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1. INTRODUCTION

This plan is intended to establish the long-tcrm
framework for thc development of Government health scrvices
in Swaziland, and to lay down the major componcnts of the
Ministry of Health's invéstment and recurrent budget pro-
grammes, and manpower requirements for the next ten ycarse.
hs such, it will form part of the .ingdom's national devel-
opment plans for this’beriod.

Many of the proposals are bascd on the report cf
Mr. Oscar Gish, a health planning consultant provided by
the U.S. Agency for International Development. However,

a number of modificaticns and additicns have been madu

to these original proposals, and the final plan has buen
prepared as 2 result of consultatiens between the Ministry
of Health andhthe #Ministry of Financc and Ecencnmic Planning.




2. PRESENT SITUATION

1]

a) Ministry of Hcalth Budget

The 1974/5 Recurrent budget of the Ministry of
Health was just over EZ} million. However, the prcsent
organisation of thc¢ accounting systuem makes it difficult
to ascertain the full cost of the various parts of the
health scrcvice. The gbst of drugs for all hospitals
clinics and health cqntfes is allocated to the central
Medical Stores, rather than to cach individual institutaion,
and the personal and other costs of the rural clinics arc
included in the costs of the hospital to which they arc
attached, rather than bcing shown scparately. Action
has been taken to @alter this situcsticn, and, for the 1975/6
budget onwards, each institution will have a suparatce
allocaticn for drugs, and the buidguts for the rural clinics
will be separatced from the hospitalse.

Based on estimates of the amcunt of drugs uscd by
each institution, it has been calculated that 60% of the
1974/5% ludget was allocated to the seven Government hosnitals.
A further 11% was allocated as grants to the mission services,
and the major part of this was alsc spent on hospitzl scrvices,
Rural and Prcventive services recetived less than 19% of the
tocal budget, with the remairing 10% bsing alleocated (o
central services and administraticn.

The: capital Budget allocations for health services
have been in the region of L£3-400,000 per annum in rccent
years, the majcr part of which has becn for hospitael dovel-
opement. However, therwz have been scverc problems of
implementation in recent ycars, and actual expoenditurc has
been well relow the budgeted allocations.

b) Hospitals

There are seven government hospitals, containing
approximately 1000 beds, with about 600 beds in the five
general hospitals and 400 in the mental and T.B. long-stay
institutions. 1In addition there are two mission hospitals,
with a total of approximately 40C beds, as wcll as one
small nine hospital and a small private clinic.

The distribution of hospitals is as follows:-
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Governnerné Mission Private
No. of No. of Ng.of
becr, beds b:ds
Gencral Hospital Mbabane 320 Manzini 320 Favcelock
Mine 70
Hlatikulu 180 Siteki 100  Mbabane
Clinic 23
Pigg's Pcak 50 420 93

Mankayanc 40
Nhlangano 15

60S

Long Stav Hospitals

Mental Hospital 200 Leper Hospital 70

T.B. Hospital 200

400 70

TOT/ L.
General - 1,118 buds
Long Stay - __470 k=zds

1,588 bheds

In addition, & number of the mission - run clinics heve
bedded - units attached to them (about 60 beds in all), ang
“there are three small industrial clitics accounting for a
further 60 beds.

b} Rural

There are close to 60 clinics in the country,
mostly in rural arcas. Government runs 28 of thuse, with
3 more under construction, the missions 18, and the industrial
scctor mest of the rost. The Government clinics offer both
curative ond preventive services, although they are all none-
bedded. They are in charge cf a staff nursc who lives at
the clinic, and in some there is a sccond nurse or a nurse
aide. The clinics range in standard from a small metal
rondavel to a modern, purposc¢ = built building, with nurse
housing attached. At prescnt, the Government clinics are




supervised by medical staff from thc hospitals, as well as
by Public Health Centre nurses, who visit them rcqularly.
In addition, thcre arc a number of 'hcalth posts' which
visited weekly or fortnightly by nurscs from the Public
Health Centres. :

The 1B Mission clinics provide similar service to the
Government onus, with the addition that the 14 clinics run
by the Raleigh Fitkin iiemorial Hospital,Manzini have a
number of beds attached (usually four), and so can perform
decliveries. ' ' S

c) Preventive Services

The rural clinitcs are onc of the major delivery
points for preventive hg¢alth services, including mother and
child hcalth carce and family planning. In addition, preventive
programmes arc organiscd through the Public Heclth Contre, the
Public health insprctcrate, and thrcugh spucial smollpox, T.2.,
Malaria and bilharzia control programm._s.

