary agents.
 



First Term 3 months
 

Mathematics 

Design 

Personal Hygiene 

Nutrition 

DI/velling Hygiene 

Nutritional Chemistry 

Spanish 

English 


Second Term 3 months
 

Contagious and commun
icable diseases 

Debris 

Water Usage 

Bacteriologie, Potable
 
Water and Laboratory 

First AID 

First AID 

Vetenary Medicine 

Spanish 

English 


Third Term 2 months
 

Enfomologie 

Nutritional Control 

Topography 

Malaria Control 

Health Education 

Psychology and
 
Public Relations 

Mosquito Abatement 

Community Organization 


SANITARY OFFICERS SCHOOL
 

COURSE MATERIAL
 

ACADEMIC YEAR 78-79
 

50 hours 

40 

12 

24 

50 

48 

30 

30 


284 hours
 

40 hours 

24 

24 


60 

24 

24 

36 

25 

25 


282 hours
 

36 hours 

48 

24 

24 

36 


36 

24 

36 


264 hours
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Odige Destouches
 
Rony Gabriel
 
Arlette Kapmann
 
Serge Tourreaux
 
Gerard Jospitre
 
Joseph Adrien
 
Pierre Alexandre
 
Pierre Alexandre
 

M. Pamphile (20)
 
Louis Jacques
 
Gerard Jospitre
 

Pascal Lambert
 
Marie Chery
 
Louis Garaud
 
R. Joseph and V. Engold
 
Pierre Alexandre
 
Pierre Alexandre
 

G. Jospitre
 
P. Vericain and W. Jacques
 
A.N. Louis
 
M. Romulus
 
Jacques Asinor
 

Jacques Asinor
 
Robert St. Cyr
 
Pierre Vericain
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Fourth Term 2 months
 

Plumbing 

40 hours
Health Legislation John Gourdet
 

Administration 18 Rene Benjamin
 
Health Inspection 24 Eberle Beaubrun
60
Vital Statistics P. Vericain, W. St. Cyr
18

Practice Training G. Jospitre - Vericain


40 
 L. Jacques
 

200 hours
 

Total: 
 1030 hours for 10 months
 



Annex XIII
 
Page 51 of 53
 
Exhibit 3 
Page 3 of 5 

COURSE PROGRAM 

Mathematics: 
 Examination of measures of length, surface, volume, powers,
square roots, fractions,inches, metric feet, square feet, cubic feet,
elementary geometry and algebria, tests, practice, equations, etc...
 

Design: Linear traits, sketching, linear measures, sketches of drainage,

cesspools, rural habitations, and wells.
 

Personal Hygiene: Concept, definition, definition of the word health,
personal cleanliness, domicile cleanliness, hygiene of the sensual organs,
hygiene of clothes, care of muscles, hygiene of the nervous system,

alcoholism, recommendations.
 

Nutrition: Definition, needs of the human body 
ideas on pro-eins, vitamins,
calories, calciumbalanced diet, malnutrition, obesity.
 

Dwellingj Hygiene: 
 Concept, conditions of life, situation in the surrounding milieu, control of slums, promiscuity, rural life, rural habitants, waste
removal, rural latrines, construction of slabs, latrines wells, control of
water sources, education, recommendations.
 

Chemistry: 
 Elementary ideas, milk, drinking water, analysis, bacteriological

demonstration, parasitology, practice.
 

Contagious and communicable diseases: 
 Studies of prevelant diseases, grippe,
typhoid, tuberculosis, influenza etc, 
their causes, social effect, epidemics,

prevention, education.
 

Water uses: 
 Concepts, disposition of waste and filth, incineration, sources
of germs, dumps, 
relation with insects and rodents, prophylactic measures,

public education.
 

Laboratory and Analysis: 
 Physical tests, chemical tests, bacteriological
tests, water sampling, sending the samples, microrganic bacelaries, microscope, colon bacillus, prophylactic measures. 
Potable water, concept,
potability of water, public usage, fountains, sources, reservoirs,well distribution, contamination, measures, chlorination, wasting of water, educa
tion.
 

Entomology: Definition, insects, etiology rodents, their way of life and
damage they cause, ways of controling, insecticides, prophylactic measures.
 

First Aid: 
 Concept, contribution of sanitary officers, requisites of first
aid, giving injections, organization of transport to 
a medical center,

cooperation with the Red Cross.
 

Vetinary Medicine: 
 Diseases of cattle, parasites of edible meats, types of
worms, examination ante-mortem, examination post-mortem, cooking etc.
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Topography: Definition, description of a place, linear joints, applica
tion of the transit, practice.
 

