
IL:SWAZILAND 

ACTION MEMORANDUM FOR THE ACTING DEPUTY ADMINISTRATOR
 

THRU: 

FROM: 

ES 
AA/PPC: Philip Bird --
AA/AFR: W. Haven North, Acting Assistant Adm

L'or 
inistor 

Subject: Swaziland Health .ManpowerTraining Project 

Problem: OSARAC/1.1abane has submitted the attached Project Paper 

(PP) for the Swaziland Health Manpower Training Project. Your 

approval of this project is required. 

Discussion: The purposes of this project are:
 

1) To train nurses and other paramedic personnel (health
 

inspectors and health assistants) for MOH health services­

2) To strengthen planning and administration of MOH 

.health services and 

3) To institutionalize this training,capacity.
 

two related technical assistance efforts
This project will finance 
and the construction of a training facility (Institute of Health 

Sciences). Four nurse educators/curriculT,/placement consultants
 

will work with Swazi counterparts and two British health educators 

on a curriculum design team to implement a program of study for
 

students of nursing and health inspectors at the new facility. A 

total of 168 pre-nursing and health inspector students will have
 

been enrolled and participated in the Institute's training program 

by mid-1983, the last yeaS'c.7 the project. This training effort 

*-will requiren._years equivalent of advisory services over a six­

year period through 1983. Two hospital/rural health services
 

administrators and a health statistician will work with the M1H, 

four Swazi hospital secretaries (administrators), tie GOS Central 

Statistics Branch, and a British health planner to develop a local 

cadre with managerial and analytical skills to support the Swazi
 

direct health service activities. This latter effort will require
 

eleven years equivalent of advisory services over a four-year pericd
 

AID technical assistance costs will be $2,544,000 or
through 1981. 

60% of the total U.S. input, while construction expenses will be
 

The balance of the costs are for sv.porting
$1,219,000 or 30%. 

commodities and participant training expenses.
 



-2-


This project by itself, probably will have a relatively insignificant
 

immediate impact on rural hea.th services. However, rural health
 

services cannot exist in a vacuum and must be supported from the
 

top down if the'services are to have logistical support and referral
 

sources. A structured national health program with effective ruzal
 

-utreach should include maximum delegation of responsibility, con­
petency-based or task-oriented training at all levels, and a rapid
 

referral/logistical/conmunications support network. Everyone from
 

the physician in the hospital to the village health worker is traired
 

to perform certain skills within their educational capacity. The
 

system is inter-locked to support each descending level of care
 

logistically and with appropriate supervision and referral.
 

While this AID project does not directly reach the rural population 

in a significant fashion it does establish one essential corponent 

ci a structured national health program that eventually could be 

eixtended through rural health workers/village health visitors to 

reach the majority of the population in a true community care 

approach. 

As the result of the AID/W review of the PP, it was agreed that
 

criteria should be established in advance as guidelines for im­

plementing and eventually evaluating .the new Institute's curriculun,
 

particularly for its technological contribution to reaching the
 

ultimate objectives of AID's Conressional Mandate in the health
 

field. These guidelines are to assure that the project does indeed
 

broaden delivery of health services in a fasIion that is responsive
 

to the perceptions/sensitivity of the population in the rural areas
 

and yet consistent with a rational national pattern. A tentative
 

listing of such criteria is attached although work will continue on
 

refining these guidelines through the contract(s) award procedure
 

and during actual project implementation.
 

This project was included in the FY 1977 Congressional Presentation
 

(CP) for an initial obligation of $1,200,000. The PP funding
 

schedule agrees with the FY 1977 CP although the planned total cost
 

of the project now exceeds the C estimate. FY 1978 requirements
 

are scheduled for Security Supporting Assistance funding.
 

AID will handle the contractual arrangements fcr the technical assistance
 

component of the project since this may involve a university contract(s)
 

and the .:OH does not have the necessary experience yet to handle 

such administrative requirements. Representatives of the GOS will 

be invited to participate in this process. Construction will be con­

tracted by the inistry of Public Works with local firms which
 

qualify under AID criteria and will be subject to AID approval prior
 

to any disbursement for the construction component of the project.
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Becau3e p-f the only available local firms employ significant numbers 
of third country nationals, it is necessary for approval to deviate 
from the policy which limits employment of third country nationals 

for the A.I.D. financed construction work to 20 percent of the non­
local work force (justification attached). Construction materials 

in Swaziland are normally imported from South Africa or the United 

Kingdom; therefore, a procurement source and origin waiver to permit
 

expenditures up to $650,000 in Code 935 countries for these materials
 

is requested (justification attached). Similarly, a waiver to permit
 
the purchase of two project vehicles and one project bus from the
 
Republic of South Africa, which will cost the equivalent of $30,000,
 

is requested (justification attached).
 

This project activity of 6 1/2 years will require a deviation from
 
the policy expressed in AIDTO Circular A-466 of June 27, 1975, which
 

prescribes a maimum period of five years for the normal life of
 
project. Funding probably will be completed in Zive years .from the
 
date of signature of the Project Agreement but delivery or performance
 

of all goods and services will require approximately 18 months more. 

Total disbursement for the cipital component will occur within the 

prescribcd limitation (36 months) for those activities; howzever, 
participant training of some of the tutors at the Institute will
 
not be completed until mid-1983 (justification attached). 

A "egative Determination" has been made relative to the possible 
effect of this project on the human environment (attached). 

Recommendations: That you approve this Project Paper by signing the
 

attached Project Authorization and approve the following waivers
 

or deviations for AID policies:
 

a) A waiver to permit purchase of up to $650,000 equivalent
 
of construction materials from the Republic of South Africa
 
or the United Yngdom, Code 935 origin.
 

b) A waiver to permit purchase of two project vehicles and
 

one project bus from the Republic of South Africa, Code 935,
 
with a total cost of approximately $30,000.
 

c) An exception to the policy expressed in AIDTO Circular
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A-466 of June 27, 1975 to extend the project completion date
 
by approximately 18 months.
 

..d) Approval to deviate from policy expressed in AID Handbook 
II, Chapter 2, which limits employment of third country 
nationals for AID financed construction work to 20 percent 
of non-local work-force. 

APPROVED K DATE 

DISAPPROVED DATE 

Attachments: 

A. Project Authorization F. ECPR Summary Cable
 
B. Project Paper
 
C. Environmental Threshold Decision
 
D. Criteria/Guidelines for Implementation

E. Waiver Justifications 

AFR/DR/HN :EParfrey: em 3/30/77 

Clearances: i 

AFR/DR: J1ither - _ 
AFR/DP: C.1ard (di'--T 
PPC/DPRE: EHogaf7*'", 
AFR/ESA: OCyLke (draft) 
GC:G1.,organ..-'-i ­

7 
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DEPARTMENT OF STATE
 
AGENCY FOR INTERNATIONAL DEVELOPMENT
 

WASHINGTON. 0. C. 20523 

OFFICE OF 
THE ADMINISTRATOR 

.PROJECT AUTHORIZATION AND REQUEST FOR ALLOTMENT OF FUNDS 

PART II 

COUNTRY : Swaziland 

.PROJECT : Health Manpower Training 

PROJECT NO. 690-0062
 

Pursuant to Part I, Chapter 1, Section 104 of the Foreign
 
Assistance Act of 1961, as amended, I hereby authorize a
 
Grant to Swaziland, the "Cooperating Country" of not to
 
exceed four million three hundred thousand United States
 
Dollars ($4,300,000) (the "authorized amount") to help in 
financing certain foreign exchange and local currency costs
 
of goods and services required for the Project as describecd
 
in the following paragraph. 

The Project consists of the institutionalization of a permanent
 
Swaziland training capacity to train nurses and para-medical"
 
health personnel and to help deliver the necessary planning/
 
administrative capability t6 expand delivery of preventive
 
and curative health services to the Sw.aziland people by 
financing technical services, participant training, third
 
country training support and cor:nodities; and constructicn
 
materials and services for a training institute and three
 
staff houses.
 

I approve a-total level of A.I.D. appropriated grant fun.:;g 
planned for this Project for FY 1977 of not to exceed on.­
million two hundred thousand United States Dollars ($1,200,000). 
I approve further increments during the period FY 1978 thrOugh
 
FY 1981 of Grant funding up to $3,100,000 subject to the
 
availability of funds in accordance with A.f.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 ar:i 
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following terms
Delegations of Authority, subject to the 

terms and con­
and conditions, together with such other 

N.I.D. may deem appropriate:ditions as 

Source and Origin of Goods and Services
 a. 


Except for Ocean Shippirv', goods and services financed
 
and


by A.I.D. under the Project shall have their source 


origin in the Cooperating Country, or in the 
United States,
 

except as specifically provided herein or as A.I.D. 
may
 

otherwise agree in writing. Construction materials (approxi­
(approximately

mately $650,000) and two vehicles and one bus 


shall have their source and origin in the Cooperating
r$30,000) 

or in countries included in A.I.D.
 Country, the United States, 


Ocean Shipping financed under the Grant
 Geographic Code 935. 

shall be procured in any eligible source country except the
 

Cooperating Country.
 

b. Criteria/Guidelines for Project Implementation 

The Project Agreement shall include mutually acceptable
 

criteria/guidelines for implementation of the 
Institute's
 

curriculum and for evaluation of the Project.
 

Robert H. Nooter 
Acting Deputy Administrator 

AClearances: 

AFR/DR:J-.•7ithers V ,.KPATE____ 

T:EAA/AFR:WHNorth ' DATE______ 
Z.-' TESER/CO:/ALI : TBaranyi

GC:GD~orga,Jr.. .. ,D.ATE" - l
 

PPC/DP RE:EHoganfl--C-- 'DATE L!111;
 
DAT
AA/PPC:PBirnbaum 


GC/AF R: TJBork: jaw 3-30-77 



ACTION MBIRANIDM FOR THE ASSISTANT AD]MINISTRATOR FOR AFRICA 

THRU : Mr. W. Haven North, DA/AI~ 

FROM : John L. Withers, Director - AFR/DR 

SUBJECT: Environmental Threshold Decision
 

PROJECT TITLE: Health Manpower Training 

PROJECT NUMER: 690-0062
 

CCNTRY: Swaziland
 

ENVIRONMENTAL THRESHOLD DECISION RECOMMvNDATION: "Negative Determination" 

PROBLEM: A.I.D. Regulation 16 requires that this A.I.D. financed action
 
be examined from the viewpoint of its potentiality for having a signi­
ficant effect on the human environment. Ifthe result of this study in­

significant detremental effect ondicates the action will not have a 

the human environment, then an official finding to this effect called a
 

"Negative Determination" must be signed by the Assistant Administrator
 
of the relevant A.I.D. Bureau.
 

FINDING: The Project Review Committee and the members of my staff re­

sponsible for the implementation of A.I.D. 'sEnvironmental Procedures
 
have reviewed this project and its proposed actions from the viewpoint
 

They conclude
of its environmental aspects and A.I.D.'s Regulation 16. 

that the Environmental Statement on page 66 of the PP and the Environ­

mental Analysis on page 14 of Annex IVare well written and fully address
 
They agree that "the proposed
all possible environmental implications. 


project with its many components gives no indication that itwill have
 

any significant effects on the human environment as a whole." Itis
 

thus a project for which an Environmental Assessment or an Environmental
 
Impact Statement will not be required. A "Negative Determination" as
 

provided for inA.I.D.'sRegulation 16 istherefore reconmended.
 

Itisrecommended that you approve the recommendation
RECOMVENDATION: 

for a "Negative Determination" for the project.
 

APPROVED: ___ _ _ 

DISAPPROVED: 

DATE: E_ 



CRITERIA/GUIDELINES FOR SWAZILAND HEALTH MANPOWER TRAINING 
PROJECT
 

IMPLEMENTATION
 

I. A high degree of coordination between the AID-funded health planning/
 

administration team ahd the comparable curriculum design team is
 

absolutely essential to the ultimate success of the project.
 

2. The training strategy for preparing Swazi Nurse Practitioners 
(NP's)
 

as im­
for local training/supervision of lower health workers will be 


portant to the project's overall goal as the substantive technical
 
This strategy must focus on developing
content of the NP's curriculum. 


the same local demand for preventive health services as currently
 
This should be done through teaching
exists for curative services. 


the relevance of dailytechniques and an approach that emphasizes 
The goal is to enable professionals to
behavior to health status. 

a fashion that assure a reasonable
reach non-professionals in 


chance to permanence for the proposed behavioral changes and to convert
 

health problems fi'om an episodic concern to a daily habit. 

3. The national pattern for delivering expanded health services,
 

supported by this AID project for training intermediate level manpower,
 

must be responsive to the felt needs of the client population. This
 

requires an analysis of the cultural pattern in Swaziland to determine
 

the most effective approaches to community organization around health
 

issues, as well as the extent to which traditional healer and traditional
 

birth attendants are Ltilized and could be incorporated into the national
 
can be best performed by
pattern. This type of social/cultural analysis 


Swazi researchers, although perhaps with foreign assistance if desired.
 

4. The national pattern for delivery expanded health cervices must
 

be based upon the maximum delegation of responsibility at every level,
 
The position description for the NP cites
including the NP level. 


representative supervision teaching responsibilities for the professional
 

level in the nation's health structure, not duties that the NP can
 

reasonably be expected to perform entirely by herself.
 

5. A proper balance must be struck in the NP's curriculum between community
 

health services responsive to client's felt needs (medical relief, maternity
 

services, family planning services, personal preventive services, etc) 

and national health program initiated activities (environmental sanitation, 

disease control, national population control, general healthcommunicable 
Since all services obviously can not
education, mental health, etc.). 
 humanbe provided simultaneoulsy in a situation with limited local 

resources, priorities must be carefully established and emphasized in the
 

training modules.
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6. The health education aspect of the NP's curriculum must be part
 

of a broader community participation effort that can be positively
 

critical of society's existing noms and encourage modes of response 
that protect the society against changing health situations such
 

as unsafe water supplies, inadequate waste disposal habits, human
 

over-crowding, etc. Therefore, non-formal adult education techniques
 
enable them to encourage greater
should be taught to the NP's that will 


autonomy and a senseof personal responsibility on the part of their
 

audience.
 

7. Women's consciousness raising, or an expanded role of women in
 

the Swazi society, can be on important component of 6-above as the
 

NP's obviously will represent a major initiative in this respect.
 
for important
The objective of the NP program is to train women 


decision making, largely unsupervised roles in the Swazi health system.
 

This can serve as an excellent model for all Swazi society relative
 
The NP's status,
to the untapped potential among its female members. 


however, must be adequately recognized and reward within the national
 

health system so that they do not feel obligated to furthcr specialize
 

to advance in their chosen field.
 

8. The national pattern for delivery expanded health services must
 

be based on a thorough epidemiological assessment of the most pre­
as-to focus the limited resources
valent health problems of Swaziland so 


.referred to in 5 above in a rational fashion.
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I. Sumnary and Recommendations 

A. 	Recow~mendations
 

Authorization of a grant not to exceed $4.3 million including
 
the following waivers and approvals:
 

1. 	A procurement source and origin waiver from AID Geographic
 
Code 000 (U.S. only) to Code 935 for procurement of.
 
construction materials.
 

2. 	Waiver of the source and origin requirements (U.S. only)
 
of FAA Section 636 i) to allow the purchase of two
 
project vehicles and one project bus from AID Geographic
 
Code 935.
 

3. 	Approval to deviate from the policy expressed in AIDTO
 
Circular A-466 of June 27, 1975, which prescribes a maximum
 
period of five years for project life.
 

4. Approval to deviate from the policy expressed in AID
 
Handbook 11, Chapter 2, which limits employment of third
 
country nationals for AID-financed construction work to
 
20 percent of the non-local work force.
 

B. 	Description of the Project
 

1. 	Scope of Project
 

This project has been designed to institutionalize a
 
permanent Swazi training capacity, train nurses and other auxiliary health
 
personnel and help develop the necessary planning/administrative capability
 
to expand the delivery of preventive and curative health services to the
 
Swazi population especially in the rural areas.
 

The construction of a training facility (Institute of
 
Health Sciences), the preparation of Swazi nurse tutors as faculty and
 
the implementation of a program of study for students of nursing in the
 
facility will result in an annual output of 20 new Swazi nurses who
 
are prepared to deliver promotive health care, preventive services as
 
well as curative services throughout the country. In addition, other
 
types of health personnel will be trained in the same training center
 
with common classes for some courses, i.e., for health inspectors,
 
laboratory assistants and other essential categories of paramedical
 
personnel. The program of study will utilize rural settings for teaching
 
and learning, as well as the urban setting of the training institute.
 

For all categories of non-physician health personnel there
 
will be a modification of training to reflect an increased component of
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public health, disease prevention, nutrition, maternal and child health
 
and family planning. Additionally, the basic program for the training
 
of registered nurses will include skills in history-taking and interviewing,
 
physical diagnosis and the medical management of the more common illnesses
 
which do not need referral to a physician. Thus, all paramedical personnel
 
will employ health maintenance and disease prevention skills in their work.
 
Registered nurses will be able to help meet the curative and preventive
 
health care needs of the people in rural areas and to give supervision
 
and direction to the nurse assistant and to provide a backup to the
 
activities of the rural health visitor.
 

Graduates from the Nursing Program will specialize in a
 
fourth year of training to become Public Health Nurses, Midwives or Nurse
 
Practitioners. Public Health Nurses will function not only in Health
 
Centers and clinics but also in the school health programs, nursery schools,
 
teacher training schools, and in day care centers for the children of
 
working mothers. All graduates will be taught to collaborate closely with
 
women's organizations, farmers training centers and with extension workers
 
and social welfare officers in an effort to bring health education and
 
health care to every part of the population.
 

In planning and administration, the project will provide

and help to develop the necessary expertise for the GOS to plan and
 
consolidate the availability of its health resources to achieve a unified
 
national health program effort and a more equitable distribution of health
 
services among the majority, especially the poor of the traditional sector.
 

Generally, the project will:
 

(a) provide a Swazi cadre of adequate and qualitatively
 
trained health personnel;
 

(b) 	develop the necessary health planning and administrative
 
Swazi personnel, an important prerequisite for the
 
effective participation in, and control of, the health
 
sector by Swazis;
 

(c) 	help reduce foreign control and the dependence on
 
expatriate personnel consistent with the Ten-Year
 
Plan which provides for the localization of technical
 
and professional health personnel depending on the
 
rate at which Swazis can be adequately trained to
 
replace expatriates;
 

(d) 	give priority to the development of preventive health
 
care services the benefits of which will be much more
 
widely spread among the rural population as a whole;
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(e) extend the provision of most health services
 
through such other types of health personnel as
 
doctors since it is expected that the doctor/
 
population ratio is expected to fall slightly
 
(from 1:8,200 to 1:10,000 by 1980);
 

(f) 	reduce the need for non-medical practitioners
 
(medicine men) through the extension of health
 
services and health education to the outlying
 
rural areas;
 

(g). 	provide an outreach extension program to the Swazis
 
who live in widely dispersed individual family
 
homesteads;
 

(h) 	provide a better organized system of servicing
 
the rural areas through the establishment of
 
Rural Health Services Administrators;
 

i) assist in the development of a statistical compilation
 
and analysis capability to enable more effective
 
planning in the health sector;
 

(j) 	improve and modernize general hospital administration
 
practices.
 

2. Scope of Inputs
 

The estimated cost of the total inputs is approximately
 
$7.7 million. The proposed AID contribution represents 55 percent of
 
the total. Other donors will contribute 24 percent and the GOS will
 
finance the remaining 21 percent of the total input cost. (Note: This
 
does not reflect the real GOS percentage contribution since, as requested,
 
GOS input costs were based on constant Emalangeni. The realistic provision
 
of an inflation factor would have increased the GOS input cost by approx­
imately $600,000 rendering GOS contribution equivalent to 27 percent of
 
the total project cost or about 51 percent of the proposed AID financial
 
input cost. Thus, the real percentage of the GOS contribution complies
 
with Section 110(a) (25% contribution) of the FAA of 1961 as amended.
 
(See Financial Analysis Section III.B.)
 

Specifically, this AID project will provide 21 1/6 person/
 
years in technical assistance, 22 person/years of participant training,
 
4 person/years of third country training support, commodities and
 
materials for the physical construction of a training institute and three
 
staff houses. Other donors will contribute 18k person/years of technical
 
assistance, 5 person/years of participant training and the construction
 
of a related health center.
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The GOS will provid3 the necessary technical aspistance
 

administrative support, salaries for Swazi project personnel, participant
 

training support, co=odities and other contributions such as AE services,
 

land and the training nstitute's operating costs. In conjunction with
 

other donor contributions, the project will assist the GOS in financing
 

the foreign exchange and local currency requirements to carry out the
 

estimated 6k year health personnel training and administrative capability
 

development program. The magnitude of the proposed AID project inputs,
 

the GOS and other donor contributions to the project are as follows:
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PROJECT INPUTS AND COSTS
 

(000's of 
U.S. Dollars)
 

AID
 

I. Technical Assistance 	 2,544
 

A. Long Term - 5 	TAs - 19 P/Y 
B. Short Term - 2 TAs - 1 2/3 P/Y 

II. Participant 	Training 359
 

A. Long Term- 9 	P/Trainees - 22 P/Y
 

B. Short Term - 8 P/Trainees - 4 P/Y 

91
III. Commodities 


A. Instructional 	Aids
 
B. 3 vehicles
 

IV. 	 Construction 1,219
 

A. IHS Bldg. Complex
 
B. 	3 Staff Houses
 

Total 4,213
 
Percentage 55.0
 

GOS
 

I. Administrative Support 	 274
 

II. 	 Salaries & Wages. 557
 

III. 	 Participant Training Support
 
(Third Country - U.S. - U.K.) 120
 

IV. 	 Commodities
 
(Furnishings & Supplies) 147
 

495
V. Other Costs 


A. Land
 
B. A&E
 
C. IHS Operating 	Costs - 5 years 

Total 1,593 l/
 
Percentage 21-


I/ The real GOS contribution is approximately 27% of total
 
project costs. See Financial Analysis.
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Project Inputs & Costs (Continued)
 

(000's of
 
U.S. Dollars)
 

OTHER DONORS
 

I. Technical Assistance 1,695
 

A. U.K. - 3 TAs - 12 P/Y
 
B. WHO - 1 TA- 4 5/6 P/y
 
C. IDM- 2 TAs -1 P/Y
 

II. Participant Training 60
 

A. U.K. - 2 P/Trainees - 5 P/Y
 

III. Construction 100
 

U.K. - Rural Health Center
 

Total 1,855
 
Percentage 24
 

TOTAL PROJECT COST 7,661
 
PERCENTAGE 100
 

I/ Institute of Development Management in Botswana
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3. Implementation
 

The Ministry of Health will have the principal
 
responsibility for organizing and carrying out the various project
 
activities. The Ministiy of Works will also play an important
 
role in the construction of the project's physical facilities.
 
As the recipient of the Grant, the Ministry of Finance will also
 
participate through the timely budgeting and disbursement of project
 
funds as required and in accordance with established procedures.
 

The curriculum, teaching and training program will be
 
implemented by technical assistance personnel in accordance with
 
specified terms of reference. The AID funded technical staff that
 
will implement this segment of the project will be provided through
 
an AID contract with a U.S. institution. (See Annex V, A through
 

V, H) for TA Jb Descriptions). The institutional personnel will
 
provide the professional expertise to develop a curriculum;
 
formulate and help implement a health personnel teaching program;
 
develop continuing programs for education of health professionals,
 
team learning opportunities, incountry faculty training, regional..
 
health conferences and research; establish adequate evaluation
 
procedures for the overall teaching and incountry training piograms;
 
be responsible for the accreditation of incountry training and for
 
the placement of selected nurses within the contract institution
 
to undertake the additional academic training required for their
 

Bachelor of Science Degree in Nursing Education. The implementation
 
of this phase will be supported by other donors who will provide
 
TA expertise in health inspection, Psych/Mental Health, Public Health/
 
Midwifery Education, as well as participant training.
 

The planning/administration phaoe of the project will
 
also be implemented by technical assistance personnel. The AID TA
 
technicians in administration and statistics will be included within
 
the institutional contract if such expertise is available within the
 
contract institution. Otherwise, they will be contracted separately
 
through PIO/T's by AID/W. These personnel will be responsible for
 
developing regional hospital and rural health services, institutional
 
and administrative systems and provide guidance and on the job
 
training for their respective counterparts.
 

Public Health Planning activities will be implemented
 
by a TA Health Planner to be provided by the U.K.* He will receive
 
support through the professional functions to be performed by the
 

U.S. TA Health Statistician. These two TA positions in planning and
 
statistics will eventually be filled on a permanent basis by two Swazi
 
Counterparts who will be trained in tae U.S. for this purpose.
 

The third country training program for Swazi Hospital
 

Administrators and Rural Health Services Administrators will be
 
implemented by the Institute of Development Management inGaborone, 
Botswana.
 

On board as of October 1976
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Guidance and support will be provided by the U.S. TA Hospital Administrator
 
and Rural Health Services Administrator.
 

The construction phase will be implemented by the Ministry
 
of Works and will be contracted under established MOW regulations and
 
procedures with local firms that qualify under AID criteria. There will
 
be two separate construction contracts, one for the institute facilities
 
and one for the three staff houses. Final selection of contractors
 
will be subject to AID approval. MOW will provide construction super­
vision and REDSO Engineering will inspect the construction phase
 
periodically.
 

During OSARAC/GOS discussions, agreement was reached with
 
the GOS to use the FAR method of disbursement for the above construction
 
components with a provision for AID advances to alleviate undue strain
 
on the GOS operating budget. (See Annex X.)
 

Commodity procurement from the U.S. (see Annex IV-A) will
 
be handled directly by AID and the procurement of other commodities
 

(see Annex IV-B) required by the institute (furnishings and supplies)
 
will be handled by the Ministry of Public Health.
 

The AID inputs of professionally qualified educators
 
and administrative expertise, combined with participant training and
 

other donor inputs within the specified time frame, are expected to
 
lead to the projected outputs: establishment of a functioning Institute
 
of Health Sciences, development of the necessary training capacity and
 
creation of an adequate health personnel training program as well as a
 
trained and experienced planning/administrative staff.
 

These accomplishments will assist the GOS in improving
 
health services and expanding their coverage, particularly in the
 
rural areas, so that at least 85 percent of the population resides within
 
five miles of an adequately staffed clinic. There is reasonable assurance
 
that this goal will be eventually accomplished inasmuch as the project
 
was designed to develop a Swazi cadre of non-physician health care
 
providers who will be equipped to deliver curative, preventive and
 

promotive health care services to the Swazi population, with special
 
emphasis on those rural areas where health care delivery is lacking
 
or is inadequate. The project will also develop the necessary logistical,
 
managerial, planning and administrative capability to support the
 
coordination, integration and promotion of preventive and curative
 
services so that scarce resources are harnessed for the optimal delivery
 
of health services to the majority of the Swazi population.
 



-8­

4. 	End of Project Status
 

By the end of the project the GOS will have the capability
 

to train nurses and other health auxiliary personnel to help 
meet the
 

as well as the necessary trained
nation's health personnel requirements 


and experienced Swazi personnel to.plan and administer the nation's
 

Public Health services with greater efficiency. The end-of-the project
 

status will be as follows:
 

1. 20 nurse practitioners have graduated (4 YR Training
 

and placed).
 

2. 	85 nurse practitioners enrolled and attending
 

regular classes. 

3. 	10 Pre-nursing students being taught and -prepared
 

for advanced nursing courses.
 

4. 	14 Health Inspectors have graduated (3 YR Training)
 

and placed.
 

5. 	15 Health Inspectors enrolled and and attending
 

regular classes. 

6. 	6 continuing education courses held.
 

7. 	15 Team Learning Opportunities held.
 

8. 	3 Conference conducted.
 

9. 	5 Research Projects held.
 

Regional Hospital Administrator systems established.
10. 


Rural Health Services Administrator system established.
11. 


12. 	 A Health Statistical System established within MOH.
 

A Health Planning System Developed.
13. 


14. 	 Complete evaluation each academic year of IHS
 

Curriculum and Courses given.
 

C. 	 Summary Findings
 

The existing division of the Swazi environment into a
 

traditional (Swazi/Nation) and a modern sector (foreign) has resulted
 

in a maldistribution of the nation's income and services in favor of
 

the latter and in a consequent dualism that permeates the economic and
 

This dualism extends into the health
political system of the nation. 


sector and is responsible for the contradictions 
and inequities within
 

the health sector.
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This project addresses the nation's main constraints and
 

has been developed to assist the GOS in providing the necessary training
 

for the type of professional and technical personnel that is required
 

in the field of health. Implementation of the project will help to:
 

(1) provide health and administration personnel requirements (2) reduce
 

the dualism that exists in the health sector by establishing a foundation
 

for the development and adoption of adequate policies necessary for the
 

planning and administration of the health sector by the Swazi nation;
 

and (3) provide the avenue for the decentralization of health activities
 

-for the benefit of the majority.
 

The project is consisteat with the DAP's concern regarding
 
a greater
the need for assistance to provide needed health services to 


proportion of the Swazi population as well as AID's new drection
 

to help the rural poor of the underdeveloped countries. It clarifies
 
those resulting from
the initial issues raised in the DAP as well as 


(See Annex III and VI).
the ECPR review ofthe PID and the PRP. 


The project was designed on the basis of studies undertaken by AID
 

financed consultant services, the GOS Ten-Year Development Plan and
 

team provided by AID/W consisting
the recommendations of a consultant 

of one expert in Nursing Education, one in Curriculum/Evaluation and
 

one expert in Planning/Administration.
 

As described the project is technically feasible, financially
 

sound and ready to be implemented. It is socially sound in that it
 

will have a favorable impact on both the traditional and modern Swazi
 
the economic,
environments and its positive effects will cut across 


It is also economically
social and political customs of the nation. 


sound in terms of the qualitative benefits it will produce and the cost
 

An initial environmental
effectiveness of the project strategy. 


assessment 
shows that the overall impact of the project on the
 

environment will be beneficial since trained personnel will be deeply
 

involved in disease control and environmental sanitation. (See Annex
 

IV p.14). Furthermore, the discharge of any deleterious elements
 

by the institute or any of its facilities that would have a detrimental
 
In addition
effect on the environment are-not envisioned in this project. 


the above, the project meets the requirements of Section 611 of the
to 

FAA Act of 1961 as amended. The detailed analysis of each of the above
 

show the adequacy of
subject components are briefly discussed below to 


project strategy, design and feasibility.
 

This health program will provide the institutional structure
 

required to train health personnel and develop the necessary supporting
 

administrative systems required to extend health services coverage 
to
 
a
the majority of the Swazi population. The strategy is to develop 


Swazi training health capability to produce adequately trained health
 

personnel, develop a decentralized health service system and provide
 

the necessary planning and administiative mechanisms to support and foster
 

the extended coverage of health care services particularly to the rural
 

areas.
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The training capacity and production of trained personnel
 
were designed to meet the aniual health personnel requirements as
 
projected in the Ten-year Development Plan. The training techniques
 
were based on a generally accepted and proven technological and educational
 
methodlogy tailored to meet local conditions, optimize results and fulfill
 
the needs of the target population.
 

The number of TA technicians to be provided through AID and
 
other donors is the minimum required to develop the institutional
 
structure needed to meet the GOS health personnel requirements. Furthermore,
 
thlese technical assistance staff specialties were selected for those
 
particular fields where constraints for the development of trained health
 
personnel and of an administratively coordinated and extenaed Swazi Public
 
Health Service were most acute.
 

The project appears to be financially sound. This is based on a
 
careful evaluation of individual input costs and a aggregate cost and
 
financial analysis. The project cost estimates were based on the prevailing
 
input unit costs. An inflation factor was added to reflect the inflationary
 
trend of the cost of living index of the respective areas from which
 
commodities and technical assistance will be procured as well as the
 
comparable index of those areas where expenditures will take place, such
 
as external participant training.
 

The engineering and construction casts were prepared by an
 
A&E consultant firm with extensive background experience in the design

and construction of hospitals and training institutions. (See Annex IV).
 
The cost estimates were analyzed by MOW, which acknowledged their firmness.
 
They were also reviewed and analyzed by REDSO Engineering which concluded
 
that the cost estimates were reasonable, the calculations accurate, and as
 
a consequence complied with the requirements of Section 611 of the FAA
 
of 1961 as amended.
 

All of the cost data were incorporated in the proposed financial
 
plan which is considered adequate and firm and reflects the financial
 
soundness of the project.
 

Socially, the project meets AID criteria inasmuch as the
 
ultimate beneficiaries are the poor inhabiLants of the rural areas. There
 
are no cultural constraints to the project due basically to its apparent

and positive effects on the traditional and modern environment of the
 
nation. The project will also contribute significantly to the role of
 
women since primarily women will be trained as nurses. They will play an
 
important and prestigious role as primary providers of modern health care
 
and, as such, will be regarded as a major force in development.
 

While it is difficult to quantify the economic benefits
 
attributed to better health care 
and to use the standard benefit-cost
 
analysis to determine the economic justification of the project, there
 
are developmental advantages to better health care that can be expressed
 



Such benefits can be analyzed and comparatively
in qualitative terms. 

assessed in view of the cost effectiveness of the project. The economic
 

soundness of the project is established by the following facts: the
 
an
ultimate beneficiaries will be Swaziland's low income rural people; 


improvement in the population's health status will have a positive effect
 

on the nation's productivity in the long run; while the project may
 

increase survival and increase pressure on the limited land base in the
 

short run, by reducing infant and child mortality it will effect attitudes
 

leading to lower fertility in the long run since in developing societies
 

family size relates directly to expectations of child 	survival; the
 

project will induce and create additional employment; and by using the
 

proposed "physician extender" approach, itwill provide the most cost
 

effective means toward achieving the GOS goal to expand health services
 

to the rural areas.
 

D. Resolution of Project Issues
 

All of the issues raised during the preparation of the proposel
 

project have been resolved to the satisfaction of OSARAC, the design team
 

The basic issues raised related principally to:
and the host government. 

1) construction supervision; 2) compliance with Section 611(a) of the FAA;
 

3) utilization of FAR procedures; 4) environmental assessment; 5) use of
 

OPEX mechanism for TA; 6) other donor commitments; 7) evaluation; 8)
 

composition of long-term training; 9) family planning; and 10) composition
 

Each of the above issues were dealt with and resolved 	as
of AID TA. 

shown below in their consecutive order.
 

1. Construction and supervision will be handled by the
 

Ministry of Works in accordance with GOS established procedures and
 

criteria. Final designs, construction contracts and provision of adequate
 

supervision are subject to AID approval prior to any disbursement for the
 

construction phase of the project (see Annex IV and X).
 

2. As indicated in the Financial Analysis Section and Annex IV,
 

the capital cost estimates were based on the evaluation of an experienced
 

A&E consultant firm. An independent evaluation by MOW and a thorough
 

review and analysis by REDSO Engineering concluded that the cost
 
a conse­estimates were reasonable and the calculations accurate and as 


quence, complied with the requirements of Section 611(a) of the FAA.
 

use the FAR
3. 	An agreement was reached with the GOS to 

as
method of disbursement for the project's construction 	components 


outlined under AID disbursement procedures and Annex X.
 

4. Environmental assessment questions raised in the PRP are
 
The impact
addressed in Section III.A and in the last pagesof Annex IV. 


of the project on environment will be minimal and no elements are 

envisioned that would be detrimental in any way to environment.
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5. The OPEX mechanism for the provision of TA is not called
 
for. Due to the project's complexity, its institutional development
 
nature, and the need for periodic short-term assistance, an institutional
 
contract is recommended.
 

6. Other donor commitments as addressed in the Financial
 
Analysis Section appear to be firm. The U.K. health planner came on
 
board in October 1976. The U.K. instructors are being included in the
 
U.K.'s regular programming procedures for the provision of U.K. technicians.
 
To date, these programming ptucedures have produced a regular and reliable
 
flow of technicians. The WHO technician is also on board. All that
 
remains is to arrange for a continuation of that position beyond 1979.
 
The IDM in Botswana has confirmed its contribution through the proposal
 
outlined in Annex VII. According to GOS, the U.K. Health Center has been
 
financed and is expected to be completed within one year. Thus, some
 
donor inputs are on board and others are firmly on track. In addition, the
 
other donors have been party to and are aware of the contents of this
 
project paper and have copies.
 

7. The evaluations to be conducted are outlined in the
 
Evaluation Plan (Section IV.B). To acquire an early understanding of
 
the project's implementation progress and to resolve any problems which
 
may arise during the early stages of the project, it was considered
 
essential to undertake the first external independent evaluation after
 
the second year of the project. An internal project review and evaluation
 
will also be performed annually by the contracted institution, MOH and
 
OSARAC.
 

8. The composition of long- and short-term participant training
 
was tailored to meet the requirements of the project as finally designed.
 
The results, including the rationale and approach selected, are presented
 
on pages 58 and 59, as well as on pages 60-62 under Alternatives.
 

9. The host government has a positive family planning policy
 
and family planning technology will be an integral part of this'project.
 
The MCH/FP training component of this project will help to complement
 
and advance the work in family planning now being carried out by the
 
host government with the assistance of WHO.
 

10. The composition of the proposed U.S. TA's resulted from
 
further investigations by the consultant team which required slight
 
modifications as compared to the PR? proposal. This was due to the
 
availability of other donor expertise, the need to establish a rural
 
health services administrative system and the need to strengthen and
 
improve the hospital administrative system as well as national health
 
planning.
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II. Project Background and Detailed Description
 

A. National Characteristics and Constraints
 

The basic determinants of health conditions and the
 
constraints that inhibit their improvement are lodged within the
 
social, economic,and political structure of the nation. Therefore,
 
this structure, in the Swaziland context, is described below in
 
order to provide a better understanding of the setting from which
 
these basic determinants emanate.
 

The Kingdom of Swaziland is a landlocked country surrounded
 
by South Africa and Mozambique. It has an area of about 6,705 square
 
miles and is divided into four distinct geographical areas, the highveld,
 
middleveld, lowveld and Lubombo Plateau. In 1975 the population, which
 
is increasing at an annual rate of about 3l, was estimated at 510,212,
 
most of which (80-85%) reside in17he rural areas. Europeans and
 
non-Africans comprise about 3.5%.-


While the Swazi economy is relatively diversified, it is
 
dualistic in nature and acutely divided between a modern sector, comprised
 
largely of foreign-owned activities, and the traditional sector, or
 
Swazi nation land.
 

More than 40% of the nation's land (arable, range and forestry)
 

is under individual tenure farm, mostly held in freehold or concession
 

leases by non-Africans. A concentrated effort is being made by the
 

Government to repurchase this land for the use of its own people. The
 

remaining land comprises Swazi nation land which is held in trust by
 

the King of the nation. This land is communally held and is distributed
 

to local chiefs for the use of their respective communities.
 

In 1972/73 there were 791 individual tenure farms (largely
 

foreign-owned) averaging about 972 hectares each for a total of
 

769,361 hectares, or 44.5% of the total land-use area (1,727,156 hectares).
 

This sector accounts for about 60% of the total agricultural sector
 

output. Sugar is the main crop of the individual tenure farm holdings
 

which also produce cotton, citrus, pineapples and forestry products.
 

These commodities represent a significant portion of the nation's exports.
 

The rest of agriculture consists of about.38,809 small
 

scale Swazi nation farms averaging close to three2hectares or with a
 

total land holding area of about 106,559 hectares- The Swazi land
 

holdings produce mainly subsistence crops such as maize, groundnuts,
 

sorghum, beans and potatoes. Close to 70% of the population resides
 

on this Swazi nation land.
 

1/ Based on 1966 Census.
 

2/ Based on 1971/72 data. Comparable data for 1972/73 not available.
 

Source: Annual Statistical Buleatin 1975; Central Statistical
 

Office, Mbabane, Swaziland.
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Livestock represents a significant element of the
 
a contributing
agricultural economy, however, its full potential as 


factor to the wealth of the nation has been inhibited by sociocultural
 

beliefs. Cattle has traditionally represented evidence of Swazi wealth
 

and prestige and is generally kept to portray such representation.
 

This tradition has hampered the potential development of the livestock
 

industry as an important source of national income and has adversely
 

affected a more intensive and greater utilization of rangeland. In
 

1974 there were an estimated 607,366 head of cattle. During the same
 

year about 32,000 head died, 55,000 were slaughtered and only 10,000
 

were exported. As a result of Government's efforts to diminish
 

traditonal taboos that affect the nation's welfare, recent developments
 

show a trend toward greater coimercialization of livestock and related
 

products. The production of meat and meat products increased by about
 

25% between 1971/72 and 1973/74.
 

In foreign commerce Swaziland has enjoyed a favorable
 

balance of trade. The visible and favorable balance b ween 1970
 

and 1974 ranged from R 8.1 million and R 32.9 million.- Exportable
 

commodities are principally produced by the modern sector of the
 

economy. Exports have increased from R 50.4 million in 1970 to R 119.6
 

million in 1974. The principal exports in 1974 were sugar (38.7%),
 

woodpulp (26.2%), iron ore (10.3%), asbestos (4.8%), wood and wood
 
Imports have followed a
products (4.5%) and citrus fruits (3.7%). 


similar upward trend, increasing from R 42.7 million in 1970 to R 88.8
 

million in 1974. The main imports in 1974 consisted of machinery
 

and equipment (24%), manufactures (27.7%), petroleum and petroleum
 

products (11.9%), chemicals (11.3%), food and live animals (8.4%)
 

and beverages and tabacco (4.3%).
 