Food Control: 
 Milk, examination of milk, pasteurization. Public sale of
 
milk, nutrition, imported foodcin cans, control of meat, slaugtherhouses,

food establishments, grocery stores, butchershops, bakeries, restaurants,

bars, cafes, hotels, public markets, unsanitary conditions of hawkers,
 
recommendation, education.
 

Malaria Control: Definition, prevalence of the illness, mosquito vectors,

the anophales mosquitoj damage of malaria in the world, the illness in Haiti,

morbidity. 
The role of SNEM, measures, control of drainage, drainage of
larva places, study cf DDT and other anti-malarial products insecticides.
 

Mosquito Abatement: Fumigation, handling of macliines 
(Tipha), preparation
 
of liquid against insects etc.
 

Health Education: 
 Definition, adaptation to the ways of living)individual

contact, disciplinary action, tact, audio-visual systems, radio,-movies,
 
images, slogans, other methods and usage.
 

Psychology and Public Relations: 
 Concept of psychology, the ways of the
population, adaptation with the masser, influencing crowds. 
Maintenance,
 
ways of contact, the language, obstacles, education.
 

Community Organization: Definition etiology, evaluation of community

problems, solution, leaders and other community agents, 
their role, meetings,

the sanitary officer, recreation, work and training, cooperatives.
 

Practical Training:
 

a) Different training, larva sites, drainage sites, water recipients,

latrines, public fountains, 
sources of water supply practice, in mosquito
 
abatement.
 

b) 
Training for making slabs and latrines, construction of home
 
latrines, septic tanks.
 

c) Control of public sites 
- stables, public depots, hawkers, groce
ry stores, restaurants, cafes, slaughterhouses, butchershops.
 

d) 
Systems of spraying - using anti-larvial products, disinfection,
 
mosquito abatement.
 

e) Control of stray animals  in pIrks, pig stys , stables.
 

f) Practice in sampling water 
- visit to the laboratory.
 

g) Trainaing on milk quality - preservation and sale, practice of

destroying spoiled or 
improper products. Reporting. Filling out various
 
forms.
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Health Legislation: Concept - Definition of the laws and codes of the
 
Health Code in force. Training on the application of the articles of the
 
law. How to fill out forms.
 

Vital Statistics: Elementary principles, collection and giving, taking,
 
censuses, enumeration of disease cases, of death cases, morbidity rates,
 
annual increases, interpretation.
 

Administration of the DSPP: Concept, enumeration of public services,
 
organigram work and council, cooperation between the different hierarchial
 
sections, administrative style, discipline.
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RHDS !FLEMENTATION PLAN 

ACTION 

3-lendar 

Jan. 1 

_ 

_and 

1979 Events 

(10) CP's 4.1 (a.-d.), 

CP's 4.2 (a.d.) 
CP 4.6 met. 

PHO 

X 

CAP 

X 

ENG 

X 

CONT ]RC 

X X 

DSPP 

X 

Contractor Other 

GOH(acceptance of 
Title III) 

Jan. 3 
_ _ 

- Jan. 15 
Jan 30. 

Feb. 15 

Feb. 20 

__& 

_ 

j(11) Contract signed with 
Info Mgt. Splst 
(19)C.P. 4.3 (a) met-
(13) C.P.'s 4.4 (a.-c.) 

p-nd-~5( )mt______ 
(14) C.P. 4.3 (b.) met 

(15) Contracts awarded 

12-~t tiache 
vehicles, drugs, office
dispensary equip. 

supplies 

X 

X 

X 

X 

____ 

_ 

X 

_ 

x 

X 
XL 

X 

X-

X, 

x 

X 

X 

X 
X. 

x-

X 

X 

X 
x 

x----

X 

K 

X 

_ 

Feb. 28 

March 1 

(16) Quarterly ISR 

(17) C.P. 4.3 (c.-f.)
met 

X X X X X X as approp. As approp. 

Mar 15 (18) Contract signed 
Health Agent Training 

Advisor' Health Agent
Training Teams assembled. 

X X X X 
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.ACTION 

Calendar 1.979 

Apr. 30 

Event , reotaonale 

(19) Contracts signed 
with Health Planner 
Personnel Mg.T -npr 
!SuP i Sys. Specsts. 

PHO CAP ENG 
X 

CONT 
X X X Cas 

x 

aX r o 

Apr. 16 (20) IFB's issued for ---___cons/reno v-. of central 

2dragnchwarehouse, _mul 
ti-regional garages ( Go. 

naives :&C ae ) 74 dispensaries, i.regional -
warehouses & 9 DistricTt 
Facilities" 

-X X x 

June 1 (21) C.P. 4.5 (e.) met _x 

June 30 (22 Quarterl ISR X x s sa 

J u y 14 ( 2 ) I B s i s e d f o r x X_ _ x __ __i _ x _~r a p o,__ o .
 

2rid Tranche vehicles,_ 

J ldrugs, 
b2 -

equip. 

Contracts awarde-d  X___7___ X _ 

_ _ _ 

____ 
f-orconstruction/ 
renovation (een No.20). 
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_aena 1979 Events PHO CAP ENG 

ACTION 

CONT PRO DSPP Contractor Other 

Aug 15 

Aug.31 

Technical advi-o s 

arrive ( Event No. l ) 

.(27) Construction/renor._ 

x 

x 

- -

x x 

_X 

x 

_ 

x 

Set. 30 (2) erstelteche 
Sep 24T2-- Frstrnh 

office & dispensary 

X 

-

" Education Officer 

Oct. 3 _31 C.P. 4.7 

i•T7month 

oect 

x x  - xX xX -- --X -

i te 

U AI Eva 
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ACTION
 

Calendar 
 1979 Events 


Nov. 10 


Nov. 25 


Dec. 5 


PHO C 
 CONT 


(33) IFB's issued for 
 X 

_ construction of 2nd 

rou Regional/District
warehouse & garage

facilities 


(34) First 74 dispensa
ries renovated; equipped
 
staffed
 

(35) IFB's issued for 
 -

construction/renov 
 of
 
2nd group of 39 


dsp-riens..
 

PRC DSPP Contractor Other
 

X X 
 X X 
 X X
 

_ _ _ 

. .. . 



ACTION 

' -n=-______..... 

Jan ar 10 

1980____ _ __ _ sEvents 

K 6 Ou r ep 
_ 

SR~X 

PHOPO CAPA___ E_ CT PR_ DS___F 
orContractorj 

a r o-

Other" 

'Asa ropriate 
Jan ary 15 -ssued for X x x X -_ 

Ivehic±e Maintenance 

Januarv 31 t(3 8 ) First tranche of 
Vehicles arrives 

Feb. 15 (39) Contract for 18- X 
month Project Evaluation x x x x 

t a, awarded 

_____________(40) Constrn. of 2nd x 
group of Regional / ______ __ __ 
District facilities 

_____ 

beginis 
arch (41) 18-month Project X, x as arori USAIDE 

April 5 
- '~na-nrn 

(42) Constrn/renovof 

p ate _Ofcr 

2nd group of 39 dis- -_v 

________________pensaries begins 
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RHDS IMPLEMENTATION PLAN 

Calendar 1980 
AONTnR__10 

_April 

Events 

reviewed 

PHO CAP ENG 

ACTION 

CONT PRC DSPP Contractor
DS_3__Endonr18-rmone Other 

April 20 44IBzX x 
-- Of f ice r 

Ma 

ard 4)n tranches of se-dispenar eqip su pl " 

4)Final Evaluation --7 
Reot eei-ved & 

Ir e v i e w e d __ 

-- -R -----X---

sat 

As approp. 

June 1 

June 8 

arrives 

(47) Contract signed
with Veh.Mtc Speclst. 

L48 TF's fo n 1 
-tion 3rd group Regional
District facilities issue 

______ 

_____ 

L -- -- - ---

June 30 

Juv1)(50) 

(49)QuarterlyTSR 

ni tranche nf 
- fficeequip. arrives 

x 

X . 

__---

x 
as_poa 

X---a prp 

as a r ria e 

_ _ _--- -_ 



tL. ,. X .'J 

Page 8 of 1 

1en 

Jul 20 

4 

1980 Events 

(51) IFB's for constrn/ 

ov . 

PHO 

X 

CAP 

X 

ENG 

X 

ACTION 

CONT 

x 

PR 

x 

DSPP 

X 

Contractor Oth r 

ly31 
dispensaries issued
1,2)IFB's issued for 
3r i 4th_ trAnches-ot I 

x x x 

x x Xprp 

7 

* Au ust 15 

(53) First ofou 
Regionaly/istrict 
Facilities completed 

(54) Contract awarded 

for 3rd 4th tranche 
of dispensary, su lies 

X 

x X X 

X 

X 

Aug. 31 (55) 2nd tranche of x X as a ro 

Spt. 30 

October 3 

56 

(57) 

met 

Quarterly ISR 

C.P.s 4.7 -4.8 

x x- X X as a prop. 



________________ 

___ _____ 

--

ICalendar 1980 


OCT. 10 


October 15 


October 20 


IUctober 31 


1November 8 
_ _ _ _ 

November 10 


November 20 
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Page 9 of 16 

RHDS IMPLEMENTATION 
PLAN.
 