The transport system consists of 2,590 kilometers of road,
 

of which 196 kilometers are paved, 220 kilometers of single line
 

railway and a small international airport which cannot accommodate
 

commercial jet liners. In 1974 there were 17,169 non-government
 
and 1,087 licensed for Government use.
vehicles licensed for use 

The Gross Domestic Product (GDP) was estimated at R 100.1
 

million in 1972/73 with a per capita GDP of R 216.004 although the
 

per capita cash income in the traditional sector has been estimated at
 

It has been estimated that the agricultural
nearest to U.S.$45.00. 

sector contributes about 36% and manufacturing 15% to the GDP, which
 

has been increasing at the rate of 7% annually in recent years.
 

Government revenues have reflected the economic progress
 

of the nation since independence (1968) and have increased from
 

R 10.4 million in 1968/69 to R 2 .5million in 1972/73 and were
 

estimated at R (E) 40.8 million5/ in 1974/75. Customs and excise taxes
 

account for about 49%, and income tax for about 29% of the Government
 

current revenue. Expenditures have generally been below current revenues,
 

3/ The Rand is used as the then accepted currency. The national
 

currency (Emalangeni) was not introduced until 1974.
 

4/ GDP given at factor cost.
 

5/ GOS Economic Review - 1974. 

http:U.S.$45.00
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providing an annual budget surplus for capital investment. Expenditures

have increased from R 15.1 million in 1970/71 to R 31.2 million in
 
1974/75. About E 2.5 million of the annual expenditures are allocated
 
to Health.
 

The nation functions under a dualistic gover.ment system.

Government is under the administration of the King who is advised by
 
a Cabinet presided over by a Prime Minister and a traditional Swazi
 
National Council composed of Swazi chiefs. 
 The latter make all decisions
 
with respect to the nation's land for local administration. Swaziland
 
is divided into four districts with their respective commissioners
 
being appointed by the Central Government. Manzini and Mbabane have
 
municipal governments.
 

Despite the economic progress that has taken place in
 
Swaziland since independence, the nation's potential development is
 
hindered by such factors as maldistribution of income, illiteracy (70%),

lack of skilled manpower and dependence on non-Swazis for administrative
 
functions. The main constraint is the dualism that permeates the
 
entire economic, political and social structure as well as the shortage
 
of technical and professional manpower. About one-half of the
 
administrative and technical positions and almost 60% of the skilled
 
positions in the economy were held in 1973 by expatriates.
 

The provision of professional and skilled manpower is
 
hindered by inadequate professional level of teachers. For example,
 
one-third of the primary teachers need additional training; about 20%
 
of the secondary teachers are untrained, and about 50% of secondary

teachers are expatriates, with about 25% turnover. Their short-term
 
training periods do not allow the majority of expatriates to become
 
thoroughly familiar with the social environment which is most important
 
in making their teaching input effective. In addition, there are about
 
125 expatriate health workers. About 45 work for Government, 35 for
 

-religious missions and 45 for the industrial and private sectors.
 

The existence of a dual political and economic system in
 
Swaziland is also responsible for contradictions within the health
 
sector. The static, curative nature of the health delivery system is
 
a Western model, superimposed on a country which requires rural
 
sanitation and outreach programs. The maldistribution of services in
 
favor of the urban (European) area is yet another illustration of the
 
inappropriateness of an imported system. 
Swazi custow. and traditions
 
have tended to impede progress in the area of family planning and
 
nutrition, agricultural policy isnot designed to meet national nu rition
 
and health needs, and manpower problems are acute at all levels.!'
 

6/ Syncrisis: The Dynamics of Health, Botswana, Lesotho and Swaziland,
 
U.S. Department of Health, Education and Welfare 
- May 1975.
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The future of the nation depends upon its ability to
 
train its own professional and skilled manpower and to facilitate
 
their entry into the nation's administrative structure so that it
 
can play a greater role in the determination of its own policies

for the betterment of the economic, social and political welfare
 
of its own people. 
This project addresses the nation's main constraint
 
and has been developed to assist the Government in providing the
 
necessary training to the type of professional and technical manpower

that is required in the field of health. 
It will help to (1) reduce
 
the dualism that exists in the health sector; (2) provide the-avenue
 
for the decentralization of health activities; and (3) help establish
 
a foundation for the development and adoption of adequate policies
 
necessary for the administration of the health sector by the Swazi
 
nation.
 

B. Health Status
 

1. Determinants of Health 

(a) Health Problems 

Swaziland has a healthy climate, generally fertile 
soil and adequate rainfall, and underground water. Despite these
 
national attributes, the economic growth of the nation as a whole
 
has bypassed the lowest economic group which reside in the rural areas
 
and mostly in Swazi nation land. 
These people suffer from illnesses
 
which are caused by poverty, lack of nutritious foods, ignorance of

good dietary practices, poor sanitation, contaminated water supplies

and uncontrolled communicable diseases. 
 Furthermore, the distribution
 
of health services is highly skewed, with hospitals, doctors and nurses
 
concentrated in the urban areas. 
 About 17% of the population residing

in the urban areas receive most of the available health services both
 
preventive and curative.
 

While the health statistics for Swaziland do not

provide a detailed breakdown of the distribution of diseases, it is
 
clear from the information available that 
a large proportion of the
 
illnesses could beprevented by relatively simple interventions. The
 
evidence indicates that major causes of morbidity are diseases of the
 
digestive system and respiratory tract. Malnutrition, parasitic

disorders, and veneral diseases 
are prevalent. Certain controllable
 
communicable diseases, particularly tuberculosis, malaria, measles,

and increasingly bilharzia, are very common. 
Accidents are a major
 
cause of inpatient admissions, and birth injuries occurring during

unsupervised deliveries, frequently result in mental disease
 
as shown in the following table:
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TABLE 1 

OUTPATIENTS AT GOVERNMENT AND MISSION HOSPITALS 
FIRST AND REATTENDANCES 197"1 

Disease Group 


FIRST ATTENDANCES 


1. Infective and Parasitic 


2. Neoplasms 


3. Endocrine, Metabolic + Nutritional 


4. Blood and Blood Forming Organs 


5. Mental Disorders 


6. Nervous System and Sense Organs 


7. Circulatory System 


8. Respiratory System 


9. Digestive System 


10. Genito-Urinary System 


11. 	 Complications of Pregnancy, Childbirth 

and the Puerperium 


12. Skin and Subcutaneous Tissue 


13. 	 Musculoskeletal System and Connective
 
Tissue 


14. Congenital Anomalies 


15. 	 Causes of Perinatal Morbidity and
 
Mortality 


16. Symptoms and III-defined Conditions 


17. Accidents Poisonings and Violence 


Total First Attendances 


Reattendances 


TOTAL 


SOURCE: (Annual Statistical Bulletin, 1975)
 

1974
 

Number Percentage
 

10,301 7.5
 

241 0.2
 

2,797 2.0
 

1,187 0.9
 

1,562 1.2
 

7,434 5.4
 

2,864 2.1
 

29,012 21.2
 

31,348 22.9
 

10,927 8.0
 

7,
 
7,107 5.2
 

7,214 5.3
 

3,960 2.9
 

199 0.1
 

877 0.6
 

9,205 6.7
 

10,740 7.8
 

136,985 100.0
 

86,301
 

226,286
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(b) Population at Risk
 

The target population at risk is primarily women
 
and children because of their relative vulnerability to prevalent
 
health problems. Furthermore, the sex ratio is approximately .9
 
(males: females)--with more than 18% of the males of working age
 
outside the country. In addition, a significant number of males
 
remaining in Swaziland, are serviced by industril health facilities.
 

(c) Causes of Death
 

According to available information (1971), the main
 
causes of mortality are: (1) tuberculosis; (2) gastroenteritis;
 
(3) nutritional and parasitic disorders; (4) accidents (poisoning and
 
violence); (5) cardiovascular; (6) upper respiratory tract infections;
 
(7) malignant neoplasms; and (8) obstetrical/gynecological complications.
 

(d) Growth Rate
 

The current estimated annual population growth
 
rate is around 3% (although informal sources indicate that it is
 
probably somewhat higher). A population census will be conducted
 
in August, 1976, which will provide updated figures. And, a UNFPA
 
advisor is currently attempting to introduce a vital registration
 
system in selected pilot areas.
 

The birth rate is one of the highest in the world,
 
estimated at 50/1,000. One estimate puts the crude death rate at
 
24/1,000 and infant mortality at 168/1,000.
 

2. The Delivery System
 

(a) Distribution
 

Although more than 80% of the Swazi population
 
lives in rural areas, mostly in individual homesteads occupied by
 
extended families, with very little tendency toward nucleation,
 
approximately 85-90% of the population lives within 7 or 8 miles of
 
a health facility. The MOH capital improvement plan indicates that
 
by 1985, 80-90% of the population will live within 5 miles of a
 
clinic.
 

The coverage, while extensive, is nonetheless
 
qualitatively inadequate. About 25% of births are institutionalized
 
and it is estimated that only 15% of children under five are seen at
 
government clinics. The defaulting rate among TB patients is high,
 
and all follow-up has been put into abeyance, pending completion of the
 
BCG vaccination campaign by the National Tuberculosis Control Unit.
 
Environmental sanitation programs suffer from a lack of funds and a
 
shortage of manp9wer. Family planning is still at the nascent stage
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(the 1973 estimates were: 2,650 users). And health and nutrition
 

education is limited by the lack of auxiliary staff.
 

In terms of both curative and preventive care, the
 

inequities are marked. The Mbabane-Manzini corridor contains about
 

167. of the population and 60% of hospital beds, 627. of doctors, and 

55% of nurses. Furthermore, as hospital outpatient services (which 

exclusively provide curative care) compr se approximately one-third 

of all outpatient attendances, the nation's outpatient services are
 

heavily weighted against the rural population.
 

(b) Administration
 

The health services are administered by the Ministry
 

of Health, with the prototype Anglo African organizational structure.
 

The Minister of Health is a political appointee, and is ultimately
 
The Permanent Secretary
accountable for decisions taken by his ministry. 


is the senior civil servant, and the Chief Medical Officer, also a
 

civil servant, is the highest professional post. The Senior Medical
 

Officer is responsible for preventive services:, the Chief Nursing
 

Officer for nurses, the Chief Health Inspector for sanitarians, and
 

so on.
 

Although 35% of general hospital beds are operated
 

by religious missions, and almost 307 of doctors (excluding those in
 

private practice) work for private industry, there is comparatively
 

little ministry control of extra-governmental services. There has been
 
as many
some coordination with the missions, which now operate almost 


rural units as government, but the private industrial health delivery 

exclusively services its employees (with interdependencynetwork 
occurring only when industrial patients utilize government or mission
 

hospitals-- on a fee-for-service basis).
 

(c) Organization
 

There are 11 general hospitals, with 1,100 beds
 

altogether, and 2 specialized hospitals for mental and tuberculosis
 
The population/bed ratio is
patients, with a total of 400 beds. 


about 400/1. Preventative services are offered at Public Health
 

Centers and rural. clinics, and by the categorical vertically administered
 

services.
 

or near
 

hospitals in Mbabane, Manzini, Hlatikulu, and Siteki. Another one
 

is planned for Pigg's Peak, and 4 will be built in the rural areas over the
 

At present there are 4 Health Centers at 


next decade (of which one will belong to a mission).
 

There are close to 60 clinics, mostly situated in
 

About half of these are run by Government, and most
the rural areas. 

of the others, by the missions as indicated in Table 2.
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Government clinics do not have beds. They are
 

operated by a staff nurse, with the help, in some cases, of an
 
auxiliary nurse, and are supervised by medical officers from the
 
hospitals, and public health nurses from the Public Health Centers.
 
Approximately half of the mission clinics have maternity beds
 
(usually 4). A few health posts, serviced by mobile units, are
 
operated by Public Health Centers, and by the missions.
 

Categorical services include: the public health
 
inspectorate, a tuberculosis control unit, a malaria and bilharzia
 
control program, school health services, and a nutrition project.
 
All government units are serviced by Central Medical Stores, and by
 
the main laboratory in Manzini.
 

TABLE 2
 

HEALTH SERVICES 

Swaziland - 1974 

Provider General Bedded Non-Bedded
 
Hospitals/Beds Clinic/Beds Clinics
 

Private Industry 1: 70 3: 6 6
 

Missions 2: 422 14: 60 4
 

Government (General) 5: 608 7/ - - 30 
(Specialized) (2: 400)-


TOTAL 8: 1,100 17: 66 40
 

SOURCE: Syncrisis: The Dynamics of Health, Vol. XIII
 

(d) Health Personnel
 

Nurses provide the bulk of primary care, although
 
doctors still see all outpatients in both government and mission
 
hospitals. (The population/physician ratio is 8,200/1.) Most of
 
the nurses are fully qualified, including midwifery skills. A new 
cadre of auxiliary nurses is being trained by the Good Shepherd
 
Mission Hospital, and a pilot project to prepare rural health visitors
 
is about to begin. Ultimately it is planned that there will be one
 
visitor for every 40 homesteads-- trained in basic preventive health
 
skills.
 

7/ Constitutes part of the 608 total
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TABLE 3 

MEDICAL AND NURSING REGISTER: MID-1974 

Total Citi-3 Non- Employer 
Active zens- Cit. Govt. Mission Ind. Priv. 

Doctors 53= 7 46 20 10 12 11 

Dentists 5 1 4 1 0 0 4 

Pharmacists 82" 1 8 2 0 1 5 

Lab. Technicians 8 3 5 5 3 0 0 

Radiographers 8 2 6 6 1 1 0 

Physiotherapists 3/" 1 3 2 0 0 1 

Public Health Insp. 6 4 2 6 0 0 0 

Other Paramedicals 74/ 0 7 3 0 1 3 

Nurses-/ 410 375 35 310 80 - 20 -

1/ Includes all matrons, sisters and staff nurses who may be either 
"registered" or "enrolled" as well as 18 auxiliary nurses. 

2/ There are another 6 registered doctors who 
11 others who are not based in Swaziland. 

are inactive and 

3/ Plus I other inactive practitioner. 

4/ Two occupational therapists and 1 optometrist, sanitarian, 

chiropodist, toxicologist and dental mechanic. 

5/ Of the 19 citizen doctors and paramedicals, 15 were employed 
by Government, 2 doctors and 1 dentist were in private practice 
and 1 doctor was not active in medicine. 

SOURCE: Gish Report (Table 5).
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3. Training - Present Status
 

(a) In-Country
 

Training of health professionals in Swaziland is
 

presently being carried out chiefly by MOi, religious groups and
 

by other donor agencies. Physicians, Nurses, Health Inspectors
 

and specialized nurses (public health, nurse tutor, orthopedics)
 

are also being trained abroad. There is little evidence of
 

coordination of training programs.
 

A detailed description of health professional
 

training programs and a summary chart follows.
 

(b) Ministry of Health
 

(1) Enrolled Nurses Program
 

The Ministry of Health is conducting a program
 

This program, now in its
 to upgrade enrolled nurses to R.N. status. 


third year of operation, is expected to phase out in two years.
 

Approximately 25 enrolled nurses (individuals with 2 years of training
 

and some work experience) participate each year. The-faculty consists
 

of 2 nurse tutors, plus one clinical instructor. Students receive
 

The rest of their time is
2 hours of didactic instruction per day. 


on the wards at Mbabane Hospital.
spent 


The course of studies is one year in duration.
 

In fact, many students require more than one year of study because
 

they are unable to pass the external examination (50% of the first
 

class passed the examination; 8% of the second class passed the
 

examination).
 

Enrolled nurses have completed approximately
 

9 years of primary education and usually have attained the Junior
 

Certificate (J.C.) before they studied nursing.
 

The instructors indicated that learning
 
lacking for purposes of
 resources were few and that transport was 


allowing students to work in rural health centers and clinics.
 

Although an attempt is made to rotate students through the clinical
 

services, such rotation is sometimes impossible.
 

(2) Village Health Visitors
 

A Public Health nurse trained in India, Israel
 

and the U.S. (Meharry) described the rural health visitor training
 

program now being finalized to the consultant team that designed
 

this project and explained that the curriculum for this program has
 

been developed, will be taught in Seswathi and that a Public Health
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nurse will conduct the training. It is anticipated that 40 people,
 

both men and women, will be selected for the first class. The
 

District Chief will select individuals for training based on established
 

criteria.
 

Four weeks of basic training in public health,
 
This basic
nutrition, maternal and child health practices is planned. 


week 	of practical experience followed
training will be followed by one 


by one week review of problems and procedures. A follow-up program
 

is also planned. 

(c) 	Religious Groups
 

(1) Raleigh Fitkin Memorial (Nazarene)
 

The Raleigh Fitkin Memorial Hospital and
 

Nursing School has been training nurses for 50 years, primarily to
 

staff, the hospital and the 17 health clinics which the church operates
 

in rural areas. Some Nazarene graduates are employed by MOR and the
 

Training is traditional and hospital-oriented.
private sector. 


The School with a faculty of seven tutors
 
16 in
(one clinical) presently enrolls 74 students--28 in year 1; 


17 in year 3 and 13 in year 4. In order to enroll, students
 year 	2; 

must have completed their J.C. (9 years of education) and have passed
 

an entrance examination. Students must be 18 years old to qualify.
 

While more than half of the students drop out before completing the
 

course, no clear indications could be found to explain this high
 

rate of attrition.
 

(2) 	Good Shepherd Hospital and School (Catholic
 

Church)
 

The Good Shepherd Hospital and School in
 

Siteki trains three groups of 12 students each in an 18-month Nurse
 

The students study both patient care
Assistant course of studies. 

and public health nursing. To qualify students should have completed
 

A preliminary
7 years of education and be 17 years of age or more. 

an


examination in English and arithmetic is administered as well 
as 


aptitude test.
 

Since its inception in 1974, the school has trained
 

55 Nurse Assistants. Only 2 or 3 students have dropped out of the
 

The school has a forward looking
program, an attrition rate of 4%. 


faculty anxious to collaborate with the planned MOH Nurse Practitioner
 

Program.
 

The curriculum includes a five-week Public Health
 

rotation.' Students also conduct home visits, where they conduct 
health
 

Special seminars are conducted in the field. Students

education programs. 

also work at Mankayane Hospital. Graduates of the program are not
 

utilized properly in some instances. The Director reports that in
 

Hlatikulu some graduates have been used as cleaners 
in health centers
 

and clinics.
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TAhLE 4 

SUMMARY OF HEALTH PROFESSIONS TRAINING COURSES SWAZILAND 

Entrance 

Requirements 


9 years (J.C. 

exam) 


18 yrs old
 
minimum
 

7 years exam 

17 yrs old 

minimum
 

Enrolled 

Nurse 9 years 

(J.C.)
 

Literature 
Seswathi 
Chosen by Oief 

9 years (J.C.) 

Aptitude test
 
Interview
 

Duration 

of Training 


4 years 


18-20 mos. 


I year 


6 weeks 


I yea. 


Number of 

Students 

Enrolled
 

84 (4 years) 


36 students 

(3 groups) 


25 


40 (projected 

for first 

course
 

28 (2 groups) 


Faculty Size 

(Full time) 


7 


10 


2 


2 


Sponsoring
 
Agency
 

Nazarene
 
Church
 

Catholic
 
Church
 

Ministry of
 
Health
 

Ministry of
 
Health
 

W.H.O.
 

School & 

Site 


Raleigh Fitkin 

(Manzini) 


Good Shepherd 

(Siteki) 


Enrolled Nurse 

(Mbabane) 


Village Health 

Worker 

(Rural area) 


Health Assistant 


Category of 

f.Professional 

Trained 


Nurses 


Nurse 

Assistants 


Nurse 


Village Health 

Worker 


Health 


(Mbabane & Rural' Assistant 


area) 
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(d) Other Donors , WHO: Health Assistant Program
 

A Sanitarian/Tutor has developed and implemented
 

a program to train health assistants to assume public health
 
He has trained 28 students in 2
responsibilities in rural areas. 


programs since 1974. Candidates for the course should possess the
 

Junior Certificate (9 years of education). An aptitude test and
 

an interview is givan candidates. Although all students in the first
 

program were male, half of the new group will consist of females.
 

The curricullm includes 6 months didactic work and 6
 
The curriculum includes the
months practical training in the field. 


following: first aid, communicable dioeases in Swaziland, vector
 

control, rodent control, housing sanitation, food hygiene, 
water supply,
 

collection and disposal of household refuse, sewage, sanitary 
surveys
 

and health education.
 

A program to upgrade Health Assi. tants to Health
 
After working for five years, Health
Inspector status is planned. 


Assistants may be allowed to enroll in a two-year program to 
become
 

They will receive local qualifications only.
Health Inspectors. 


The Health Assistant Program is expected to phase out in
 

two years.
 

4. Training Requirements (Based on Ten-Year Health
 

Development Plan 1975-1985) 

According to the Ten-Year Health Development Plan, the
 

following professional perbonnel(Table 5)will need to be trained 
to
 

meet the Government's health manpower rcquirements. With the exception
 

of Medical Officers and specialists, the manpower training requirements
 

do not take into consideration the requirements of Missions and 
the
 

private and industrial sector.
 

Table 5
 

HEALTH PERSONNEL TRAINING REQUIREMENTS
 

No.Required Average Annual Output
Category 

Required (Training)
 

1. Medical Officers 7to/
 
(Including Specialists) 73-7 to 8
 

2/
2. Registered Nurses 

19 to 20
(Including Matrons and Sisters) 195-


16

3. Auxiliary Nurses 156= 


4. Health Inspectors 2/ 2 

132/ 11
5. Health Assistants 


55
546
TOTAL 


1/ Includes Government, Mission and private.
 

2/ Government requirements only.
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5. Future Developments
 

Swaziland presently has a respectable though less than
 
adequate infrastructure of public and private rural clinics. Furthermore,
 
the Government has succeeded in obtaining support from the U.K. and
 
the African Development Bank (ADB) for extension and renovation of the
 
system of physical facilities for health care in rural areas. Specifically,
 
six public clinics are planned for development over the next several years
 
and have their funding assured. It is anticipated that additional private
 
mission clinics will also be constructed. The Ten-Year Plan for the health
 
services also calls for the development of three "rural heaith centers"
 
which would hold an intermediate position in the health care hierarchy
 
between the clinic and the hospital. They will be primarily centers for
 
preventive health care activity, though provision will be made for curative
 
care as well. These centers are to be staffed by nurses, public health
 
inspectors, and pharmaceutical, laboratory and dental assistants, and would
 
have a doctor present on a scheduled basis.
 

The Ministry is also examining means for improving the work
 
of the hospitals in order to better serve a broader spectrum of the populace.
 
Attention is now focusing on improved management and administration of
 
hospital health services. Moreover, with the restrictions imposed on the
 
MOH recurrent budget by the Ministry of Finance, priorities will shift from
 
the previously heavy investment in hospital and curative services toward a
 
more cost effective program focused orf preventive services and rural health.
 

The manpower requirements of the redirected and improved
 
health services system are also being addressed by the MOH as previously
 
noted. The Government is presently conducting a one-year in-country training
 
course for rural health assistance; eight students have completed the
 
training to date. The MOR is also preparing a program to train a cadre
 
of approximately 800 "rural health workers."
 

These and other indicators lend force and promise to the
 
rural-focused health sector policy and strategy outlined in the current
 
national development plan. Particularly in the area of the training
 
of Swazi health personnel, however, the MOH faces serious obstacles
 
to progress in operationalizing a more efficacious health services
 
program. The training of professional health manpower, performed largely
 
by private mission institutions or abroad, is both inadequate in terms
 
of numbers and inappropriate in terms of substance. Such training is
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incapable of providing 
the manpower necessary 

to plant organize
 

comprehensive integrated 
rural health delivery system
 

and operate a A significant number 
of Swaziland's nurses
 

will have to take charge of rural units, 
and the nursing curriculum
with a preventive focus. 


it must include a much 
more substantial
 

should be revised accordingly. to
 

element of public health work, 
as well as being designed 

so as 


prepare these nurses 
to function for much 

of the time in a more
 
If such
 

independent fashion 
than is customary in 

hospital practice. 


at leastto assurethe "new" nursesa curriculum can be brought 
into effect within the 

next two years,
 

output ofsufficient be able to
there will be These nurses should1985.rural facility by 
one for each 
give direction to the 

auxiliary nurses, rural 
health workers and other
 

rural health staff who 
will work under their 

supervision.
 

The emphasis upon attention 
to health personnel
 

requirements is consistent 
with the broader conclusion 

that the
 

primary impediment to the attainment of the 
country's development
 

severely limited pool of qualified indigenous
objectives is its 


manpower in all fields, 
particularly, at the 

middle level managerial
 

With the expansion of 
preventive health services
 

and technical levels. 


(while maintaining adequate 
hospital coverage) and 

the expected
 

the doctor/patient ratio, 
the need for more nurses
 

deterioration in 


and auxiliary personnel 
becomes apparent.
 

serious inadequacies 
and drawbacks
 

However, there are 


in the training of Swazi 
health personnel as presently 

performed.
 

The Government does not operate a nurse 
training school; Swaziland.
 

is probably the only Commonwealth 
African country without 

such a
 

and nurse
 
All training of registered nurser 


public facility. 

carried out privately 

by the Nazarene and Catholic
 

auxiliaries is 


Churches, with. a few 
exceptions where training 

has been received in
 

is greatly handicapped 
in its ability to
 

South Africa. Thus, 140H 


control and coordinate 
health manpower development.
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TABLE 6
 

Recurrent Budget Projections
 

Ministry of Health 1974/75 and 1984/5
 

(R 000's)
 

Mbabane Hospital 


Hlatikulu Hospital 


Pigg's Peak Hospital 


Mankayarne Hospital 


Nhlangano Hospital 


Matsapha T.B. Hospital 


Matsapha Mental Hospital 


TOTAL HOSPITALS 

% 


Rural Clinics 

Rural Health Centers 

Public Health Centers 

Rural Health Visitor6 

School Health Service 

Pul lic Health Inspectorate 


T.B. Center 


Malaria & Bilharzia Center 

Lab, Services 


Central Medical Stores - Admin. 


H.Q. Admin. & Grants to Missions 


Training 


TOTAL RURAL 


% 


TOTAL BUDGET 


1974/5 1984/5
 

657 780
 

361 496
 

85 160
 

73 132
 

44 52
 

53 59
 

90 123
 

1,363 1,802
 

60 44
 

171 470
 

0 174
 

65 120
 

0 160
 

0 40
 

44 144
 

49 56
 

99 164
 

47 77
 

63 102
 

374 676
 

0 90
 

912 2,273
 

40 56
 

2,275 4,075
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TABLE 7
 

Percentage of Breakdown of MOH
 

Recurrent Budget Items 1974/5 to 1984/5
 

(Selected years - % of Total BudgetY 

Category 	 1974/5 1977/78 1980/81 1984/85
 

All Government Hospitals 59.9 	 48.1
52.1 	 44.2
 

Rural & P ventive
 
Services 
 " 	 18.8 25.6 28.9 32.6 

Training, AP. & Grants
 
to Missions- 21.3 22.3 23.0 23.2
 

TOTAL % 	 100.0 100.0 100.0 100.0 

1/ 	 Includes rural clinics; rural and urban health centers;
 
rural health visitors; school health services; public health
 
inspectorate; T.B. center and malaria and bilharzia center.
 

2/ 	 Includes Lab. services; central medical stores; H.Q.
 
administration and grants to Missions and training.
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C. 	Project Development (History)
 

1. 	DAP
 

The proposed project is consistent and in accordance with
 
the DAP's concern regarding the GOS need for assistance to provide needed
 
health services to a greater pr(..3rtion of the Swazi population. In 1974,
 
the DAP pointed out that the GOS Second National Development Plan indicated
 
that the greatest needs for health services were those of the young and the
 
inhabitants of the rural areas; that there was an urgent need to reorientate
 
priorities in order to develop the health field away from conventional
 
institutional facilities centered on urban areas and toward different kinds
 
of programs which might be less costly and more closely geared to the
 
preventive aspects of health. In this manner, a wider impact could be
 
achieved on the health.problems of the rural population at large. The Plan
 
discussed the implications of such policies in terms of improved standards
 
of public health, maintenance of present levels of curative services while
 
improving their standards and distribution, and creating a situation
 
within which a substantial moderation in the rate of population growth
 
could be achieved within a reasonable period. Four priority areas for
 
development were singled out:
 

a. 	exparn!on of preventive servicen in the rural
 
areas;
 

b. 	improvements in the quality and distribution of
 
basic institutional facilities;
 

c. 	development of health education; and
 

d. 	expansion of training programs.
 

In discussing curative services, the Five-Year Plan professed
 
the belief of Government that: 1) over the Plan period, large-scaled
 
hospital developments could not take priority over essential improvements
 
in the preventive services; and 2) in a rural economy the benefits from
 
hospital deveiopments tend to be quite narrowly concentrated among the
 
urban population.
 

The 	Plan contained relatively few proposals for health
 
manpower training. Insofar as doctors were concerned, it was stated
 
that almost as many Swazi medical students were already studying
 
abroad as the country would be able to absorb by 1980. The major new
 
direction for training appeared to be the possibility of "setting up
 
a small training center to provide pre- and in-service courses for
 
Public Health Inspectors, Health Assistants and Public Health Nurses."
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A number of general considerations needed to be taken into
 
account in weighing the prospects for progress toward GOS objectives
 
in the health sector. With regard to planning and the allocation of
 
resources, it was noted that the Second Planrs health chapter was a
 
commendable, if somewhat esoteric, effort to formulate and rationalize
 
a feasible national health program designed to serve a broad spectrum
 
of the populace. However, its principal shortcomings were the lack
 
of elaboration on major details of implementation and in the underlying
 
ambiguity regarding preventive vs. curative priorities. The Plan noted
 
correctly that the primary impediment to progress in the health area
 
was the very limited reservoir of qualified manpower. It recognized
 
the magnitude of resources required to train professional staff and the
 
need to concentrate on training at sub-professional levels. Once again,
 
however, scant attention was given to even the broad outlines of an
 
action plan for training.
 

2. PID
 

The PID continued to point out that in the absence of
 
extensive preventive'and promotive health care activities, a continuing
 
heavy load of illness in the subsistence sector was inevitable. In
 
addition, the PID noted that although Swaziland possessed relatively
 
highly developed hospital services, these catered principally to the
 
urban populace and had shown little ability to alter the incidence of
 
major diseases or to improve general health in the rural areas where
 
80% of the populace resides. Moreover, it was cstimated that the
 
Government's four urban public health centers (associated with public
 
hospitals) and 30 rural clinics were reaching not more than 15% of
 
the country's under five population with preventive health care services.
 
The problem was to bring prevention-based health services to the people
 
rather than waiting for the sick to come to urban areas for curative
 
care.
 

The Ministry of Health (MU'i) indicated its determination to 
undertake a major redirection of the pul lic health services 4, order to 
address this problem. The findings and recommendations of an AID-funded 
health consultant to the GOS ("Planning the Health Services of Swaziland" 
prepared July 10 - September 15, 1974, by Oscar Gish) were largely accepted 
by the MOH and provided the basis for the Ministry's preparation of a 
Ten-Year Plan for health sector development as indicated in the Introduction 
of the Ten-Year Plan which states: 

"This Plan is intended to establish the long-term framework
 
for the development of Government health services in
 
Swaziland, and to lay down the major components of the
 
Ministry of Health's investment and recurrent budget
 
programmes, and manpower requirements for the next ten
 
years. As such, it will form part of the kingdom's national
 
development plans for this period.
 

Many of the proposals are based on the report of Mr.Oscar Gish,
 
a health planning consultant provided by the U.S. Agency for
 
International Development. However, a number of modifications
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and additions have been made to these original
 

proposals, and the final plan has been prepared
 

as a result of consultations between the Ministry
 

of Health and the Ministry of Finance and Economic
 

Planning."
 

Previous recommendations and the undertaking of the Ten-Year
 

Plan confirmed the GOS support for a reoriented health services delivery
 

program emphasizing preventive care and focusing on the requirements of
 

the 	rural population.
 

The Gish report recognized manpower deficiencies as a key
 

constraint in the interdependent health system and recommended that
 

priority attention be directed to the need for expanded and more relevant
 
The
training of field health personnel both professional and auxiliary. 


report also recommended the development of a government training
 

institution and curricula for this purpose.
 

'he above recognition was based on the following problematical
 

elements:
 

The MOH lacks influence over training curricula and
a. 

Present
the substantive aspects of training programs. 


training is conventional, conservative and oriented
 

toward curative health care in the context of the
 

hospital; serious difference in philosophy ,xist
 

between the GOS and the mission training institutions.
 

b. 	The MOH cannot at present exert direct influence over
 

the mix of training for the health sector.
 

c. 	The MOH requires an opportunity to provide greater
 

inservice training and field support if rural health
 

services are to be expanded and improved.
 

d. 	The Nazarene school for registered nurses is not
 

producing nurses in numbers sufficient to accommodate
 

both public and private institutional needs.
 

e. 	Although the MOH is determined to operate its own
 

training and field support institution, it lacks the
 

capital finances and personnel resources to do so
 

without external assistance.
 

As a result, the PID recommendad that AID assist the GOS
 

to improve the health of Swaziland's population by participating in its
 

efforts to reorientate its health services toward improved and expanded
 
It proposed that assistance be provided
preventive care for rural people. 


to the GOS in instituting/expanding government training of field 
health
 

personnel, including the construction of a health training center 
and to
 

provide the government with added expertise in health planning, 
administration
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and statistics. The anticipated life of the project proposed in the
 
PID was five years and the total cost was estimated at $2.8 million.
 
The GOS proposed to finance $0.9 million and AID was requested to

provide $1.9 million. The construction cost of the training -.
enter
 
was estimated at $750,000. However, during the AID/W PID review, it
 
was strongly indicated that the building costs were probably undercosted
 
and could be double the estimate given in the PID (See Annex VI)
 

3. PRP
 

The PRP was prepared and presented to AID/W in December
 
of 1975 and represented the results of extensive discussions held with
the GOS and 
a thorough analysis of the available reports and information
 
regarding the health status of Swaziland. However, the PRP was mostly

based on the firm action taken by the Government to achieve the health
 
sector objectives as initially developed in the Second National
 
Development Plan and further developed and refined in the Ten-Year Plan
 
for the Development of Health Services.
 

While the total project costs and the GOS/ATD contributions

could not be developed with any degree of precision during the PID stage,

a 
more reliable estimate was provided in the PRP subject to finalization
 
at the PP stage. 
The total cost of the project was revised from the

original PID estimate of $2.8 million to $3.8 million. 
This was due to
 
an increase in the provision of AID technical assistance ($500,000) and

the amount to be contributed by other donors ($595,000). The contributions
 
proposed for the financing of the project were: (i) AID 
- $2.4 million;

(2) GOS - $0.8 million: and (3) other donors 
- $0.6 million. 

The PRP clarified several of the issues raised during the

PID review and left others to be clarified during the PP stage. 
The PRP
 
was approved (see Annex III) by ECPR on December 23, 1975, with instructions
 
to OSARAC to proceed to the PP stage of project design and provide
 
a resolution to the issues raised at the ECPR Meeting.
 

In general, the issies t 
 with such factors as (1) supervision

during construction; (2) Section 611 (a) of the FAA; (3) utilization
 
of the FAR procedure; (4) environmental issues; (5) other donor participation;

(6) evaluation procedures; (7) long term training; (8) family planning and;

(9) scopes of work as appropriate. 
These issues have be.en clarified in this
 
paper.
 

Based on the PRP approval and the official request for

financial assistance (see Annex II) from the GOS, 
OSARAC proceeded to

develp a final project paper (PP). 
 For this purpose OSARAC requested

the s,,rvices of a consultant team with experience and expertise in the
 
field of health. 
 AID/W provided the services of three consultants
 
that met the above criteria, i.e., 
one expert in Nursing Education; one
 
expert in Curriculum/Evaluation and one in Planning/Administration.
 

The project, as 
designed, was based on the recommendations of
the above mentioned consultant team. In addition, the project design was
 
in accordance with the GOS requirements to implement its health development

objectives and encompassed a coordinated input from the principally related
 
GOS governmental agencies.
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D. Description of the Project
 

This project will assist the GOS in meeting the health manpower
 
goals established in its Ten-Year Development Plan. It will help to
 
finance the foreign exchange and local currency costs required for a
 
Health Manpower Training Program, a coordinated administrative system
 
and the physical construction of a training center. In order to provide
 
a clarified detailed description of the project, a narrative explanation
 
of the logical framework (see Annex I) is presented, starting with the
 
goal and terminating with inputs.
 

E. Logical Framework Narrative
 

1. Goal
 

The project goal is to assist the GOS in improving health
 
services and expanding their coverage in the rural areas as outlined
 
in the Ten-Year Development Plan. This project has been tailored
 
to help the Government develop a cadre of non-physician health care
 
providers who will be equipped to deliver curative, preventive and
 
promotive health care services to the Swazi population, with special
 
emphasis un those rural areas where health care delivery is lacking
 
or inadequate.
 

Under the Ten-Year Development Plan the GOS, with external
 
assistance, will undertake the provision of additional clinics, health
 
centers as well as additional bed capacity to existing hospitals. This
 
effort, however, is aimed basically at the expansion of medical services
 
in the rural areas. Whereas, 85 to 907. of the population lives as far
 
as 7 or 8 miles from a clinic, the provision of additional clinics and
 
health centers will narrow this distance gap so that by the end of the
 
proposed plan 85 to 907. of the population will be within five or less
 
miles from a clinic. The goal of expanding health service coverage
 
will be considered to have been achieved when at least 85% of all
 
inhabitants live within five miles of a clinic and the clinics are
 
adequately staffed.
 

Verification of progress toward this goal will involve
 
comparison of population distribution, clinic locations and stafing.
 

To accomplish established goals, the Ten-Year Plan indicates
 
that the basic staffing pattern of each clinic will be as follows:
 

Two registered nurse/midwives
 
One auxiliary nurse
 
One health assistant
 

According tc the plan, most of the clinics will have a small
 
(probably 3 bed) maternity unit; the nurse/midwives will, therefore,
 
be able to provide prenatal, delivery and postpartum services, making
 
good use of their midwivery skills. Nurses at rural clinics will also
 
be called upon to diagnose and treat the health problems of patients.
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The addition of essential nurse practitioner skills to their present
 

areas of competence would enable them to deal more competently and
 

confidently with problems which they are now forced to diagnose and
 

treat without having been trained to do so. The basic nursing
 
curriculum program of this project has been designed to provide nurses
 
with such training and skills.
 

Other elements in support of the GOS Goal include
 
the training of some auxiliary nurses at Good Shepherd Hospital
 

for the riral clinics with financial support from the MOH. Health
 
Assistants are also being trained by the MOH, with most of the teaching
 

done by a WHO sanitarian. Twelve students completed the first one-year
 

course, which began in 1974, and the program is continuing. Health
 

Assistants, working under the supervision and direction of health
 

inspectors and clinic and health center nurses, will work in disease
 

control (e.g., TB and malaria) and environmental sanitation. Their
 
training is predominantly practical and field oriented, but future
 

health assistant students will spend a specified period of time at the
 

training facility proposed in this project.
 

Verification of the composition and preparation of clinic
 

staffs will involve studies of personnel, pay records, as well as
 

internal and external evaluations which will be undertaken.
 

Adequate supervisory and logistic support is also a
 

prerequisite to goal accomplishment and to obtain the full benefits of
 

well-traine rural health personnel. Supervision must be a supportive
 
function, racher than punitive, and must be seen as such if tasks
 

are to be successfully delegated to trained health personnel. Logistical
 
support, particularly where drugs and supplies are concerned and where
 

facilities are relatively isolated, has similar importance to the
 

efficient functioning of the system. Progress in these areas will be
 

assessed periodically through field visits, interviews with staff,
 
on the rural clinics.
inventories, and reviews of records, with focus 


Improvements in rural health services, and particularly
 
adequd6e training of health workers to meet Swaziland's specifil needs,
 

will make it possible for most health problems to be prevente" and/or
 

dealt. with at the local (homestead, village, or rural clinic) level.
 

However, some patients will always need to be referred for diagnosis
 

or treatment. This is now the practice in serious cases. The adequacy
 

of the responses of referral facilities receiving patients from rural
 

facilities, as well as the appropriateness of the referrals, will be
 

evaluated on the basis of information obtained from outpatient and
 
inpatient records and hrough tracer studies.
 

Acceptance and use of promotive, preventive and curative
 

services by the pr ople will be essential., to achieve the widespread
 

health improvement proposed under the 00S goals. Utilization and attitude
 

studies as well as health statistical data will provide means of
 

ascertaining problems and success in this area. Such analysis will be
 
to provide the basis for remedial
undertaken for this purpose as well as 


action.
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Goal Assumptions - Based on discussions held during
 
the preparation of the PP, other donor funds for capital costs of
 
health system development and for technical assistance are likely
 
to continue to be available. Funding for six new rural clinics
 
and one (possibly two) health centers is already assured. Other
 
donors are encouraged by the existence of the official GOS Ten-Year
 
Plan, which outlines the overall system to which their donations
 
would contribute, and-aside from the contributions indicated in this
 
paper, they are continuing to explore other avenues for additional
 
contributions.
 

According to MOH sufficient GOS funding of recurrent
 
costs of the system has been practically assured by the official
 
approval by the Council of Ministers of the Ten-Year Plan, which is
 
based on 6% annual increase (in real terms) of the MOH budget.
 