ACTION
 

Events 
 PHO CAP ENG 
 CONT PRC DSPP Contractor Other
 

(58) Contract for constr 
 X X X X 
 X X
 
of 3rd group of 
 •pgin __
 
District facilities
 

(59) IFB's issued for 
 x __r x___ 


rd &~ 4th rnhec____4

drugs trcs ___-_- J _ __ _ 

(60) Contract 

x
 

-for congtructiinrn; 
of 3rd group of 51 
di~jspensaries____ 

(bi) RFP issued 
for
 
Proi. Evaluation t.a. -
 X __ _ 
 USAID Evaluation Ofcr
 

(62) iFB's issued for 
 "X X 
 X X X
3rd and 4th tranche of 

office equip. 

(63) Contract awar9-d 
 X X X X X_ Apprp
for 3rd and 4th tranche _ 

of vehicles
 

(64) Constructionbegins 
 x X X X
 
on 3rd roiun Rpainnal/ 

t______ i ip 



--
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ACTION 


r~~s .. PRO -AF EIG COj T P S ] C n r c o t e 
Dc(6)IFB's issued for th, X XR DP Other
 

grge Warehouse eq i:
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ACTION 

lendar 

January 7 

Feb 1 

Feb. 1 

1981 Events 

(67) Quarterly ISR 

1(68) Contract awarded 
for 3rd & '4th tranche 
--Gof drugs. tanh 

PHO 

X 

X 

CAP 

X 

ENG 

X 

CONT 

N 

PRC 

X 

DSPP 

X 

X 

Contractor 

as approp, 

as appro 

Other 

February 2 (69) Central DSPP 
garage/warehous___ e complet__ 

February 5 (70)- rd tranche of dis---
pensary supplies/equip, _ 

arrives 

---

_ _ 

_ - - X as ap_a_ 

February 10 (71) Contract awarded 
for 3rd & 4th trancheso 

X X X Xx N 

_________________ 

office equip 

(77) Regional garages & X X X _ _ 

_ _ _ wa -- iuses completed 
in Cayes & Gonaives 

February 15 (73) Contract awarded 

for annual project 
evaluation 

X 
___ 

X X X USAID Evaluation 
,___ ,____ 

March 15 (74) Project Evaluation 

begins 
X X 

_ _ 

y 
___ 

Aappon IISATnEpyIiMAti- n 
_ 

I 
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i,.P LLE'ENTATO14 PLAN 

TACTION 
>na 1981 1Events 

-(75) Contract awarded 

PHO1 CAP EM] 

X 

CON4T 

x 

PRC 

x 

DSPP 

x 

Contractor 

x 

Other 

-----------______________"______---____----___________________________
!-APr~il 15 -- A76) 2nd group of 39 X y 

___7) ProjectEvaluation 

May 15 

July 31 

IAugust 6 

( F-

!reportreceived &review d 

(79)3rd tranche of dru s 

80 tery SR 
_us_ 3I(81) 3rd tranche of offi e 

X 
x 

----

sar 

as approp, 

0_ cr. 

September 13 (82) 

e ure 

3rd tranche of 

e•IParrives---

x 
----
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ACTION 

Calendar 

October 3 

1981 Events 

(83) C.P. 4.7 met 

PHO 

X 

CAP 

X 

ENG 

X 

CONT 

X 

PRC 

x 

DSPP 

X 

Contractor Other 

October 31 (84) Quarterly ISR x X X X XI pprop. 

5n PC 
_ _ject evaluation t.a. 

-n XX x Y 
"" 

r RUA TD Ev 111n 

November 11 (86)3n r vp'n 5797 _ _ _ 

November 31 (87) rl -ti;nrhe 
vehicles arrives 

o-f X 

Dezember 3 (88) IFB's issued for 

Instruction of 4th grui_
of Regional/District
facilities 

X X X X X X 

December 11 (89) IFB/s issued for 

construction/renovation 
of the 4th roup of 
73 dispensaries 

X X X X 
_ _ _ 
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RHDS IMPLEMENTATION PLAN 

Calendar 1982 tPO 
CAP ENG 

ACT ION 

CONT PRC DSPP Contractor Other 

(90 uarterl ISR 
---- for o f -- -_gtuc 

facilities & 73 dis en

-r92) Cont-act award_-A a t i,awd M F 

March 3 (93) Construction starts x X 
on 4 oa 

April 15 (95) ject Evauation 

-

x 

--

v 

-US ID Eval ation o cr 

I combined TSR e 

Ma 15 

reviewed 
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halendar 1982 Events 

(97) Constrn/Renov. 

starts on 4th group of_7 
ensaies 

"(98) Final tranche of 

dis ensar su lies/ 

PHO 

x 

CAP ENG 

x 

CONT 

x 

PRC DSPP Contractor Other 

Jul 31 

Oct 3. 

99 uarterly ISR 

(IUO) C.P. 4.7 met 

X 

x x x x x 

as appiop. 