Caution will need to be exercised in making any changes which would
 
increase recurrent costs substantially. While additional positions
 
will be required to carry out and maintain the project as designed,
 
the MOR has verified their essentiality and has indicated that they
 
will be accommodated within the recurrent budgets.
 

The present outpatient charges do not seem to present,
 
for most Swazis, a serious obstacle to utilization of health services
 
as witnessed by the consultant team in the rural areas. If they
 
were raised in order to increase revenues, however, problems could
 
arise. According to IOR, there are no plans for such increases.
 

The MOH, hospital administrators, doctors, and other
 
professional health workers are likely to provide the needed
 
supervision, support and delegation of responsibility to health
 
personnel at all levels. Delegation of diagnosis and treatment
 
functions to nurses, as a matter of necessity, is already common
 
in rural areas. High level support in the MO, aided by a series of
 
workshops and conferences to be held at the proposed institute of
 
Health Sciernces (I.H.S.) to explain and discuss changes being made,
 
will help assure full support of all professional health personnel.
 

MOH officials fully support this project and realize that
 
the personnel trained (at all levels) will need to be placed and used
 
appropriately. Arrangements for the placement of trained personnel
 
have already begun.
 

The health personnel trained under the project will be
 
adequately prepared for work in rural areas. This will reduce the
 
anxiety and discomfort due to lack of preparation which some health
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workers say makes them dislike and avoid rural assignments.
 
Orientation and training will be geared toward rural services
 
and the trainees will receive indoctrination in the rural
 
area clinics and regional health centers during their training
 
period.
 

The Nurse Auxiliary Training Program at Good Shepherd
 
Hospital is fully coordinated with MOH plans and activities and
 
will provide trained personnel to help carry out the MOH Health
 
Program. Relationships between the MOH and the hospital are
 
excellent. No problems are foreseen in this area. Training
 
personnel at the hospital have indicated a willingness to
 
change their program as plans for this project are developed
 
in order to help meet the ttal national requirements for health
 
personnel.
 

Many rural people have readily accepted and are
 
already accustomed to health services from non-physician personnel
 
of the MOH, and no serious difficulties are expected from extending
 
the use of the health personnel to be trained at the Health
 
Sciences Institute.
 

.In summary, the provision of eiditional clinics and
 
health centers; the availability of adequat,ly trained and
 
sufficient health personnel to staff these tacilities; the provision
 
of an adequate supervisory and logistic support and the acceptance
 
of health services from non-physician personnel by the ruial
 
population will facilitate the expansion of health service
 
coverage to within five miles of a clinic for the majority of the
 
rural population as projected in the Ten-Year Development Plan.
 

2. Purpose.
 

The purpose of the project will be to (1) train nu.
 
and other health auxiliary personnel; (2) institutionalize trainil.g
 
capacity and (3) strengthen planning and administration of MOH
 
health services. By EOP, enrollment and attrition figures should
 
indicate that (a) IHS production of graduates has been established
 
to match the annual quantitative requirements and employment capacity
 
projected in the ten year plan; (b) a permanent IHS faculty is
 
training students who fulfill criteria set for evaluation of (:heir
 
skills and knowledge at each stage of their training to assure
 
ad-juate preparation for the assumption of their professional duties
 
and (c) the MOH planning and administration functions required for
 
implementation and appropriate revision of the ten year plan are
 
being carried out adequately and with due consideration of needs and
 
available resources.
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Due to the nature of the project and for clarification
 
purposes this segment (purpose) of the project will be dealt with
 
under (1) training (nurse and auxiliary personnel) and (2) administration
 
(including planning).
 

(a) Training
 

As indicated in Table 5 the health trained personnel
 
manpower requirement for the ten year plan was estimated at 546 by

the DOH. This represents an average annual training output requirement

of about 19-20 registered nurses/midwives; 16 auid11.ary nurses- 10-11
 
health assistants and 7-8 medical officers.
 

Auxiliary nurses and doctors will not be trained
 
at the Swaziland Institute of Health Sciences. To meet the other
 
requirements for health personnel the flow ofdstudi.s/trainees into
 
and through the Institute has been initiallyL ti e lines shown in
 
Table 8.
 

TABLE 8 

IHS TRAINING PROGRAM
 

(1) (2) (3) !4) (5)
 

Courses/Student Enrollment 43 70 
 96 113 110
 

Pre-Nursing 10 10 10
10 10 


Nursing 1 25 25 25 
 25 25
 

Nursing 2 20' 20I / 20 20-: / 

Nursing 3 202 / 202 202 / 

Nursing Specialized)/ 203/ 3/ 
Courses )4 0L2z
 

Health Inspection 1 
 8 8 7 5 5 

Health Inspection 2 7A/ 7A/ 6-/ 4-=-
Health Inspection 3 7A/ 7A/ 6-/
 

7/ 
Health Assistants­

1/ Allowance for attrition of 5 from initiating class
 

2/ Third Year Graduates
 

3/ Additional Specialized course - 4th year graduates - Final Graduation 

4/ Other specialized courses for health personnel to be developed
 

5/ Allowance for attrition of one from initiating class
 

6/ Gradu tion
 

7/ To be developed to provide 1 to 3 months training at IHS.
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During the first year of instruction ten Junior Certificate level
 
students will begin a one year pre-nursing course and Twenty-five
 
students will begin the first year of a three year basic nursing
 
course with a fourth year of specialization. In addition, a class
 
of eight health inspector trainees will begin the three year course
 
for their profession. The same pattern will follow during ensuing
 
years and instruction will continue through the third year of basic
 
nursing for each initiating class. In the fourth year of operation,
 
specialized courses will be offered in one of the following four areas:
 
Family Nurse Practitioner, Public Health/Midwifery, MCH/FP, or Psyc/
 
Mental Health to the graduates of the three year basic course and the
 
Institute of Health Sciences will be on a fully operational basis.
 

In addition to Nurse and Health Inspector training the
 
IHS will also program short courses for health assistants, possibly
 
for village health workers, as well as in-service training and workshops
 
for all categories of health personnel as may be required, i.e. :pharmacy
 
assistants and dispensers, dental technicians, laboratory technicians
 
and laboratory assistants. It will also develop and undertake
 
continuing education programs for health professionals, establish
 
special medical team learning opportunities, conduct conferences and
 
provide instruction on health research studies and implementation
 
thereof.
 

Based on the initial design of the project, a total of
 
168 pre-nursing, nursing and health inspector'students will have been
 
enrolled and participated in the Institute's academic training program
 
by the last year of the project.-' The nursing program will have graduated
 
20 nurses, dropped 20 (attrition) and 95 (10 pre-nursing) will be
 
attending regular classes. This is based on the assumption that all
 
pre-nursing students will qualify after their first year of training
 
for the ensuing advanced training course(s). Based on this assumption,
 
it will mean that a minimum annual recruitment of 15 additional trainees
 
will be required for each following academic year. However, any
 
attrition of pre-nursing students will increase the recruitment requirement
 
by an equal amount.
 

Of the 33 Health Inspector trainees, 14 will have graduated,
 
4 dropped (attritioh) and 15 will be attending regular classes. This
 
program will provide all of the Health Inspector requirements outlined
 
in the ten year plan by the end of 1983. The program will then be phased
 
down and tailored to meet future requirements.
 

Experts in training methodology agree that learning
 
objectives should be predetermined and that criteria for deciding
 
whether trainees have attained the objectives should be present. The IHS
 
faculty and TA personnel will use such approaches in the training and
 
educational programs. This will make it possible tDdetermine whether the
 
testing methods used were appropriate and adequate, and whether the
 
students were being prepared successfully for competent job performance.
 

8/ Mid 1983
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Since preparation of competent health workers to meet the health
 

service needs of the people is the reason for the existenc', the
 
health training faculty, such an assessment of student per-, mance
 
should constitute a fair test of faculty performance. It might be
 
argued that admission of an unusually inept group of students might
 

make even a good faculty appear to be performing inadequately. Such
 

an argument will be met by reviewing students' previous performance
 
and any available aptitude test results. Such efforts would probably
 

be unnecessary, however, if students were found to perform inadequately
 

in one or a few courses, in which case a specific reason for such
 

discrepancies will be sought in order to correct the deficiencies
 
through remedial action.
 

The training program and enrollment will thus be
 

established to match the annual requirements for health personnel
 

as indicated in the ten year plan. However, the output of nurse
 

practitioners will not begin to meet the annual requirements until
 

the end of the sixth year of the project. This is due to the initial
 

requirement of two years for physical construction of the institute
 

and four years of instructional training. However, during the two
 

year construction period all of the training requirements will be
 

developed in order to commence training right after the physical
 
construction is completed. Since the nurse training output as
 

scheduled above will not provide the necessary annual requirements
 
during the first six years of the project, there is sufficient
 

flexibility and student capacity (140 - 150) to increase the number
 

of nurses that can be trained during and after the life of the project.
 

However, during the development of the project, it was not considered
 

prudent to initiate the training program with more trainees than
 
scheduled due generally to the logistical pains of growth encountered
 

by a new organizational entity, necessary recruitment of trainees,
 

curriculum development, the testing of such curriculum design and the
 

required effort to establish a well coordinated educational a
 
training system. Nonetheless, by the end of the seventh year- of the
 

project 40 Nurse Practitioners will have graduated and thus will-suffice
 

to meet the needs of the new clinics to be established during the ten
 

year plan period. This will provide additional health services to the
 

rural areas as projected in the ten year plan.
 

Thus, the IHS will be in the process of producing trained
 
The provision and
Nurse Practitioners and other auxiliary personnel. 


training of Nurse Tutors coupled with the careful development and
 

implementation of curricula will serve to institutionalize the IHS
 
With the help of the training
training capacity for the GOS (MOH). 


program and resultant trained health professionals to Staff Rural
 

Clinics and Health Centers, an improvement of the GOS (MOH) health
 

services and an expansion of coverage in the rural areas will be
 
accomplished.
 

9/ End of 1983
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The means of verifying the training component of the
 
project will be accomplished through an established and continuous
 
evaluation system which has been incorporated as an important element
 
of the project as discussed in another part of this paper. In essence,
 
it will involve a review of the IHS enrollment and attrition data
 
and projections of production of graduates; a review of testing methods
 
and results of evaluations of students' skills and knowledge against
 
predetermined objectives and criteria.
 

(b) Planning and Administration
 

While the resources presently available to the MOH are
 
inadequate to meet the total health needs of the nation, the effort
 
to deliver public health services is somewhat commendable. There is
 
a relatively widespread network of clinics, supported by a multiplicity
 
of services, with reasonably good communications for hospital referrals.
 
More rural health units are being built and, with the addition of a
 
government directed, prevention oriented institute for training of
 
health personnel, as well as the introduction of outreach workers
 
("rural health visitors"), the capability of the health delivery system
 
to provide effective community based health care, will be greatly
 
expanded to meet the health needs of the nation.
 

During the development of the project the MOH recognized
 
.hat, in order to maximize these resources, in terms of reaching an
 
ever increasing proportion of the populat-ion, a cadre with managerial
 
and analytical skills would have to be developed. The introduction
 
of efficient procedures at all levels can release scarce personnel
 
from administrative responsibilities so that they can devotemore time
 
to direct service activities. Regional coordination of the numerous
 
separated health related activities will promote the integration of
 
preventive and curative services and result in a more cost effective
 
utilization of resources. The capability for monitoring and evaluating
 
the system, once institutionalized, will strengthen supervisory and
 
planning roles both in the field, and at Ministry level.
 

It was recognized in the DAP that a primary impediment
 
to the attainment of the country's development objective was the existing
 
but severely limited pool of qualified indigenous manpower in all fields,
 
and in particular, at the middle managerial level. Presently, most
 
administration in the field is done by doctors, nurses, sanitarians 
or
 
other health workers. There is a lack of coordination that reflects
 
the rather compartmentalised functions of both stationary and mobile
 
units which altogether comprise the health delivery system.
 

Given the style of community based health care for which
 
service personnel will be trained in the new Institute, it is crucial
 
that they be provided with the backup support of a good planning and
 
managerial staff. Medical officers must be freed to attend to referred
 
patients, and to assist with on the job training of nurse practitioners.
 
Nurses, in cooperation with other members of the health team, should
 
direct their energies toward community health services. All health
 
related activities concerned with a given population base (including
 
those conducted by the hospital), should be coordinated so that scarce
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resources are harnessed for optimal delivery. Therefore, management
 
specialists must be obtained for key posts in the field.
 

There are now two apparently competent, but inadequately
 
trained hospital secretariesI / at Mbabane and Hlatikulu, who carry the
 
burden of hospital administration, as well as provide what assistance
 
they can to the rural clinics serviced by those hospitals. The
 
administrative function in a hospital, is a full time, and specialized
 
job. The administrative responsibility for the regional areas should
 
be a great deal more than the sparse logistic support which these
 
hospital secretaries can provide, once they have taken care of internal
 
hospital problems, which tend to take precedence as they are closer
 
at hand.
 

Therefore, it was considered essential to the project to
 
prepare two categories of managerial personnel to assume responsibilities
 
in the field: 1) Hospital Secretaries (or Hospital Administrators) and
 
2) Rural Health Service Administrator/Planners - who will provide
 
administrative and planning-support for all health related activities
 
within their respective catchment areas.
 

In addition to developing an administrative infrastructure
 
in the field, it was also considered necessary to provide technical
 
assistance and training in order to produce Ministry level competence
 
in the areas of health statistics and planning. National health
 
planning should be the kingpin of the administrative function. Currently
 
this responsibility is carried out jointly by all senior level personnel
 
within the Ministry. It must be centralized in order to rationalize
 
the present delivery system, as well as development planning in the
 
health sector.
 

Reliable information is essential for the supervision and
 
planning of MOH activities, as well as for direct service and project
 
evaluation. Without such data, it is not possible to analyze the
 
services supplied in relation to the needs, or even the logical demands
 
of the community. A statistical data base is essential for rational
 
heakh planning and supervision of personnel, as well as allocation of
 
other resources. Furthermore, well trained personnel can utilize a
 
simple but clear data base on patients to enhance patient care.
 

The GOS currently does not have a specialist health
 
statistician and requested that a TA be included in the project to
 
design, introduce, and monitor a health information system. Concurrently,
 
a Swazi will receive participant training, followed by counterpart
 
experience, and be prepared to assume this post by E.O.P.
 

The TA health statistician will participate in the planning
 
process, in that he will analyze statistical data and produce requisite
 
information for evaluation purposes. However, with respect to more
 

10/ The Hospital Secretary, in Commonweath countries, is an administrative
 

officer assigned to a hospital or Hospital Administrator.
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formalized planning activities a national health planner/economist
 
has been recruited for this purpose through another donor ageticy.
 

AID's only assistance in this area (planning) will be parttcipant
 
training for a Swazi who will ultimately occupy one of two projected
 

Ministry level health planner posts.
 

Verification of the planning/administration component
 

of the project will be accomplished through review of MOH plans,
 

planning activities, plan implementation, and administration/management,
 

especially regarding the rural health infrastructure. The TA Health
 
He vill collect
Statistician will play a major role in this process. 


baseline data on the delivery of preventive health servizes, the
 

placemont of trained personnel, the supply of drugs, and other key 

indicators of resource utilization. In addition, an,independent 

revieu will be carried out by an evaluation team and it should 

provide the necessary information required for verification purposes. 

(c) 	 End of Project Status 

As described above, the project purpose, to train
 

nurses and other auxiliary personnel, institutionalize training
 

capacity and strengthen planning and administration of the MOR health
 

services, will have been accomplished by the end of the project.
 

Accomplishment of the purpose is supported by the end-of-the-project
 

status (EOPS) which shows the following achievements at such timep
 

1. 20 nurse practitioners have graduated (4 YR Training)
 

and 	placed. 

2. 14 health Inspectors have graduated (3 YR Training) 
and 	placed.
 

3. 85 nurse practitioners enrolled and attending regular
 

classes. 

4. 	10 pre-nursing students being taught and prepared for
 

advanced nursing courses.
 

5. 	15 Health inspectors enrolled and attending regular
 

classes. 

6. 	6 continuing education Courses held.
 

7. 	15 Team Learning Opportunities held.
 

8. 	3 Conferences conducted.
 

9. 	 5research projects held. 

10. 	 Regional Hospital Administrator systems established.
 

11. 	 Rural Health Services Administrator system established.
 

12. 	 A Health tatistical system established within MOH. 

13. 	 A Health planning system Developed.
 

14. 	 Complete evaluation of IHS Curricu lum and Courses given
 

each academic year.
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There will also be a large number of trained
 
health assistants. However, the number and period of training
 
will be determined by MOH during the life of the project.
 

(d) Assumptions
 

High level MOH support of the project and official
 
acceptance of the ten year plan provides assurance that sufficient
 
funds will be made available for this project, for recurrent costs
 
and that the faculty and personnel trained for and under the project
 
will continue to be used in appropriate positions. Furthermore, it
 
appears that sufficient numbers of suitable candidates for training
 
appear to be available. The number of applicants for nurses training
 
has been increasing, a trend which the Planning Office and MOH expect
 
to continue. In addition, discussions with MOH, Ministry of Finance
 
and Planning Office officials indicate that new positions for planning,
 
administration and management personnel will be established as required
 
and that GOS funds will be available for new and upgraded positions. 

3. Outputs
 

(a) General
 

The outputs which provide a direct linkage to and are
 
necessary for accomplishment of the project purpose consist of (1) the
 
establishment of a functioning Institute of Health Sciences; (2) the
 
development of the necessary training capacity and an adequate training
 
program and (3) the availability of trained and experienced personnel
 
in health services and in planning/administration. The magnitude of outputs

indicated at the end of this section shows the direct linkage between 
outputs and purpose.
 

(b) Functional Institute of Health Sciences
 

The first output, a fully functioning Institute of
 
Health Sciences is essential to the fundamental improvement of
 
Swaziland's health services and to obtaining the full benefits of the
 
other project outputs and, as a supporting element, provide the
 
pre-requisites for the fulfilment of the project purpose. The indicator,
 
which is the completion of the physical construction and a fully equipped
 
facility will be accomplished during the first two years of the project.
 
This will be verified through the review of contracts and records of
 
construction, installation and testing and regularly scheduled site
 
inspections.
 

(c) Adequate Training Capacity and Training
 
Program (Curriculum)
 

The second output is the development of the necessary
 
training capacity as well as an adequate training program.
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A key factor in the success of the entire project,
 
in terms of improvements in health services, will be the appropriateness
 
of the curricula and the training programs. It is essential that these
 
be designed to prepare students to competently perform the tasks which
 
their job will require. The assignments of tasks to jobs must in turn
 
be made only after a careful review of service needs and planned
 
personnel availability in the various facilities to which workers will
 
be assigned. Such considerations have already been-initiated. They have
 
led to the changes in staffing patterns outlined in the ten year plan
 
and to the adoption of the basic approaches to training discussed in
 
the present proposal. For example, the MOE decision to include essential
 
nurse practitioner skills in the basic nursing curriculum reflects
 
acknowledgement of the fact that physicians will not be continuously
 
present at the rural clinics, that curative services will continue to
 
be provided by nurses, and that specific training should be provided
 
so that such services will be more effective. Much more detailed and
 
systematic study of such problems will be required in order to provide
 
a solid basis for the full job and task descriptions upon which training
 
decisions will depend.
 

Furthermore, the Nursing Examination Board of Botswana,
 
Lesotho and Swaziland sets requirements for registration of nurses
 
and midwives which are incorporated into Swaziland law. In working
 
out the IHS curriculum, this will be taken into consideration to assure
 
that local needs are fully met without violating the accreditation
 
standaids already in force in Swaziland. It should be borne in mind
 
that the creation of a national health training facility by Swaziland's
 
MOH represents a rare opportunity to institute patterns of health
 
services which are fully appropriate to the country's needs.
 

The basic curriculum for the new Nurse Practitioner
 
Program will be planned and developed during the first two years of
 
the project while the physical facility is being constructed. To
 
accomplish the preparation of an adequate and suitable curriculum, a
 
team consisting of two Swazi nurse/midwives wich preparation and
 
experience in public health nursing and two experienced Swazi nurse/
 
tutors will be selected. Assigned to work with this group, which will
 
be called the Basic Curriculum Design Nucleus, will be one U.S. Curriculum
 

Design Specialist, two U.S. Nurse Educators and a British Nurse Educator.
 
The Curriculum Design Specialist will teach workshops on curriculum
 
and evaluation and instruction, methods and assist in each component of the
 •,or sne
 

works. In this manner he/w. complement the expert skills of the
 
Swazi and TA Educators. In addition to the preparation of an adequate
 
basic curriculum, the curriculum nucleus will develop other specialized
 
tasks. It will plan and devise student remediation courses. Since it
 
is anticipated that some entering students may have deficiencies in
 

math, English and Sciences, a one year pre-nursing track will be developed.
 
Thus, students p,:ticipating in the remediation program will begin their
 
first year of formal nurse practitioner training during their second
 

year of studies.
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The selected team will also plan and develop
 
a 4th year specialized curriculum. After the first class of
 
students complete the basic curriculum (3 years) a decision will
 
have to be made whether to include all or part of them in the
 
specialized 4th year curriculum opportunities. With the assistance
 
of the curriculum specialist, the TA nurse educators and subsequent
 
instructors who have returned from participant training abroad,

the specialized fourth year curriculum will be developed in the
 
third year of instruction. The same systematic design procedure

applied to the initial basic curriculum will be applied. The fourth
 
year curriculum will be devised to allow nurse practitioners to
 
specil'.ize in selected areas as may be required by the MOH to meet
 
the demand for health services in the rural areas. A specialized

track will be developed in Public Health/FP, midwifery, MCH and
 
Primary care.
 

During the first two years of instruction, the
 
programmed curriculum will be taught by the same selected team
 
(Curriculum Nucleus) that designed the basic curriculum. This will
 
provide continuity as well as establish a direct link between
 
curriculum development methodology and actual teaching practice.

It will also facilitate the evaluation of the curriculum and teaching

practices at 
the end of each year by the same team in order to make
 
the necessary curriculum revisions or adjustments in teaching practices.
 

During the third year of instruction the basic
 
curriculum will be taught by half of the original team but will be
 
supplemented by other instructors who will have returned for this
 
purpose from participant training. In the fifth year of instruction
 
the teaching program will be taught by 
a full Swazi faculty of nine
 
tutors with the assistance of only one TA. The Swazi faculty members
 
will have been selected and trained as necessary for this purpose.
 
The areas of teaching competence required will, of course, depend on
 
the content of the teaching program. However, the content of the
 
teaching program will have been revised and improved to meet the
 
requirements of faculty and students at the 
end of each instructional
 
year. Thus, by EOP the Swazi IHS faculty will be ready to continue
 
with a full and adequately designed teaching program without further
 
technical assistance. 

(d) Other Training Activities
 

The IHS will also plan and develop continuing
education programs, team learning opportunities, faculty training 
programs and conduct regional conferences on health and related 
activities, as the need for these instructional activiLies arise
 
or become necessary for the efficient functioning of the IHS.
 

(1) Continuing Education Program 

A continuing education program will be developed 
for a range of health professionals in order to introduce and provide
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indoctrination with respect to the goals and concepts of the IHS
 
nurse practitioner program. The program will orient administrative
 
personnel, hospitals and other health facilities regarding nurse
 
practitioners capability and competence in public health primary
 
care nursing, etc. so that the newly learned professionals can be
 
adequateLy placed and utilized properly. Courses will be offered
 
to Swazi nurses and other health professionals to build upon their
 
acquired skills and to develop new skills, knowledge and attitudes
 
in such areas as psychology/Mental Health, Public Health, etc.
 

(2) Team Learning Opportunities
 

Inasmuch as the responsibilities and objectives
 
of the selected teams will be varied and complex, team learning
 
sessions or opportunities will also be developed. Under this program
 
workshops and seminars will be conducted so that members of the health
 
team will study and work together to carry out common project objectives.
 
Joint programs will be held with nurse practitioners, nurse auxiliaries,
 
health assistants health inspectors and rural health visitors to allow
 
the members of the team to solve problems together and become informed
 
of each others competency. Focus would also be placed on skills,
 
knowledge and attitudes in such areas as public health MCH and FP for
 
which all members of the team are responsible. The team learning
 
opportunities will be scheduled on an ad hoc basis. However all the
 
necessary preparations should be completed during the first year of
 
instruction.
 

(3) Faculty Training
 

A faculty training program will be developed
 
to teach the faculty in-country by means of workshops, seminars, formal
 
courses and on the job training as well as abroad by formal courses
 
at a University. This will be particularly required for those who
 
will be trained abroad in order to qualify for such training. In-country
 
faculty training will include many positive aspects. Health professionals
 
working in Swaziland know the health problems of the people, the
 
circumstances under which health care is delivered, the resources and
 
constraints of the system. Because of this familiarity they will be
 
able to prepare students more effectively.
 

The need to perform a given task on the job is
 
an incentive to the learner. The faculty training program will provide
 
feedback on performance as well as reinforcement and direction. Nurse
 
tutors will not only be taught to collect, analyse and interpret base
 
line data, to design courses, to develop test instruments and to use
 
modern instructional methods, but they will also have an opportunit
 
to utilize their training by performing those functions at the Institute
 
for Health Sciences.
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Short workshops and services for faculty will
 

increase their knowledge of the subject matter and teaching
 
competency. Subject matter skills can also be increased by asking
 

local physicians, nurses, laboratory technicians and UBS faculty
 

to participate in faculty training. It is especially important to
 

build upon the English, mathematics, nutrition, social science and
 

basic science skills of the Swazi faculty.
 

However, nurse tutors need to be certified
 

(achieve an earned B.Sc. degree) as well as be traine, to perform
 

on the job. Whereas these two requirements need not be antithetical,
 

in effect they often are. Degree programs overseas may require
 

students to study subjects irrelevant or at least not of high priority
 

to students from the developing countries.
 

The consultant team recommended that a degree
 

program be arranged in the U.S. for Swazi nurse tutors which will
 

maximize both incountry training and training abroad. This would
 

entail a University which, based on examinations and other performance
 

indicators, could provide credit toward an advanced degree for
 

incountry training.
 

(4) Regional Health Conferences
 

The IHS will also function as a focus for the
 

development of health policy and health planning for Swaziland and
 

possibly Botswana and Lesotho. Regional conferences involving a
 

range of administrators, health professionals and consumers can be
 

held in order to address themselves to problems including health
 

manpower training, planning specific community health services,
 

administration, etc. Such regional conferences will also be scheduled
 

on an ad hoc basis with the anticipation that the first one can be
 

held during the second year of instruction.
 

(5) Research
 

A research program will also be established in order
 

to achieve a continuously developed sound teaching program and to
 
teaching. Research activities
evaluate the established approaches to 


the results of the entire manpower
will be undertaken to assess 

training program and determine whether the objectives are being met
 

and whether the training program can be replicated.
 

(e) Planning/Administration
 

The third output will consist of trained and experienced
 

health szlemess planners and administrators.
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A minimum of four trained and experienced hospital
 

secretaries (i.e. Hospital Administrators) will be required to provide
 
the necessary administrative services required by the project as
 

designed. Initially, they will work for 6 months in their respective
 
hospitals (Mbabane, Hlatikulu, Pigg's Peak, and Mankayane), in
 
cooperation with the TA/Hospital Administrator, who will be resident at
 
Hlatikulu, but who will rotate to the other three hospitals.
 

Subsequently, they will begin a 24-wll training course
 

conducted by the Institute of Development Management--in Gaborone,
 
Botswana. The course will be divided into 3 segments, over the period
 
of 1 year. Therefore, during the interim between segments, trainees
 
will have supervised and will have had on-the-job experience under the
 
guidance of the TA/Hospital Administrator.
 

Finally, at the end of training, there will be 18 months
 

of cooperative efforts with the'TA, in which uniform management pro­

cedures for all hospitals will be further refined and put into operation.
 

A minimum of 4 persons will also be required as Rural
 

Health Services Administrators. They will probably be located in Hlatikulu,
 

Pigg's Peak, Mbabane and Mankayane, although that is subject to modification
 

by the MOH. These individuals will have been identified and given on-the-job
 

training by the TA/Rural Health Services Administrator during his first 18
 

months in Swaziland. Subsequently, they will also receive 24 weeks of
 

training by the Institute of Development Management, broken into 3 segments,
 

and interspread with on-the-job experience.
 

Finally, at the end of training, they will have 18 months
 

of counterpart experience with the TA.
 

One health statistician will also be recruited and trained
 

to work in the MOH. An individual, who is currently working in the Office
 
He will take
of Statistics, has been identified by GOS for this purpose. 


the Certificate in Statistics at UBLS (equivalent to the British Institute
 

of Statisticians: Part I), and be ready for participant training in 1978.
 

Upon return, he will be placed and fully employed within the MOH.
 

One senior health planner will also be recruited and
 

trained to work at Ministry level. A UBLS graduate will be identified
 

for Master's level participant training. The health planner,who is to
 

be trained, will not have the opportunity to work with project TA's, but
 

will move into an ambiance of rational and efficient planning practices
 

which will, in part, at least have been created by project assistance.
 

ll/ 	 The Institute of Development Management (IDM) is supported by the
 

Canadian International Development Administration (CIDA), the
 

Ford Foundation and the Norwegian Agency for InLernational
 

Development (NORAD).
 



- 49 	-

The indicators will be verified, in the first instance,
 
by determining that candidates have completed training and acquired,
 
the appropriate qualifications. While gross indicators will be measured
 
largely subjectively, the evaluation of individual performance will be
 
planned in cooperation wit;L the TA's, given the design of this project.
 
All of the posts for which candidates in planning administration will
 
be prepared, are to be defined in detail by the TA during the first
 
6-12 months of the project. Therefore, the expectations for trainees
 
will have to be related to the specific job tasks by them.
 

It is assumed that TA's will also develop detailed
 
descriptions of job tasks, which will be in accordance with MOH goals
 
and operational procedures; and further, that GOS will establish new
 
posts as recommended (i.e.: Rural Health Services Administrators).
 

It is also assumed that candidates already identified
 
(2 Hospital Secretaries and 1 Health Statistician) will continue to
 
be available, and that another will be selected on schedule.
 

In addition, it is assumed that the Ins itutionof
 
Development Management, in cooperation with AID and GOS, will conduct
 
suitable training courses, which result in qualifications acceptable
 
to Establishment and Training (GOS), and that appropriate courses will
 
be identified for candidates who are expected to go abroad for training.
 

(f) 	Magnitude of Outputs
 

Based on the above, the magnitude or quantifiable
 
indicators of the outputs by thl end of the project are as follows:
 

(1) 	Construction of the physical facility completed.
 

(2) 	The furnishings and necessary equipment installed.
 

(3) 	An appropriate curriculum developed.
 

(4) 	Nine trained and experienced Swazi Nurse Tutors
 
are teaching regular classes.
 

(5) At least two continuing Education Courses have
 
been taught annually from 1980 on.
 

(6) At lease five Team Learning Experiences have been
 
conducted annually from 1980 on.
 

(7) At least one regional conference has been held
 

annually from 1980 on.
 

(8) Replicable Course designs have been accomplished for
 
each course.
 

(9) 	Four Swazi Health Administrators trained.
 

(10) Four Swazi Rural Health Administrators trained. 

(11) One Health Planner trained. 

(12) One Health Statistician trained. 
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(g) Linkage to Pury 3se
 

The magnitude of the above outputs is considered
 

adequate to accomplish the purpose and achieve the projected end-of­

project status. The establishment of a physical and functioning
 

Institute of Health Sciences wit! an appropriate curriculum and a
 

trained and experienced faculty wi.ll result in the production of trained
 

staff rural clinics and health centers. The trained
health personnel to 


and experienced capability in planning and administration will provide
 

the logistical and administrative support required to 
maximize the
 

utilization of health resources which will help to facilitate the extension
 

of health services to an increasing proportion of the Swazi population.
 

4. Inputs
 

The inputs required and as proposed have changed in relation
 

to the PRP presentation due to modification of the project design,
 

tradeoffs, GOS and other Donor contributions. These changes were
 

necessary to reflect factors not previously considered, the adjustments
 

in project design, other donor contributions as well as to conform with
 

the criteria and issues formulated by ECPR as a result of the PID and
 

PRP reviews. Most important, the proposed inputs will serve to overcome
 

the constraints to the development of a nationally integrated health
 
ten year health
system as identified in previous reports and the 


Trained manpower and planning/administration.
development plan: 

Technical assistance represents a predominant and integral component
 

of the proposed project. TA personnel will provide thc necessary training
 

manpower and will function in academic and government positions all of
 

which will be occupied by trained and experienced Swazi Counterparts
 

by the end of the project, if not before.
 

To clarify the project inputs the description that follows
 

will deal with the input requirements by Category to show their inter­

dependency, the need for coordination and to portray the role of each
 

input.
 

(a) Technical Assistance
 

(1) AID
 

Five TA positions and two short term consultants
 
shown in
are proposed for AID funding for a total of 21 1/6 P/Y as 


the following table:
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TABLE 9
 

U.S. Technical Assistance and Time Phasing
 

Staff
U.S. Specialists 	 U.S. Fiscal Years 

1977 1978 1979 1980 1981 1982 1983 Months
 

____Nursing Educator June 48 
FNP Nursing Educator June 
MCd/PP Nursing Educator - - - June 

- - - - 18-Curriculum Design Consltnt- ­

2
Advance-L ement Evaluator-3h 

___48 ____June
 
Health Statistician 


Hospital Administrator June 	 36
 

48
Rural Hlth. Services Admin. June 


56 58 	 254
Total Staff Months 	 23 54 39 14 10 


1/ In FYs - 77 and 73 services rendered only in June, July and August.
 

2/ Services are fo: June through September in FY-77 and FY-78
 

and two months each following year (U.S. summer mos.)
 

Services for one month (July) 1978 and one month in (February) 1981.
3/ 
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(i) U.S. Family Nurse Practitioner (FNP) Educator
 

The FNP Educator will start on a full time basis in 
June of 1977. Being the first TA onboard, this Educator will head the 
curriculum design team entrusted with the responsibility of developing 
the IHS Nursing Curriculum. The initial team will consist of two 
Swazi Tutors, who will be prepared to become the IHS permanent teachers 
in MCH/FP and Psych/Mental Health, and two Swazi Registered Nurses. 
The Educator will also serve as a personal advisor to the latter two 
RNs while they undertake additional courses to strengthen their capability 
in design and to prepare them to become tutors. When classes begin 
until departure (June 1981) the Educator will supervise and assist in 
the instruction given by the Swazi Faculty, particularly the Swazi 
FNP Educator counterpart. The latter will join the Faculty in June 
of 1979 after completing a year of specialized training in FNP. 

(ii) 	 Maternal, Child Health/Family Planning
 
(MCH/FP) Educator
 

This Educator will participate in the development of
 
the IHS nursing curriculum during the summers (June, July and August)
 
of 1977 and 1978 and will not start on a full time basis until June of
 
1979. This schedule will allow the Educator to help initiate the
 
Cur:riculum, remain as an active instructor in his/her respective U.S.
 
Educational Institution during the 1977/78 U.S. School years and
 
return in time to help finalize the Curriculum prior to the opening
 
of IHS in August 1979 and start teaching regular classes. It will also
 
provide sufficient time for the Educator to supervise and help train
 
the Swazi Counterpart (mentioned in (a). above) who is to become the
 
permanent MCH/FP instructor at IHS. At the same time, both, the TA
 
Educator and the Swazi Counterpart will collaborate in the preparation
 
of the Curriculum Design for the 4th year MCH/FP specialization track.
 
Furthermore, while the Swazi Counterpart will be taking a specialized
 
training course in MCH/FP during the 4th year of instruction, the TA
 
Educator will be on board to teach the MCH/FP specialization track.
 

Thus, the phasing of the above two U.S. Educators has
 
been timed to allow for a substantial overlap with their respective
 
Swazi counterparts. In addition, the two U.S. Educators will also
 
supervise and assist the two Swazi RNs (who helped develop the curriculum)
 
while they teach during the first two years of instruction and before
 
these RNs depart to attend a stateside university to obtain their
 
B.Sc. degree in nursing education.
 

(iii) U.S. Curriculum Design Specialist
 

A curriculum design specialist will be selected and
 
assigned to work with the team during the initial first four months ­
(June to September) of 1977, for four months in 1978, and for two
 
months each year thereafter for a total of 18 months. During these
 
periods the design specialist will teach workshops on curriculum design,
 

evaluation, redesign, instructional methods, and the interrelationships
 

between each of these endeavours. The design specialist will also
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lend his/her expertise to each component of the design effort and
 
in this manner complement the knowledge and teaching skills of the
 
TA and Swazi Educators.
 

(iv) U.S. Nursing Advance Placement Evaluator
 

The project will provide two one-month visits of
 
a U.S. university advance placement evaluator, i.e. July of 1978 and
 
February of 1981. The evaluator's function will be to examine and
 
evaluate the background and experience of prospective nurse tutors to
 
determine the extent of credit which can be granted for their incountry
 
training and preparation towards a Bachelor of Science degree in nursing
 
education at an accredited U.S. educational institution. Initially
 
there will be the two RN members of the curriculum design team. They
 
will spend two years with the team and two years instructing at IHS.
 
After their four years of training and teaching experience, they will
 
be sent to the U.S. to complete and receive their Bachelor of Science
 
Degrees in Nursing Education and then return as full time faculty
 
members.
 

July 1978 was selected for the first visit by
 
the evaluator since the entire curriculum team will be in full operation
 
and the two Swazi RNs will be totally engaged in curriculum design
 
development. This will provide an opportunity for the evaluator to
 
consult with the U.S. educators and.the curriculum design specialist
 
regarding the capabilities of the two RNs and their contributions
 
zo the curriculum team's efforts. A final evaluation of these two
 
RNs will take place in February 1981 prior to their departure for stateside
 
training in June of 1981 and during one of their last months of teaching
 
so that their teaching skills can be observed.
 

In addition, in July 1978 four other Swazi RNs
 
will have completed their year of local preparation and will be ready
 
to depart for participant training to receive their BSc degrees in
 
nursing Education. Three of the RNs will receive their training in
 
a stateside institution. Thus in July 1978, the evaluator will be
 
able to also determine how much credit these three nurses should receive
 
for their year of local preparation toward their B.Sc. degree.
 

The above inputs are related to the development of
 
an adequate curriculum, faculty and overall academic program for the
 
Institute of Health Sciences. The remaining AID inputs indicated below
 
are proposed to assist the GOS (MOH) overcome deficiencies in Health
 
Planning and Administration.
 

(v) U.S. Health Statistician/Analyst
 

A health statistician will be provided for four years
 
commencing in June 1977. This TA's function will be to compile general
 
health statistics and to analyze and extrapolate the compiled statistical
 
data for planning purposes. This technician will work within the MOR
 
but will maintain constant contact with the GOS Central Statistics
 

Branch. Guidance as to the areas of statistical relevancy for up-to-date
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requirements and for planning purposes will be provided by the MOH staff

and the MOH Health Planner (U.K. - TA). In addition, this TA will help the

MOH to select and advise the Swazi counterpart who will be trained to assume
 
the permanent health statistician position within MOH.
 

(vi) U.S. Hospital Administrator
 

AID will also finance a Hospital administrator for
three years comnencing in June 1977. The Administrator will start at

Hlatikulu Hospital organizing all hospital administration functions and

devising adequate logistical management methods 
so that the respective

Swazi counterpart can eventually manage all of the logistical aspects of
the hospital's administration efficiently. 
During 1978 the TA administrator

will visit the other three major government hospitals (Mbabane, Piggs Peak,
and Mankayane) in order to establish simple but effective logistical

management systems at each. 
During 1978 the administrator will also substitute
for the four Swazi hospital administration counterparts who will be undergoing

their three 8-week training sessions at the CID Institute of Development

Management (IDM) in Botswana. 
The Administrator will also supervise the
application of their training while on the job during the two months that

will follow each 8 week training session. 
From January 1979 until departure

in June 1980 (18 months), the Administrator will work with the trained
 
counterparts towards perfecting their logistical management of their
 
respective hospitals. A coordinative effort will also be established with
 a British hospital administrator until her departure in March of 1978. 
 She
 
is presently working at Mbabane Hospital providing assistance to the

"Hospital Secretary" (British for Hospital Administrator). If needed to

help cover the four hospitals during the 1978 Swazi counterpart training

sessions, there is a possibility that the tenure of this British TA could
 
be extended through calendar year 1978.
 

(vii) 
 U.S. Rural Health Services Administrator
 

Lastly, AID will finance a Rural Health Services
Administrator for four years starting in June of 1977. 
 This administrator

will also reside in the town of Hlatikulu and will share a project vehicle
and secretary with the above U.S. Administrator. 
 The first 6 months will

be spent in defining the scope of work required for a rural services

administrator to assist the GOS in the adequate delegation of responsibilities

to the 4 Swazi counterparts to be trained to administer the four regional
areas. 
 (Note: The four areas of clinics and health centers are concentrated
 
around the four major government hospitals). Also, during the first six
months, this TA will assist the MOH in identifying and selecting candidates

for the four Swazi counterparts with whom he/she will work to develop

effective logistical management methods to efficiently coordinate all rural

health services and programs in Swaziland. 
In 1979 the TA will cover for
the four counterparts during their three 8-week training sessions at the

IDM in Botswana and will supervise the application of their training while on
the job during the two months that follow each training session. During the
final 18 months of project function the RHS administrator will continue to

work with the four Swazi counterparts in perfecting their efficient management

and coordination of the logistics of all of Swaziland's rural health services
 
and programs.
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(2) Other Donors
 

(i) WHO-Health Inspector Educator
 

WHO has provided a Health Inspector Educator to
 
Swaziland and is presently in the process of teaching Health Assistants.
 
Since this program is scheduled to terminate in 1979, the GOS has
 
requested WHO to continue this TA assistance in order to teach health
 
inspectors at the IHS starting in 1979. This TA's services will be
 
required to teach Health Inspectors through 1984 (58 staff months). The
 
months of May, June and July of 1979 will be used by this TA (with the
 
assistance of the US Curriculum Design Specialist) t,) develop the required
 
curriculum.
 

However, it will be necessary for the GOS-WHO to finalize
 
negotiations regarding the continuation of this TA's Services prior to
 
initiating implementation of the project's Health Inspector training
 
program.
 

(ii) U.K.
 

The U.K. will provide three long term technicians who
 
will participate in the development of the IHS curriculum, in teaching
 
and in the lanning aspect of the project. The TA's will consist of a
 
Pysch/Mental Health Nurse Educator (4 yrs), a Public Health/Midwifery
 
Nurse Educator (4 yrs) and a Health Planner (4 yrs) for a total of 12
 
P/Y as shown in Table 10. 

(1) U.K. Psychology/Mental Health Educator
 

The Psych/Mental Health Nurse Educator will start
 
in June 1978, and will immediately join the curriculum design team to
 
assist in the adequate formulation of all courses related to Psych/Mental
 
Health. This educator will also work very closely with the Swazi Nurse
 
Tutor (counterpart) who will be scheduled for one year of specialization
 
training in the U.K. in Psych/Mental Health and who will eventually
 
become the permanent tutor of Psych/Mental Health at IHS, The Swazi nurse
 
tutor's training will begin in January 1981.
 

In the meantime, the Psych/Mental Health Educator
 
will teach all Psych/Mental courses and help supervise the IHS Swazi
 
faculty. When the Swazi counterpart returns from training, the Psych/
 
Mental Health Educator will have an additional 18 months to help prepare
 
the Swazi counterpart to undertake the permanent teaching of all courses
 
in Psych/Mental Health. Furthermore, during this same period both the
 
TA and the Swazi Counterpart will collaborate in the development of the
 
curriculum for the fourth year speciality track in Psych/Mental Health.
 

(2) U.K. Public Health/Midwifery Nurse Educator
 

This educator will start in January 1980 and
 
will have 21 years to develop the fourth year specialization track in
 
P.H./Midwifery before actually teaching the course in the fourth year
 
of instruction. The P.H./Midwifery Swazi Counterpart will return from
 
training at the initial stages of the fourth year which will allow the
 
U.K. TA 18 months to prepare the Swazi Counterpart to undertake the
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teaching of all P.H./Midwifery courses. The TA will also provide
 
supervisory services, teach, substitute for other faculty members and
 
see that the P.H./Midwifery curriculum has been adequately designed
 
and properly taught.
 

(3) U.K./Health Planner
 

This British TA arrived in Swaziland in October
 
of 1976. The Health Planner, an Overseas Development Institute (ODI)
 
volunteer with a two-year contract, will be located in the MOH to assist
 
in the nation's overall health planning activities. If the selected ODI
 
Planner's performance is mutually satisfactory to MOH and U.K., the U.K.
 
will consider the extension of his services for two additional years under
 
a British Overseas Development Ministry (ODM) contract. If the volunteer
 
does not perform satisfactorily, ODM will provide another TA Health Planner.
 
The above is based on discussions held with the British High Commission
 
(ODM) in Mbabane. At any rate, four years of a Health Planner's assistance
 
for the GOS (MOH) will be provided. There will be no Swazi counterpart to
 
work with or supervise. However, a health planning candidate will be
 
identified and selected for participant training in the U.S. and will work
 
toward a Master's Degree in Health Planning. He is expected to return by
 
June of 1981, at which time he will replace the British TA on a full-time
 
basis.
 

(iii) Insti-ute of Development Management (IDM)
 

The Institute of Development Management (IDM) expressed
 
willingness to conduct training courses for Hospital Administrators and
 
for Rural Health Services Administrators (see Annex VII). The courses
 
will be held in consecutive years (1978 and 1979). Each training course
 
will consist of 24 weeks of instruction on the Gaborone campus and will
 
be broken into 3 segments spread over the period of one year. It is
 
anticipated that the training courses will also be offered to candidates
 
from Botswana and Lesotho. To accomplish the above, IDM will provide
 
the following TA assistance:
 

(i) A curriculum design specialist in Development
 
Management for three months during the latter part of 1977 and for three
 
months during the latter part of 1978. During these periods, the specialist
 
will help develop and design the curriculae for the four Hospital
 
Administration trainees and four Rural Health Services Administration
 
trainees.
 

(2) One IDM Health Logistical-Management Professor.
 
This Professor will teach the above-mentioned tailormade curriculum to
 
the Hospital Administration trainees in 1978 and to the Rural Health
 
Services Administration trainees in 1979.
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TABLE 10 

Other Donor Technical Assistance and Time Phasing: 
Staff 

Other Donor Specialists 

WHO Health Insp. Educator 

1977 1978 1979 

June 

1980 1981 1982 1983 1984 Months 

58 

British Specialists 

Psych/Mental Health 
Nursing Educator 

Public Health/Midwifery 
Nursing Educator 

Health Planner Jan. 

June 

Jan. 

48 

48 

48 

Institute of Development Mgmt. 
1/

Curriculum Design Specialist-

Logistical Management of 
Health Services Instructor ---------- 2/ 

6 

12 

Total Staff Months 9 38 37 47 39 32 24 10 220 

1/ 	October, November and December of Calendar years 1977 and 1978.
 

2/ 	Indicates period over which this instructor prepares for and teaches
 
6 eig'it-week sessions, three sessions first for the Swazi Hospital
 
Administration trainees and then three sessions for the Rural Health
 
Services Administrative trainees.
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(b) Participant Training
 

The proposed training program constitutes as much an
 

integral part of the project as technical assistance. It will develop
 
the necessary and adequately prepared professional talent to achieve
 

a complete Swazi faculty which with adequate GOS financial support will
 

establish the health manpower training program on a self-sustaining
 
basis. It will also provide adequately prepared Swazi technicians for
 

the development and improvement of the planning/administration activities
 

of the GOS Health Sector.
 

AID will provide 22 P/Y of participant training and 4
 

P/Y of third country participant support. The U.K. will contribute 5 P/Y
 

of participant training. The Canadian International Development
 
Administration will provide 4 P/Y of participant training support.
 

In addition, and as referred to with ":espect to technical
 

assistance, the participant training inputs are also inter-dependent and
 

require a close co-ordinated effort among the project's contributors.
 

Table 11, which describes each participant and training time schedule,
 

shows the above mentioned interrelationship.
 

(c) Commodities
 

The commodities proposed for the IHS under the
 

project will be furnished principally by AID and the GOS. AID will
 

provide medical equipment and supplies (See Annex IV-A) and 3 vehicles.
 

The medical equipment and supplies will be procured in the U.S. Since
 

repair and maintenance are not available for U.S. automobiles, these
 

will be purchased locally or from code 935 countries for which a waiver
 

will be required. The two automobiles will be used by TAs and Swazi
 

administrators and the bus will be used by RNs and students to visit
 

the rural clinical areas while undergoing training at IHS.
 

The GOS will provide general equipment and supplies
 

to furnish the IHS (See Annex IV-R)
 

(d) Construction
 

AID will finance the physical construction of IHS and
 

three houses for TAs as described in Annex IV (Engineering and Technical
 

Analysis). The U.K. will construct an interrelated Rural Health Center
 

with a dormitory and Classroom to facilitate a rural atmosphere and
 

experimental training for IHS nursing students.
 

Table 16 shows the above described project inputs
 

and their cost. The selected inputs are considered to be adequate
 

to produce the projected 3utputsand accomplish the project purpose
 
and goal.
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TABLE 11 

Participant Training and Phasing
 

(Shown by Contributor, Number of Trainees,
 
Type and Period of Training
 

U.S. Fiscal Years TOTAL
Contributor & Training Participants 1978 197 
 1980 1981 1982 1983 STUDY
 

MOS.
 

I. 	AID (Total - U.S. Training) 
 20 56 48 56 60 24 264
 

A. 	TRAINING IN US
 

1 Nurse Tutor (1 yr.FNP Spec) Ju e 
 12
 
1 Nurse Tutor (1 yr.MCH/FP Spec) 
 Jun 	 12
 

2 RNs (2 yrs each B.Sc.Nursing) 
Educ.) Jun ­ 48
 

3 RNs (4 yrs each B.Sc.Nursing)
 

Educ.) Jur e 
 144 
1 Statistician 2 yrs.Health ) 

Stat.) Jur e 
 24
 
1 Planner (2 yrs. Health Pln ) 
 June 
 24
 

B. 	THIRD COUNTRY TRAINING (PER--

DIEM ONLY) 	 16 24 8 48 
4 Hosp. Adm. Trainees (Three
 

8-wk sessions) Jar ----
 24 

4 Rural Health SER.ADM (Three
 
8-wk sessions) Jan --
 24 

II. U.K. 
 4 	 12 21 15 
 8 60
 

1 Nurse Tutor (1 yr. Psyc/Mental)
 
Health) Jan 
 12
 

1 RN (4 yrs. B.Sc. Nursing Educ.) June 48
 

III. ID?" (TUITION & FEES ONLY) /48
 

4 Hosp. ADM. Trainees (Three
 
8-wk sessions) Jan--
 24 

4 Rural Health ADM (Three 
8-wk sessions) Jan ­ 24
 

TOTAL STUDENT MONTHS 
 40 92 77 71 68 24 3721/
 

1/ 	Third Country Training (48 mos)
 
linanced by AID & IDM counted
 
only once to cover both.
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(e) Verification and Assumptions:
 

The Inputs will be verified through the review of
 
A.I.D. and GOS records (Grant Agreement, Implementation documents,
 
contracts) and an examination of other donor contributions.
 

As confirmed by the timely preparation of the preliminary
 
plans and cost estimates for this project, there are adequate A & E
 
design facilities available. Local construction firms that meet AID
 
requirements as eligible bidders are also available. (see Annex IV page
 
13).
 

The continued availability of AID funds during the 
6k years of project will t: essential. Presumbably such required funding 
will be provided if the project is approved by AID/W and funds are available 
for obligation as required during tha life of the project. 

The availability of TA personnel is critical to the
 
success of the project. However, based on the consultants team's 
judgement there should be no problem in recruiting the TA's financed
 
by AID from the U.S.
 

The availability of other donor inputs is also essential
 
to the success of the project. Negotiations carried out thus far
 
indicate serious and strong support for the project. Members of the
 
consultant team, OSARAC and MOH were highly encouraged about the
 
availability and commitment of other donor inputs through discussions
 
held with WHO, the British High Commission, CIDA and the University (UBS).
 

The identification and selection of suitable local
 
candidates for faculty positions and candidates for planning, administration
 
and management positions will not present a problem according to MOH.
 
Some selections have already been made.
 

F. Alternatives
 

Several alternatives to the proposed project have received
 
varying degrees of consideration, including expansion of curative
 
services, direct training of "rural healih workers", MCH/FP program
 
assistance, and parasitic disease control. Current GOS and AID priorities
 
virtually rule out AID support for an augmented curative program. The U.K.
 
(ODM) and ADB are expected to cover a considerable portion of the costs of
 
hospital maintenance and improvement of physical plant (including construction
 
of rural health centers). Furthermore, it is anticipated that the proposed
 
project will, in fact, contribute to greater effectiveress of the entire
 
health system, including curative activities, through contemplated technical
 
assistance, training, planning at~d administration.
 

Direct external involvement in the training of rural health
 
workers is also an attractive consideration in principle, but entails
 
serious drawbacks in reality. Specifically, training will be conducted
 
in the Siswati language at a most fundamental level within the traditional,
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rural cultural environment. The MOH intends that the rural health workers
 

be trained in the villages and rural areas to work in these surroundings.
 
The training should not jeopardize their ability to communicate or live
 

w..th their fellows as "ordinary" people by imparting special prestige
 

or sophistication to the trainee. Direct foreign activity in this basic
 
program would probably be non-productive or even counter-productive.
 
Support for the provision of appropriate training to the nurses who will,
 
in turn, "operate" the rural clinics and supervise/liaise with the rural
 
health workers constitutes a more reasonable locus for the application
 
of U.S. expertise.
 

The GOS has established a family planning policy and AID has
 
provided limited training and commodity support in this area. The WHO is
 
currently providing doctors to assist in improving the Ministry's
 
relatively small MCH/FP program, and this is not considered a viable
 
alternative for a full scale AID health sector project. The same applies
 
to the government's nutrition activities which are supported by U.N.­
affiliated agencies under a recently-extended project agreement.
 

Assistance in the control of parasitic diseases has also been
 
considered as an alternative for AID involvement. Although malaria is
 
not a major threat in Swaziland, bilharzia is of considerable concern.
 
The GOS has approached USAID with a request for short-term consultancy
 
services to assess the real incidence and impact of this parasite among
 
the Swazi populace and to recommend appropriate counter measures.
 
A consultanay team is scheduled to undertake a thorough study in this
 
area. Any further consideration of possibilities for AID assistance in
 

bilharzia control must await government response to such findings and
 

recommendations. Swaziland's TB program was fostered by the United
 
Nations and is now capable of functioning without significant external
 
assistance.
 

Another approach-to the attainment of the project's 
objectives would be to prepare Swazi teachers, or paramedical personnel, 
entirely out of country whil, "echnical Advisors and short term consultants 
in curriculum design developed -uitable curriculae for Swaziland. Upon 
their return from study (participant training) the n'!wly trained Swazi 
tutors would teach the curriculum with the guidance of the T.A.'s until 

they were able to take over all operation of the teiching facility. 
This approach would require up to four (4) years of country preparation 
for each of six (6) nurse tutors who are not prepared in nursing 
education plus one (1) year of preparation for each of three (3) nurse 
tutors who already have the Bachelor of Science in nursing education degree, 

in order to prepare them for teaching clinical specialities. Being out 
of country these prospective Swazi tutors would not have had the opportunity 
to participate in the curriculum development process. 

An alternative approach to the above woild be to provide
 
some incountry training to the six (6) prospective nurse tutors before
 

sending them for participant training out of country. This approach
 
will require collaboration with the University of Botswana and Swaziland
 
at the Swaziland campus and with other private and government agencies
 

whose cooperation would be helpful in the provision of lecturers and/
 

or subject matter specialists.
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The Provost-Chancellor of the University of Botswana and
 
Swaziland and University Faculty in the disciplines concerned, expressed
 
willingness to accept the Swazi nurses into required classes and the
 
GOS favors this approach. English, mathematics, sociology of rural
 
development, nutrition, physics, biology and some education courses
 
are offered at this campus. However, other essential courses including
 
psychology, statistics and others are not available. Other specialists
 
with appropriate subject matter competencies can also be recruited to
 
assist with teaching general education subject matter, such as psychology,
 
introduction to statistics, tests and measurements and related courses.
 

As indicated in the Project Description, the latter approach
 
was accepted as the most logical for the following reasons:
 

1. Prospective Swazi tutors will have the opportunity
 
to learn by actual practice if they are on hand to
 
participate in curriculum development.
 

2. 	If prospective tutors help to plan the courses which
 
they expect to teach in the future, they understand
 
much better the new direction the GOS nurse training
 
program is designed'to take and will be better equipped
 
to ,)articipate in teaching.
 

3. 	For those prospective teachers who may have some
 
deficiencies in their basic education, the period of
 
incountry study will help them to improve their
 
educational background and to have a better opportunity
 
for success in their subsequent out-of-country studies.
 

In view of the above, and with the concurrence of the MOH, the
 
project was designed so that all prospective Swazi nursing tutors would
 
have a period of incountry education and participation in the curriculum
 
development for the nursing program before departing for participant
 
training abroad.
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III. Project Analysis
 

A. Technical Analysis Including Environmental Statement
 

1. Project Appropriateness and Strategy
 

Swaziland is probably the only Commonwealth African
 
Country that does not operate a public training school for nurses and
 
other health personnel. With the exception of the MOH efforts to upgrade

enrolled nurses to the R.N. status and to provide some degree of preparation
 
for village health workers, all training of registered nurses, nurse
 
auxiliaries, and health assistants is carried out privately. This type
 
of health personnel training is conventional, conservative and oriented
 
toward curative health care in the context of the hospital and does not
 
produce trained nurses in sufficient numbers to meet the nation's health
 
care servic6 requirements. Thus, the lack of a public health personnel
 
training facility has constrained the Government in its efforts to expand
 
the coverage of health care services to the rural areas through adequately
 
trained health personnel.
 

There is also a lack of planning, administrative and
 
managerial personnel to support the provision and expansion of health
 
care service coverage to the majority of the population.
 

This project will provide the institutional structure
 
required to train health personnel and develop the necessary supporting
 
administrative system required to extend health services to the majority
 
of the population. The strategy is to develop a Swazi training capability
 
to produce adequately trained health personnel, develop a decentralized
 
health service system and provide the necessary planning and administrative
 
mechanisms to support and foster the extended coverage of health care
 
services particularly to the rural areas. This strategy is in concert
 
with the GOS Ten-Year Health Development Plan to reorient the nation's
 
health services delivery program emphasizing preventive care and focusing
 
on the requirements of the rural population. In addition, the project
 
has been designed to meet the annual health personnel requirements as
 
projected in the Ten-Year Development Plan.
 

2. Appropriateness of Technology
 

The training techniques for the development of adequately
 
trained health personnel have been based on a generally accepted and proven

technological and educational methodology tailored to mcet local conditions,
 
optimize results and fulfill the needs of the target population. These
 
efforts will be carried out by TA personnel with the necessary expertise
 
to develop and carry out the training and teaching techniques as indicated
 
below:
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(a) Curriculum and Teaching Program
 

The development of the curriculum will be undertaken
 
by an initial team consisting of the U.S. Curriculum Design Specialist,

the U.S. Family Nurse Practitioner (FNP) Educator, the U.S. MCH/FP Nursing

Educator, two Swazi tutors and two Swazi Registered Nurses. A full and
 
complete curriculum in nursing education will be developed during the
 
first two years of the project while the institute buildings are being

constructed and in time to start teaching classes during the first school
 
year in 1979 (August). Curriculum development will be a continuing
 
process in order to make the necessary revisions or adjustments to meet
 
the training and teaching requirements of students and faculty. The U.K.

Psych/Mental Educator will participate with the curriculum design team

and assist in the formulation of courses related to Psych/Mental Health.
 
The TA from WHO (Health Inspector Educator) will also join the curriculum
 
team prior to 
the beginning of classes and help to develop an appropriate

curriculum to teach Health Inspectors with the added assistance of the
 
U.S. Curriculum Specialist. A curriculum will also be developed for a

specialization track during the fourth year of instruction Psyc/Mental

Health, P.H./Midwifery, MCH/FP, etc.
 

The curriculum will be taught initially by three TA's
and four Swazi tutors while additional Swazi are being trained to become
 
permanent tutors. 
 By the fifth year of instruction there will be nine
 
fully trained and permanent Swazi tutcri who -ill carry on with the
 
teaching program without any additional TA assistance.
 

(b) Faculty Training
 

Prospective Swazi tutors will receive incountry

training at the University in Swaziland,from their respective TA counter­
parts and from university training in the U.S. Five Registered Nurses
 
will receive TA guidance and assistance plus university training in the
 
U.S. to complete their Bachelor of Science Degree in Nursli.g Education
 
in order to become permanent tutors. An additional RN will be trained
 
in the U.K. and will also complete the B.Sc. Degree in Nursing Education.
 

The U.S. FNP Educator, the MCH/FP Educator and the
U.K. Psych/Mental Educator will provide training and guidance to their
 
Swazi counterparts who will be provided with a one-year specialization
 
course in their respective disciplines to become permanent tutors at
 
the IHS.
 

The U.S. Advance Placement Evaluator will evaluate
 
the incountry training of prospective tutors and arrange for the

accreditation of the respective trainees' incountry training and
 
preparation to fulfill part of the requirements for a B.Sc. Degree in
 
Nursing Education.
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It is believed that the above methodology and

techniques to develop an appropriate curriculum, teaching program and
 
Swazi faculty capability are technically sound.
 

(c) Planning/Administration
 

The U.S. Hospital Administrator and the U.S. Rural
Health Services Administrator will help to train and supervise their

Swazi counterparts (4 each) and will collaborate with them in developing
an efficient hospital administration system and to perfect the efficient
 
management and coordination of the logistics of Swaziland's rural health
services and programs. The eight Swazi counterparts will also receive
additional academic training in their respective fields at the Institute
 
of Development Management in Botswana. 
Upon termination of the TA's
contracted duties, the Swazi counterparts will be fully trained to assume
the responsibilities required in carrying out an efficient hospital

administration program and a rural health services program.
 

Health planning and health statistics development

will be carried out by a U.K. Health Planner and a U.S. TA Health
 
Statistician. 
In addition, two Swazi counterparts (one Health

Statistician and one Health Planner) will receive training in the U.S.
and will undertake the respective TA positions on a permanent basis.

This will provide the GOS and MOH with the necessary expertise to

improve their planning activities in the health field and to improve the
 
range and availability of health statistics.
 

Thus, it is believed that the planning/administration,
phase as designed in the project is also technically sound.
 

(d) Construction
 

The preliminary plans and cost estimates for the
construction of the institute are also rechnically sound. 
They were
prepared by an A&E firm with extensive background experience in the design
and construction of hospitals and training institutions. (See Financial
Analysis Section for construction cost analysis.) 
 The building that will

house the institute is partly double and partly single storied with all

the single story sections built to support a second story, thus allowing

for future expansion, 
 The site has been selected and the
 
property is available for the construction of the IRS.
 

The three houses to be constructed for U.S. technicians
will be based on stancard MOW design for which plans and specifications
are presently available. 
Lots for the houses have been identified and

title to the property has been assigned to the MOW for housing construction.

Utilities are available at the sites. 
 The project meets the 611(a) require­ments of the FAA of 1961 as amended.
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Thus, the construction components of the project
 
are technically sound.
 

3. Employment Effects
 

The project is expected to provide either new or higher
 
salaried positions for over 100 Swazis over the next seven years and
 
an additional 20 to 25 per year after project termination. Construction
 
*ill also provide additional employment to about 40 Swa'is during the
 
tTo years of construction.
 

4. Project Suitability for Diffusion and Replication
 

The project has been designed to expand the coverage of
 
health care services to the rural areas. It will also have a beneficial
 
and spread effect within the regional areas in hospital administration
 
and rural health services.
 

This project as designed can be replicated in any other
 
area or country that requires similar health personnel training and
 
health administration improvement facilities.
 

5. Operation and Maintenance Capability
 

The project has been designed to assure continued operation
 
of the Institute of Health Sciences and its maintenance. The projected
 
program and operational procedures will be developed by TA personnel in
 
conjunction with Swazi personnel who will be fully trained and will have
 
operational experience to continue with the projected program as designed
 
without further technical assistance. In addition, the GOS has made
 
arrangements for the maintenance of the physical facilities.
 

6. Environmental Statement
 

The project will have minimal environmental impact on the
 
area. No major problems are anticipated to develop either during or after
 
the construction of the buildings. The construction element of this
 
project has been designed to minimize disturbance of the land surface and
 
take advantage of natural land contour. Building locations have been
 
adjusted to preserve trees and vegetation. The three houses will be con­
structed on residential lots and the disposition of waste water and
 
sewage is provided in accordance with established regulations for septic
 
tanks. The institute will connect directly to the city sewer and water
 
system. It is not envisioned that the Institute or any of its facilities
 
will produce or discharge any elements that would be detrimental in any
 
way to the environment. A full discussion of the project's impact on
 
-he environment is discussed in Annex IV.
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7. Summary
 

On the basis of the information available and the analysis
 

presented herewith with respect to every facet of the proposed project
 

as designod, it is the considered opinion of OSARAC that the project is
 

technically sound and feasible.
 

The project is also financially sound as shown in the
 

financial analysis of this paper. The social impact of the project is
 

beneficial and meets AID criteria as detailed in the social soundness
 

analysis. The economic soundness appears to be positive when measured
 

in qualitative terms.
 

The specific details regarding the financial, economic
 

and social soundness of the project appear on the following sections of
 

this paper.
 

B. Financial Analysis & Plan
 

The purpose of this section is to determine the financial
 

soundness of the project, the appropriateness of the input/output
 

relationship, the adequacy of the summary cost estimates and financial
 

plan and the proposed AID obligation schedule by U.S. fiscal years.
 

As an initiai. step a review and analysis of the total project costs
 

and their co.r:rison with the previous PRP project cost estimates
 

will be made Lo determine the basis for comparative increased costs.
 

1. Project Funding Summary
 

As shown below the estimated total cost of the project is
 

$7.7 million. It is proposed that AID finance $4,213,000 (55%). The
 

COS will contribute the equivalent of $1,593,000 (21%) and other donors
 

will provide $1,855,000 (2 4%).
 

TABLE 12
 
PROJECT FUNDING SUMARY 

(000 Us $) 

Donor Foreign Local Total % of Total 

Exchange Currency 

USAID $2,964 $1,249 $4,213 55 

GOS 1,593 1,593 21 

Other Donors 1,755 100 1,855 24 

TOTAL 4,719 2,942 7,661 100 

I/ Excludes inflation factor which when added shows a real GOS contribu­

tion of 27% as explained later in this section.
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2. Cost Analysis
 

U.S. Technical assistance costs were based on recent
 
estimates for TA services and related allowances. Furthermore, the cost
 
for US TA was calculated on the basis of $100,000 per person year
 
partly as a result of a recommendation included herein that U.S. TA
 
expertise be provided through an institutional contract which requires
 
some provision for backstoppinE;. An inflation factor of 7,% per annum
 
based on recent U.S. cost of living index was provided to arrive at
 
more accurate TA costs during the life of the project. Due considera­
tion was also given to time phasing (actual person months) since the
 
expertise of some TA's is required for only a few months out of the year.
 

The construction costs of the training institute were
 
based on the evaluation of an A&E consultant firm with e:(tensive back­
ground experience in the design and construction of hospitals and
 
training institutions. To determine the firmness of the construction
 
cost estimates, the GO Ministry of Works made its own independent cost
 
evaluation based on the same preliminary design plans prepared by the
 
above mentioned firm which resulted in a vaiation of only 0.04% from
 
that prepared by the consultant firm. This independent evaluation
 
together with a thorough review and analysis by PEDSO engineering helped
 
to verify the conclusion reachcd, i.e. that the cost estimates were
 
reasonable and the calculations accurate and as a consequence complied
 
with the requirement of Section 611 of the FAA of !961 as amended.
 
Furthermore, the construction phase will take place during the first two
 
years of the project and as a consequence total disbursement will occur
 
within the prescribed AID limitation (36 mos) for a capital project.
 
The cost of housing construction is based on prevailing costs provided
 
by the MOW and comparable data resulting from previously AID funded
 
housing in Swaziland.
 

The participant training costs were based on estimates
 
provided by AID Handbook 10 and AIDTO Circular A-428 which establish a
 
rate of $850 per person month for training in the U.S. plus an allowance
 
of $100 per person month for miscellaneous expenses.
 

Third country training costs were based on data provided
 
by the Institute of Development AdministraLion in Botswana. The cost
 
was based on a tuition fee of $1,330 per student (See Annex 'II) plus an
 
allowance of $12.00 per day (per diem).
 

The commodity costs (AID financed) were based on the
 
estimated U.S. cost of each item, with allowances made for freight and
 
inflation (See Annex IV-A).
 

The GOS cost calculations were based on prevailing
 
salaries and wages, and commodity prices in Swaziland. Consideration
 
was given to the number of personnel that will be working directly with
 
the project, the number of new positions to be established, the support
 
required for the TA technicians, the support required for third country
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participant training, and the estimated requirement for the maintenance
 
and operation of the Institute of Health Sciences.
 

The total GOS costs presented in table 16 were calculated
 
on the basis of constant Emalangeni (local currency) as requested. by
 
MOH. This does not represent the real GOS contribution. The allowance
 
of an inflation factor (10%) base' on the cost of living index in
 
Swaziland would have increased the GOS cost estimates and contribution
 
to the project by approximately $600,000 (to $2.2 million) and the total
 
project cost by an equal amount ($8.3 million). Under these more
 
realistic circumstances, the percentage contribution by the GOS to the
 
total cost of the project is about 27%, other costs remaining constant.
 
Furthermore, a real adjustment of the total GOS contribution shows that
 
it represents about 51% of the AID proposed contribution ($4,3 million).
 
Thus, the magnitude of the GOS real contribution, as a percentage of the
 
total project cost or as a percentage of the AID financial input, is more
 
than adequate to fulfill the requirements of Section 110 (a) of the FAA
 
of 1961 as amended.
 

In addition, the GOS projected annual expenditures shown in
 
table 16 were calculated on the basis of the GOS fiscal year to facilitate
 
their provision of funds for the project in accordance with the GOS
 
respective budgetary and appropriation procedures.
 

The costs for the TA to be provided by WHO were based on
 
approximated costs for this type of a Technician in Swaziland as well as
 
on the basis of a comparable U.S. cost for an individually contracted
 
technician of $75,000 per annum with an added annual inflation factor.
 
The U.K. TA costs were calculated- on the basis of $70,000 per annum
 
particularly in view of the most recently adopted austerity program by the
 
U.K. The U.K. participant training costs were calculated on the basis of
 
$800 per month per trainee. The IDM TA Consultant costs were calculated
 
on the same basis as the U.K. ($70,000 P/A) which reflects the expenditures
 
required for this type of TA in Botswana.
 

It is believed that all of the above estimates are
 
reasonable and that their aggregate represents a reasonably reliable total
 
project cost estimate. 'The total project costs and estimated annual
 
expenditures are summarized in Table 16.
 

3. Comparative Total Project Costs of PRP & PP
 

As compared with the PRP, the present total project costs
 
represents a 103% increase as shown in Table 13 below. 
This was due to
 
(1) a modification and adjustment of inputs which resulted in a 200%
 
increase in other donor contribution; (2) the use of more realistic and
 
up-to-date input unit costs and (3) the provision of an inflation factor
 
to provide for added costs during the life of the project. The GOS
 
contribution increased by 100% due largely to the project's expanded
 
phase in planning/administration, and an increase in administration support
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including salaries. The AID inputs increased by 75% due to a more
 
accurate cost evaluation of construction and consultant (TA) services
 
plus an increase in participant training.
 

TABLE 13 
COMPARATIVE TOTAL PROJECT COST OF PRP AND PP 

(millions U.S.$) 

Input Source PRP 
 pp Increase % Increase
 
USAID 
 $2.4 $4.2 
 $1.8 
 75
 
GOS 0.8 1.6 .8 100
 
Other Donors 0.6 
 1.8 1.2 
 200
 
TOTAL 3.8 
 7.7 3.9 103 

The total cost of AID inputs which was estimated at $2.4
million in the PRP increased by over $1.8 million or by 75% as shown in
 
Table 14 below.
 

TABLE 14
COMPARATIVE USAID TOTAL PROJECT COST OF ?RP AND PP
 

(millions U.S.$)
 

USAID 
 PRP PP 
 Increase % Increase
 
INPUT
 

Tech. Assistance $1.28 $2.54 
 $1.26 98
 
Training 0.26 
 0.36 0.10 
 38
 
Commodities 
 0.03 0.09 
 0.06 200
 
Construction 
 0.83 1.22 
 0.39 47
 
TOTAL 
 2.40 4.21 1.81 
 75
 

The increase in the cost of the U.S.A.I.D. contribution
resulted from a more realistic evaluation of technical assistance,

participant training requirements and construction costs which increased
 
by 98%, 4197% and 38% respectively.
 

Under the PRP, TA consultant costs were estimated at
approximately $500 per person/month with no provision made for an inflation

factor to cover added costs during the life of the project. This estimate

did not reflect recent increased costs for TA services nor the probability

of an institutional contract. 
The estimated TA cost presented in this
project paper took an institutional contract with backstop support allowance
into consideration and was based on the latest available cost data for such
 
TA services of approximately $8,333 per person month plus an inflation

factor of 7i% per annum. 
This accounts for the 98% increased cost in TA
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services particularly since there is only a one month varation between

the total TA person months provided in the PRP (255 p/mo) and the TA
 
person months provided in this project paper (254 p/mo).
 

The 38% increased cost in participant training was due
mainly to an increase from the 202 person months in the PRP to 312
(p/mo) provided herein to meet the requirements of the project as
designed, which increased training costs by about $100,000.
 

The construction cost increase of 4117% 
was dqe to a slight
design modification to meet training requirements, to conform with the

selected site area and a more technical and accurate evaluation of
prevailing construction and construction material costs by an
 
experienced A&E firm.
 

The initial plans proposed in the PRP envisioned rudimentary
training and simple box type class rooms 
facilities. However, based on
the years of practical experience and specialized background of the 
 con­sultant team additional factors and criteria were identified. This led
to modifications which were included in the latest preliminary plans in
order to provide an adequately designed physical plant that met the
training component requirements of the project. 
While the physical plant,
as presented herein, varies from the initial rudimentary design, the
structural concept proposed is neither frugal nor pretentious but is in
relatively good taste, functional and so designed as 
'o conform to local
 mores and cultural constraints of Swazi students and faculty.
 

These mcdifications, the selection of a specific site, with
MOW instructions to utilize the natural advantages of -he area with
minimum disturbance to its national beauty, and a more accurate evaluation
of construction materials and services account largely for the reflected

increased costs. 
The inflation factor and contingency allowance
included in the total construction cost estimates were based 
on the
projections of GOS/MOW data. 
 The Quantity Surveyor of the GOS/MoW main­
tains a monthly record of cost escalation and inflation trends.
 

The ECPR's assessment during the PID review to the effect
that this phase of the project appeared to be undercosted (See Annex VI)
was probably based on the assumption that such modifications as 
those
 
listed above would take place.
 

The increased commodity cost was due to a better appraisal
of the type of in;tructional aids and supplies required by the established
training institute and increased from $25,000 (PRP) to $91,000(PP).
 

Thus, with the exception of participant training, the cost
difference between the AID inputs proposed in PRP and those in the PP is
due basically to a more precise technical evaluation of inputs costs and
not to any significant increase in additional inputs per se. 
 It is believed
that this provides full justification for the cost differential between the
 
PRP and PP.
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4. Time PhasIng of Financial Resources
 

The AID, GOS and other donor financing of project inputs

has been adequately time phased to meet the functional and implementation

requirements of the project. This is reflected in the time phasing

schedule shown in tables 9, 10 and 11 which when studied together with
 
table 8 (IHS Training Program Schedule) will show the adequacy of the
 
financial time phasing of inputs and provides a relatively good picture of
 
the total project effort.
 

The financing of technical assistance, training and

construction has been time phased and scheduled to le provided in
 
accordance with the project component requirement 'o achieve a coordinated
 
and effective functional and implementation operation. Project activities
 
financed during the first two years are synchronized to achieve the physical

premises, the development of a curriculum and teaching program and the in­
country training of selected prospective Swazi tutors. Likewise, the

financing of administrative TA expertise has been scheduled to effect a
 
coordinated effort to establish adequate hospital and rural health service
 
administrative systems and train counterparts simultaneously. The
 
financing provided for participant training has also been time phased so

that each trainee can assume his designated project role and assigned

responsibilities on schedule.
 

The same principle described above has been applied to

other donor and GOS financial contributions taking into consideration
 
financed input availability as indicated below.
 

The Health Inspector Educator to be financed by WHO is

already on board and in the process of teaching health assistants. This
 
program is expected to terminate in 1979 in time for this educator to
 
participate in development of a curriculum for health inspectors and to

teach the respective courses at the Institute of Health Sciences. 
The
 
only requirement necessary is for 'dHO to extend this technician's services
 
to teach health inspectors through 1984.
 

The U.K. has already financed a Health Planner who arrived

in Swaziland at the end of October, 1976 to assist with the nation's overall
 
health planning activities under a two year contract. According to ODM
 
(U.K. Overseas Development Ministry) this technician's services will be
 
extended for an additional two years or will be substituted by another
 
health planner for another two years to provide a total of four years as
 
required by the project.
 

The Institute of Development Management in Botswana is

already functioning, has a training staff and has agreed to finance the
 
necessary professorship to train Swazi Rural Health Services Administrators
 
and Hospital Administrators. (See Annex VII).
 

The U.K. Rural Health Center that is to be used in con-

Junction with the IHS for practical rural training has been financed 
.
 
Construction is expected to start in early 1976 and completed within a
 
year.
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Basicially the only financial requirements that may be in
 

question are for the two TA's to be provided by the U.K. (Phych/Mental
 

Health and Public Health/Midwifery Educators) and U.K. participant
 

training for a nurse tutor and an MN. However, in discussions held with
 

MOH regarding the contents of this paper, OSARAC was assured that this
 

expertise and training would be made available from one source or another.
 

With respect to the GOS, the construction and installation
 

of a training facility is a key element in the Ten-Year Development Plan
 

as well as the expansion and/or construction of rural clinics and health
 

centers. Sources and the availability of funds have been identified il
 

the Ten-Year Development Plan for the training institute and for the
 

clinics and three health centers. Plans
construction of up to ten rural 


for posting the IHS graduates have been made and the budgeting
 
Furthermore, the
requirements for their support has been determined. 


initial GOS operating expense requiremenfts under this project consist
 

mainly of "in-kind" contributions which will not entail a financial
 

burden at the outset. This consists of items that are already available
 

such as land, housing for technicians, administrative support such as
 

office-space-and supplies, transportation, etc.
 

In view of the above, it is believed that the financing of
 

project inputs has been adequately time phased to correspond with the
 

requirements necessary for project development and implementation.
 

5. Health Investment & Recurrent Costs
 

According to the Ten-Year Health Development Plan, the
 

GOS recurrent expenditure on health services will increase at the rate of
 

6% per annum through 1984. It is indicated that the additional financing
 

will be used primarily to develop a comprehensive system of health
 

facilities to channel adequate health preventive services and health
 

education to the rural areas.
 

To undertake the Ten-Year Health Development Program,
 

the GOS formulatedhealth investment program covering the pericd
 

recurrent budget projections. While this investment
1975-1983 as well as 

program relies somewhat on donor contributions they are expected to be
 

expenditure of
forthcoming. The investment health plan calls for an 


about 5.5 million (Emalangeni) with 27% allocated to hospitals and the
 

remaining 72% to rural clinics, health centers, training, school health
 

services, rural health visitors, etc.
 

Furthermore, whereas in 1974 recurrent and preventive
 

health services accounted for about 19% of the total health budget, this
 

share of the budget will increase to 27% in 1979 and 33% in 1984. The
 

budget's share of hospital services will decline from 60% (1974) to 44%
 

by 1984 (See tables 6 and 7). Such recurrent projections are also based
 

on the assumptions that the MOH on-going budget will be increased to
 

offset price increases including wages and salaries.as indicated in the
 

Ten-Year Development Plan.
 

http:salaries.as
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The recurrent budget projection reflects an increase in budget

allocations to the MOH from $2.6 million in 1975 to $4.7 million in
 
1984 with more adequate provision for Rural Health Services as shown
 
below.
 

TABLE 15
 
MOH RECURRENT BJDGET PROJECTIONS
 

1975-1985
 
(million U.S.$.)
 

Category Hospitals Rural Clinics Total
 
Year 
 Health Centers
 

1974/5 1.56 60 40
l.o4 2.60
 

1975/6 1.56 57 43
1.16 2.72
 
1976/7 1.59 54 1.34 46 2.93 

1977/8 1.61 52 
 1.48 48 3.09
 

1978/9 1.67 50 
 1.65 50 3.32
 

1979/80 1.73 1.77
49 51 3.50
 

1980/81 1.79 1.93
48 52 3.72
 

1981/82 1.86 2.07 3.93
47 53 


1982/83 1.92 46 2.25 54 
 4.17
 

1983/84 1.99 
45 2.43 55 4.42
 

1984/85 2.07 
44 2.61 56 4.68
 

Thus, the investment and recurrent budget projections show
 
a greater concentration in the allocation of financial resources 
to the
 
rural areas in compliance with the GOS emphasis to expand its coverage

of preventive health services to the rural population.
 

This effort is directly related to the purpose of the project

to institutionalize training capacity, train nurses and other auxiliary

personnel to serve the ru-ral areas 
and to strengthen the planning and
 
administration of MOH health services to provide the necessary administra­
tive systems and logistical support to extend health services coverage
 
to the majority of the Swazi population.
 

Thus, it appears that the GOS financial projections have
 
taken into account and arrangements have been made to cover the
 
principle elements of the Ten-Year Health Development Plan and have included
 
related expenditure items that are a part of this project. 
It is believed
 
that, based on these projections, the GOS financial resources will 
cover
 
the necessary operating expenses during the life of the project as well as
 
after project termination.
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6. GOS Budgetary Performance
 

As indicated in Section II.A of this paper, 
Swaziland has
 

experienced a good rate of economic growth 
since Independence. Furthermore,
 

the nation has also enjoyed a favorable balance 
in its current accounts.
 