Daembpja 

of office 
arrives 

n 

ui 

J SR -a 

XXX x as a ro. 

s a r 
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Calendar 
1983 


January 7 


Februar 
 6 

A ril 31 


ou-


Julv 31 

A ust 31 

Oct. 3 


RHDS IMPLEMENTATION FLAN 

Events 

(103) Quarterly ISR 

PHO 

X 

CAP 

X 

ENG 

x 

AcT ION 

CONT PRC 

XX X 

DSPP Contractor 

as 

Other 

asa 

104) Final tranche of 
vehicle arrives 

(105) Finjl tranche of 

_warehouse / ara e 
e ui . arrives-

X 

X 

X 

X x X as a ro 

(106) RFP issued for 

final Project Evaluation 
t.a. 

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

on rac aware x 
for final Pro ect evalua 
tion t.a. 
(108) Final Projct Eval a-X 

t i o n b e i n s -
(109) Final Project Eval X 

uation ends 

X 

X 

-X 

X X 

x 

X 

--. 

x 

x 

_ 
asar-
a a__ 

as a ro . 

USA-- E 
U S A I D E v a l 

USAID Eval-

, c f c r . 

n 

cr. 

Ina va uamI 
Report received & review d x xa 

san UADEa.Oc
USAID Eval. Ofcr 

(1) 
Mana 

PACD. Proect 
er oes to Funnfarm--
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Project TIIIR & N97,b0: 

NARRATIVE S4i.M.ARY 
Progo. r Secf"Goal: The ood wobictinw to 

which INhSPoject contribIut.: (A-I) 

To significantly improve the 

health 
status of rural Hattians 

by 1990. 


ANNEX XV 
PROJECT DESIGN SUIARY Lift of Pooct.- Page I of 9 

7 9LOGICAL -'LAMZEWORK (IoSTRUCTION: 1"1! IS OPTI-3141 F,- FY __J FYB3 - - Exhibit IUSEDOANBOR~ICC~E AID Twel U.S. F-.NRS-1-fn n n . age 1 ofTO ORGANIZING DATA FOR THE PAR
-l- REPORT. IT NEEDNOT BE RETID Totge
NARRATIVE gigORSUBMITIEO.) PAGE IOBJECTIVELY VtIFIABLE INDICATORS ] EANS OF VERIFICATION IUPOR&AKT ASS4JPTIONS
 
,aos rs of oof hi - . nt- (A.) (A-3. 
 A s.-,ptio f och in o l t gets : (A-4) 

Mortality rate '2/000 by 1990 Statistical dat published 
 1he COH will continue to Bupvort a
 
by the DSPP nationpl Rural Health Delivery System


Infant mortality 80/000 by 
 after the AID project ends.
 
1990
 

Maternal mortality 5/000 by
 
1990
 
First, second & third degree
 
malnutrition decreased 50%
 
by 1990
 
Life expectancy at birth 59
 
years by 1990
 



PROJECT DESIGN SUMMARY 	 ANNEX XV 
Lif. of P,&,c: Page 2 of 9 
F, FvP roi it l& t Ru ra l~cTN umber: Hea l th De li ve ry Sy s te ms 5 1-0 09 1 	 7_ .,F- 83PD * I". @ $a-0 , 0 ) Ehb i t 1 

NARRATIVE SUMMARY BJECT L it RIF1 , i T -ANS M. OF VERIFICATIOtnProject Pupose: (B.1) 	 F 1SSU.TIil PAGE 2Condtio.sthat will indicate purPose has be.. (B-3) An.wVtiws I.ochi.-e4: End-.f-Project sau.(B-2)	 chio wq pwp..-.: (B-4) 

To provide access 
to low cost Comiunity health services 
 DSPP statistical reports
preventive and curative medical 
The DSPP will move ahead with ifsservices fur approximately 70X personnel delivering simpleof curative/preventive health 
 AID evaluations 


the Haitian rural POPulation.now care to up 
nation-wjde Regionalization plan.to 3 millioneffectively outsidehealth System. 
 the national 
 healthccpesaemfe-funds 


Services accepced and effec-


rural persons.	 International donors will provide

to support the national health
 

system above the dispensary level, in
tivtcas measured by: 
order Lo insure adequate referral ser-


Decreased Mortality-	 vices for rural patients.

Proj.
Years: 1 2 3 4 5 


AID and the GOH will negotiate a PL 480

Infant X X X 	 nitle III agreement which will result iocivil service, salary, and manpower trai

(l-b) 
ning policy changes supportive of the RHDS.


Maternal X X X 

Decreased Morbidity* 	 A sufficient number of persons qualified
to be trained as oamnunity health pcraonel
Proj. 

can be rf
Years: 1 2 3 4 5 	 ruited to provide full coverage
to the target population.
 