During the period 1968-1975 current account 
revenues averaged approximately
 

$25.2 million annually and current expenditures 
averaged about 22.4 million
 

While
 
indicating an annual surplus averaging 

about 2.8 million per year. 


capital expenditures averaged approximately 
$6.7 million a year during the
 

same period, the annual average deficit 
($3.9 million) was made up largely
 

The above trends are indicative of
 
by external grants and small loans. 


a deep sense of a national financial 
responsibility and of an effort to limit
 

budgetary expenditures within the bounds 
of the nation's incoming revenues.
 

Such financial responsibility gives 
credence and justification to the MOH
 

iuncil has given
 
statement to the effect that since the 

Swazi National 


approval to the Ten-Year Health Development 
Plan, the :.cessary financial
 

resources will be made available to 
carryout the Ten-Year Plan and as a
 

consequence this project which represents 
an important and necessary
 

element for the implementation of the Ten-Year Plan.
 

7. Input/Output Relationship
 

The Input/Output relationship as shown in Table 
17
 

supports the essential areas of project 
concentration. The data shows
 

that input and output cost distribution 
is allocated equitably and that 46.4%
 

of the inputs are directly related to 
the development of a curriculum and
 

teaching capacity which will provide 
the necessary and adequately trained
 

The second
 
health personnel to service the majority 

of the population. 


most important segment of the project, 
planning/Administration, accounts
 

for 27.6% of the input/output ratio 
while the physical foundation represents
 

Thus, the allocation of resources appear 
to be adequately distributed
 

26.0%. 

to produce the results of the project 

as designed.
 

S. Summary Cost and Financial Plan
 

The project costs and financial plan 
are summarized in
 

Table 18. Consultants and consultant staff support 
represent the major
 

cost item, 52% of the total cost, and 
the basic element required to
 

Construction represents about 19% and 
the inflation
 

implement the project. 

Other cost items average about 4%.
 factor about 15%. 


All of the foreign exchange requirements 
are to be provided
 

Of the AID contribution, 70% represents
 
by USAID and other donors. 
 The
 

(FX) and the equivalent of 30% represent 
local costs. 


dollar costs 

latter consists mostly of construction 

costs and the former TA costs.
 

9. AID Obligations
 

This estimated 6 year project is based on AID incremental
 

The proposed obligations by USAID have
 financing as shown in Table 19. 


been made to accord with the proposed 
FY 77 obligations in the Congressional
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Presentation and tailored to meet the annual financial expenditure
 

requirements of the project.
 

Based on the total cost of the project and projected annual
 

expenditures, it is believed that the proposed obligation schedule is
 
adequate to meet the financial requirements of the project based on the
 
availability of USAID funds.
 

10. Disbursement Procedures
 

Disbursements for technical assistance, participants, and
 
commodities will be made in accordance with AID established procedures.
 

In order to establish a close administrative working relationship between
 

the U.S. institutional contractor and the field implementing office, it
 
is recommended that the institutional contract for technical and other
 

services provide that payment claims by the contractor be submitted to the
 

OSARAC Controller in Mbabane, Swaziland. The OSARAC Controller will arrange
 

for payment directly to the conractor by a U.S. dollar check or other
 
appropriate currency.
 

During the preparation of this paper, agreement was reached
 

with the GOS to use the FAR method of disbursement for all construction
 
components, i.e. technician housing and the IFS facilities. In view of
 

the substantial cash flow required over the two year construction period
 

for the IHS facilities, agreement was reached that AID would provide a
 

series of advances to alleviate undue strain on the GOS operating budget.
 

The intial advance planned is 30% of construction costs with two subsequent
 

advances of 20% each to be timed to physical construction progress. The
 

balance of 30% is to be paid upon completion and acceptance of all facilities.
 

REDSO engineers will certify to physical progress and completion in
 
accordance with plans and specifications. Both AID and the COS agree that
 
FAR is the preferred method of disbursement. The advantages of reducing
 

documentation and administrative paperwork and assuring a timely delivery
 

of contract funding far outweighted any disadvantages of the FAR method
 

or advantages of other methods. Detailed procedures for FAR disbursement
 
will be included in the Grant Agreement.
 



The training techniques for the development of adequately
 
trained health personnel have been based on a generally accepted and proven
 
technological and educational methodology tailored to meet local conditions,
 
optimize results and fulfill the needs of the target population. These
 
efforts will be carried out by TA personnel with the necessary expertise
 
to develop and carry out the training and teaching techniques as indicated
 
below:
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TABLE 16 

ESTIMATED ANNUAL EXPENDITURES AND PROJECT COSTS 

SHOWN BY SOURCE OF CONTRIBUTION 
(U.S. DOLLARS) 

AID 

I. Technical Assistance 

A. Long Term TA (19 FY 77 FY 78 FY 79 FY 80 FY 81 FY 82 FY 83 Total 
person/years. 
($100,000 per P/Y) 

FNP Nursing Educ. 4 MO 
333333 

12 
100,000 

12 
100,000 

12 
100,000 

8 
66,667 

48 
400000 

MCH/FP Nursing Edu. 3 MO 
25,000 

3 
25,000 

4 
33,333 

12 
iOO,00 

12 
100,000 

12 
IOO,000" 

8 
66,667 

54 
450,000 

Health Statistician 4 MO 
33,333 

12 
100 000 

12 
100,000 

12 
100,000 

8 
66,667 

48 
400,000 

Hospital Administr. 4 MO 

33,333 
12 

100,000 
12 

100,000 
8 

66,667 
36 

300,000 
Rural Health Serv. 
Administr. 

4 MO 
33,333 

12 
IOOOOO 

12 
100,000 

12 
100,000 

8 
66,667 

48 
400,000 

B. Short-term TA(20 p-a) 

Curric.Design.Consu. 4 MO 4 2 2 2 2 2 18 
33,333 33,333 16,666 163666 16,666 16,666 6 149,996 

Advance-Placement 
Evaluator. 

1 
8_333 

1 
8,333 

2 
16,666 

Total Mos. 23 MO 
Total $ 191,665 

56 
466 666 

54 
449,999 

58 
483)333 

39 
3250-00 

14 
116,666 

10 
83,333 

254 
2,116,662 

Inflation Factor:7.5% p.a. - 35,000 70,031 117,110 109,027 50,823 45,275 427,266 

TOTAL 191,665 501,666 520,030 600,443 434,027 167,489 128,608 2,543,928 



The U.S. Advance Placement Evaluator will evaluate
 
the incountry training of prospective tutors and arrange for the
 
accreditation of the respective trainees' incountry training and
 
preparation to fulfill part of the requirements for a B.Sc. Degree in
 
Nursing Education.
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TABLE 16 (continued) 

II. Training 

A. U.S. Training 
(264 P/MO 
($950 per P/MO 

FY 77 FY 78 FY 79 FY 80 FY 81 FY 82 FY 83 Total 

Nurse Tutor 
(FNP Specialization) 

4 MO 
3,800 

8 
7,600 

12 
11,400 

Nurse Tutor 
(MCH/FP Specializ.) 

4 
3,800 

8 
7,600 

12 
11,400 

Two RNs. Trained 
in Nursing Ed. 

8 
7,600 

24 
22__800 

16 
15,200 

48 
45,600 

Three RNs trained 
in Nursing Ed. 

12 MO 
11,400 

36 
34,200 

36 
34)200 

36 24 
22,800 

144 
136,800 

Statistician in 
health Stat. 

4 MO 
3P800 

12 
11,400 

8 
7)600 

24 
22,800 

Public Health Plann. 

B. Third Country Train. 

(48 P/Mo) 

4 
, 

12 
3,80114OO 

*8 
6OO22, 

24 
800 

Four Hospital--
Admin. Trainees 

16 MO 
9,056 

8 
4,528 

24 
13,584 

Four RHS Admin- / 

Trainees 

Total Mos. 36 

24 MO 
13,584 

80 56 56 60 24 

24 
13,584 

312 

Total $ 28,056 66,784 50,128 53,200 57.1000 22,800 277,968 

Inflation Factor @ 7.5% p.a. 2,331 11,132 12 ,:48 17,847 24,831 12,387 81,076 

Total $ 30,387 77,916 62,676 71,047 81,831 35,187 359,044 

III. Commodities 10,000 81,000 91,000 

IV. Construction 200,000 600,000 419,000 1,219,000 

TOTAL $ 401,665 1,132,053 1,097,946 663,119 505,074 249,320 163,795 4,212,972 

I/ includes Tuition of $1,380 per student and $12 per diem. / 	 Excludes transportion cost for participant 

When added the total becomes $4.3 million as shown trainees ($23,000)and unidentified contingencies ($64,000). 


Face Sheet and Table 19 (AID Obligations).
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TABLE 16 (Continued) 

COS F.Ys. (4/1 to 3/31) 

GOS 

_4/l/77-.3/31/78)____ 

1978 1979 1980 1981 1982 1983 1984 Total 

I. Project Personnel 
(Swazi & TA) Adminis­
trative Support 41,085 50,270 52,155 46,415 32,295 "28,160 23,210 9 -73,590 

II. Salaries of Swazi per­
sonnel involved in the 
project (for life of 
project) 29,469 45,713 69,633 90,690 89,373 108,061 123,794 556,733 

III. Participant (US and UK) 
ar,d Third Country
trainees' support 11,812 28,539 26,917 21,821 23,690 6,61.3 1,150 120,542 

IV. Comodities 

A. Furnishings for IllS 
& related facilitics 100,000 

100,000 

B. IllS student & faculty 
supplies 

% 

4,300 8,275 10,050 12,20C 12,350 47,175-

V. Construction Related Costs 

A. A & E 146,050 494,925 

B. Land 48,875 

C. Maintenance of IllS .and 
related facilities 60,000 60,000 60,000 60,000 60,000 

TOTAL OS ESTIMATED EXPENDITUREOAl GOISIAEEPNIUE 377,291 124,522 213,005 227,201 215,408 215,034 220,504 1,592,965 
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TABLE 16 (continued)
 

Other Donors FY 77 FY 78 FY 79 FY 80 FY 81 FY 82 FY 83 FY 84 Total 

I. Technical Assistance 

A. Long Term 

1. WHO Hlth Inspector 
($.75,000 P/Annum 
$.6,250 P/Mo) 

4 MO 
25,000 

12 
75,000 

12 
75,000 

12 
75,000 

12 
75,000 

6 
37,500 

58 
362,500 

2. U.K. Specialists 
($70,000 per annum) 
$5,833 per /mo ) 

Psych/M.H.Educator 

Pub. Hlth/Midwifery 
Ed. 

Health Planner 9 MO 

52,947 

4 MO 

23,332 

12 

70,000 

12 

70,000 

12 

7000 

12 

70,000 

9 MO 
52,947 

12 

70,000 

12 

70,000 

12 
70,000 

3 

17,053 

8 

46,668 

12 
70,0 

12 
70,000 

3 
17E053 

48 

286,000 

48 
280,000 

48 

280,000 

B. Short-Term 

'($70,000 P/A 
$5,833 per/Mo 

1. IDM Hlth.Admin. 
Instructor. 

2. IDM Curric. 
Consultant 

Total Mos. 

Total $ 

9 

52,947 

4 
23,332 

3 MO 
1_7_500 

23 

134,164 

6 
35,OOO 

3 

1_7_5O0, 

37 

217,500 

2 
11 668 

47 

279,615 

39 

232,053 

32 

191,668 

24 

145,000 

9 

54,553 

12 
70000 

6 

35,OO0 

220 

1,307,500 

Inflation factor @.7.5% p.a. 

TOTAL 52,947 

10,062 

144,226 

33,849 

251,349 

67,750 

347,365 

77,846 

309,899 

83,495 

275,163 

78,777 

223,777 

35,952 

90,505 

387,731 

1,695,231 
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TABLE 	 16 (Continued) 

FY 77 FY 78 FY 79 FY 80 FY 81 
 FY 82 FY 83 FY 84 Total
 

II. 	 U.K. Training
 
(60 mos-$800 p/mo
 
+ 10% 	inflation)
 

A. Nurse Tutor (Psych/MMH 9 MO 3 12
 
Specialization) 12 
 7,200 2,400 9,600
 
mos.
 

B. RN 	trained in Nursing 4 MO 12 12 12 8 
 48

Ed. 48 	mos. 7 3)200 9,600 9,600 9,600 6,400 
 38,400
 

Total Mos. 
 4 12 21 15 8 
 60
 
Total 	$ 3,200 9,600 
 16,800 12,000 6,400 
 48,000
 

Inflation factor 10% 
 960 3,528 3,972 2,969 
 11,429 
Total 32OO 10,560 202328 15,972 9,369 59,429 

III. 	 Construction (I Rural
 
Health Center). 100 __000_ 
 100,000
 

Other 	Donor Total Inputs 152,947 147,426 261,909 367,693 325,871 284,532 
 223,777 90,505 1,854,660
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TABLE 17 

COST OF PROJECT OUTPUTS/INPUTS 

( in 0000) 

Project PROJECTION OUTPUTS
 
Inputs No. 1 Physical No. 2 Curriculum No. 3 Plan. TOTAL
 

Facilities & Teaching Dev. & Admin Dev
 

AID 

Long & Short Term T.A. 1265 1279 2,544 

Training 259 i00 359 

25 91Commodities 61 5 


1219 1,219
Construction 


1384 4,213
AID Total / 1280 1549 

% 30.4 36.7 32.8 100.0 

GOS
 

I. Proj. Personnel Administrativ
 
108 	 274
Support 15 151 


327 557
II. Salaries 0 	 230 


III. 	Participant training
 
Support 0 88 32 120
 

IV. Co dities 	 100 47 0 147
 

V. Construction
 

0 0 195
a) A & E, Land 195 


b) Maintenance 300 0 0 300
 

GOS Total 	 610 570 413 1,593
 

35.8 	 25.9 100.0
%38.3 


OTHER DONORS
 

Long Term and Short Term TA 1374 322 1,696
 

Training 59 59
 
0 	 0 100
Construction 	 100 


Other Donor Total 100 1433 322 1,855
 

% 77.2 17.4 100.0
 

3552 	 2119 7,661
TOTAL 	 1990 


46.4 	 27.6 100.0
%26.0 


l/Excludes transportation cost for participant trainees ($23,000) and unidentified cont 

gencies ($64 000) when added total becomes $4.3 million as shown in Face Sheet and 
Table 19 (AID Obligatons).
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TABLE 18
 

SUMMARY COST ESTIMATES AND FINANCIAL PLAN
 

SWAZILAND HEALTH PERSONNEL TRAINING PROJECT
 

(000's U.S. $)
 

SOURCES 
 USAID 
 GOS 
 OTHER DONORS 
 TOTAL
 
FX LC 
 FX LC FX LC 
 %
 

USE
 

A. 	 Staff & Consultants 
 2117 
 - 557 1308 
 3982 
 52
 
B. 	Training 
 278 
 - 120 48 
 446 
 6
 

C. 	Project Personnel
 
(Swazi & TA)
 
Administrative
 
Support 


- 274 274 
 4
 
D. 	Commodities 
 58 30 
 147 
 235 
 3
 
E. 	 Construction 
 - 838 ­ 495 
 100 1433 
 19
 

F. 	Contingency

(Construction) 
 - 83 ­ 83 
 1
 

G. 	Inflation 
 511 298 
 -	 399 1208 
 15
 

TOTAL 
 2964 1249 
 1593 1755 100 
 7661 
 100
 
_/ 
Excludes unidentified contingencies of $64,000 and $18,000 for participant trainees transportation cost (FX)

2/ Excludes $5,000 for participant trainee transportation cost (LC).
 



LONG AND SHORT TERM TA 
Actual Person-Months 


Person-Months Funded 


Obligations $ 


LONG & SHCT TERM TRAINING: 

US Training 
Actual Student-Months 

Student-Months Funded 


Obligations.!/ $ 


COMMODITY OBLIGATIONS 
CONSTRUCTION OBLIGATIONS 

IOTAL AID OBLIGATIONS $ 
UNIDENTIFIff) CONTINGENCIES 
TTAL PER FACE SHEET 
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TABLE 19 

AID OBLIGATIONS BY INPUTS PER FISCAL YEAR 

(00's U.S. $ ) 

1977 1978 1979 
U.S. Fiscal Years 

1980 1981 1982 

23 

91 

804 

56 

-

54 

62 

679 

58 

56 

531 

39 

45 

530 

14 

-

-

76 

86 

36 

40 

37 

80 

56 

65 

56 

56 

75 

56 

60 

84 

60 

24 

35 

10 

300 555 
81 

364 

1,200 592 1,189 606 614 35 

1983 Total 

10 254 

- 254
 

2,544
 

24 312
 
- 312
 

382
 

91 
1,219 

4,236
 

64 
4,30C 

lncludes transportation for participant trainees.
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C. 'Social Analysis
 

1. Background
 

This section deals with the political setting and its
impact on social customs, traditional cultural patterns, the present
health environment and the social impact of the project on the traditional
and modern customs in these areas. 
 It will also describe the ultimate
beneficiaries of the project, its effect 
on other groups and its
 
contribution to 
the role of women.
 

As noted in Section II of this paper (National Characteristics
and Constraints) Swaziland's economic, political and social environments
 
are dualistic in nature.
 

The Governmental structure consists of 
a modern government
(the cabinet) and a separate traditional government (the Swazi National
 
Council). 
 The Council which makes all decisions with respect to the
Swazi nation's land and advises the king 
on all matters affecting

traditional law customs and mineral resources represents 
a significant

factor in the decision making process of the Swazi nation. 
 The

institutions within the traditional government structure include the
 
chiefs, the headmen, the clans and the families.
 

The modern government consists of a western style, civil
structure of ministries, technical services and a civil service system.

While each of the above governmental entities has its particular role
in the administration of governmental activities, their functions are

coordinated through the offices of the king.
 

2. Traditional Culture
 

The Swazis are traditionally a historical, semi-nomadic
pastoral people with semi-permanent land holdings where crops, mainly

millet and some vegetables are grown for human consumption.
 

Their central and highest authority is the paramount
chief or the Swazi nation King who holds all land in trust for his

people. 
Land is allocated to chiefs who in turn grant permission for
 
use of their land-to headmen (family homesteads). This power base

extends further down the family structure making man the paramount

figure in Swazi society. For example, in distributing the family's

food, the head of the household (man) is served first, and is followed
by his mother, then the older boys, the other children and finally

the women and babies. Traditionally there has also been a division
 
of labor between men and women. 
 The men's function has generally been
to guard the cattle from predators and enemies. 
 At a very early age
young boys would leave their mother to become herdboys, progressing

to warriors to grown men who could then marry and establish their
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own households. All functions of cattle from ownership to management
 
were performed by men. All agricultural production activities,
 
ground preparation, seeding, harvesting and storaging were performed

by women. However, the chief decided when planting and harvestings

should take place and at what times cattle should be rotated.
 

Another aspect of the traditional environment was the
 
existence and inheritance of medicine men. There are several types

of traditional practitioners including herbalists and diviners ranging

from the lowest grade of practitioner who collects medicine recipes

to the Inyanga who is ancestrally qualified as a herbal practitioner,
 
to the powerful and respected diviners who hold seances to discover
 
evildoers. These traditional practitioners received payment according
 
to the nature and success of the treatment and the status of the
 
patient. arere 
are no studies on health attitudes to determine the
 
Swazi people preferences regarding the use of traditional (practitioners)
 
or modern health facilities in the rural areas. However, an effort
 
will be made to assess such attitudes by the health personnel to be
 
trained under this project.
 

3. Health Environment
 

As pointed out in Section II B (Health Status) of this
 
paper the Swazi people suffer from illnesses which are caused by
 
poverty, lack of nutritious foods, ignorance of good dietary practices,
 
poor sanitation, contaminated water supplies and uncontrolled communicable
 
diseases. A low level of education and sociocultural taboos are also
 
significant determinants of health conditions. 
 Eggs are taboo for
 
women who are not generally allowed to drink milk until after the birth
 
of the first child. Food distribution is performed on the basis of
 
traditional and established priorities.
 

The distribution of heilth services is highly skewed
 
with hospitals, doctors and nurse concentrated in the urban areas.
 
The population residing in the urban areas receives most of the
 
available health services both preventive and curative. While there
 
are about 60 clinics in Swaziland and the coverage of health services
 
may appear extensive, it is nonetheless qualitatively inadequate.

This is due basically to the lack of trained health personnel which
 
not only constrains the improvement in the delivery of health services
 
but adversely affects the coordination and management of health services.
 
Employment is characterized by a shortage of adequate trained Swazis
 
thus necessitating the recruitment and extensive use of foreign

paramedicals which makes the nation highly dependent on expatriate
 
personnel.
 

While responsibility for the organization and planning

of health services rests with the Ministry of health, health services
 
are also rendered by religious missions and the private sector.
 
The coordination between the government, missions and private industry
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has been minimal. 
This tripartite situation, particularly in
personnel training, has inhibited the achievement of a closely
coordinated and planned health services sector.
 

4. Social Impact of Project
 

The proposed project will have an 
impact o i both the
traditional and modern Swazi environments. 

cut Its positive effects will
across the economic, social and political customs of the nation
 

In its previous consideration of proposed manpower
recommendations, the GOS (MOH) was 
faced with various issues i.e.
how to adapt training programs to meet the 
local requirements for
health services, how to prepare health professional personnel to
broaden the delivery of health care services,'especially to 
the rural
areas, and how to assign responsibilities and to which categories of
health workers to 
broaden the provision of heal~h services. 
 Furthermore,
there was a particular and significant interest in developing a
greater degree of Swazi national participation especially in the
provision and improvement of social services in the rural areas.
This project, as 
designed, has been prepared to provide a substantive
solution to the above issues and to help the GOS nationalize health
services, strengthen its coordination and planning facilities, improve
management and broaden its coverage of health sArvices in the rural
 
sector.
 

The social implications of the project 
are apparent
from the general results expected at 
the end of the project. Generally,

the project will:
 

(a) 
 provide a Swazi cadre of adequate and
 
qualitatively trained health personnel;
 

(b) develop the necessary health planning and
 
administrative Swazi personnel, an
 
important prerequisite for the effective
 
participation in, and control of, the
 
health sector by Swazis;
 

(c) 
 help reduce foreign control and the
 
dependence on expatriate personnel

consistent with the ten-year plan which
 
provides for the 
localization of technical

and professional health personnel depending
 
on the rate at which Swazis can be adequately

trained to 
replace expatriates;
 



- 87 ­

(d) give priority to the development of
preventive health care services the benefits
of which will be much more widely spread
among the rural population as 
a whole;
 

(e) extend the provision of most health
services through such other types of health
personnel as 
doctors since it is 
expected
that the doctor/population ratio is expected
to fall slightly (from 1:8,200 to 
1:10,000

by 1980).
 

(f) 
 reduce the need for non-medical
 
practitioners (medicine men) through the
extension of health services and health
education to 
the outlying rural areas;
 

(g) provide an outreach extension program to
the Swazis who live in widely dispersed

individual family homesteads;
 

(h) 	 provide a.better organized system of
servicing the rural areas 
through the
establishment of Rural Health Services
 
Administrators.
 

(i) 	 assist in the development of a statistical
compilation and analysis capability toenable more effective planning in the health
 
sector;
 

(j) improve and modernize general hospital
 

administration practices.
 

5. Beneficiaries
 

The Swazi population, especially the rural portion who

are presently either underserved by the Swazi health delivery services
or not receiving services at 
all, will be the ultimate beneficiaries.
 

Women 	and children in the rural
groups of this project. 	 areas are major target

grossly underserved. 

As has been pointed out, they currently are
Therefore, a primary aim of the project is to increase
the availability of ante-natal, post-natal, family planning and immunization
services. 
 At the 
same time, health workers will be trained to alert and
educate the target population groups regarding the importance of preventive
health care.
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Although there is some traditional resistence to
 
family planning, particularly among men who desire children for reasons
 
of wealth and prestige and who fear "promiscuity" among their wives,
 
the king has recently come out strongly in favour of the use of modern
 
birth control methods as a means of child spacing. Traditional methods
 
of birth control have been used (primarily abstention during lactation),
 
but there is good reason to believe that, once educated to the availability
 
and advantage of modern techniques, the Swazi women will be very receptive
 
(as they have already been, primarily in the urban areas, where family
 
plannfng practices have been more available).
 

Family planning for which training will be provided
 
under this project is important to the health and development of the
 
Swazi nation. First, it contributes to the independence and well-being
 
of the women. And secondly, it is a crucial element of family health.
 
The health services presently see a significant amount of malnutrition
 
in young children, resulting from poor weaning practices and ignorance
 
among grandmothers who are given responsibility for the care of these
 
children.
 

Since the project will provide for the training of
 
nurses and non-physician personnel to extend both curative and preventive
 
health services to the rural sections of Swaziland, it should result
 
in a more adequate treatment of preventive illnesses and a reduction
 
of the pressures on curative services throughout the country. These project
 
benefits should begin to be observed within three years following the
 
deployment of the preventive health care oriented personnel to posts
 
in the rural areas of the country-side.
 

6. Participation and Group Effect
 

The rural people have not participated directly in the
 
formulation of the project, but they already accept and use the services
 
which nurses in rural clinics offer now. Undoubtedly they will accept
 
and continue to use such health services particularly since more adequately
 
trained and qualified nurses will be available to provide such services
 
which will include diagnosis and treatment.
 

There seem to be no groups which will resist or be
 
harmed by the project. Traditional practitioners do not seem to be
 
a very powerful force in Swaziland, supposedly due in part to the long
 
history of missionary health activities and of government health services
 
in the country. Religious missions do not appear to pose any difficulties
 
since they have expressed interest and cooperation in carrying out this
 
project.
 

The only group in Swaziland which could conceivably
 
take over certain project outputs (trained RNs) divert them from the
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intended beneficiaries and turn them to their own use is the small
 group of physicians in privaLa practice. 
However, the number of
private practice physicians is relatively small, and legislation
could control their use of MOH trained personnel if this were found
to be necessary. There is no indication that this problem will
arise, although it might if private physicians felt that they could
somehow increase their profits by using the personnel trained by the
 
project.
 

7. Role of Women
 

As a result of industrialization and modernization
 women have entered every sector of public life in Swaziland and
have made themselves indispensable to the general development of
the country. 
They constitute the predominant work force in education
 
and health.
 

Education and Christianity have also contributed
considerably in changing attitudes among and toward women. 
There

is a greater expression of freedom by women 
than even before as
exemplified by their growing demand for higher education and
opportunities to enter the professions. 
 There is also a new defiance
of traditional social forms and taboos. 
 Their attitudes toward
birth control and family planning indicate a greater progressive

attitude and sense of responsibility which is a departure from
tradition. Furthermore, women are becoming the best agents

social change due to 

for
 
their receptivity of new ideas and the


realization that development will add to 
the total sum of their
 
freedoms.
 

The project will contribute significantly to the
expanding role of women in the development of Swazi society.

Primarily women will be trained in the Institute as 
nurses. They
will play an important and prestigious role in the coummunity. They will
be the primary providers of modern health care 
and, as such, will be
regarded as a major force in development, particularly in the rural
 
areas.
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D. Economic Analysis
 

1. Introduction
 

Due to the difficulty in quantifying the national
 
economic benefits attributed to better health care, standard benefit­
cost analysis is not a practical approach to determining the economic
 
justification for this project. Nevertheless, many of the developmental
 
advantages of improved health services are well knownand can be expressed'
 
in qualitative terms. In the sections that follow, these benefits will
 
be described and the project will be assessed in view of its cost
 
effectiveness. The analysis closes with a summary conclusion regarding
 
the economic soundness of the project.
 

2. Benefits
 

(a) Improved Health
 

-The most obvious benefit of the expanded rural
 
health services resulting from this project will be the improved
 
health and well-being of the people it serves. The increased satisfaction
 
of being healthier can in turn, produce other-benefits, most notably,
 
increased productivity.
 

(b) Increased Productivity
 

It is often readily assumed that an improvement in
 
the population's health status results in increased productivity.

However, the strength of the causal links between improved health and
 
increased output is not well established. That is, if healthier,
 
more efficient workers continue to devote the same amount of time to
 
productive labor, total output in the economy will increase. 
On the
 
other hand, it has been demonstrated that improved work potential
 
may be translated into leisure if workers choose to produce the 
same
 
output in less time. Alternatively, increased under-employment may
 
result if more people desire work but cannot obtain it.
 

In Swaziland, improved health in the rual areas
 
is expected to have a long run positive impact on productivity.
 
Tht, reasoning is as follows:
 

As noted in Section II A, 80 to 85 percent of
 
Swaziland's population reside in the rural areas, with 70 percent
 
deriving their living from the Swazi nation land. 
 At present, the
 
latter accounts for only about 40 percent of total agricultural
 
output with most of this consisting of subsistence crop production.
 
The other 60 percent consists mainly of cash crops produced on largely
 
foreign-owned freehold farms.
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Should the current pattern of farm labor demand
 
continue to be such that there are only a few months out of the year
 
when labor is scarce, there might well be little noticeable impact
 
on productivity resulting from improved health. However, recognizing
 
the Government's efforts to repurchase the'freehold land for the use
 
of its own people, the future availability of this land should serve
 
as an important economic incentive for the Swazi.s themselves to increase
 
agricultural output. This conclusion holds true assuming they continue
 
to allocate a significant portion of this land to cash crops and there
 
is no loss in overall productivity due to the dissolution of ownership.
 
Of course, one may choose to argue that even if the increased production
 
of agricultural crops by healthier Swazi farmers is relatively less than
 
their non-African predecessors, the social and even economic benefits
 
in Swazi terms are still positive. How this last argument is interpreted
 
ultimately depends upon one's own value judgements.
 

Another development likely to stimulate agricultural
 
productivity is the trend toward the production of livestock for the
 
market as opposed to holding it as symbols of wealth and prestige.
 
Thus, coupled with the long term economic prospects offered by both the
 
crop and livestock sectors, it is felt that the improved health status
 
of the Swazis will more likely than not have a positive impact on
 
output. 0
 

Still other reasons why improved health services
 
will promote increased productivity are summarized below:
 

- With 18 percent of the male labor force 
employed in South Africa, this leaves a higher proportion of women 
and children to work on the farms. As women and children are generally 
in greater need of and are more responsive to health care, their improved
 
health status will likely translate into greater agricultural productivity.
 

- In addition to the fact that sick farmers cannot 

perform to their normal ability, agricultural productivity also suffers 
because of the lack of responsiveness to improvements in work methods, 
non-formal education, innovation, and risk taking. 

- In both the agricultural and industrial sectors
 
better health services eliminate deaths of productive members of the
 
population and reduce absenteeism.
 

(c) Reduced Fertility
 

As typical of most developing countries, Swaziland's
 
3 percent population growth rate continues to exert pressure on the
 
limited land base and the latter's capability to supply the nation with
 
its food needs. As regards this problem and this project, the question
 
arises as to whether better health care reduces fertility or only
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increases survival. In the short run, the latter is generally the
 
case, but, in the longer run, a reasonable presumption can be made
 
that better health, particularly by reducing infant and child
 
mortality, will beneficially affect attitudes leading to lower
 
fertility. This presumption is based on: ii) an increasing accumulation
 
of evidence which suggests that in developing societies, attitudes
 
about family size relate directly to expectations of child survival,
 
and ii) the growing trend towards urbanization and the expectations
 
of urban life to *provide improved economic and social conditions for
 
dependents.
 

(d) Improved Motivation and Activities
 

It may be argued that basic attitudinal changes

leading to increased output can occur as health services are improved.

For example, as the Swazis feel there is greater control of their
 
enviroaiment through control over disease, it may become easier to
 
motivate an increased work effort from them. 
Also, direct involvement
 
by the GOS may yield increased stability in the rural sector.
 

(e) Employment
 

The project is expected to provide either new
 
or higher salaried positions for 100 Swazis over the next 7 years.

Construction will provide employment to an additional 40 Swazis for
 
about two years.
 

(f) Distribution of Benefits
 

The immediate beneficiaries of the project will
 
be those health worker trainees being employed or upgraded. The ultimate
 
beneficiaries will be Swaziland's low income rural people who comprise

80 to 85 percent of the population and who have not significantly
 
benefitted from the Government's health service to date.
 

(g) Awareness of GOS Concern
 

Through perhaps more a political than economic
 
benefit, the popular sense among rural people that the GOS is directly
 
concerned about their welfare is still worthy of note.
 

3. Cost Effectiveness
 

By employing the "physician extender" approach whereby

Nurse Practitioners are trained to treat the majority of health
 
problems presented at outpatient facilities, the GOS feels it can
 
maximize its return on investment in health worker personnel. The
 
Nurse Practitioner will be able to relieve the doctor of many of the
 
routine duties and treatment that he/she is currently tasked with.
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Similarly, the auxiliary nurses will relieve the
 
Nurse Practitioner, and the rural health visitors will perform simple
 
preventative services at the village level that would otherwise not
 
be provided or would require treatment at the nearest clinic.
 
Furthermore, to the extent that preventative efforts are effective,
 
more hospital beds and health workers' time will be available to 
accommodate more serious cases and thus further enhance cost
 
effectiveness. All these factors c6nsidered, the GOS, AID and other
 
donor agencies agree that this project employs the most effective means
 
toward achieving the GOS goal to expand health services to rural areas.
 

4. Summary Conclusion
 

Based on the above analysis, it is felt that the
 
project is economically sound in terms of the benefits it will produce
 
and the cost effectiveness of the strategy employed.
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IV IMPLEMENTATION PLANNING
 

A. Administrative Arrangements
 

1. GOS
 

(a) Ministry of Finance
 

The Grant Agreement will be signed by the
Ministry of Finance after clearance with the Ministry of Health and

Ministry of Public Works. 
The Ministry of Finance will also be

responsible for the timely budgeting and allocation of funds to
finance the GOS contribution to the project. 
A confirmation of this
effort was demonstrated by the interrelated agencies meeting held on

October 29, 1976, as outlined in Annex X, with respect to 
the capital
requirements for construction. 
The Ministry of Finance indicated that
similar steps would be taken to assure the necessary and timely GOS
financing for the other components of the project. 
 The Ministry of

Finance will also handle the requests for and the receipt of
 
reimbursements under the Grant.
 

(b) Ministry of Health
 

The Ministry of Health will be responsible for
organizing, coordinating and carrying out the various project
activities. 
 The MOH organization (See Organization Chart) falls into

six major categories: The Office of the Permanent Secretary; the

Directorate of Medical Services; Administration and Personnel

(Principal); and branches 
or Curative, Preventive, and Nursing Services.
 

The administrative function, including the
Office of Hospital Secretary (Administrator), falls under the
jurisdiction of the Permanent Secretary and the medical service

branches 
come under the Director of Medical Services.
 

The three medical service branches (Curative,
Preventive and Nursing Services) 
are administered respectively by
the Director, the Senior Medical Officer and the Chief Nursing

Officer. 
These three officers formulate the nucleus that will provide
guidance, coordination and backstopping to 
the Curriculum, Teaching

and Training aspects of the project. The Hospital and Rural Health
Services Administration project components will be supported by

the Medical Officers in charge of the respective hospitals (Mbabane,

Hlatikulu, Mankayane, Pigg's Peak), 
the Director of Medical Services
 
and the Hospital Secretary (Administrator).
 

Nurse, Swazi tutor and administration training
activities will be administered largely by the Chief Nursing Officer
with the assistance of the Senior Medical Officer. 
The Health
 
Inspector program will also be handled by the Senior Medical Officer.
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Planning and statistics will be guided and
'backstopped by the Senior Medical Officer in coordination with the
Director of Medical Services. These activities will also be closely
coordinated with the GOS Central Statistics Branch and the Ministry

of Finance and Planning.
 

Based on the project design and the provision
of TA administrative support, the MOH feels that the administrative
nucleus has the capability to provide the necessary services required
for the project. 
 However, the MOH is taking addlitional steps to
strengthen its administrative structure as well as 
the services

required to implement the project.
 

At present the Director of Medical Services
serves 
as the Principal Administrator of MOH and is also in charge
of the Curative Services Branch. 
An effort is underway to create a
Deputy position under the Director of Medical Services to administer
the Curative Services Branch. 
This would parallel the present
position held by the Senior Medical Officer in charge of Preventive
Services. 
 The MOH is also in the process of requesting external
assistance for the provision of a Health Administration Liaison
Officer who would help to coordinate project activities with the
Permanent Secretary, the Director of Medical Services, the Senior
Medical Officer and the Chief Nursing Officer (Matron).
 

OSARAC has been tentatively approached on the
possibility of AID providing the services of such a TA. 
Internal
discussions within OSARAC indicated that the proposed TA services
would definitely help to strengthen the MOH administration of the
project. 
However, in view of the built-in project integrated
implementation arrangements, as 
outlined further on in this paper,
it was felt that consideration of additional TA assistance could be
dealt with separately at 
a later date without jeopardizing the
successful implementation of this project.
 

(c) Ministry of Public Works
 

As indicated in Annex IV and Annex X, the MOW
will be in charge of construction. 
This is a well organized and
technically competent entity. 
It has the necessary and experienced
personnel to carry out the construction of the institute and the
three staff houses in accordance with agreed upon standards and
 
specifications.
 

2. AID
 

OSARAC will appoint the appropriate technical
staff to monitor and manage the project. Furthermore, arrangements
are under way for the assignment of a Health Officer as 
part of
OSARAC's permanent staff. 
 However, until such arrangements are
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crystalized, the present staff will maintain communications with the
MOH on project matters; note and take action to assure that the
Ministry of Health, Ministry of Finance and Ministry of Public Works
are performing their agreed to services as 
defined in the project
paper and Grant agreement; keep a close watch on project
implementation performance and recommend corrective action when
warranted or in the 
case of slippage.
 

REDSO will provide construction monitoring and
other project implementation services as may be requested by OSARAC
such as legal services for the final preparation of the Grant
 
agreement.
 

Upon signature of the Grant agreement, steps
will be taken to initiate construction contract documents and
services. 
These will require approval by REDSO/EA. Necessary
project implementation documents will be prepared and issued by

OSARAC.
 

As indicated in the Financial analysis section
(p.76) disbursements for technical assistants, participants, and
commodities will be made in accordance with established AID procedures.
It is proposed that the institutional 
contract for technical and
other services provide that payment claims by the contractor be
submitted to the OSARAC controller for direct pagment.
 

Funds for the construction of the institute will
be disbursed on a fixed amount reimbursement basis with provision for
advances, as requested by the GOS.
 

3. CONTRACTORS
 

(a) Contractual Arrangements
 

AID/W in coordination with OSARAC will contract
with a United States institution to provide the Grant funded technical
assistance personnel required as 
shown in table 9 (p.51). The AID TA
technicians in administration and statistics will be included within
the institutional contract if such expertise is available within the
contract institution. 
Otherwise, they will be contracted separately
by AID/W (See Annex V -
A through V-G for job descriptions).
 

Consideration was given to the possibility of a
host-country contract in accordance wiLh AIDTO Circular A-564.
However, since this involves a University contract, it 
was not
considered appropriate due to the possible exclusion of qualified
State Universities where the laws of their respective states preclude
the authority of state universities to enter into contracts with
foreign governments.
 

Furthermore, in the opinion of OSARAC, the MOH
is not administratively prepared nor does it have the necessary
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experience co deal with the contractual requirements of the technical
 
assistance component of the project. It would impose a serious burden
 
on the MOH which could jeopardize the timely implementation of the
 
project and possibly the GOS compliance with terms and conditions of
 
the Grant agreement.
 

Thus, it is strongly recommended that AID handle
 
the contractual arrangements for the TA component of the project.
 

Construction will be contracted by the Ministry

of Public Works with local firms which qualify under AID criteria and
 
will be subject to AID approval prior to any disbursement for the
 
construction component of the project. 
 There will be two separate

construction contracts, one for the institute facilities which will
 
take about two years to construct and one for the three staff houses
 
which will take about six months to build. It is essential that the
 
houses for TA personnel be completed as early as possible. This can
 
be more easily handled by a Contractor utilizing the MOW standard
 
housing design.
 

(b) Implementation Arrangements
 

The technical assistance staff specialities and

expertise were selected for those particular fields where constraints
 
for the development of trained health personnel and of an administratively
 
coordinated and extended Swazi Public Health Service were most acute.
 

Implementation arrangements for the project were
 
also designed to utilize this expertise to help overccme MOH
 
administrative constraints and to supplement technical staff shortages,
 
to assure adequate project implementation performance.
 

The-curriculum, teaching and training program will

be implemented by technical assistance personnel in accordance with
 
specified terms of reference. The institutional personnel will provide

the professional expertise to develop a curriculum; formulate and help
 
implement a health personnel teaching program; develop continuing
 
programs for education of health professionals, team learning

opportunities, incountry faculty training, regional health conferences
 
and research; establish adequate evaluation procedures for the overall
 
teaching and incountry training programs; be responsible for the
 
accreditation of incountry training and for the placement of selected
 
nurses within the contract institution to undertake the additional
 
academic training required for their Bachelor of Science Degree in
 
Nursing Education. The implementation of this phase will be supported

by other donors who will provide TA expertise in health inspection,
 
Psych/Mental Health, Public Health/Midwifery Education, as well as
 
participant training.
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The planning/administration phase of the project
 
will also be implemented by technical assistance personnel. These
 
personnel will be responsible for developing regional hospital and
 
rural health services, institutional and administrative systems and
 
provide guidance and on the job training for their respective
 
counterparts. Public Health Planning activities will be implemented
 
by the TA Health Planner already provided by the U.K. He will
 
receive support through the professional functions to be performed
 
by the U.S. TA Health Statistician. These two TA positions in
 
planning and statistics will eventually be filled on a permanent basis
 
by two Swazi Counterparts who will be trained in the U.S. for this
 
purpose.
 