Tuberculosis
Tletanus Heo - X X XX X X. 
Teanrus
natorutm 

UNICEF will provide sufficient BCG vaccineDastr-Ent. 	 for the Communtty Health Service to vaccinateX X X 

up to 
70% of the rural population against TB.
Diarrheas X x x 

* Percentage reduction tar
gets to be developed by DSPP
 
using baseline data to be ga
thered under the RHD)S project.
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PROJECT 
: 
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DESIC-F 
F " 

SUMMARY 
. . .9 

Li* E?'t , 5 : 
, .,C;.:F - FYTotol .S. F-,aitg ,,gl nnn- nnn 

ANNEX XV 
P a g e 3 o f 
Exhitib I 

9 

NARIRATIiV 

Pu___.(Bi 

SLAUMAR' 1o4-jTJc--TItL-tRIFiAkFIE 
_S 

, Z-- - __ __ __ C.- tdu;0 , thot will idcat. p."'.o. ha. b.",,ech; *d: End-of.Prci.ct sato.u. (B-2) (B-3) 

MEAfANSO0FVERlF_1_CAII~ri -0''--Pge 

_____________ 

'01 : -i(' -on An 

IMPORTAN4T ASSTJIATI: 14;Asta"-Ptims hw achiaing p."w:s

3.of
3 of 9 

B. 

• 

To strengthen the DSPP sufficiently 
so that this entity can continue 
effective support for the RIIDS afte 
termination of the AID project. 

1. A fully staffed Office of 
Planning & Evaluation produ
cing analyses of national 
health system effectiveness on 
at least an annual basis, & 
recommending to the Minister 
of Health an annual national 
health program based on health 
needs of the country's Regions 
and Districts. 
2. A fully staffed Budget Sec
tion(and trained budget perso
nnel at the Regional & Dis
trict levels) producing an 
annual program budget for use 
DSPP programmers & policy ma

y 

kers, & for submission to the 
GO for the annual government 
budget cycle. 
3. A fully staffed Personnel 
Section (and trained Person
nel specialists at the Regio
nal & District 
ducing current 

levels) pro
functional 

statements & job descriptions 
as the basis for standardized 
recruiting, performance eval
uation & dismissal practices 
throughout the national healtl 
system; as well as up to date 
estimates of total DSPP per
sonnel, staffing plans reflec 
ting priority placed on th'e 
RHDS , and identification of 
retraining or alternatives 
for persounel with skills sur
plus to the needs of the na

tional health system. 
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NARRATIVE 
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SUwJAR'f _- J-EC'Tiv:ELY-VFRIFIAB.E IN[PiCATORS 
C _ ndi c-~ho ; 1 01c"- s-h--b-n (-3).chi-v4: Edof-Pelct $t u$s.(B-2) 

SUMARY 

MEANS OF VERIFICATIOr 

L-1. .#P,.,.ct: 
Te,U.S-.F-,-t1"b,0-083 

D. F- pwd:8 
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4. A fully staffed Statistics 
Section (and trained statis
tics personnel working at the 
Regional & District levels) 
producing & updating baseline 
data on the effedtiveness of 
the national health system in 
terms of cost, resource utili
zation & impact on national 
health status. 
5. A fully staffed Transport 
Section (and working garages 
at the central, Regional & 
District levels) serving all 
levels of the national health 
system with a miuImum of ser
vice delav or failures. The 
transport sstem will be oper
ating and ra-intaining at least 
290 vehicles. 
6. A fully staffed Supply Sec
tion (and central, Regional& 
District warehouses) handling 
at least 3.000 HT of drugs & 
medical supplies annually; and 
providing efficient service 
to the nation-wide RHDS with 
a minimum of service dlays or 
failures. 

7. A fully staffed Maintenance 
system (at the central, Regio
nal & District levels) provi
ding continuous maintenance 
for all physical facilities 
of the RHDS. 
8. Integrated delivery of 
health services currently 
provided by the DHF,BONSNEM* 

& the DSPP. 

*Malaria incidence permitting. 
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Pr___________:_____
P..i-ctli,.&4..l,-: Rural Health 

NA.RRATIE: SUIJM-','.. .. 
rroject Pwpozo-.(B-1) 

PROJECT DESIGN SUMMARY 
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Ty.,y rol 7100 |D 

OC ECTt:'E'.y VF'.RIFIA.FL rrk~,T~fWt.. IGE MEANS OF VERIFICATIOr,Iconditim,.:;.Iwill Idic- ... s h.s be M (B-3)

°chiu*j.End-of-ProPect (-2) utus. 


9. A plan and guidelines for
 
coordination of PVO activities
 
within the national health
 
system.
 
10. A tested racdel for a
 
Conmunity Pharmacy program.
 

it. of P,.,,, ..q A gE f 

F,, Fv 79 Page 5 of 9To, U.S.F-.,. $16,000.e00 Lrxbibit I 
0,.Pr~po..: age 5 of 9Pg 5 of 9oEhii 
II AsOST-IJPI;
- .- 
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PROJECT DESIGN SUMMARY Lif. of P,oct: ANNLX XV 
LOGICAL FRAJEWORK F FY 79 i.FY_ 83 Page 6 of 9 

Prolov Title & Numbw: Rural Health Delivery System 521-0091 Tot l U.S. F 16,000,000t i 1De,. P,.pa.d:_______I 

NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS 	
PAt- age 6 of 9 

MEANS OF VERIFICATION IMPORTANT ASSUMPTIONoProject Outputs (C-i) 
 Kagnitude of Outputs (C-2) '(C-3) 

A. 	Increased access to basic 

preventive and curative me-

DSPP records. Sufficient numbers of qualified personnel
 
dical 	services for up to can be recruited and retained to fill Com-
Site inspections. 
 munity Health Service and lz'alth system
70% of the rural population.
 

AID ealuatonssupport 
 positions.
AID evaluations.

1. Trained Community Health 
 1550 Health Agents
Service personnel. 
 560 	Auxiliary Nurses 


Equipment, n-,plies and tec.,ical advisors
 
220 Sanitation Officers 
 arrive as scheduled.
 

2. 	New or renovated dispensaries 51 Constructed
in 	the rural areas. 
 186 	Renovated 

There are . -ignificant delays in sche

3. 	New or uppraded supply and 1 Central gar.age upgraded 
 dules for eunstruction or training.

transport facilities supporting 
 and 	equipped

the RHDS built or renovated and 2 Multi-Pegional garages

equipped. 
 built nd equipped
 

14 	District vehicle stor
age & maintenance faci
lities built/equipped
 

115 Vehicles added to DSPP
 
fleet (for total of 290)


5 Mobile vehicle mainten
ance teams operating.
 

I Central warehouse built
 
1 Regional warehouse built
 

11 	District warehouses ren.
DSPP strengthened to continue
 
institutional support for the
 
RHDS.
 

1. Personnel trained 
 2263 persons oriented in RHDS
 

concepts
 
18 Ofc of Planning emplo

yees, OTJ training in
 
planning/evaluation/
 

programming.
 

'N
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ProijctTitle & Humbm: R,,ral HealthtDe_ 1,.ery System 521-0091 
Tota. U.S 
DtP 

F.,di.. $16000 O00 
_____ 

HAI.ATIVE 
;',jerltp~t: 

,Y 
C-) 

!.CBJ::(TIVaIy
! ni [O: :* -2) 

4-IF-)A.LEIUCAT 
;(C-3) 

ME.IS CF VZRIFICfTION IMPOTAN 1 ASSUJMI,I-
Aszvcpticn- For.chieving l~zt (C4 

2300 RHDS personnel,instruction 
in new statistics system 

12 Regional Statistics Ofc 
personnel, in collecting/ 

interpreting RHDS data. 
Annual 2-3 day District 
level seminars, refresher 

training in statistics 
system procedures. 

35 Budget personnel (central, 
Reg'I,Dist.), OTJ in pro
gram budget preparation. 

6 Central. Personnel Ofc. em
ployees,OTJ in personnel 
managementfstandards. 

55 Supply Section & warehouse 
personnel, OTJ in new sup
ply systens (central, Re
gional, & District) 

83 Maintenance personnel, 
OTJ in facilities mainte
nance . 

Chief, central Transport 
Section, OTJ in vehicle 
scheduling/purchasing/ 
admin. management. 

320 Drivers, OTJ in veh. safe 
ty/operacion/minor repair 

60 Mechanics & support per
sonnel, OTJ in vehicle 
repair, admin. accounta
bility 

2. Higher medical education reoriented I Health Center & dormitor] 
to rural community focus. constructed at DSP de- I 

monstration center. 
15 Dept. Comry.Med. person

nel trained, Technical Ex. 
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PROJECT DESIGN SUMMARY 	 Lf. ,s 83 
•Foam 	 FY 4_j FY 8 

* ,o lO O. 2- ( ,., , , !.031 C L F R A M E W O 1 6 , 0 0 0 , 0 0 0 R-' 
TpoI U.S. FuoM.. 16,000,O00

Rural Health Delivery System, 521-0091 
 Do, 	Pep.re4P,oi,c, T11!0& NeU'A_,: 
PAGE 

NP%.QYIvE SI'A),L'Y VT,.LV _ MEf.4S 1F:FItTIC:I ASSUPJ4PfWN" IATS OF lU'tCRTANT 
Poi-0.,'pUv: !C-I) Wlag.;d. of O,.-1s: C.21 (C-3) Aswuolonz fm nchievimg 0"M:: (C-4) 

C. 	Community Health Service See table below for prelim
providing systematic inary estimates on service 
interventions (immunizations, 
treatments, home visits, 
referrals, etc.) i;t response HAITI RIDS 
to major health problems. PLANNED SERVICE INTERVENTIONS 

Health,czation3Nutrit. Nutrion intervention IV) ServicS , , . 