The third country training program for Swazi
 
Hospital Administrators and Rural Health Services Administrators will
 
be implemented by the Institute of Development Management in Gaborone,
 
Botswana. Guidance and support will be provided by the U.S. TA
 
Hospital Administrator and Rural Health Services Administrator. It
 
should be noted that the proposed third country training program
 
complies with AID Handbook 10, Chapter 7. Training will take place in
 
a neighbouring country (Botswana); cost is a prime factor since it
 
would be far more expensive to train the proposed 8 participants in
 
the U.S. and an adequate institution and facilities are available in
 
Botwana.
 

The construction phase will be implemented by
 
the Ministry of Works. Final selection of contractors will be subject
 
to AID approval. MOW will provide construction supervision and REDSO
 
Engineering will inspect the construction phase periodically.
 

4. PROCUREMENT
 

(a) U.S. Financed Commodities
 

Commodity procurement from the U.S., basically
 
medical aids (See Annex IV A) will be handled by OSARAC for the most
 
part. There may be some items that may be purchased locally. However,
 
a waiver for such small purchases will not be required. If the need
 
arises for the local purchase of commodities to be financed by AID,
 
procurement may be carried out under the off-shelf rules or the
 
Director of OSARAC will utilize his waiver authority (up to 925,000)
 
in accordance with Handbook 15, Chapter 2.
 

(b) Construction Materials and Labor
 

The cost of construction materials is estimated
 
at 0650,000, i.e. about 50% of the total cost of construction.
 
Although it is not expected that all materials will be procured from
 
South Africa, a waiver is requested for the full estimated cost.
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Materials such as cement, steel sheets, roofing,
 
window frames, plumbing fixtures, etc. are normally imported from
 
South Africa or the United Kingdom. For the most part, these are
 
manufactured to standards (size, threads, units of measures, etc.)
 
different from and incompatible with U.S. specifications. Similarly,
 
electrical materials and supplies are 220 volt, 50 cycle, contrary to
 
standard U.S. specifications. It is essential that facilities be
 
constructed using fixtures and materials for which replacement parts
 
and service facilities are readily available in Swaziland.
 

It would not be practical to purchase U.S. items
 
in the quantities needed when private dealers in Swaziland are equipped
 
only to service and repair equipment made in South Africa and U.K.
 
Moreover, considering shipping costs and the quantities involved, U.S.
 
delivered prices would substantially exceed prices for comparable items
 
procured in South Africa. The long lead time required to procure from
 
U.S. could also delay project implementation if construction of the
 
institute and housing for AID-financed technicians was delayed. The
 
severe shortage of housing in Swaziland makes it imperative that
 
construction begin at the earliest possible date. Thus, a request is
 
herein made for the approval of a procurement source and origin waiver
 
from AID Geographic Code 000 (U.S. only) to Code 935 for procurement
 
of construction materials.
 

The Contractors that will construct the institute
 
and TA houses, may require technical and supervisory services of TCN's
 
to handle electrical, plumbing, and other design and installation
 
since local expertise may not be available. As the total cost of
 
construction will be only about 91.2 million, U.S. firms and personnel
 
will not likely be interested in this work. Thus, as has been the
 
custom of OSARAC in previous project papers that included construction
 
as a component of the project, a request is also made herein for
 
approval to deviate from the policy expressed in AID Handbook 11,
 
Chapter 2, which limits employment of third country nationals for
 
AID-financed construction work to 20 percent of the non-local force.
 

(c) Vehicles
 

Three vehicles that will cost the equivalent of
 
approximately U.S.o930,000 will also be AID financed. Approval will
 
be required for a waiver of the requirements (U.S. only) of the FAA
 
Section 636 (i) to allow the purchase of two project vehicles and
 
a project bus manufactured in AID Geographic Code 935 countries.
 

The need for this waiver is based on: a) the
 
lack of spare parts in Swaziland for U.S. man-ifactured vehicles with
 
resultant long down-times as parts are obtaiL..d; b) the lack of
 
mechanics with an understanding or experience in maintaining U.S.
 
manufactured vehicles which result in improper and inadequate repair;
 
and c) the safety hazard to U.S. staff presented by left-hand drive
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vehicles on narrow, twisting mountain roads and as 
other vehicles are
 
met or passed.
 

Virtually the only vehicles of U.S. manufacture
in Swaziland are those which AID has provided under other projects.

While these vehicles have provided good service there have been
 
problems in securing spare parts which are becoming more serious as
the vehicles grow older and require more frequent and extensive
 
repairs.
 

The problem of spare parts is compounded by the
lack of mechanics who understand the componentry of U.S. vehicles.
 
Consequently, even %hen spare parts 
are available, they are often

improperly utilized resulting in a prompt need for additional repairs
and additional down-time. 
 For the AID-financed staff these vehicle

breakdowns seriously hinder the performance of duties. The lack of
service and spare parts for U.S. manufactured vehicles also present

a risk to the health and lives of the persons required to operate the
 
vehicles.
 

Additionally, the left-hand drive of U.S. vehicles
is 
a genuine hazard accentuated by the large and clumsy configuration

of these vehicles designed for wide and well-maintained roads. In
Swaziland the long rainy season with frequext heavy fogs 
on mountain
 
roads with sharp curves and steep grades demands visability not
possible with a left-hand drive vehicle. 
Passing other vehicles is
 
particularly hazardous.
 

Vehicles manufactured in the Republic of
South Africa are an appropriate substitute for U.S. 
vehicles. These

vehicles are produced by U.S. subsidiaries (Chevrolet, Ford and
 
International Harvestor), 
spare parts are readily available and local
mechanics are familiar with the vehicles and able 
to properly carry
 
out repairs.
 

Therefore a waiver permitcing the procurement of
the indicated small number of vehicles from a Code 935 country is
 
considered justified and necessary.
 

5. OTHER PROJECT IMPLEMENTATION APPROVALS
 

(5 YEAR PROJECT LIMITATION)
 

AIDTO Circular A-466 dated June 27, 
1975 prescribes
a maximum period of five years for the life of 
a project from date of

signature of the Project Agreement to the date of which all goods and/or
services have been delivered or performed. However, the circular
 
provides that "in exceptional cases 
it may not be possible to design a
project that can be completed within five years" and, rather than

arbitrarily compress the project, 
a justification should be prepared
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explaining the reasons for and necessity of a more lengthy commitment.
 

The primary reason for exceeding the AIDTO
 
Circular A-466 guidelines by approximately 18 months is to provide
 
sufficient time (2 years) to initiate, contruct and complete the
 
physical facilities before the training of health personnel can begin.
 
However, as mentioned previously (p.68), total disbursement will occur
 
within the prescribed AID limitation (36 mos.) for a capital project.
 
Another reason is to provide adequate overlap between the technical
 
assistance and the participant training components of the project.
 
Three academic participants who will be trained to become permanent
 
tutors at the institute of Health Sciences will not'return until the
 
middle of 1983, the last year of the project. To enable an overlap
 
with AID-financed staff it will be necessary for the staff to continue
 
and remain until July/August of 1983.
 

Since different activities in the life of the
 
project cycle take place at different times of the year it is believed.
 
essential that an overlap take place to ensure that the maximum amount
 
of training takes place. A shorter period would mean that some
 
activities would not be performed while both the outgoing expert and
 
the incoming replacement were on-board with a consequent gap in the
 
counterparts' experience.' This also applies to other donor TA
 
Assistance which extends beyond 1983. In addition, the proposed
 
project length is designed to allow for the long lead time needed
 
for contracting with and posting TA p.rsonnel.
 

In view of the above, OSARAC believes that a
 
deviation from the policy expressed in AIDTO Circular A-466 of
 
June 27, 1975, which prescribes a maximum period of five years for
 
the life of the project is justified.
 

B. Evaluation Plan
 

The evaluation plan designed for this project
 
is divided into three major segments, i.e. (1) the continued evaluation
 
process which has been incorporated as an integral part of the project;
 
(2) annual project appraisal reports (PARs); and (3) independent
 
external evaluations.
 

1. EVALUATION PROCEDURES INCORPOkATED WITHIN PROJECT
 

(a) Baseline Data
 

To establish the necessary guidelines for the
 
development of an adequate curriculum and teaching program to meet
 
local conditions and requirements, all TA personnel will initially be
 
required to gather and assemble quantitative and qualitative data
 

within their respective disciplines. This information related to
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health problems, practices, training and teaching methodology,

administration practices and the logistics of rural services will
 
serve as baseline data for the development and implementation of the
 
various project elements, as well as 
for future comparison (evaluation)

to determine project progress and/or project design adjustments. A

major supportive element in this basic endeavor will be provided by

the TA Health Statistician who will help to collect and analyze the
 
baseline data required.
 

(b) Continuous Project Evaluation Process
 

The curriculum and teaching program will be
reviewed and evaluated annually by each TA in accordance with the TA's
 
respective discipline. This will serve as the basis for the
 
preparation of an integrated and total project review and evaluation
 
report by the curriculum team (TA and Swazi faculty) working in

conjunction with Curriculum Design Specialist. 
The report will include
 
recommendations for remedial action to meet student and faculty

requirements or project design adjustments that may be required to meet

the predetermined objectives of the project as well 
as timely project

implementation. 
It will be the responsibility of the contracted
 
institution to submit the annual project review and evaluation report

with proposed recommendations to the MOH.
 

The MOH will review and appraise the above annual
review and evaluation report and will give due consideration to the

implementation of the report's recommendations. In addition, the MOH

will prepare its own independent project review and evaluation report

with whatever recommendations it may deem necessary and submit such
 
report annually to OSARAC for its consideration, review and comments.
 

Each annual review and evaluation report to be
prepared by individual TA's, 
the contracted institution and MOH will
 
cover all the basic elements of the project as outlined in the project

description in this paper as 
well as in the annex of the Grant
 
Agreement. The individual TA's will also evaluate the training and
 
on-the-job experience of their Swazi counterparts to determine the
 
adequacy of their perf6rmance and capability 
to assume their designated

responsibilities in academic training or 
administration. 
On the basis
 
of such evaluation, and if necessary, the TA's will recommend or

provide the remedial action required to improve the performance or
 
strengthen the capability of their Swazi counterparts. The U.S.
 
advance placement evaluator will evaluate the in-country training,

curriculum design and teaching experience of RN's 
to ascertain that the
 
quality of such training and experience meets the criteria and credit
 
requirements of a U.S. 
training institution towards a B.Sc degree in
 
nursing education.
 

2. PROJECT APPRAISAL REPORTS
 

OSARAC will submit annual project appraisal
reports in accordance with AID regulations. (See Implementation Plan).
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The preparation and submittance of the PARs to AID/W have been timed
 

to immediately follow OSARAC's review and appraisal of the MOH's
 
annual project review and evaluation report. REDSO will provide
 
assistance in the preparation of that section of PAR that will deal
 
with engineering and construction. REDSO/Engineering will also prepare
 
construction completion reports after the completion of the IHS and the
 
three staff houses.
 

3. INDEPENDENT EXTERNAL EVALUATION
 

Two independent external evaluations have been
 
scheduled during the life of the project. The first will take place
 
in July/August of 1979. This coincides with the completion of the
 

IHS physical facilities and after two years of U.S. TA personnel on
 
board and prior to the initiation of classes in August of 1979. This
 
is considered a critical point at which time some consideration-may
 
be given to project design adjustments or future project requirements
 

for adequate and timely implementation. To undertake this evaluation,
 
it is proposed that AID/W provide the same type of expertise that was
 
provided for the design of this project. The second and final
 
independent external evaluation will occur at the end'of the project
 
which is presently estimated to occur in July/August 1983. 'Fhe final
 

evaluation will provide an objective assessment of the project's
 

accomplishments.
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C. IMPLEMENTATION PLAN
 

1. 'Implementation Schedule
 

The implementation schedule of the project as designed is as
 
follows:
 

,Date Action 	 Agency
 

FY 1977
 

November 	 PP. submitted to AID/W OSARAC/REDSO
 

December 	 PP approved (authorization) AID/W
 

January 	 Grant Agreement signed and PIO's issued. GOS/OSARAC
 
Reference to issuance of PIO's throughout
 
schedule indicates issuance of adequate
 
implementation documents as appropriate
 
§uch as Implementation Procurement
 
Advice (PIPA).
 

. .Arrangements for institutional contract
 
started by AID/W AID/W
 

Preparation of A&E design, plans and
 
specifications, bid documents and time GOS/MOW
 
scheduled for carrying out construction
 
begins.
 

February 	 IFB for housing construction issued OSARAC/REDSO/GOS
 

March 	 CPs to first disbursement prior to. GOS/OSARAC/REDSO
 
construction of housing under Grant
 
Agreement fulfilled.
 

Construction of three staff houses starts
 
according to MOW already established
 
schedule. GOS/MOW/REDS0
 

May 	 Institutional contract for TA's signed AID/W/OSARAC
 

June 	 Six U.S. TA's arrive to start project AID/OSARAC/GOS
 
implementation
 

(1) FNP Nursing Educator - 4 P/Y
 
(2) MCH/FP 	Nursing Educator - 3 P/MO
 
(3) Curriculum Design Consultant - 4 P/MO
 
(4) Health 	Statistician - 4 P/Y
 
(5) Hospital Administrator - 3 P/Y
 
(6) Rural Health Service Admin. - 4 P/Y
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Date Action Agency 

GOS provides: Temporary housing for the U.S. 

health statistician, and the MCH/FP and FNP 

educators in Mbabane (until the three staff 
GOS/OSARAC 

houses are completed); and permanent 

housing 'for the U.S. hospital and rural 

health services (RHS) administrators in 

Hlatikulu. 

Two support vehicles for technicians purchased 
OSARAC/GOS
 

OSARAC/GOS/PROJ. 1/
 
Four Swazi RNs commence one year of local 
August 

preparatory training for Nursing Education
 

Participant training
 

U.S. MCH/P Nursing Educator completes
 
OSARAC/GOS/PROJ.


initial three-month consultancy. 


OSARAC/REDSO/GOS

IFB for construction of institute issued 


COS/OSARAC/REDSO

CPs to additional disbursement fulfilled 


OSARAC/GOS/PROJ.

U.S. curriculum design specialist completes
September 

initial four-month consultancy 

0
 

Three staff houses completed 
in Mbabane and
 

two immediately occupied by the 
health
 

(The

statistician and the FNP educator. 


OSARAC/REDSO/GOS

MCH/FP educator will occupy the 

third house 


upon arrival on f-l-time basis 
in
 

June 1979).
 

Construction of institute starts 
per MOW
 

scheduleOSARAC/REDSO/GOS

schedule
 

FY 1978
 

PIO/Cs (for a small school bus and medical 
OSARAC/GOS
 

October 

equipment and supplies) and new 

PIO/Ps signed;
 

continuing technicians' and participants'
 

P1Os reissued.
 

IDM curriculum design specialist 
begins
 

development of curriculum for Hospital
 OSARAC/IDM

Administration trainees. 


Base line data survey conducted by 
project


January 

personnel (TA and Swazi)
 

1/ Project Personnel
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Date 
 Action
 

January 
 U.K. Health center completed 	 GOS/U.K.
 

GOS creates and fills four positions for
 
Rural Health 	Services Administrators. GOS/OSARAC
 

Jan/Feb. 
 U.S. hospital admin. technician takes over
 
management of Hlatikulu, Mbabane, Pigg's

Peak and.Mankayane hospitals while four 
 PROJECT/GOS/OSARAC/IDM
 
Swazi counterparts attend three 8-week
 
training sessions spaced over the year
 
(1978).
 

First 8-week 	Third Country Training session
 
at Inst. of Development Mgmt. (IDM) in 
 OSARAC/GOS/IDM

Botswana begins for four hospital
 
adminstration trainees.
 

May 	 Project personnel prepare annual project 
 PROJECT
 
review and evaluation report for MOH.
 

June 	 MOH prepares Independent project review and GOS
 
evaluation report and submits to OSARAC
 

U.S. Curriculum Specialist and MCH/FP

Educator arrive for second consultancies. AID/W/OSARAC
 

U.K. Psych/Mental Health Nursing Educator
 
arrives to join curriculum team. 
 GOS/UK/0SARAC
 

June/July 
 Second, 8-week IDM training session for OSARAC/IDM

hospital admin. trainees.
 

July 
 U.S. School of Nursing Advance Placement PROJ/OSARAC/COS 
Evaluator arrives for one month evaluation
 
of below participant trainees before their
 
departure and for first evaluation of two
 
RNs continuing on the curriculum design
 
team.
 

Five U.S. and one U.K. participant trainees
 
depart for training. 
 OSARAC/r4S
 

First PAR conducted. 
 OSARAC
 

August 	 MCH/FP Educator completes second 
 PROJ/OSARAC
 
three-month consultancy
 

September 	 U.S. Curriculum Specialist completes second 
 PROJ/OSARAC
 
four-month consultancy.
 



Dat' 	 Action 


FY 1979
 

October 	 PIO/P (for health planner) signed; continuing 

technicians' PlOs reissued.
 

IDM curriculum specialist begins development

of curriculum for Rural Health Services
 
Administration trainees. 


December 	 Hospital Administration trainees complete 

third and final 8-week training session
 
in Botswana at IDM and return to jobs full
 
time.
 

Orders. placed-in U.S. medical equipment and
 
supplies. 


Jan/Feb. 	 First 8-week training session for-Rural 

Health Services administrators begins at IDM.
 

March/May 	 IHS furnishings listed in Annex_.V-B_bought 

and installed by GOS.
 

May 	 Project personnel prepare annual project 

review and evaluation report for MOH.
 

June 	 Construction of IHS completed. Project 

(construction) completion report prepared by
 
REDSO Engineering.
 

MOH prepares annual independent project review
 
and evaluation report and submits to OSARAC. 


U.S. Medical 	equipment and supplies (Annex
 
TV-A) arrive in Mbabane for inventoring and 

distributing throughout the IHS.
 

MCH/FP U.S. Nursing Educator arrives (this
 
time for four years) to help finalize 

preparations and curriculum for the IHS's
 
first year of instruction.
 

Swazi nurse tutor completes one year of FNP 

specialization and returns to help finalize
 
preparations and curriculum for IHS opening.
 

U.S. curriculum design specialist arrives for
 
third consultancy (two months). 


WHO Health Inspector Educator (already iri
 
country) begins preparations for first year 

of Health Inspection instruction with
 
assistance from U.S. Curriculum design
 
specialist.
 

Agency 

OSARAC/GOS
 

IDM/PROJ/OSARAC/GO:
 

GOS/OSARAC
 

OSARAC/AID/W
 

IDM/PROJ/OSARAC/GO
 

GOS
 

PROJECT
 

OSARAC/REDSO/GOS
 

GOS
 

OSARAC/GOS
 

PROJ/OSARAC/AID/W
 

PROJ/OSARAC/GOS
 

OSARAC/AID/W
 

PROJECT/GOS/WHO
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Date 
 Action
 

June/July 
 Second 8-week IDM training session for 

RHS- admin. trainees.
 

July 
 First year courses in Pre-Nursing, Nursing

and Health Inspection completely developed

and development of second and third year
 
courses in the later two curriculums well
 
under way.
 

First independent external evaluation
 
conducted. 


August 	 GOS provides staff for IHS which opens for
 
first year of instruction (August-April). 


FY 1980
 

October 	 PIO/Ps (for two prospective nurse tutors) 

signed; continuing technicians' and
 
participants' PIOs or amendments issued.
 

December 	 RHS-admin. trainees complete third and 

final 8-week training session in Botswana
 
at IDM and return to their jobs full time.
 

January 	 British Public Health/Midwifery Nursing 

Educator arrives to join IHS faculty.
 

Swazi nurse tutor departs for year of
 
specialization in Psych/Mental Health in
 
U.K. 


April 
 First year of instruction at IHS 


completed.
 

May 	 Project personnel prepare annual project 

review and evaluation report for MOH
 

June 	 Hospital Admin. technician departs 

Swaziland having completed three years of
 
working with and covering for counterparts.
 

Adequate hospital logistical-management
 
systems functioning under complete control 

of project trained Swazi hospital
 
administrators.
 

Health Statistician returns 
from two years

participant training in U.S. 


IDM/OSAIAC/GOS/PROJ
 

PROJECT
 

AID/W/OSARAC
 

GOS/OSARAC
 

OSARAC/GOS
 

IDM/GOS/OSARAC
 

PROJ/UK/GOS
 

PROJ/GOS/UK.
 

PROJECT
 

PROJECT
 

PROJ/OSARAC
 

GOS
 

GOS/OSARAC
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Date 
 Action 


June 
 Candidate for Masters in Health Planning 

completes undergraduate degree and departs
for two years participant training in U.S.
 

MOH prepares 	annual independent project
review and evaluation report and submits
to OSARAC. 

June/July 
 Curriculum specialist two month 


consultancy.
 

July 
 PAR completed. 


August 
 Second year of instruction commences at
IHS. 


September 
 British Health Planner completes four years
of technical assistance. 


FY 1981
 

October 
 PIO/P (for one Nurse tutor's one year 

specialization in MCH/FP) signed;

continuing technicians' and participants'
 
PiOs reissued.
 

December 	 Nurse tutor completes year of 

specialization in U.K. in Psych/Mental

and returns to rejoin IHS 
faculty.
 

February 
 U.S. School of Nursing Advance Placement 

Evaluator arrives. 
 Conduct final

evaluation of two Swazi (nurses) partici­
pant trainees 
to determine 	the in-country

training credit they should receive towards
 
a B.Sc. Degree in Nursing Education.
 

April 
 Second year of instruction of IHS completed. 


May 	 Project personnel prepare annual project 

review and evaluation report for MOH.
 

June 	 U.S. technicians (FNP Educator, Health 

Statistician and Rural Health Services
 
IRHS) Administrator) complete four years

of technical assistance.
 

Adequate RHS 	logistical management systems
functioning under complete control of

project trained Swazi RHS-administrators.
 

Agency
 

GOS/OSARAC/AID/W
 

GOS
 

OSARAC/AID/W
 

OSARAC
 

PROJECT
 

PROJ/GOS/U.K.
 

OSARAC/GOS
 

U.K./GOS/PROJ.
 

AID/W/OSARAC/PROJ.
 

PROJECT
 

PROJECT
 

OSARAC/GOS/AID/W
 

GOS
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Date Action 

June MOR prepares independent project review and 
evaluation report and submits to OSARAC. 

Two Swazi nurses depart for advance 
placement into a B.Sc. program in Nursing 
Education in the U.S. 

June/July Curriculum specialist's two month 
consultancy. 

July 2AR completed 

August Third year of instruction at IHS commences. 

FY 1982 

October Continuing technicians' and participants' 
PIOs reissued. 

April Third year of instruction at IHS completed. 

Seven planned Health Inspectors graduate. 

May Project personnel prepare annual project 
review and evaluation report for MOH. 

June British Psych/Mental Health Nursing 
Educator completes four years of technical 
assistance. 

Four Swazi nurses complete four year B.Sc. 
degrees in Nursing Education (3 in U.S., 
one in U.K.) and return to join IHS faculty. 

Swazi Health planner returns from two years 
training to job as Senior Health Planner in 
GOS (MOH). 

MOH prepares independent project review and 
evaluation report and submits to OSARAC 

June/July 

Swazi nurse tutor departs for year of 
specialization in MCH/FP in U.S. 

Curriculum specialist's two month 

consultancy. 

July PAR completed 

August Fourth year of instruction commences at IHS. 

Agency
 

GOS
 

OSARAC/GOS/AID/W
 

PROJ/OSARAC/AID/W
 

OSARAC
 

PROJECT
 

OSARAC/GOS
 

PROJECT
 

PROJECT
 

PROJECT
 

PROJ/U.K./GOS
 

PROJ/OSARAC/GOS
 

PROJ/U.K./GOS
 

GOS/OSARAC/AID/W
 

GOS
 

PROJ/OSARAC/AID/W
 

PROJ/OSARAC/AID/W
 

OSARAC
 

PROJECT
 



Date Action
 

FY 1983
 

April 
 Fourth year of instruction at 
IHS completed. 

20 RNs and seven more Health Inspectors
 
graduate.
 

May 	 Project personnel prepare annual project 

review and evaluation report for MOH
 

June 
 U.S. MCH/FP Nursing Educator departs 

Swaziland having completed four years and
 
two summers of technical assistance.
 

Swazi nurse tutor completes year of
 
specialization in U.S. in MCH/FP and returns
to rejoin IHS faculty. 


Two advance placed nurses complete B.Sc.
degrees in Nursing Education and return from
U.S. to rejoin IHS faculty. 


June/July 
 Last-two month consultancy by U.S. curriculum 

design specialist.
 

July 
 MOH prepares independent project review and 

evaluation report and submits 
to OSARAC
 

August 	 End of Project (for AID). 


Final External Evaluation. 


Pro.ject completion report. 


PROJECT
 

PROJECT
 

PROJ/OSARA/COS/AID/W
 

PROJ/AID/W/OSARAC/GOS
 

PROJ/AID/W/OSARAC/GOS
 

PROJ/AID/W/OSARAC/GOS
 

GOS
 

OSARAC/AID/W
 

AID/W/OSARAC
 

OSARAC/REDSO.
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D. Conditions Covenants and Negotiating Status
 

The GOS is in full agreement with the substance
 
as well as 
with the design of the project. The Ministry of Health,

the Ministry of Finance and the Ministry of Public Works were provided

with copies of the project paper (draft). The three ministries
 
participated in 
a thorough review of the project paper and concurred
 
with its contents.
 

The GOS was also briefed on and has concurred
in principle with the qonditions and covenants that will be included

in the Grant agreement. It is anticipated that conditions precedent

to disbursement will require completion of designs, plans and
specifications, executed contracts for construction and supervision of

construction. Covenants will require the GOS 
to provide temporary

housing for 3 TAs in Mbabane and permanent housing (full tour) for 2 TAs

in Hlatikulu; select Swazi tutors, 
trainees and prospective Hospital

and Rural Health service administrators and establish positions for 
the
 
placement of trained health personnel.
 



Auna. I 

Swaziland IHealth Logiral -­ or,-

Narrative Suarary Objectively Verifiable Irijicators Meani of Verification Important Asatd tio 

Goal: 

Inprove GOS (MI) health 
services and expand coverage, 
as in ten year plan for 
Developrant of Health 
Services. 

. 

At least 85% of all inhabitants live within 
five nile:j of a clinic, 

Pervinnent staff of each clinic includes 
two regi.;tered nurse/midwives wlh 
essential iirse practitioner skills, 
one auxilLary nunse, and a health 
asaistamit. 

-

Conparison of population 
distribution and clinic loca-
tiois to detenmdne percent of 
inhabitants living within 5 
niles of nearest clinic. 

Study of clinic staffing 
patterns. 

Other donor fundls avail­
able as required far 
capital costs of healti. 
system develcau4,t. 

- Stfficient GOQ ftri:-. of 
recurrent costs of 
system. 

Rural health facilities receive adequate 
supervisory and logistic suppo4rt. 

Outpatient facilities adequately backed 
up by regional and nati l efu 
fay ional alpatient 
facilities, 

- Field visits, interviews, 
inventories and mview of
records. 
rcrs 
Review of outpatient and in-

records; tracer 
studies. 

- Population aLle to af.fo.d 
health services. 

-Doctors and othe-" haaUtotr n te el~ 
wokiers provide rM:ccs­
sary supervision, 
support and dele;at.ion 

Pr iotive, preventive and currative 
services offered are accepted and 
used by tne people. 

of respotasibility to 
auxiliary Lealth workers. 

-Trained pirsomel con­
tinue to be u~Ed in 
appropriate positions. 

Trained personnel 
willing to work in 
areas as needed. 

rura1 

Nurse auxiliariei trai ed 
by Good Uhepherd 
Hospital are adequate 
in nmber anxd lity 
for health systema
needs. 
Population willing to 

accept services offered 
by auxiliary workers. 
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Swaziland 1elalth Logical Framework 

Narrative Swinary Objectively Verifiable Indicators Means of Verification Inportant Assurptions 

Putpose:
1) Train nuries and other 1) 20 nurse practitioners have graduated 1) Review of IIISenrollmentauxiliary personnel for (4 YR Training) and placed, and New positions for faculty

M)II health services. attrition data and projection2have and plnnng, adnistra­raduated of production of graduates. tive and ianagenent person­2) Institutixralize training (3 YR Trainirg) and placed.capacity. 2) Review of testing wethods and3) 85 nuse pr-actitioners enrolled and nel estallhed as rolulred. 
attending regular classes. results of evaluations of Gvstudents'3) Strengthen planning and skills and knowledge fends available ror4) 10 pre-nursing students being tauhtadministration of MOH Against predetenined objec- w a pradedand prepared for advanced nursing Iiosu.tives and criteria.health services. courjes. - Trained personnel continue

5) 15 Health LIspectors enrolled and 3) Review of MOi plans, to be used in appropriate
atteding regular classes. planning positions.

activities, plan inplementation, sufficient numers6) 6 continuing education courses held. ofand administration/anagepmnt7) 15 Tewji Learning Opportunities held suitie ndies orespecially regerding the rural suitable candidates for8) 3 Conferences conducted. health infrastructure.9) 5 r search projects held.

10) Regional Hospital Administrator systems


established.
 
11) Runal Health Services Administrator
 

system established.
 
12) A HLealth statistical system established
 

within OI.

13) A Health planning system Developed

14) Conplete evaluation of IS Curriculum and
 

courses given each academic year. 
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Swaziland Health Logical Framewoirk 

Narrative Summary Objectively Verifiable Indicators Means of Verification Inportant Assuptins 

Outputs: 

1) Functioning Inst. of 1) Construction of the physical facility 1) Review of contracts and 1) TA's will developH1ealth Sciences. completed. records of construction, detailed descriptions2) Tining capability 2) Mhe furnishigs and necessary equipment delivery, installation and job tasks in accord G02) rigap l installed. testing; on site inspections. guals.and Program. 3) An appropriace cu rLculum developed. 2) Review of curricula and 2) Participant candidates 
3) Trained and Experienced 4) Nine trained and experienced Swazi of training progrmi faculty will be available.personnel present in Nurse Tutors are teaching regular ifnterviews. 3)ogr3courssty etwill 

;.ealth services and classes. 3) IM courses will meet
planing/admin. 5) At least two continuing Education 3) Review of faculty composition, local accreditation

Courses have been taugit annually training, experience and requirements.
fru.n 1980 on. teaching performance; review6) At least five Team, Learning Experiences of student performance;
have been conducted annually from 1980 on. comparison of both with full

7) At least one regional conference has program requirements. 
been held annually from 1980 on. 4) Review of training, experience

8) Replicable Course designs have been Reviewand ofnH per
accoplished for each course, and perfonrance of Madplanners9) Four Swazi Health Adinistrators trained. and adinistrators and conpari­

10) Four bwazi Rural Health Administrator3 son with job requirements.
tro ied.
 

11) One Health Planner trained.
 
12) One Health Statistician trained.
 



.Swaziland Health Logical FrawworIc 

, N arrative Suary bjectively Verifiable Indicatorii Means of Verification Important Assption 

inputs: 
AID AID 

TA: Long Term 

- Nursing Educators 

TA: 

-

Lnig Term = 191 p/y 

I FNP Nursing Educator = 4 p/y 

Reviews and audits of AID and GQS 
records (PoAts, Inplementation 

- vailable and adequate 

A&E and construction 
- Health Statistician 

- Hospltal/Rural Health 
- Serv. Adidnistrators 

TA: ahort Termii 

- I 1431VFP Nursin Educator a III p4 

- 1 Halth Statistician = 4 ply 
- I Hosp. Administrator = 3 ply 
- 1 R.11. Serv. Administrator = 4 p/y

TA: Short Tem =1 2 13 ply 

tion or other donor Contribution. - Other donor inputs 

available 
-Adequate T.A. personnel 
can be recruited 

-Suitebe Sazi cadida­
- Curriculum Dezign 

- Advance Placenent and 
Evaluation 

Training: Long & Short Term 

- CurriculuI Design Specialist= 11 ply 
- Adv. Placement Evaluator = 2 p/mn. 

Training: Long Term = 22 ply 

tes for faculty and 

plannin/ladministration 
positions available for 
training and euployment. 

- Tutoring 2 Nursje 'utors x 1 = 2 p/y 
- Nursing Educators - 2 Nui ing Educators x 2 = 4 ply 
- Statistics - 3 Nutinrg Educators x 4 = 12 p/y 
- Planning - 1 16alth Statistician x 2 = 2 p/y 
- H p. Adftin. - 1 Health Planner x 2 = 2 ply 
- Rural Health Serv. Admin. Training;: Short Trnn = 4 ply 

- 4 Hkosp. Administrators x 6 m. = 2 p/y 

- 4 Rural H. Serv. Admin. x 6 mo.= 2 p/y 
Commodities: 

- Lab Equipment 
Instructional Aids 

- Lab Equipinent and 
- 3 vehicles 

Inst. Aids $61,000 
$30,000 

- Transportation 



14:rrative Summary 

Inputs: 
AID 

Construction: 

- Training Facility 

- TA Housing 

GS 
_ImpI
 

Tutors 
Counterparts 

Participant Trainees 

Established Positions 
Adm. Support 

Trainee Support 

Staf ousng-
Furnishings for IS 
Student L Faculty Supplies 
Land Partcipat 
ALE Services for Construction 

-5-

Swaziland Healthi Logical Frameworic 

Objectively Verifiable Indicators Means of Verification DImPrtant Usumptiona 

AID 

HeIalth Training Institute 
-3 Houses. 

GOS 

9 Swazi tutors
 
4 Admnin.
I Counterparts-lisp. 

- 4Icounerparts - R.ll.S. Admin. 
- 8 Tutors & Nurse Ed. Part. Trainees
 
- 1 Statistician Part. Trainee~
 

1 Health Planner Part. Traine+
 
- Positions Estab. 
 for all of above
 
- IRlS Swazi &TA Adm. support
 
- Support for Trainees
Trinee 

- TesfP. Housing for TA 's in M?4ane
 
and Permnnent, Housing 2 TA's in
 
Illatikotlu
 

- MltS Furnished 
- Supplies provided for IlS
 
- LM-4 Appr.,riated
 
- A & E Services op. Ad.
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Nartive Sman 
Swaziland Health 

Objectively Verifiable indicatora 
Means or Verication Lqmrtant Assuapt1r 

Other Donors 

TA: L g S&ort Term 

urorng 

Plannii-ag 

Ahzixiitration ~ 

Other Donors 

TA; Long & short Tem = 18/ p/y 
- 1 Health mp. Educator z 4 5/6 ;/y 
- 1 Psyc Hental Educator = 4 ply 
- 1 -Public Health/Midwifery 

Educator = 4 ply 

Trainir: 

Tuto-

Lan & Short Term 

- 1 Health Planer = 4 ply 
- 1 Health Admin. Instructor = ply 
- 1 Health Acdudn. Curp. Des. Spec. 

TrainingL ng & Short Term 5 p/y 

J ply 

Construction: 

Tiraig 
Other : 

- 1 Nurse Tutor Psych/M.H. 
- I RN Nursing Educator 

Construction: 

1 RUral Health Center. 

4 ply' 
- I pl 

Third-Country Training - 4 Hospital Admin. Trainees ­ py 
4 Rural iHealth Admin. Trainees -12 p/y 

, [! 



S Annex Iy.-¢ :-; 

Miistry of Finance & Economic pla.i=±' 

P. 0. Box 602,
 
?3ABA1m. 
December 31, 
1975.
 

I.r.Charles D. Ward,
eional Developnent Officer,
Un:ted States 
 Anc. for Internat onal
Develoa n-t,

P. 0. Box 750,
 

Dear M'.r.
;tard:
 

As you are aware, the Government of Swaziland
has deterined to proceed with the ;ro-pa-me for develozzent
of .ublic healt.h zervicas as set forth in the Te= Year HealthPlan. 
 The Haalth Plan ide tifies, in.ar alia, twoareas where technical assistanca can critical 
.. be instrumental intort of effo.tz to re-orienz this ccuntry'sS: sa= and ;rovide broader, =ore health serviceeffectivesetwinb. -hose are 

care in the rtralthe areas of health manrower trainins andhealth Zer-ices planning and ad=iniszraticn. 
'eCOG-iiz


imver ..- h-
USAID's demonstraled interest in iosterin-
 r~ 
e '
 - ... w,, .it.'-Se n a focu3 on rZ'al recZiremenzzof rwazilamnd hereby rocuest
Co.siCe favorable USIUD....
11 project izvolvement inSpUcifizall7, this endeavo=.US.Elassistance is reiue.:edfor
 

1) the conszructioa 
a-d equip..S of a tai.ningaci... to service Soverment reauirements.
for qualified health personnel;
 
2) 
 the technical assistance of two nurse tutors

tion l, desim., advice 
for 

and assistance in inzlruc..a--
ti d-inistratizo 
 of the training facility,
and traini-g of Swazi co=terpar.s;

3) the zechnmical assistan:e of one health planner a­two health serrvces ad-inisrratorztha caoacit 7 

to stoem;'.­of "'e 'inistr- ofa----nister its. heal.h services progr 
to 
-ae; 

lan d 

4~) short tern~advisory services as appropiate,clazrI in the ar-e1s parti­of health staisi.'sde~iia,.- md DrcG.az==o ovaluation;
 

3) long and short-te_- traizine 
of Swazi counterpa=tsto U.S. tec!_-icians and as other*wise appropriaze;
c cu. ettemntion to this recuest will be highl7*"a trus- chat the Gover=-en:ccn;i.ue to count c2 US.1-10 assis-tanc of S,'a:ilazd canin its health sector dovel­ntroTr---.
 

js. ee 11sel 1efoy.: 
 . -- - . . ­

http:ccn;i.ue


Annex____ 

CN: 0 54 

ACTION: AID REDSO UNcLASSIFTED 

INFO: AMB DC.M ECON ADm' 

CONT CH RF A 76 04: 

ACTION TAKEN 

? O82116Z JAN 76 DATE, ANSWER DUE 1-13-76 
Ft SECSTATE WASHDC 
TO AM.,1BASSY NAIROBI 5607 INITIAsLS DATE 
3T 
tNCLAS STATE 001209 

AIDAC
 

FOL RPT STATE 001209 ACTION M-lAB!aB DTD 2 JAN 

QUOTE 

UNCLAS STATE 001 209 

AIDAC
 

o, 11652. / 

TA : 

SUBJECT 2SWAZI, HEALTH M.ANPOWER TRAi.iNG PRP 

1. ECPR MET DECEMBER 23 AND AGREED OSARAC SHOULD POCF.D 
TO PP STAG. OF PROJECT DESIC SUEJECT TO CLARIFICATION/ 
RFSOLUTION :OF ?OLLO1NG COMM ETS/QUESTIONS: 

A, PRP DOES NOT MENTION SUPRVISION DURING CONSTFUCTION 
OF TRAINING FACILITY, SINCE THIS WILL BE RAT!TE. COMPLEX 
STRUCTURE REQUIRING TWO YEAPS TO CONSTUCT AND EVUIP IT 
WOULD SEEM TO WARRANT-AND PP SHOULD ADDRESS-CLOSE 
SUPERVISION OF CONSTRUCTION TO ENSUFE ADEQUATE FINAL 
PRODUCT..
 

B, PP SHOULD DISCUSS AND - PLAIN HOW OSARAC/PEDSO INTEND 
CARRYING OUT 611[A] RECUI E .'T FOR FFASONABLY FIRIA4 COST 
ESTIMATES INVOLVED IS WHAT IS NOT AN INSIGNIFICANT CAPITAL 
PROJECT UNDERTA :INGo WILL PEDSO ALONE PROVIDr. NECESSARY 
ENGINEERING SKILLS To ",MAK$ ThIS TIINAS'ON 0 ",OULD 
REDSO/0SAFAC PREFER AN AID/W *CINF .?T ASSIST? OSARAC/ 
REDSO SHOULD NOTE THAT "'RAINING CaTER SITE WILL NAVE To 
BE SELECTED BEFORE SUZ. i DFTER3KIN.ATIO- CAN 13 1,ADF 

Cr_-, P.P jP, 40) DOES NOT SULrFIC .= .7," " 'S-..Y OSARAC/ 



PAGE 2) otU-NCLASSIFIED CH 0546 

9 JAI 76 04:16 

Rq.DSO BELEIVE FAR PROC,DUE UNSUITAnLE FOR TRAININGCFNTER., NOTE THAT OSARAC/-EDSC APPARENTLY WILLING ADOPTTHIS TYPE PROCUREiENT FOR STAFF HOUSING. FUT NOT FORCFNTER ITSELF, SO4E DISCUSSION AS TO .TY OSAFAC/REDSO3AVE TAKEN THIS POSITION SHOULD BE DEVLOPED IN P?, ASWELL AS JUSTIFICATION IF P? RICCLMEL4DATION IS NOT .TO 
USE FARo 

D, 
PP SHOULD INCLUDE DISCUSSION OF APPROPRIATE

ENVIRONMENTAL ISSUES 
(E.,G, WATER SUPPLY, WASTE DISPOSAL,

POWER, ETCjo
 

E PP SHOULD NOT COMMIT AID TO OPEX MECHANISM FOR AID-

FUNDED STAFFINGo
 

F, WHAT KINDS OF FIM COMMITMENTS ARE THERr. OR WILLTHERE BE, OTHERFROM DONORS INVOLVED IN PR0JFCT? 