I r.r., Envir. rr.. 

Year Oci Gisnn1 'of gicn2 IDLc.t ihI I teoat.) Itreat. 6) Ircefr.7) ichild. fierst llrun.-. 1prent lobs. 

MITIn-nsr. U G lrrl'.i* :U scu!0) Iron D-f. dict.dcf. :ierv.cazcs rchycv aind 9) v1int~f vir~y cgJ1979 300,0.0 100.000 12,500 312,500 100,000 100,000 5,000 10,000 500,000 50,000 ,000 . 2.000 

1990 600,000 200,000 27,500 687,500 -00,000 200,000 15,000 25,000 1,000,000 150,000 20,000 5,500
 

1961 600,000 200,000 50,000 1,250,000 30"0,000 300,000 50,000 75,000 2,000,000 -00,000 '40,000 9,500
 

1992 450,000 150,000 75,000 1,875,000 400,000 400,000 100,000 150,000 2,500,n00 250,000 10,000 12,500
 

1983 450,000 150,000 75,000 1,875,000 00,000 500,000 200,000 200,C00 3,000,000 390,000 75,000 15,000 

104 450,000 150,000 7Sc' 1,875,000 500,000 500,000 200,000 200,000 3,250,OnO 315.000 79,000 15,800
 

196S 450,000 150,000 75,000 1,875,000 500,000 500,000 200,000 200,000 3,500,000 730,000 03,000 16,COO 

1980 450,000 150,o000 75,000 1,875,000 500,000 500.000 200,000 200,000 3,000,000 350.000 .07,000 17.400 

1987 450,000 .15k,000 75,000 1,975,00u 500,000 500,000 200,000 200,000 4,100,000 3G5,000 91,000 18,200 

198 450,000 150,000 75,000 1,875,000 500,000 500,000 200,000 200,000 4,500,000 790.000- ,.95,000 19,000 

1989 450,000 150,000 7S,000 1,875,000 500,000 500,000 200,000 200.000 S 400000 100,000 20.000 

1) - eber ofo given D"' nnt12atJ(l.. 7) NtTber of ntcferrals of severe cases 
2) NiRLtr of given D0C 1 nrlzations 8) Nwrl-cr of dtildrcn Orally Phydratrd 

9) Niber First aid and sampla tzeatmnt2 P0rlOfrCd3) Nuibcr of GCoLp Discussions/lcctureu 
10) 	 Nuibr of P'renatal visits4) Nrt)r of Individuals discussion 

Nuoer of PratA lsit. 	 " 
5) NiWuair of Individu3ls treated for iron feficienc 11) 

treated for dietary daf.iociwy .12) Nmber of retarrls of co.t.cat.d dbstatrical awa4) N4.boc of Individu3lb 

'
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Toti. U.S. Fvdi,__$_6_00_____o E xh ib i t
NARRATIVE SUMMARY ODETIEYVEIIBLsNCTR MEANSdOF

(D-1) 	 AS 6IFCAII.IPTIONPrej~cf Inputs: 1,Ipl-e tonf TorgT. (Type and Quo lify) (0-3)( 
-MOTA~ 

PAGE 
0)Disburesments $A pis l Fiding I 

Construction and Renovation 	
-Y I 1 Y_._AID
R 
 YR 
3
408 1001 1031 YR 4
1172 YR
1645 _ Project Account (In 
the Nationa
Drugs and Vaccines 	 Funds are available to AID for the
500 200 167
Equipment and Supplies 	

100 - Bank of the Republic, BNRH) 
 life of the project in the amounts
Vehicles and Spare Parts 	 56 329 
 3,40
233 283
360 218 405
Personnel 381 11indicad.
 
Traininag 120 424
Tehia 	 302 203
sitne274 	 491 USAID/Controller records.
274s72s38an6
372 378 26
566 265
 
Evaluation 	 Funds are available to the GOH
evalAi 


86 825 981
15 22 28 95 AID/W Controller records,
Contingency 	
435 35 
 through a Title III or comparable
agreement.
102 223 260 
 259 309
 

1779 
 3749 
 3699 
 3517 
3256
 

GOH
Personnel 

521
Drugs and Vaccines 1449 2226 3040 4242
 

Equipment and Supplies 
300 - - 656 
 1231
 
- 24 56 
 89 138
POL, Spare Parts, Vehicle Maintenance
Training 
 92 210 289 429 473
 
96 
 258
Contingency 	 285 313 
 344

30 71 
 109 153 
 196


TOTALS 

1039 2012 
 2965 4680 6657
 