G, BELIEVE THERE SHOULD BE FVALUATION BEFORE FIRSTSCHEDULED IN PRP FOR JANUARY 19P0 [27 MONT.S 
ONE 

AFTERPROJECT IMPLD'ENTATIONJ 0 PP SHOULD DISCUqS SOME OF THEQUOTE CRITICAL POINTS UNQUOTE IN THE PROJECT AND WEPF
OTHEF EVALUATIONS ARE APPROPRIATE, 

He LOGP.AME [PAGE 46D] SHOWS LONG TERM TRAINING OF TWONU.§E TUTORS FOR FOUR YEARS EACH, ",'HAT IS JUSTIFICATIONFOR FOUR YEAR TRAINING AS AGAINST O] YEAR TPAINING FORFOUR OTHER NURSE TUTORS? 

I. PP SHOULD EMPHASIZE 1:4PORTANCE OF FA.MILY PLAINNING AS
INTEGRAL PART OF PROJFCTo 

a ASSUM4E OSARAC WILL PROVIDE SCOPES OF WORK ASAPPROPRIATE AND ADVISE DESIRED DATES FOR SHORT TE.MCONSULTANCIES MENTIONED .,P PAGE 46 FIRST PARA0 INGERSOLL 

UNQUOTE KISSINGER 

HF U ;Cs. .DT .. 



ANNEX IV
 

ENGINEERING AND TECHNICAL ANALYSIS
 

A. Preliminary Studies and Plans
 

Three sites were considered as possible locations for the Institute
of Health Sciences, two in the capital city of Mbabane and one in the town
of Hlatikulu. 
After carefully weighing the advantages and disadvantages
at each location, the MOW and MOH decided in favor of a location adjacent
to the Mbabane Ge-ieral Hospital in Mbabane. 
The 	site offered several major

advantages:
 

1. 	There is ample space and the site is so 
located that the

IHS can be isolated as a separate complex apart from the
 
Hospital.
 

2. 	The site has a regular slope to the north but a sharper fall
 
to the east along its eastern boundary and a further feature

is two large granite outcrops toward its southern end.
 

3. 	The site is picturesque and scenic and offers an architect
 
an opportunity to exploit these natural advantages.
 

4. 	There is easy access to a main road. 
However, the institute
 
will be isolated from road noises, fumes and distractions.
 

5. 	Sewer, water and electricity are easily accessible.
 

6. 	The Hospital laundry can be utilized thus 
eliminating the
 
need for this facility.
 

7. 	Students can walk to 
the Hospital for special case studies
 
or practice sessions. (See figures 1 and 2 of the Annex).
 

The 	Ministry of Works engaged the services of an Architect and Engineering
Consultancy Firm to design and produce preliminary plans and cost estimates.
The firm selected has had extensive background experience in the design
and construction of hospitals and training institutions and appears to be
well qualified. 
The architect met with the Permanent Secretary of the MOH,
The Senior Medical Officer MOH, The Senior Architect MOW and the Project
Design Team at which time general guidelines and parameters were specified
and 	particular requirements were outlined. 
The architects were instructed
to produce plans that would efficiently utilize the natural advantages
of the area with minimum disturbance of its natural beauty. 
 The 	facilities
 were to be conserative, in good taste and designed for the efficient
utilization of space and manpower requirements. Although the Institute
of Health Sciences (IHS) is to be located adjacent to the Hospital it is
not 	to be integrated with the Hospital. 
The architects visited the
proposed site in the company of the Mbabane General Hospital Superintendent
and 	the Senior Architect MOT?. 
 The 	area was defined and certain constraints
and 	suggestions were offered. 
The architects agreed to have preliminary

plans and cost estimates ready for discussion on July 21, 1976.
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The plans and estimates presented on July 21 were examined
 
by the MOH and the Design Team and were found to be too elaborate
 
and costly. Thus, the architects were requested to revise the
 
preliminary plans in order to eliminate excess space, reduce the cost
 
and move facility to the east end of the site away from the hospital.
 
This was done and on July 30 revised plans and estimates were submitted
 
that were acceptable. The cost estimates for the Institute of Health
 
Sciences that will accommodate 150 students (both sexes) and the
 
establishment of individual units to house the facilities are listed
 
as follows:
 

I.H.S. Facilities 


1. Classrooms, Offices nd Related Facilities 
Complex 

Regular Classroom (20 Students) 

Nutrition Classroom(20 Students) 

Multi-purpose Classroom (20 Students) 

Science Laboratory with Storage (20 Students) 

Health Inspectors Classroom (10 Students) 

Public Health Nurse/Health Asst. Classroom 
(10 Students) 

Library (3000 books/1OOO periodicals/study 
space for 50 students 

Students toilets 

Storerooms 

Principals office (with private toilet 

Principal's Secretary 

Nurse Tutor's offices 

Faculty toilets (Male and Female) 

Faculty Lounge 

Central Office (for 5 secretaries/typists, 

Receptionist, etc.) 

Faculty Conference Room (for 20 -.ersons) 


Lecture/Demonstration Room (60 Students) 


Quantity 


2 


1 


1 


1 


1 


1 


1 


4 


3 


1 


1 


9 


2 


1 


1 


1 


i 


Area Total
 

(M2)(M2) 

35.0 70.0
 

37.5 37.5
 

47.5 47.5
 

110.0 110.0
 

17.5 17.5 

17.5 17.5
 

185.0 185.0
 

50.0
 

30.0
 

32.5 32.5
 

10.0 10.0
 

8.75 79.0
 

25.0
 

16.5 16.5
 

38.5 38.5
 

16.5 16.5
 

123.5 123.5
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The building housing thelnsitute is partly double and partly single

storied with all the single story sections built to support a second
 
story, thus allowing for future expansion;
 

The Science Laboratory is sub-divided into areas for formal instruction,
 
demonstration and storage;
 

The library is sub-divided into areas for storage and repair etc

reference, book and periodical storage, catalogues, study tables and
 
carrels with a Supervisor's Station;
 

In the Classroom-Office Complex, students toilets are located on both
 
levels for both sexes. Seven storerooms are also included. Two
 
storerooms (one on 
each level) are provided for the Classroom-Office
 
Complex with separate storerooms being provided within the Library,

the Science Laboratory as well as a projection/storage room for the
 
Multi-Purpose Classroom and two storage rooms 
for the Lecture/
 
Demonstration Room;
 

The Principal's office is zoned into a formal area and a discussion/

meeting area, has its 
own toilet and is connected to the Secretaries
 
Office;
 

Faculty toilets are provided for both sexes only at the lower level;
 

The Faculty Lounge and Faculty Conference Room are separated by a

folding room divider and has a tea kitchen serving it;
 

The Central Office is designed to provide an enquiries desk as well
 
as secretarial space for general typing,records and duplicating
 
facilities;
 

The Lecture/Demonstration Room is housed in a separate building

connecting with the upper level of the 
Institute. It is an
 
independent, self-contained facility designed for multi-purpose
 
use, i.e.besides that of the I.H.S. while it does not have toilet
 
facilities, these are available for use within the institute.
 

A separate storeroom, to serve as a back-projection room, is provided

for the Multi-purpose Classroom which is fitted with "black-out"
 
venetian blinds.
 

It is proposed that the building be a concrete framed structure
 
with a concrete slab over the single story to provide for future
 
expansion.
 



- 4 -


Cost estimates for the Complex, including the Lecture/Demonstration
 
Room include the following:
 

Electric (panel) heating for the offices;
 

Hot-water (circulated) heating for Classrooms and Library;
 

Shelving and work-tops in'Library but excluding carrels and study
 
tables;
 

Shelving in Storerooms;
 

Enquiries counter;
 

Sink and serving counter in tea room;
 

Built-in laboratory benches in Science Laboratory including
 
demonstration work tops and fume hood;
 

Stove, sink and work-tops in Nutrition Classroom;
 

Blackboards in all Classrooms;
 

"Black-out" venetian blinds in Multi-purpose Classroom and Lecture/ 
Demonstration Room; 

Installation of services (hot and cold water, electricity and drainage)
 
within the building itself.
 

Estimated Cost of the Classrooms, Offices and Related Facilities
 
Complex as described above is U.S.$167,900 or E.146,OOO.OO
 

360 M2
 2. One Kitchen/Dining/Assembly Hall 


As the Hospital will provide laundering for the Institute a general
 
laundry is not provideu. Laundry facilities are, however, provided
 
within the Hostels for students to wash their personal clothing;
 

The kitchen is designed to operate with a self-service counter and is
 
provided with storerooms and cold-rooms;
 

The Dining/Assembly Hall is designed as a multi-purpose area with
 
black-out and projection facilties;
 

The building is conveniently located to serve the Institute and the
 

Hostels;
 

Because of the natural slope of the site and its central location
 
within the proposed development, the boiler house, low tension and high
 
tension transformer rooms and general storage facilities are planned at
 
a lower level under this building.
 

http:E.146,OOO.OO


- 5 -


Cost estimate for the Kitchen/Dining/Assembly Hall include
 
the following:
 

A Fireplace in each corner of the main hall;
 

Projection room and toilets;
 

Installation of services within the building itself.
 
Estimated cost of Kitchen/Dining/Assembly Hall described above US $80,500
 

E.70,000.00
 

3. Fixed Kitchen Fittings
 

Cost estimates for kitchen fittings include the following:
 

Stoves, fryers, ovens and steam pots;
 

Self service counter and steam tables;
 

Sinks, worktops etc.
 

Estimated 	cost of the kitchen fittings is 
 US $17,250
 

E.15,000.00

4. Boiler House/Switch Rooms and Gen.Stora1 
 100.0 M2
 

This accommodation is provided under the Kitchen/
 
Dining, Assembly Hall and includes:
 

Boiler House;
 

High Tension and Low Tension Switch Rooms;
 

General (chair, garden etc.) storage;
 

Cost estimates for the Boiler House etc. include the following:
 

Hot Water Boiler installation;
 

Electrical Switchgear but excluding transformers;
 

Installation of services within the building itself.
 

Estimated cost of the Boiler House etc. as described above is US$40,250
 
E.35,OOO.00
 

http:E.35,OOO.00
http:E.15,000.00
http:E.70,000.00
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5. Female Hostel 

Facility Quantity Area 
(M2 

Total 
(M2) 

Entrance/Waiting 1 20.0 20.0 

Office 1 7.5 7.5 

Accommodation for Housemother 1 25.0 25.0 

Common Rooms (1 per floor) 4 115.0 

2 x 2 - Bedrooms (4 bed units) 26 27.0 702.0 

2 - Bedrooms 8 13.5 108.0 

1 - Bedroom 4 16.0 64.0 

Laundries (1 per floor, for personal 
clothing) including 
drying balconies. 4 13.5 54.0 

Linen Rooms (I per floor) 4 10.0 40.0 

Box/Store Rooms (1 per floor) 4 50.0 

Ablution Areas (1 per floor) including 
cleaners storeroom. 4 180.0 

The Female Hostel is proposed as a concrete framed 4-story structure
 
(without an elevator) with the entrance at the second level;
 

Living accommodations with an office is provided for the Housemother
 
L," the entrance level at which level is a common room (for the
 
reception of mail visitors);
 

It is intended that the students will dc their own private laundry
 
and for this purpose a small laundry with a drying balcony is provided
 
on each floor level;
 

Accommodation is generally provided in the 4-bed units (each with a
 
washbasin) with one single room, intended as a sick-bay with private
 
bath. Adjoining the sick-bay is a 2-bed Room which -can utilze
 
the sick-bay bathroom;
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Utility spaces (box rooms etc.) are provided at each level.
 

Cost estimates for the Female Hostel include the following:
 

Built-in cupboards, shelving etc.;
 

Fireplaces in Common Rooms;
 

Laundry fittings and chute;
 

All sanitary ware;
 

Installation of services within the building itself.
 

Estimated cost of the Female Hostel as described above is US $287,500
 
E.250 000 00
 

6. 	Male Hostel
 

Facility Quantity Area Total
 

(M2) (M2)
 

Entrance/Waiting 1 20.0 20.0
 

Office 1 7.5 7.5
 

Accommodations for Supervisor 1 25.0 25.0
 

Common Room 1 25.0 25.0 

2 x 2 Bedrooms 6 27.0 162.0 

2 -Bedrooms 3 13.5 40.5 

1 -Bedroom (with bath) 1 16.0 i6.0 

Laundry (for private clothing) 1 10.0 10.0 

Box/Store Room 1 10.0 10.0 

Linen and Laundry Collection 1 10.0 10.0 

Ablution Area 1 34.5 34.5 

The Male Hostel is intended to be a single story load-bearing blockwall 
structure with a slab over to allow for an additional floor to be
 
constructed if future demands require;
 

The layout of this building is generally the same as that of the Female
 
Hostel. Cost estimates for the Male Hostel include the same items as 
included for the Female Hostel.
 

described above is US $80,500
Estimated cost of the Male Hostel as 

E.70,000.00
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7. 	Siteworks
 

Roads and parking area;
 

Covered parking;
 

Site levelling etc. as necessary;
 

Road and area lighting;
 

Gathering place for mail students;
 

Main electrical connection from existing supply to H.T. Room
 
(estimated length 100 M).
 

Main water connection from existing supply (75 mm pipe);
 

Sewer and stormwater drainage from individual buildings to
 
municipal connections;
 

Hotwater installation from Boiler House to individual
 
buildings. 

Estimated cost of the Siteworks is US $ 
E.72,5

83,375 
00.00 

8. Covered Ways 

Covered ways comprising concrete floors and ramps, tubular
 
supports and IBR roofing.
 

Estimated cost of the covered ways is US $ 5,750
 

E. 	5,000.00
 

9. 	Staff Housing - 119 (M ) 

Three houses will be constructed for the U.S. Technicians at
 
a location apart from the Institute and Hospital complex.
 
These houses will be of Standard MOW design for which plans

and specifications are presently available. The houses will
 
have three bedrooms and include a fire place and servants
 
quarters. The model will be equivalent to that generally
 
occupied by Senior Service Staff and shall include standard
 
hard furnishings and equipment. The houses will be constructed
 
on lots identified by the Senior Architect of the MOW and
 
inspected by the Design Team in the general area of the British
 
High Commissioner's Residence. The Senior Architect assured
 
the Design Team that title to the property has been assigned
 

http:5,000.00
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to the MOW and they were available for construction and that utilities 
are presently available at the site.
 

Estimated cost of the three Staff Houses is 
 US $74,750
 

E.65,000.00
 
NOTE: 
 The above cost estimates do not include the following:
 

Loose furniture and equipment, including students desks, benches etc.
 
Kitchen equipment other than that specified herein.
 
Any provision for inflation or escalation of prices.
 

Professional fees.
 
Landscaping or the provision of sports facilities.
 

Site fencing.
 

Summary of Cost Estimates 
 (Loc. Curr.) (U.S.$)
 

Classrooms, offices and related facilities

Complex. 


E. 146,000 167,900
 

Kitchen/Dining/Assembly Hall 
 70,000 80,500
 

Female Hostel 
 250,000 287,500
 

Male Hostel 

70,000 80,500
 

Boiler House etc. 
 35,000 40,250
 

Covered Ways 

5,000 5,750
 

Siteworks 

72,500 83,375
 

Kitchen Fittings 

15,000 17 250
 

Three Technicians Houses 
 65,000 74,750
 

Sub Total 
 E. 728,500 837,775
 

Add contingencies at approx. 10 percent 
 72,500 83,375
 

Add for inflation at 15 percent p.a. 
for two
 
years. 


259,000 297,850
 

TOTAL 
 E.1,060,OOO 1,219,000
 
One E. (Emalangeni) = $1.15
 

http:E.65,000.00
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Summary of Cost Estimates (by Units) 


1. 	Classrooms, offices and related
 
facilities Complex 


Contingencies 

Inflation 


Total 


2. 	Kitchen & fittings/Dining/Assembly Hall/
 
Boiler House 


Contingencies 


Inflation 


Total 


3. 	Female Hostel 


Contingencies 


Inflation 


Total 


4. 	Male Hostel 


Contingencies 


Inflation 


_otal 


5. 	Site Works/Covered Way 


Contingencies 


Inflation 


Total 


6. 	Three Technician's Houses 


Contingencies 


Inflation 


Total 


GRAND TOTAL 


(Loc.Curr) (U.S.$)
 

E.146,000 $ 167,900 

15,000 17,250 

51,000 58,650 

E.212,000 $ 243,800
 

E.120,000 $ 138,000
 

12,000 13,800
 

44,000 50,600
 

E.176,000 $ 202,400
 

E.250,000 $ 287,500
 

25,000 28,750
 

89,000 102,350
 

E.364,000 $ 418,600 

E. 70,000 $ 80,500
 

7,000 $ 8,050
 

26,000 29,900
 

E.103,OOO $ 118,450
 

E. 77,500 $ 89,125
 

7,500 8,625
 

27,000 31,050
 

E.112,000 128,800
 

E. 65,000 74,750
 

6,000 6,900
 

22,000 25,300
 

E. 93,000 $ 106,950 

E. 	1,060,000 $ 1,219,000 
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The 	 costs of furniture, equipment and medical supplies for the 
Institute will be shared by GOS and AID and is shown separately.
 
A list of items (equipment and medical supplies) for AID financing
 
has been prepared and costed out. (See Annex "-A ). A preliminary
 
list of furniture and equipment to be furnished by the Host Government
 
has also been prepared; however, this list may have to be further
 
refined when final design plans have been prepared and actual requirements
 
can be determined. (See Annex" -).
 

B. 	 Construction Standards
 

Construction will be based on the following standards:
 

Concrete framed or load-bearing structures with corrugated,
 
steel-sheet (IBR) roofing;
 

Internal walls of blockwork with one coat of plaster and
 
Polyvinyl, plastic-based paint (PVA);
 

Rough cast plaster to slab soffits and PVA;
 

Vinyl tile flooring;
 

Standard steel windows with limited fly-screening;
 

Simple built-in fittings and standard sanitaryw re;
 

Simple, durable external finishes;
 

Stand-by electrical water heating;
 

Tarmac roads and parking area generally without curbs;
 

No provision for smoke or fire detection
 

Coal-fired boiler and stoves with electric fryers, cold room
 
plant etc. 

Building codes and standards have not been legislated in
 
Swaziland; however, standards and criteria developed by the
 

MO will be utilized for all construction.
 

C. 	 Construction Labor and Materials
 

There is no shortage of unskilled labor in Mbabane and contractors
 
maintain thtr own staff of skilled and semi-skilled workers. In
 

addition, for a contractor to be included on the List of Approved
 

Contractors for Public Works he must agree to train Swazis. A Grade I,
 

(Contractor eligible for contracts exceeding E.500,O00 or U.S.$575,O00)
 
which would be required for this construction, would have to have a
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minimum eight trainees in employment. This system is producing a
 
cadre of semi-skilled and skilled workers in Swaziland.
 

Sand and gravel as well as cement block are available locally;
 
however, cement, other building materials, hardware and fittings will
 
have to be imported, or purchased from local suppliers of imported
 
stock. Metric and British or South African Standards for fittings and
 
equipment are generally specified as standards in Swaziland. Since
 
practically all building supplies and equipment used in Swaziland have
 
their source and origin in the U.K. or the R.S.A., it will be necessary
 
to secure a waiver that will permit the procurement of:
 

Cement;
 

Re-bar and other steel forms and shapes;
 

Electrical fittings and wire;
 

Plumbing fittings, pipe and sanitary equipment;
 

Iron or steel manufactured goods, and
 

other building supplies including hardware and fittings, that have
 
their source and origin in 935 countries.
 

The value of such supplies and commodities is estimated to be 
approximately 50 percent of the total building cost.
 

The construction as planned should not require any sophisticated
 
construction machinery or equipment. Necessary machinery or equipment
 
is generally available as property of the contractor, or is available 
for hire in Mbabane. 

D. Plan for the Execution of Construction Phase of Project
 

It is anticipated that six months will be required after final
 
project approval and the signing o' the PRO/AG to prepare final
 
designs, bid package, tender and award contract. Construction will
 
require at least eighteen months but should not exceed two years.
 
It is therefore necessary to allow at least 30 months from the date
 
funds are authorized for disbursement to the occupancy of the facility.
 
The MOW has established uniform procedures -nd standard criteria for
 
tendering, preparation of IFB and contracting and it is intended that
 
these procedures will be utilized for this construction contract.
 
There are six contractors registered with the MOW classified as Grade I,
 
i.e. qualified to bid on contracts valued from E.500,001 (US $ 575,001) 
to unlimited. Registered .ontractors in Swaziland are divided into the 
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following categories:
 

S - Swazi, being companies or firms with more than 60 percent

Swazi held shares or capital and with the majority of
 
Directors being Swazi nationals, established a minimum
 
of 12 months before registration, or companies under
 
National Industrial Development Corporation (N.I.D.C.)
 
sponsorship.
 

L - Locally established companies or firms not qualified for 
registration under category "S" above. Further clarification 
of this designation specifies that: "L" firms are locally 
established firms legally organized and registered in
 
Swaziland. These firms have their principal offices in
 
Swaziland and have done considerable amount of work here,
 
and as such can be considered an integral part of local
 
economy.
 

E - External, companies or firms established outside Swaziland but 
are registered with the MOW to do work in Swaziland. Their 
principal offices are outside Swaziland. 

Of the six registered contractors in grade I mentioned above, four are
 
in category "L" and the other two are 
listed as "E." Therefore, there
 
are four registered contractors eligible'to bid under the MOW regulations

that also satisfy AID requirements as eligible bidders.
 

It is anticipated that the Fixed Amount Reimbursement Method (FAR)

will be utilized for funding the construction element of this project.

This system has been successfully used in Swaziland and Lesotho for
 
funding the construction of technician's housing and can certainly be
 
applied to the construction of the Institute and the three houses included
 
in this project. (See Disbursement Procedures, Page 76).
 

Prior to contracting, AID will approve final designs and specifications

and when the contractor is chosen, AID will ascertain that the contractor
 
is technically competent and financially responsible prior to award of
 
the contract. In addition, AID will make period inspections as the
 
work progresses and a final inspection at the completion of the construction.
 

A condition precedent to the disbursement of funds will be included in
 
the Grant Ag which will require that the GOS/MOW furnish evidence that a
 
contract has been effected with a consulting engineering firm to furnish
 
final designs, construction drawings, specifications and furnish supervision,
 
or 
that the MOW will provide these services with their own facilities and
 
staff. The site of the Institute is physically located only a short
 
distance from the MOW and could be under surveillance daily.
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E. Conclusion
 

Early studies envisioned rudimentary training facilities and box
 
type class work facilities. However, the employment of consultants and
 
involvement of specialists in public health and more training introduced
 
more refined and practical criteria and requirements.
 

Several proposals requiring the physical location of the Institute
 
of Health Services (IHS), its design and magnitude have been examined by
 
various parties including REDSO Engineering and it is the considered
 
opinion of the Design Team that the proposal contained here is technically
 
sound and feasible.
 

The physical facilities proposed are neither frugal nor pretentious
 
but in good taste and functional and so designed to conform with local
 
cultural constraints.
 

The design phase and cost estimates have been reviewed and analysed
 
by REDSO Engineering and appear to be reasonable, the calculation is
 
accurate. The quantity surveyorsof GOS/MOV maintain a monthly record-of
 
cost escalation and inflation trends. Therefore, the inflatiod factor
 
and contingency allowance included herein are based on projection of this
 
data. Additionally, the MOW quantity surveyors have estimated the
 

construction cost independently and arrives at a figure that varied from
 
quotes below by less than 0.4 percent.
 

The construction site of the IHS and the site of the three houses was
 
inspected by REDSO Engineering and was found to be acceptable and adequate;
 
the utilities are present and available.
 

Bids will be received and analysed by the consultant/MOW and approved
 
by REDSO. The Grant Agreement will provide a language requiring MOW to
 

provide construction supervision with the assistance of the consultant.
 
REDSO will also inspect the construction periodically.
 

Thus, it is concluded by REDSO Engineering that the technical design,
 
planning for the site of the project, construction supervision and the
 

construction cost estimates are reasonable, firm and acceptable and
 
therefore, meets the 611(a) requirements of the FAA Act of 1961 as amended.
 

F. Initial Enviionmental Examination
 

1. Identification of Areas Where Environmental Impacts Could Occur.
 

(a) Land Use
 

The site chosen for the Institute of Health Sciences is
 
adjacent to the Mbabane General Hospital in Mbabane. There is ample
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space and the site is so located that the IHS can be isolated as a
 
separate complex apart from the hospital. The site has a regular slope
 
to the north but a sharper fall to the east along its eastern boundary
 
and has two large granite outcrops toward its southern end.
 

The site fits inwith the overall planning of having medical
 
units in the same general area. The land 'L- by this facility will have
 
little effect on natural resources such as mineral, atmospheric, water
 
or productive soils.
 

At the present time the area is considered vacant and,
 
therefore, has little effect on the population density. There is easy
 
access to sewer, water and electricity, therefore, there should be no
 
contamination of the water by waste disposal.
 

The site has access to transportation and a major road is
 
nearby so that construction of an access road to the facility should not
 
contribute adversely to the environment.
 

The design of the project is such that it utilizes the natural
 
advantages of the area with minimum disturbance of its natural beauty.
 
The facility will not have any major effect on the topography as it exists
 
now.
 

There are adequate systems for disposal of human wastes, thus,
 
preventing any polution of nearby streams. Adequate provisions have also
 
been made to prevent any erosion of the soil due to runoff during con­
struction period and thereafter. There is no effect on the dislocation or
 
relocaticn of area residents as the site is vacant.
 

(b) Water Quality
 

The water for this facility will be supplied by the city
 
water system, therefore, it is not considered to have any environmental
 
impact on such considerations as lowering of the water table or contamination
 
of boreholes. The human waste will be disposed into the sewer system which
 
now serves the hospital. Therefore, there should be no contamination of
 
the environment from this respect. The sewer system that now serves the
 
hospital is considered adequate to also serve this new facility.
 

(c) Atmospheric
 

There will be some pollution of the atmosphere by the con­
struction of a boiler house which will be used to heat water for the
 
hot water heating system, kitchen, and from the fireplaces in the main
 
hall which are also used for heat. However, the pollutants that enter
 
the atmosphere from these sources are considered minimal. The modern
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boiler will be of the latest design which will emit tolerable air pollutants.
 

There are no other sources of air pollutants from this project.
 

(d) Natural Resources
 

There is no known destruction of the natural resources as
 

a result of this project. Every effort is made to conserve the natural
 

Trees will be protected and the ground disturbed as
beauty of the area. 

little as possible.
 

(e) Socioeconomic and Cultural
 

As a result of this project, there should be little change
 

There will be movement, resettlement
in the pattern of economic growth. 


and a little change in the population as people affected by the 
facility
 

There will be no destruction or altering
will tend to live closer to it. 


important physical symbols of a culture, monuments, sacred grounds 
or
 

ancient shrines.
 

(f) Health
 

no reason to believe that any part of the proposed
There is 

in a detrimental way. There will
project will affect the health of man 


altering or destroying a natural environment nor eliminating 
an


be no 

element in an ecosystem.
 

(g) Conclusion
 

The averse effects on the environment from the project
 

little." Therefore, it is the conclusion
 range in intensity7rom "nil to 


that the proposed project with its many components gives no indication
 
the human environment as
that it will have any significant effects on 


a whole.
 

(h) Recommendation
 

In view of the foregoing it is recommended that the
 

Threshold Decision for the project be "a negative determination" 
in
 

accordance with Section 216.1 subsection (c) paragraph (3) and 
(6)
 

of Reguation 16.
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ANNEX IV-A 

LIST OF EQUIPMENT AND SUPPLIES 
(AID Financed) 

TOTAL 
AMOUNT 

us $ 

Office 

1 Xerox machine 1,000 

1 Duplicating machine (spirit master) 250 

3 Typewriters (1 for library) 600 

1 Calculating machine 150 

Conference Room and Classrooms, Laboratories 

1 Balance and Scales with weights 225 

1 Portable blackboard 126 

Demonstration Practice Room 

1 Sterilizer (fish kettle, large) 900 

4 Sterilizers (small) for syringes and small instruments 700 

Clinical mannekins and anatomical models: 

a) 1 Mrs.Chase - with reservoirs for bowel and 

bladder irrigation. 350 

b) 1 Resussci - Annie 150 

c) 1 of each of the following Organ Models: Pelvis for 

gyn exams, rectal model for proctoscopic, heart, 

lungs, abdomen, ear, eye,- throat and larynx obstetrical 

pelvix, brain, pelvic model for catheterization. 

Arm model for injection and infusion. 1,154 



4 portable cassette recorders 160 

Cassette Tapes of heart sounds 20 

Cassette Tapes of breath sounds 20 

16 Physician's Diagnostic Kits 800 

5 Dozen stethescopes 360 

16 Sphygmomanometers 1,056 

Syringes and needles 1,000 

Utensils, clinical 1,000 

Trays, assorted sizes 200 

6 Obstetrical stethscopes 36 

6 Pediatric stethescopes 36 

1 Obstetric caliphers 15 

Instruments for: 

Minor surgery 1,000 

Obstetrics and gynecology 1,000 

Tooth extractions 500 

Science Laboratory - Anal./Physiology Microbiology/Chemistry/
 

Pharmacology
 

2 Balances and scales with weights 450
 

1 Bath, water, serological, inactivating 300 

16 Burner, Bunsen 90 

Cages, animal 2,500
 

Centrifuge 125
 

Charts, demonstration, with cases 200
 

Incubator, bacteriological 450
 

Kymograph 150
 

16 Lamp, microscope 1,075
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16 Microscope 5,280 

Models, anatomical 350 

Oven, sterilizing 300 

Rack, pamhlet 50 

Skeleton 225 

Spectroscope 325 

Chemicals 1,000 

Culture media 500 

First aid kit 31 

Glassware, laboratory 1,000 

Instruments, laboratory 1,000 

Miscellaneous laboratory apparatus and equipment 500 

Reagents 200 

Rubber supplies (e.g. gloves, tubing) 500 

Stains 1,000 

Printed forms and supplies 500 

Rubber laboratory aprongs 36 

Plaster of paris 200 

Splints, bandages 200 

Nutrition Laboratory 

Charts, danonstration nutrition with chart case 200 

Balances and Scales with weights 450 

Classrooms (Lecture, etc.) 

3 Overhead projectors 500 

1 Film illumination box 50 

2 Bell and Howell 16mm. sound film projectors - self threading 1,800 

1 Opaque projector 200 

I Carousel - type 35mm. slide projector 160 

6 Film strip projectors (simplest available) 
(about $15-20 each) for independent study. 240 

1 Movie screen - wall type - magnetic 110 

1 Machine for transparency masters (3M or Thermofax) 300 

1 Film strip - Cassette combination 315 
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AV - AIDs - Software: 

Films 
 500
 

Film strips 500
 

Slides 
 500
 

Cassettes 500
 

Learning packages (programmed instruction) 500
 

Text books, including self insitructional texts 500
 

Library and Reference Books 2,000
 

Total Cost before Maintenance, Freight
 

and Inflation Contingency .............. 40,670
 

Maintenance:
 

71% used since all item not equipment ............ 3,050
 

Overseas and Inland Freight (35% of cost estimate) 14,234
 

Contingency for Inflation (for purchase in 1978
 

7.5% p.a) ............. 3,050
 

Grand Total ............. 61,004
 



Annex IV-B
 

LIST OF EQUIPMENT AND SUPPLIES FOR THE
 

INST. OF HLTH. SCIENCES (GOS FINANCED) 

GENERAL U.S. $100,000 

Clocks 

Fire Extinguishers
 

Curtains and Blinds
 

2 REGULAR CLASSROOMS (20 STUDENTS EACH)
 

2 Instructor chairs and desks
 

50 Student tablet-arm chairs
 

2 Pamphlet racks
 

2 Easels for charts
 

2 Film illuminators (view Boxes)
 

2 Filing cabinets
 

2 Regular waste cans
 

NUTRITION - CLASSROOM (20)
 

Stove with oven and exhaust fan
 

Electric hot plate
 

Juicer
 

Domestic mixer
 

Refrigerator
 

Toaster
 

Dining table and chairs
 

Chinaware
 

Cutlery (table and cooking)
 

Glassware
 

Linens
 

Foodstuffs
 

Filing-card cabinet
 

Miscellaneous kitchen apparatus and equipment
 

First-aid kit
 

Instructor's chair and desk
 

** Estimate prepared by G(*1.' AID estimate was $147,00 as show'i in 
project input costs. 



NUTRITION - CLASSROOM (CONTINUED)
 

25 adjustable laboratory stools
 

6 waste cans with foot levers
 

MULTI-PURPOSE CLASSROOM AND PROJECTION/STORAGE ROOM (20 STUDENTS)
 

Instructor's chair and desk
 

25 Student tablet-arm chairs
 

I Pamphlet rack 

1 Easel
 

1 Film illuminator (view box) 

1 Filing cabinet 

1 Regular waste can 

1 Stand for projector
 

1 Projectionist stool (adjustable)
 

SCIENCE LABORATORY WITH STORAGE (20 STUDENTS)
 

1 Refrigerator 

2 Hot plates
 

1 Instructor's desk and chair 

25 Laboratory stools
 

2 Filing cabinets
 

2 Easels
 

I Pamphlet rack
 

6 Waste cans with foot levers
 

HEALTH INSPECTORS CLASSROOM (10 STUDENTS)
 

Instructor's chair and desk
 

10 Student tablet-arm chairs 

i Pamphlet rack 

1 Easel 

1 Film Illuminator (view box) 

1 Filing cabinet 

1 Regular waste can 
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PUBLIC HEALTH NURSE/HEALTI: ASST. CLASSROOM (10 STUDENTS)
 

Instructor's chair and desk
 

10 student tablet-arm chairs
 

i pamphlet rack
 

1 easel
 

1 film illuminator (view box)
 

i filing cabinet
 

1 regular waste can
 

LIBRARY:
 

Bookstacks--Shelving
 

Magazine Racks
 

Desks, chairs for librarian
 

Student chairs
 

Library tables
 

STUDENT TOILETS
 

Dispensers-for:
 

Soap
 

Towels
 

Toilet paper
 

Mirrors
 

Waste cans
 

OFFICE (PRINCIPALS, FACULTY AND MAIN OFFICE)
 

10 Faculty chairs and desks
 

11 Bulletin boards (I/office)
 

1 portable black board
 

12 bookshelves
 

15 filing cabinets
 

5 secretarial chairs and desks
 

15 electric heaters
 

Miscellaneous office furniture
 

FACULTY LOUNGE WITH TEA KITCHEN (20 PERSONS)
 

10 easy chairs
 

10 regular chairs
 

Coffee tables
 



1 Tea Service for 10
 

I Refrigerator
 

I Stove with oven
 

Towel and soap dispensers
 

1 Waste can with foot lever
 

i Kitchen stool
 

2 Regular waste cans
 

FACULTY CONFERENCE ROOM (20 PERSONS)
 

Conference Table
 

Conference chairs
 

arpeting
 

Floor and table lamps
 

Pamphlet rack
 

Settee
 

FACULTY TOILETS
 

Dispensers for:
 

Soap
 

Ttewels
 

Toilet paper
 

Mirrors
 

2 Waste cans
 

LECTURE/DEMONSTRATION ROOM (60 PERSONS) 

1 Podium and speakers stool 

1 Instructor's chair and desk 

I Nurse's desk and chart counter 

60 Student tablet-arm chairs 

1 Pamphlet rack 

2 Easels
 

4 Filing cabinets
 

2 Waste cans with foot levers
 

2 Regular waste cans
 

I Refrigerator
 

1 Electric hot plate
 

3 Irrigating Standards.
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LECTURE/DEMONSTRATION ROOM-- (CONTINUED)
 

5 Patient's beds
 

5 Foot stools
 

5 Bedside tables
 

5 Overbed tables
 

I Linen hamper
 

I iressing carriage
 

1 Bassinet
 

DINING/ASSEMBLY HALL
 

(Projection room and toilets)
 

Dining tables and chairs
 

2 Portable chalkboards
 

1 Podium and speaker's stool
 

Lecture demonstration table
 

Stand for Projectors
 

2 Filing cabinets
 

10 large waste cans
 

Dispensers for:
 

Soap
 

Towels
 

Toilet paper
 

Mirrors
 

KITCHEN
 

Institutional kitchen equipment and supplies for serving
 

150 people.
 

BOILER HOUSE/TRANSFORMER ROOMS/GENERAL STORAGE FACILITIES
 

General maintenance equipment
 

Grounds and gardening tools
 

FEMALE AND MALE HOSTELS
 

For each 2 person bedroom:
 

2 beds with mattresses
 

2 study chairs and desks
 

2 bulletin boards
 

1 easy chair
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FEMALE AND MALE HOSTELS-- (CONTINUED) 

For each 2 person bedroom:
 

I occassional endtable
 

2 soap receptacles
 

2 towels bars
 

I mirror over lavatory
 

i full length mirror on back of door
 

For each 1 or 4 person bedroom:
 

The above items accordingly.
 

Common Rooms
 

Chairs, easy and straight
 

Lamps, floor and table
 

Tables, card with chairs, end and occassional
 

Laundry and Pressing Rooms
 

For each room:
 

2 ironing boards
 

2 irons
 

2 stools
 

1 work counter with lavatory and storage space
 

1 washer and drier
 

Clothes drying racks
 

2 student tablet-arm chairs
 

1 Dispenser for:
 

Soap
 

Towels
 

ABLUTION AND BATH ROOMS
 

For each room:
 

Dispensers for:
 

Soap
 

Towels
 

Toilet paper
 

Mirrors
 

Waste cans
 

Supplies for cleaning and sanitizing
 



ANNEX V-A
 

JOB DESCRIPTION
 

TITLE: Curriculum Consultant
 

This individual will work 4 months during FY-77 and FY-78
 
of the project and two months each following year in collaboration
 
with the T.A.'s and prospective Swazi tutors that will comprise the
 
curriculum nucleus.
 

RESPONSIBILITIES:
 

1. Will teach a workshop on Systematic Course Design procedures
 
for curriculum nucleus.
 

2. Will help the curriculum nucleus to plan, implement and analyze
 
a program to assess the present health status of the community; to
 
utilize findings of the Peace Corps School health assessment and other
 
presently available data; to assess presently held attitudes and
 
practices relating to health child rearing and FP.
 

3. Will participate in the refinement of the list of responsibilities
 
for nurse practitioners.
 

4. Will participate in the assessment of present curriculum
 
(RFM) in terms of the on-the-job responsibilities of th nurse
 
practioners.
 

5. Will perform task analysis of responsibilities listed in No.4
 
with curriculum nucleus.
 

6. Will work with curriculum nucleus to specify expected entry level
 
skills and a selection procedure for nurse practitioner students.
 

7. Will work with curriculam nucleus to map out total curriculum
 
in broad strokes (project formulation).
 

8. Will work with curriculum nucleus to plan timetables for
 
development of courses using a systematic approach (members of the
 
team will each develop courses in their area of competence).
 

9. Will monitor progress in development of course designs and later
 
in teaching courses.
 

10. Will teach a workshop on test construction and evaluation to
 
enablA curriculum nucleus to develop an overall evaluation plan as well
 
as test instruments for their particular courses.
 

11. Will teach a workshop on modern instructional methods to enable
 
curriculum nucleus to use these methods in their own teaching.
 

12. Will collaborate with T.A.'s in the provision of bibliographical
 
support in selection of instructional materials for nurse practitioners

and other members of the health team (health inspectors, nurse
 
assistants, health assistants).
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13. Will assist evaluation teams 
to assess work in progress.
 
14. 
 Will work with curriculum nucleus to assess overall effectiveness
of the program by evaluating on the job performance of graduates.

15. 
 Will assist staff in development and implementation of continuing
education programs, team learning opportunities conferences and research
projects.
 



ANNEX V-B

POSITION DESCRIPTION 


TITLE: 	 Family Nurse Practitioner Educator
 

RESPONSIBILITIES
 

1. Collaborate with short-term Consultant in curriculum design,and with
 
Swazi nurse counterparts, in the development of suitable educational
 
programs for the preparation of nurses and other paramedical personnel.
 

l.l.a. 	 These educational programs should be designed to meet the needs
 
of the population for curative services in acute care settings
 
in the urban areas, but more importantly, to deliver health
 
care to rural areas which are presently underserved or not
 
served at all.
 

l.l.b. 	In addition to care of the sick, these programs must include
 
disease prevention, promotion of public health, the early
 
detection and treatment of illness in rural areas and the
 
referral of complex health problems to appropriate health
 
services for treatment.
 

2. Collaborate with designated Swazi counterpart in the overall
 
administration of the nursing division of the Health Science Institute.
 
Will give training to this counterpart in the overall administrative
 
functions of the Principal tutor position including selection and
 
maintenance and estimates of necessary educational equipment and
 
supplies, budget preparation, report writing, data collection and
 
evaluation of progress of program, supervision and support of program
 
staff, group leadership and decision making skills.
 

3. Give instruction to potential Swazi Nurse tutors in collaboration
 
with other experts in:
 

3.1. 	 Orientation to the health services of Swaziland including
 
hospital, health centers, and clinics, and types and levels of
 
personnel serving in these facilities.
 

3.2. 	 The development of good interpersonal relationships among
 
personnel in the health services and between these personnel
 
and the population whom they serve.
 

3.3. 	 Skills in verbal and recorded communication.
 

3.4. 	 Human growth and development from conception to aging and death.
 

3.5. 	 Rehabilitation and restoration of the individual to productive
 
life style including the psycho-social and economic aspects of
 
rehabilitation.
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3.6. Skills in selected laboratory techniques and procedure. 

3.7. History-taking and interviewing. 

3.8. Physical and Mental assessment and Diagnostic skills. 

3.9. The Management of selected Medical Problems of Children and 
Adults. 

3.10 Teaching Methodology and Practice Teaching. 

4. Serve as 
support 	personnel, teacher of Counterparts and role model

for beginning Swazi tutors. 
 These tasks will g adually diminish in
 
their operational aspects as rapidly as the Swazi tutors become
 
competent to take over all operational roles in the Nurse education
 
program.
 

5. Coordinate with
 

5.1. 	 Ministry of Health.
 

5.2. 	 Curriculum Design Short Term Consultant.
 

5.3. 	 Short Term Consultants in Course Content as required, i.e.
 
Psychiatric Mental Health.
 

5.4. 	 University of Botswana and Swaziland.
 

5.5. 	 USAID, Peace Corps Volunteers. 

5.6. 	 W.H.O., UNDP.
 

5.7. 	 British Overseas Development.
 

5.8. 	 Other participating Agencies and Government of Swaziland
 
Ministries.
 

5.9. 	 Private religious institutions and agencies and others.
 

6. QUALIFICATION: 
 Masters' degree in Nursing Education with

completion of appropriate preparation as a Family Nurse Practitioner and
 
experience in teaching in an F.N.P. program.
 



ANNEX V-C
 

POSITION DESCRIPTION
 

TI=: Nurse Educator - Maternal and Child Health/Family Planning
 

RESPONSIBILITIES
 

1.1. 	 Collaborate with Short-term consultant in curriculum design, and
 
with Swazi nurse counterparts, in the development of suitable
 
educational programs for the preparation of Nurses and other
 
paramedical personnel.
 

1.2. 	 These educational programs should be designed to meet the needs
 
of the population for curative services in acute care settings

in the urban areas, but more importantly, to deliver health care
 
to rural areas which are presently underserved or not se:2ved at
 
all.
 

1.3. 	 In addition to care of the sick these programs must include
 
disease prevention, promotion of public health, the early detection
 
and treatment of illnesses in rural areas and the referral of
 
complex health problems to appropriate health services for treatment.
 

2. Give instruction to potential Swazi Nurse tutors, in collaboration
 

with other experts in:
 

2.1. 	 Maternal Child Nursing Components,
 

2.2. 	 Child Spacing,
 

2.3. 	 Pediatric nursing,
 

2.4. 	 Child growth and development,
 

2.5. 	 Child nutrition,
 

2.6. 	 Communicable diseases of childhood,
 

2.7. 	 Health education,
 

2.8. 	 Disease prevention,
 

2.9. 	 Teaching methodology,
 

2.10. Counseling, supervision and evaluation.
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3. 
Serve as support personnel, teacher of Counterparts and role model
for beginning Swazi tutors. 
 These tasks will gradually diminish in
their-operational aspects as 
rapidly as 
the Swazi tutors become
competent to take 
over all operational roles in the nurse education
 
program.
 

4. Coordinates with:
 

4.1. Ministry of Health. 

4.2. Curriculum Design Short Tern, Consultant. 

4.3. Short Term Consultants in Course Content as required, i.e.,
Maternal/Child Health/Family Planning. 

4.4. University of Botswana and Swaziland. 

4.5. USAID, Peace Corps Volunteers. 

4.6. W.H.O., UNDP. 

4.7. British Overseas Development. 

4.8. Other participating Agencies and Government of Swaziland 
Ministries. 

4.9. Private religious institutions and agencies and others. 

5. QUALIFICATION: 
 Graduate preparation in Nursing Education with
prePara-tIon7In iMternal Child Health and Family Planning and experience

in teaching in this speciality.
 



ANNEX V-D
 

POSITION DESCRIPTION
 

TITLE: Nurse Educator - Psychiatric/Mental Health Nurse Educator (U.K.)
 

RESPONSIBILITIES
 

1.1. 	 Collaborate with short-term consultant in curriculum desig, 
and
with Swazi nurse counterparts, in the development of suitable
educational programs for the preparation of nurses and other
paramedical personnel.
 

1.2. 
 These educational programs should be designed to meet the needs
of the population for curative services in acute care settings
in the urban areas, but m.--e importantly, to deliver health
care to rural areas which are presently underserved or not

served at all.
 

1.3. In addition to care 
of the sick, these programs must include
disease prevention, promotion of public health, the early
detection and treatment of illnesses in rural areas and the
referral of complex health problems to appropriate health

services for treatment.
 

2. Give instruction to potential Swazi nurse tutors, in collaboration
with other experts, in the area of psychiatric/mental health nursing
including individual, group and family therapeutic intervention, behavior
modification, treatment of alcohol addiction, neurological and psycho­somatic threats to mental health.
 

3. Serve as support personnel, teacher of Counterparts and role model
for beginning Swazi tutors. 
These tasks will gradually diminish in their
operational aspects as rapidly as the Swazi tutors become competent to
take over all operational roles in the Nurse Education Program.
 

4. Coordinates with:
 

4.1. Ministry of Health.
 

4.2. Curriculum Design Short Term Consultant.
 

4.3. 
 Short Term Consultants in Course Content as required, i.e.
Psychiatric Mental Health.
 

4.4. University of Botswana and Swaziland.
 

4.5. USAID, Peace Corps Volunteers.
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4.6. W.H.0., UNDP. 

4.7. Bitish Overseas Development. 

4.8. Other participating Agencies and Government of Swaziland 
Ministries. 

4.9. Private relijious institutions and agencies and others. 

5. QUALIFICATION: Graduate preparation in Nursing Education with
 
clinical speciality in psychiatric mental health nursing and
 
experience in teaching this speciality.
 



ANNEX V-E
 

POSITION DESCRIPTION
 

TITLE: Hospital Secretary Advisor, TA. (Hospital Administrator)
 

RESPONSIBLE FOR: Introducing efficient management procedures into all
 
facets of hospital management; and for relieving direct service­
personnel (doctors and nurses) of administrative responsibilities where
 
appropriate. He will work in a counterpart relationship with Swazi
 
Hospital Secretaries. He will also participate in project evaluation.
 
Below is a suggested outline of job tasks:
 

- maintain accounts of all hospital services (dispensary, laboratory,
 
in-patient and out-patient fees, etc.)
 

- preparation of hospital payroll
 

- oversee maintenance of hospital assets (equipment, grounds, etc.)
 

-
 ordering for all hospital services (based on requests'from
 
maintenance, dispensary, etc.)
 

- ultimate i spor.sibility for administration of hospital infrastructure
 
(laundry, catering, etc.)
 

-
 allocation of resourcs (transport logistics, appropriation of
 
hospital equipment etc.)
 

- organization of patient records
 

- preparation of annual budget
 

- preparation of annual report
 

%DDUS OPERANDI: The TA/Hospital Administrator will initially be resident in 
Hlatikulu, where he will work in a counterpart relationship with the 
Hospital Secretary, and at the same time rationalize and define the job 
tasks required by the post. A the end of 6 months, 4 Hospital Secretaries 
( 1 from Hlatikulu and 3 from other government hospitals), will go off for 
the first segment of a training course in Botswana. During the year of 
intermittent training, and on the job experience, the TA will rotate among
 
the 4 hospitals, to fill in during the absence of the Hospital Secretaries,
 
and to provide guidance when they return to their posts. During the final
 
18 months, the TA will work in a counterpart relationship in each of the
 
hospitals, as appropriate, assisting with the implementation of uniform
 
management procedures into all hospitals. (As the country is small, the TA
 
will be able to remain resident in Hlatikulu throughout the 3 years, and
 
travel as necessary).
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QUALIFICATION: The TA will have a degree (undergraduate or graduate level)in hospital administration. He should have had a minimum of 4 years of
hospital (or closely related) experience, and preferably have worked in a
 
developing country.
 

RELEVANT BACKGROUND: INFORMATION: 
 The administrative responsibilities in
hospitals have been largely.carried out by clinical staff. 
In recent
 years Hospital Secretaries (hospital administrators) have been recruited

for 2 hospitals, but they are persons who moved laterally from administrative
 
positions elsewhere in government. 
It is evident that Hospital Secretaries

will, in the foreseeable future, be individuals with 4-6 years of secondary
education, with no specialized training in hospital management. 
It is
therefore necessary, for a TA to 
introduce simple efficient procedures which
 can be learned and operated by counterparts, and new recruits who follow.

(A 2 year International Voluntary Service, U.K./Hospital Administrator, began
working in Mbabane Hospital in early 1976, and should assist the TA con­
siderably, as there will be 
a short overlap).
 



ANNEX V-F
 

POSITION DESCRIPTION
 

TITLE: Rural Health Services Administrator Advisor, TA 

RESPONSIBLE FOR: Desiging and setting 4 new posts within the MOH to 
coordinate and provide management services to all health related
 
activities within defined regions of Swaziland. He will work closely
 
with MOH in the establishment of new posts, and will assist with the
 
identification of candidates for formal and counterpart training. He will
 
also prepare reports for the project evaluation. Below is a suggested
 
outline of job tasks:
 

coordinate direct service activities within the region (TB control,
 
bilharzia and malaria control, school health, nutrition, health
 
education, medical visits, public health, mental health, and
 
including hospital based activities)
 

- promote cooperative planning and administration of government,
 
mission, and industrial health services
 

- represent regional health interests in district government, RDA's,
 
school meetings, and other community based activities.
 

- organize and administer a nerve center for transport (so that
 
'efficient use of vehicles for multi-purpose visits can be
 
expedited).
 

- assist with the management of patient referrals from one health 
unit and/or health worker, to another 

- assist with the decentralization of laboratory analysis, where 
appropriate and efficient (so that, for example, TB sputa can be 
forwarded to the nearest center, and read while still fresh) 

- organize the logistics of laboratory referrals in coordination
 
with other services that rely on the communications network).
 

- act as a consultant regarding deployment of personnel, based on
 
an overview of regional needs
 

- oversee the regular and accurate reporting of health statistics
 
from individual units within the region (including non-governmental
 
facilities), in cooperation with the TA/Health Statistician.
 

- assist with the collection of vital statistics
 

- prepare at the outset, baseline data comparing services statistics
 
and community health needs (utilizing available health statistics
 
and population on data)
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- maintain a continuous community health analysis
 

-
 produce an annual report describing the delivery of health services
 
within the region.
 

-
 expedite the introduction of patient retained health records and

simplified record keeping for follow-up
 

-
 plan for future allocation of resources within the region (clinics,

maternity beds, etc.)
 

-
 assist individual units with the organization of follow-up activities
(utilizing transport and persohnel from relevant services most
 
efficiently)
 

-
 act as the regional liaison with the national health planner, and

other MOH personnel
 

-
 promote community participation in the health planning process
 

-
 assist in the implementation and evaluation of the coordinated

efforts of the health team (particularly those trained in the new
 
Institute)
 

QUALIFICATION:. The TA preferably will have a Master's Degree in Health
Planning/Administration, and a minimum of 4 years of related experience. 
He
must be a creative self-starter, and almost certainly will have worked in a
 
developing country.
 

RELEVANT BACKGROUND DATA: 
At present, minimal logistic support is given to
the rural health services within the catchment areas, by hospitals responsible
for servicing them. 
However, all other administration is centralized in the
MOH. There is a multiplicity of separate curative and preventive services
delivering health care within each of the areas, but no coordination of
activities. 
The creation of Rural Health Services Administrator posts will
establish nerve centers in the rural areas, for coordinating and providing
management assistance to, what should be an 
interlocking complex of health
 
care units.
 



ANNEX V-G
 

POSITION DESCRIPTION
 

TITLE: Health Statistician Advisor, TA 
RESPONSIBLE FOR: 
 Designing and introducing a comprehensive health informa­tion system which is planned to meet the needs of its users 
- at Ministry
and direct service levels. 
It will include a simplified format for
recording and reporting health data, which minimizes time required of health
personnel, and maximizes the accuracy and utility of "he data. 
 The TA will
also direct the analysis and presentation of the infc,.--tion,.and thus assist
planning and supervisory personnel. 
During the last year of his assignment,
he will train a Swazi counterpart to take 
over the post.
 

In addition to implementing WHO recommendations to the GOS, the TA/Health
Statistician will assist with the collection and analysis of baseline and
period data required for evaluation of this project (and GOS/AID interests
in this area are, of course, coincident).
 

QUALIFICATION: 
 The TA will have a Master's Degree in Health Statistics
or Public Health (or equivalent). 
 He should be familiar with basic
statistical procedures, and have had experience with the analysis of health
data. 
He will have at least 4 
years of relevant working experience,

preferably in a developing country.
 

RELEVANTBACKGROUND DATA: 
 At present there is 
no one in OS solely
responsible for, and especially trained in health statistics, and tle
statistical information available is inadequate for planing and
administrative purposes. 
Furthermore, there is 
a minimum of routine
analysis of health data. 
A WHO consultant was brought in to advise MOH
on health statistics. 
His report is sparse and general, but will provide
very broad guidelines.
 



ANNEX V-H
 

POSITION DESCRIPTION
 

TITLE: Nurse Practitioner
 

1. SETTING
 

Will work in urban, peri-urban and rural areas. 
 In urban areas she

will work in hospitals and health centers. 
In peri-urban and rural areas
 
she will work primarily in clinics and health centers.
 

2. ROLE
 

She will be the primary care provider in the community in areas of

public health, MCH, Family Planning, Midwifery, curative services, mental
 
health and administration of clinics and health centers. 
 She will work
 
with other members of the health team including physicians, administrators
 
auxiliaries, health inspectors, public health nurses, rural health visitors,

school health teachers, and agricultural extension workers and community

leaders and consumer groups.
 

RESPONSIBILITIES
 

3.1. Responsibilities/Public Health
 

3.1.1. 
 Assesses health family planning nutritional status of
 
community; gathers baseline data
 

3.1.2. 
 Plans and implements a program of intervention utilizing other
 

members of the health team specified above including:
 

- CDC (Malaria control, TB, Bilharzia)
 

- Immunizations of children and adults (DPT, BCG, Small Pox)
 

- Rural Sanitation: Sanitary wells,,latrines, protection of
 
springs, simple incinerators (with health inspectors and
 
health assistants)
 

- Health Education:
 

- Nutrition: Stresses development of kitchen gardens; usage of
 
existing wild vegetables and legumes, proper weaning diets;

diets of pregnant women, diets of children 2-5.
 

- MCH: Plans and implements health education courses on
 
antenatal care; delivery; post partum care of mothers; and
 
infants common infant and childhood diseases and their home
 
management; when to seek medical help.
 

- Family Planning: Health education responsibilities in family
planning include counseling men and women on child spacing: and 
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on accepted methods of family planning.
 

3.1.3. 	 Follows up on immunization rural sanitation MCH and family planning
 
program by implementing a program of home visits by members of the
 
health team.
 

3.1.4. 	 Evaluates impact of public health program systematically by charting
 
change in the community's health status and health practices.
 

3.2. 	 Responsibilities MCH
 

Assesses MCH health status in the community including morbidity
 
and mortality patterns, locally held attitude tabus and cultural
 
patterns.
 

3.2.1. 	 Conducts infant and under five clinics to assess child growth and
 
development patterns, (nutrition status) diagnoses and treats common
 
childhood illness (upper respiratory, gastro-in!estinal, malnutrition)
 
provides immunizations (DPT, Small Pox)
 

3.2.2. 	 Provides health education to mothers.
 

3.2.3. 	 Maintains records and reaches mothers how to keep records.
 

3.2.4. 	 Provides for follow up in the home by members of the health team.
 

3.2.5. 	 Evaluates impact of program.
 

3.3. 	 Responsibilities: Family Planning
 

Because men are the heads of families in Swaziland, a family

planning program needs to be directed to them as well as to womer.
 
for purposes of shaping positive attitudes, dispelling preconceptions
 
on the effect of family planning on the nation,the family and the
 
health of the mother.
 

3.3.1. 	 Gathers baseline data on family planning practices, attitude toward
 
FP, present statistics on growth rate of the community.
 

3.3.2. 	 Plans and implements a family planning program:

conducts FP clinics, dispenses pills, condoms, performs pelvic
 
exams including papsmears in collaboration with the public health
 
nurse.
 

- Conducts FP education program
 
- Keeps records on individuals who have accepted FP practices
 
- Follows up on acceptors
 
- Evaluates impact of program.
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3.4. 	 Responsibilities: Midwifery
 

3.4.1. 
 Collects 	baseline data on present practices of prenatal- care
 
delivery/postnatal care in the community.
 

3.4.2. Plans and implements a program including prenatal- and postnatal
 
care of mothers, newborn care, health education and counseling.
 
Refers mother for registration at child welfare clinic.
 

3.4.3. 	 Assistsin normal deliveries in health clinics with maternity
 
facilitias.
 

3.4.4. 	 Identifies high-risk mothers during antenatal period and refers them
 

for study and supervision as indicated.
 

3.4.5. 	 Keeps records.
 

3.4.6. 	 Evaluates impact of program.
 

3.5. 	 Responsibilities: Curative Services
 

3.5.1. 	 Assesses the physical and psycho-social health status of
 
individuals and families by taking health, nutritional and develop­
mental histories and by physical examination.
 

3.5.Z. 	 Discriminates between no~aial and abnormal findings on the assessment.
 

3.5.3. 	 Conducts simple lab exams 
(urine and stool exams) and collects
 
specimens for lab tests as needed, ;o be analyzed in the 
 anzini
 
laboratory.
 

3.5.4. 
 Evaluates the assessment data in order to make prospective decisions
 
about treatment in collaboration with other members of the health
 
team based on agreed on protocols.
 

3.5.5. 	 Manages patient care including prescribing and providing care;

prescribing medications, determining possible alternatives for care
 
settings (institutional or home) and for initiating references.
 

3.5.6. 	 Provides emergency care: cleans sutures and dresses open woulds,
 
sets simple fractures, performs cardio-pulmonary resuscitation,
 
provides care for victims poisoning including snake and animal bites.
 

3.5.7. 	 Extracts teeth.
 

3.5.8. 	 Assumes continued responsibility for patients and their families
 
through counseling and health teaching.
 

3.5.9. 	 Keeps records, assesses impact of primary care program.
 



3.6. 	 Responsibilities: Mental Health
 

3.6.1. 
 Gathers data on mental health problems in the community including

genetic illness i.e. epilepsy, mental retardation and maladaptive

behavior including alcoholism, violence, bizarre behavior, etc.
 

3.6.2. 
 Makes assessment of mental health problems of individual by interview­
ing patients and their families.
 

3.6.3. 	 Indicates mental health problems.
 

3.6.4. 
 Develops 	and implements a treatment plan including counseling and
 
giving medications.
 

3.6.5. 
 Refers violent and other seriously ill patients to mental hospital in
 
Matsapa.
 

3.6.6. 
 Keeps records on patients and their families.
 

3.7. 	 Responsibilities: Administration/Coordination
 

Administer health center or dispensary
 

Professional
 

3.7.1. 
 Works with the health inspectors and public health nurses to plan

PH/MCH/FP responsibilities and assign them to members of the health
 
team. 

3.7.2. 
 Works with school health programs and agricultural extension
 
programs to coordinate health related activities in the community.
 

3.7.3. 	 Develops evaluation plan to assure that PH/MCH/FP program is meeting

its stated objectives.
 

3.7.4. 	 Implements evaluation, monitors programs.
 

3.7.5. 	 Revises program if aspects of the project are not working.
 

3.7.6. 
 Prepares reports using format recommended by health administrators
 
and regional planner.
 

Plant, equipment, supplies
 

3.7.7. 
 Organizes system for ordering equipment, supplies, maintaining
 

building. Assigns responsibilities to staff.
 

3.7.8. 	 Monitors and 'evaluates effectiveness of logistic system.
 

3.7.9. 	 Prepares reports.
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- maintain a continuous community health analysis
 

-
 produce an annual report describing the delivery of health services
 
within the region.
 

- expedite the introduction of patient retained health records and
 
simplified record keeping for follow-up
 

- plan for future allocation of resources within the region (clinics,

maternity beds, etc.)
 

-
 assist individual units with the organization of follow-up activities
 
(utilizing transport and personnel from relevant services most
 
efficiently)
 

-
 act as the regional liaison with the national health planner, and 
other MOH personnel ­

- promote community participation in the health planning process
 

- assist in the implementation and evaluation of the coordinated 
efforts of the health team (particularly those trained in -he new 
Institute) 

QUALIFICATION: The TA preferably will have a ?aster's Degree in HealthPlanning/Administration, and a minimum of 4 years of related experience.
must be a creative self-starter, and almost certainly will have worked in 

He 
a
 

developing country.
 

RFEIELNT -ACKGROUND DATA: At present, minimal logistic support is given to
the rural health services within the catchmenn areas, by hospitals responsiblefor servicing them. However, all other administration is centralzed in the
MOH. There is a multiplicity of separate curative and preventive services
delivering health care within each of the areas, but no 
coordinatio. factivities. 
The creation of Rural Health Services Administratcr posts willestablish nerve centers in the rural areas, f3r coordinating and providing
management assistance to, what should be an 
interlocking complex :f health 
care units. 
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Botwana Republic of Botswana 

VII,ANNEX(C 

USAID, loi 

Mbabane, 
Swaziland. 1st September, 1976
 

Dear r. Bahi, 

PROJECT PROPOSAL 

In discussion with USAID officials the followving 
request has been made of IDM: 

1. Contract Eor Training: 

Hospital Adminis tra tars - Hospita! 
Secretaries. 

2. Cliet Group: 

a) Hospital Secreta-ries. 
b) Assis7-ant Hcsital Secretaries. 
c) Regional r Disrict Health 

Adnin-J-i - aors. 
6) Central :Aministrative Staic in 

Direct Contact with Above. 

3. IDM Accountabilizy. 

a) Comploete training Facility (class 
& residenzial). 

b) Mat-ials and instruction. 
c) Curriculum design. 
d) Assist with follo,-up and 

evalitation. 

2OSEP 197S "n .
coS.
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4. USAID Accountability:
 

a) Identify and provide particiDants.
 
b) Fuwad participants.
 
c) Develop accreditation standards and
 

relationships. 
d) Provid follow-up and inter course
 

gf'idance.
 
e) Develop post descriptions, :kio,ledce 

and skill reduiremerts, knorledge and 
skill deficiencies. 

.5. Format: 

24 weeks full-time training i. eig.. 
week blocks with eight to t.-e weeks 
between eacq block.
 

:6. Proposal _n-Pormation: 
No institution is serving.Sou-hern AErica 

in the training oF Hospital A .- Se. 
USAID has reouested IDM assis_-nce i 
developing and conducting a i~iorca procu-ai
for these people. The client r-ur, is 
presently identified in Sazilan', but -he 
same need undoubrtedly exists in Btsa, 
and possibly in Lesotho. Many ele-.ents 
of such a program are com.on ;ith c - her 
diploma areas under active cor.sileraticn, 

_Other areas unicue to this ci - be 
managed under the Sort-#r.m assic. ent 
feature o2 the 7DM project. One LE hese 
areas ,'i__ be in the Medical 2er- Liel. 
The lead time on the training acti'ity 
estima-ed a- 16 - 22 mon-hs ir-,r no-" am d 
enables careful planning and seleotion 
of the needed outside resource ,er_ ,:.el. 

7. Costing:
 

The estimated costs Eor partici ?an 
training are as follows: 

Registration, books, materials, tuition
 

R 20 .CO 
Board, lodging, laundry, 
incidentals R ".OO.0 

Total Cost: 2 3C0.00
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These costs are based on a projected cost of 
Drzviding food, hzusing, laundry and incidentals at 
R73.00 per week per ccarse participant,, and an all­
inclusive charge for tuition, books, materials ani 
supplies, of R50.00 per week per participan:. 

The assumption i that at least 12 participants 
-will be available for the program. 

8. 	 The second program to Follow, perhaps a year 
later, that. of traiAing regional health 
specialists, wuld be approached in the 
same manner, with the same attendan.t overall 
costs, at projected Jan. 1978 costs.
 

We hope for your early cor'4mnation Or 
rejection of this possibility so ';Ie can make our 1978 
plans in the next few months. 

Yours truly,
 

2 . 

D.C. HOCKETT 
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CRITICAL PERFORMN IMDICATOR (CPI) DESCRIPTION
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COUNTRY iPROJECT NO. IPROJECT TITLER I1RJ DATE rIJLJ ORIGINAL APPROVEDSwaziland 1690-0062 Swaziland Health Manpower Training 
 12/1/76 jLJREVISION# I ___ 

on cv 
 19J7 
 1978 
 1979
 

A"THJ 
F M A M J J A S 0 N D J F M A M 
J J A S 0 N D J F M A M 
J J A S 0 N D
 

12 24 

PRIORACTIONS 

POST1. Con- 1. Grant 3.Const. 1.IHS 
 20. Construction ACTION1 
structio Agsg ouses Const 2 of ItS
 

\e tard s \completed
 

2.I st 4. 2nd 87 3.Houses
 
CPs CPs Coin"
 
met Met pleted
 

2. Curr: 

Curr.
 

Teaching 

Spec.
Program 
 5. TA - 9. 1 TA- 13. 2 TAs 
 arrives
 

Contract arrives ' arrive 
 19. Survey curr.,\
 
Signed 
 Teaching
 

program completed
 
26. Fast IHS
 

1I.4 RHS Admini classes
3. Plng. 

start
6. TA 4
:Adm. 


contracl10. 3 TAs\Admin Staff
 
signed arr. Selected ­

4. Part. 
 16. 6 trainees 17. 4 hosp. trainee departs ,ETraining 
 ... depart for ADM. complete 24. FNP Swazi T itor \
 
trinng - training trainee returns to f
 

12. 4 partici-
 18. 4 RHS ADM. teach
 
pants start 15. U.K. TA ar. start training22. WHO Health In;pector


5. Other hosp. adm. on board

Donor 
 training 14.,Internal eval. 23.External eval.
 

ANALYSIS SCHEDULE:
PROGRESS VS FINANCIAL x 
EVALUATION SCHEDULE x 

AID 1020-35 (6-76) CRITICAL PERFORMANCE INDICATOR (CPI) NETWORK 

x 



COUNTRY ~PROJECT NO. IPROJECT TITLE 	 DATE 1rJORIGINAL APPROVED 
Swaziland I 690-0062 1 Swaziland Health Manpower Training R2/1/76 REVISION 
OR FY -'1980 	 1981 
 1982
 

CY
 

IJ FM A 
M J J A S O N DIJ F M A 
M J J A S O N DIJ F M A M J J A S O N D 
0 12 24 36 

PRIOR 
 POST

ACTIONS 
 ACTION!
 

,.I. Con­
structic
 

31.Curr. Spec. 4.,4th yr. spec.
 
arrives curr. completed


:2. Corr: 
 46. curr. spec.
Teachin 30. 1st year 4. 2nd yr.36.-2nd yr of 42. 3rd yr f 45. d yr. arrives 
Program of instruc- of instruc instruction instructio of instruc­

tions com- tion starts ends starts tion ends and 50. 4th yr. )f
pleted. / 38. Curr. / 7 health linstruction 

spec. arr. inspectors starts 
/ / graduates 

3. Pl4g. 28..4RHS Adm. / 43..RIS Log. mgt I
 
:Adm. complete 35./o . Log. completed and
 

training mgt. s stem under Swazi
 
/ comple :ed and / cont 1 I 

/under wazi 41.4Health Plar er / 
4. Part. 	 /ControTrainee retu ns
 

Trng. 7Trainee departs 3. Statisti ian / 3 trainees depart 47. 4 Swazi nurses 
Psyeh/MH Itrainee ret rns / for B.Sc. Deg ee complete B.Sc. De rees 

3_3 PsychiMH and join IHS Facu ty3 
Trainee returns and 48. Swazi nurse tu or 
joins IHS faculty departs for MCH/F 

training5. Othe] -	 29.*U.K. TA 
Donor 	 arrives 32. Internal
 

PH/M Evaluation 40. Internal 
 49. Internal
 
Evaluation 	 Evaluation
 

ANALYSIS SCHEDULE:
PROGRESS VS FINANCIAL X X 	 x 
EVALUATION SCHEDULE X 	 x x
 

AID 1020-35 (6-76) 	 CRITICAL PERFORMANCE INDICATOR (CPI) NETWORK 



COUNTRY ,PROJECT NO. PROJEC TITLE DTE i 	 VSwaziland 
I 690-0062 LSwaziland Health Manpower Training 	 IORIGINAL ,,,OVED 
FY _1983 REVISION _
 

OR 19di___
 
CY
 

MONTHIF M M J s N J FMJ 	 A OJj 

IJ F M A M J J A S 0 N DIJ F M A M J J A S 0 N D
 

0 
 12 
 24
PRIOR 	 36 
P S

ACTIONS POST 

ACTION! 
L.Constru ­

tion 
52. Curr. Spec. arrives
Y ast two months of-'U.S TA
 

51. 4th year of instruction
 
2. Curr. ends 20 RN's graduate
 
aud 7 Health Inspectors graduat,
 

Teaching
 
Program 	 5 End of Projec
 

"5th year Instruc ion starts
 
:Swazi faculty co iplete to
 

3. Planni Ig	 3continue instruc:ion
 

and Adm.
 

J 

4. Part. 	 ­ 3. 2RN's complet
 
Training 
 B.Sc. Degree and
 

3oin faculty
 
5 H.
MCH/FP tutor
 
Trainee ret. RNS
 
and jlins facult
 

5. Other
 
Donor 
 56. Final
 

Esterna
 

Evaluat on
 
ANALYSIS SCHEDULE:
 
PROGRESS VS FINANCIAL X
 
EVALUATION SCHEDULE X 

AID 102-3S 16-76) 	 CRITICAL PERFORMANCE INDICATOR (CPI) NETWORK 



COUNTRY 	 PROJECT NO. PROJECT TITLE 
Swazilanq 690-0062 Swaziland Health Manpower Training 

PROJECT PURPOSE (FROM PRP FACESHEET)
1. 	Trained nurses and other auxiliary personnel for 11. 


MOH health services. 


2. 	Institutionalized training capacity. 
 12. 


3. 	Strengthen planning and administration of MOH
 
health services. 
 13. 


CPI DESCRIPTION 


Prior 	actions include PP approval and authorization
 
of requested Grant. 
 14. 


1. 	2/77 Grant Agreement signed (OSARAC/GOS) 15. 


2. 	3/77 First CP's met to provide funds for housing

construction (OSARAC/REDSO) 16. 


3. 	5/77 Houstng construction starts to complete in
 
time for U.S. TA's to occupy (OSARAC/REDSO) 


4. 	7/77 2nd set of CP's met to release funds for IHS
 
Construction (OSARAC/REDSO) 


5&6. 8/77 
 TA Contract signed with U.S. Institution
 
or TA's contracted separately. (AID/W) 


7. 	10/77 Construction of IHS started to complete in
 
time to start instruction. (OSARAC/REDSO) 17. 


8. 	12/77 One TA, U.S. FNP Nursing Education arrives for
 
Curr. and 8 teaching programs (AID/W) 18. 


9. 	12/77 Construction of three houses completed

(OSARAC/REDSO) 
 19. 


10. 	 12/77 Three TA's arrive for Planning/Admin. (U.S.

Statistician, Hospital Admin.,RHS Admin.) 
 20. 

(AID/W)
 

DATE IrXi ORIGINAL APPROVED 
12/1/76 GLREVISION# 

2/78 	4 Swazi RHS Administrators and 4 Swazi
 
Hospital Administrators selected (GOS/OSARAC)
 

3/78 	4 participants start hospital training in
 
Botswana (GOS/OSARAC)
 

6/78 U.S. 	MCH/FP Nursing Educator arrives for
 
3 mos. and U.S. Curr. Specialist arrives for
 
4 mos. (AID/W)
 

7/78 	First internal evaluation performed (OSARAC)
 

8/78 	U.K. Psych/Mental Health Educator arrives to
 
assist in Curr. and teaching program (GOS)
 

8/78 	 1 nurse tutor departs for one year of FNP Spec.
 
in U.S.
 

3 RN's depart for the U.S. for a B.Sc. degree
 
in Nursing Education - 4.years each
 

1 Swazi departs for two year training in
 
Health Statistics in U.S.
 

1 RN departs for U.K. for a B.Sc. in Nursing
 
Education - 4 years (OSARAC/GOS)
 

3/79 	4 Swazi Hosp. Administrators complete training
 
in Botswana (OSARAC/GOS)
 

3/79 	4 Swazi RHS Administrators start training in
 
Botswana (OSARAC/GOS)
 

6/79 	 Survey, Curriculum and teaching program
 
completed (OSARAC)
 

7/79 	 Construction of IHS completed (OSARAC/REDSO)
 

AID 1020-36 (6-76) 
 CRITICAL 	PERFORMANCE INDICATOR (CPI) DESCRIPTION 



COUNTRY PROJECT NO. PROJECT TITLE IDATE ISwaziland 1 690-0062 Swaziland Health Manpower Training 112/1/76 	 I REVISINAL APPROVEDPROJECT PURPOSE (FROM PRP FACESHEET) 

CP DESCRIPTION 

21. 7/79 	 U.S. Curriculum Specialist arrives for 


4 mos. (AID/W) 

22. 	 7/79 WHO Health Inspector arrives to help

develop Curriculum and teaching (COS) 


23. 8/79 	 First external evaluation completed

(AID/W/OSARAC) 

24. 8/79 
 FNP Swazi Tutor returns from training to 

assist with 	Curriculum and teaching

(AID/W/OWARAC) 


25. 8/79 	 Swazi Health Planner departs for U.S. for
2 years of training in Health Planning 
(OSARAC) 


26. 9/79 	 Instruction begins at IHS (OSARAC) 


27. 	 3/80 One nurse tutor departs for the U.K. for a 

one year training in Psych/Mental Health
 
(GOS) 


28. 	4/80 U.K. Public Health/Midwifery Nursing 

Educator joins IHS faculty (GOS) 


29. 4/80 
 4 Rural Health Services Administrators com-

plete their training at the IDM in Botswana
 

(OSARAC/GOS) 

30. 4/80 


31. 7/80 


32. 8/80 


33. 9/80 


34. 9/80 


35. 12/80 


36. 5/81 


37. 6/81 


38. 7/81 

39. 8/81 


40. 8/81 


41. 9/81 


42. 9/81 


First year of instruction of IHS is completed
 
(OSARAC)
 

U.S. Curriculum Specialist arrives for
 
annual consultancy (AID/W)
 

Internal evaluation completed (OSARAC)
 

Swazi statistician trainee returns 
from 
training in U.S. (AID/W)
 

Second year of instruction at IHS starts (OSARAC)
 

Hospital administration, logistics and manage­
ment system completed and under Swazi control
 
(OSARAC)
 

Second year of instruction 
at IHS completed
 
(OSARAC)
 

Swazi Psych/Mental Health trainee returns from
 
U.K. and joins faculty (GOS) 

U.S. Curriculum Speialist arrives for 
annual consultancy (AID/W)
 

Two Swazi RN's depart for 2 years training in
 
U.S. to complete B. Sc. Degree in Nursing
 
Education (OSARAC/GOS)
 

Internal evaluation completed (OSARAC)
 

Swazi Health Planner trainee returns and
 
starts working full time at MOH. (OSARAC/GOS)
 

Third year of instruction starts (OSARAC)
 

AID 1020.36 (6.76) CRITICAL PERFORMANCE INDICATOR (CPI) DESCRIPTION 



COUNTRY IPRoJECT NO. PROJECT TITLE 

DATE
Swaziland i 690-0062 	 OPPI Swaziland Health Manpower Training 

REVISION #
 
PROJECT PURPOSE 
 (FROM PRP FACESHEET) 

52. 6/83 	 U.S. Curriculum Specialist arrives for final
 
annual 	consultancy (AID/W)
 

53. 	 7/83 2 Swazi RN's return from U.S. with B. Sc.
 
degree in Nursing Education and join faculty
 
(AID/W)

CPI DESCRIPTION 
54. 7/83 MCH/FP Swazi tutor trainee returns from U.S.

and joins faculty (AID/W)43. 9/81 
 Rural Health Services logistic and manage­ment system.completed and under 
 55. 8/83 	 End ot Project.
administration of Swazi (OSARAC/GOS) 	
5th year of instruction
 

starts. 
 Swazi faculty complete and fully
 
44. 5/82 4th year specialized track 	 trained to continue with Swazi Health
for various 
 personnel training. (OSARAC)


disciplines completed (OSARAC)
 

45. 5/82 	 56. 9/83 Final external evaluation ccuileted. (OSARAC)
Third year of instruction completed. Seven
 
Health Inspectors graduate (OSARAC)
 

46. 6/82 U.S. Curriculum Specialist arrives for 
annual 	consultancy (AID/W)
 

47. 
7/82 	 4 Swazi RN's complete B. Sc. Degree and
 
return to join faculty. Three return
 
from the U.S. and one from the U.K.
 
(OSARAC/GOS) 

48. 7/82 
 One Swazi Nurse tutor departs from a year's

training (U.S.) in MCH/FP. 	 (OSARAC/GOS) 

49. 8/82 
 Internal annual evaluation completed
 
(OSARAC)
 

50. 9/82 4th year of instruction starts (OSARAC)
 

51. 4/83 4th year of instruction completed. 20 RN's 
and 7 Health Inspectors graduate (OSARAC)
 

AID 102o"S (6.76) CRITICAL PERFORMANCE INDICATOR 	 (CPI) DESCRIPTION 



ANNEX IX
 

SECTION 611E CERTIFICATION 

HEALTH MANPOWER TRAINING PROJECT - SWAZILAND 

I, George T. Eaton, acting as the principal officer of the 

Agency for International Development in the Southern Africa 

Region (OSARAC), having taken into account, among other 

things, the maintenance and utilization of projects in 

Swaziland previously financed or assisted by the United 

States, the performance of the several Ministries of the 

Government of Swaziland, and the previous assistance from 

other donors specifically directed to the development of 

the Health Sector, do hereby certify that in my jgment 

the Governent of Swaziland has both the financial capability 

and human resource capability to effectively maintain and 

utilize the capital assistance to be carried out under 

this project. 

, _S 

George T. Eaton -
Acting Regional Deelopment Officer 

Date:
 



ANNEX X
 

MINUTES OF ME7TING LD ON
 

29th October '76
 

US. AID PROJECT "INSTITUTE OF HEALTH SCIEiCE MBABMTE 

PRES IT: M/S I* Lewis Ortega - Dev. Loa Officer AID 
2. 	Donald E. Hickson- Finance OSARAC 
3. Byron Bahl - Prograe Officer AID 
40 M. Khosla. - Principal Building Officer
5. 	 H. R. LaRoya - Senior Architect 
6. 	 I. Moller - Contracts Engineer
7. 	 P.D. Williamson - Quantity Surveyor
8. 	 P. Robinson - Economist, Min, of Yinance 
9. 	 Ce Swart - Cons'tant Architect 

10. Fe Friedman - Director Medical Service 
(Health) 

DISCUSSIONS 

1. The Ministry of Finance, Government of Swaziland will
 
issue warrants to P.W.D. for payments to contractor for
 
the 	above project.
 

2. 	The Ministry of Health will include this project in their
 
capital estimates for the financial year 77/78 a.nd 78/79

and the Ministry of Finance should ensure that the said
 
project has been included in the capital estimates and
 
the source of funding has also beea specified.
 

3. 	 US AID will reimburse Fixed amounts (F.A.R.) to Govern­
ment of Swaziland in instalments of 30%, 20% and 20% with
 
the remaining 30% to be given on co=letion of the project.

Till the f.nal instalment is received from US AID the

Ministry of Finance should make local funds awailable to

the 	 extent of 3N in order to pay all the dues of th* con­
tractors.
 

4. 	 Fixed amount Reimbursement (FAR) will be max E 1.06 uiliioL/
i.e. cost of Building operations or the contract amount,
which ever is less. If the actual expedditure is less than


.FAR, the same will go to the credit of the government other­
wise any amountz in excess of FAR will be borne by the Swazi­
land Government.. 

5. 	 The professional fees of the consultants will be paid by
Government of Swaziland and are excluded from the project. 

6. 	 The contractor for the Project should be locally based in
Swaziland, who is eligibile to undertake work of Projects 
above E CO 000. 

7. 	 It is agreed to complete the constructionaral buildings by
June 1979.
 

!/U.S. $1,219,000 

2/.. 



- 2 ­

8o. Applications for prequalificaticns from the propeotivotenderers will be invited well in advance of the actual
 
tender notifications and the tenders document to be
issued to only these contracting companies whos* names

have been approved by US AID. 

9. The work progamme for preparation of construction of
documents is am follows: 

(1) Adjustment of sketch donigns" 
 4 weeks
(ii) Uorking drawings 10 weeks

(iII) Preparation of bill of quantities 6 weeks
(iv) Approval of designs and cost estimate 
 2 'eeks

(v) Preparation of tender documents 
 2 weeks
(vi) Notice for tender 6 rtee!*(vii) Selection and ward of work 
 4 vee'Kc(viii) Start of construction 2 woeks 

Total 
C wei 

The work can be started on or about Sept. 77 .= 

10. The project documents are being Gubmitted to US
Goir,,c¢nt in November, 1976. Tie Project is expected to bu
cuthorised in the Decenber V'76. 

I. . LAROYA 

Cee - All above 