There ere Public Health Centtes at Mbobane, Mancini,
Hlatikulu and Siteki, and a further contre is planncd fer
Pigc's Peak. In pddition, public health nurscs 2lso cperate
from the two govoernmant sub-hospitals at honkayans and Nhlansanc.

The Health centres are opcratid by abcut 20 nurses, of
whom about half arc based at MbabAnce. The centres are mainly .
concarncd with mother and child hcalth activitics, family
planning and immunisaticn and vaccination. The nurs.s at
the contres also vist the rural clinics and a number of
health posts periodically. Howuver, tc dste, the major pert
of their activitics have bucen ceoncerned with the the urban
arcas 'ond the rural arcas have not ydt received the attentien
they deserve.

Environmental sanitation activitius are the work of the ten
health inspectors and approximatuly 50 health assistants. Of
the health assistants, 30 are employed in malaria work, 10 in
T.B. control, and the rust in town cleaning and protcction of
water supplivs. Until now, thc work of thc health inspuctoratce
has bcen mainly concernued with the towns. However, a number
of health assistants arc now being trained in the protection of
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rural water supplies and rural sanitation techniques, and
they will be attached to the rual cliinics on completion
of their training.

" d) Manpower

The health care industry in Swaziland cmploys about
1,300 people, of whom abcut 700 are hcalth workers. Govern-
ment employes closc to 800 of this total. The establishment
of the Ministry of Health includes the following major
categories: - :

Hospitals Rural & Preventive /Adminis- TCUil,
Services traticn
Doctors 19 2 2 o2
(including
specialists)
Registered Nurses 239 57 2 208

(including sistcrs
& matrons)

Auxiliary Hurses 30 .0 0 30

A mc:e deteilcd Breakdoun of the Ministry of Heelth

establishment is given in chapter 6.

In addition, there arc 10 doctors and 80 nurses in thoe
mission health services and 23 doctors and 20 murses in
industrial or private practice.

e) Trainina .

At presunt, training of Swaziland's hcalth perscnaal i-

organised as follows:-

1. Doctcrs and sniclalists

P

i1l training is ccnducted at centres in other '
countriess This will continue to bu the case, since Swaziland's!
i

requirements will never be large e¢nough te justify an indige-
nous tréining school.

2. Registcred Nurses

The basic training coursc for staff nurses for both
government and mission health services is conducted by the
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Raleigh Fitkin Mission hospital in Manzini. The basic training
consists of either 3 years of nursery plus one year of midwifery
after 12 years of schooling (O-1evels) or 4 years of training-
plus one year of midwifery after 10 years schooling (Junior
Certificate). About 15 nurses per yeaz are trained at present.

In addition, Government is condﬁctind?iﬁl;;rvlcé:ésﬁrsés
to upgrade the 140 to 150 enrolled nurses-now in service who
_have less than the 14 years of combined séﬁéﬁling and training

expected from registered nurses. A

B

. 3. Auxiliary nurses

The Good Shepherd Mission Hospital in!éltéki baé.recehtly
upgraded its course for nurse aldes into &ﬁfza month course to
produce auxiliary nurses. The course will fnclude a significant
public health component.. hbout 24_auxili§:y~nurses“u111 finish
training each year, and the majority willhbg_emplqua in Govern-

T 2

ment service.

4. Public health nurses and Public health inspectors

At preseht thrse are trained abroad,'ileiﬁere 1s no local
training school. -

S. Health assistants

An in-country practically-oriénted tfaiﬁing course for
health assistartswas bequn in 1974, and the. first group of
12 have recently completed training and have been assigned
to the rural clinics. It is intended to coﬁéinue the training
programme for another 4 to 5 years, resultiné in an cutput
of around B0 trained health assiscants.

In addition, the Raleigh Fitkin ‘hospital has recently
begun a training progromme fer ‘community health workers',
. who will perform functions similar to those of an auxiliary

nurse, at the mission = operated clinics.
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3. GENERAL STRATEGY FOR DEVELOPMENT OF HEALTH SERVICES, 1975-84

In the Second National Developmént Plan, 1973 - 77, -
Government's recurrent expenditure on health services has been
projected to increase at 6% per annum in real terms,

It is anticipated that this high rate of growth can be
sustained up to 1984, and the development of the Government
health services has been planned on this basis.

The present distribution of health services is heavily
concentrated on the provision of conventional «urative faci-
lities in the urban areas. Therefore, it is clear that the

greatedt imrrosement in the health standards bf the population
will be achieved if the additional finance likely to be
available over the next ten years is used primarily to
develop a comprehensive system of health facilities in the
rural areas. These facilities will then be used to channel a
programme of health education and preventive services to the rural
populaticn. At the same time, some expension in urban curative
facilities will be allowed, to cope with the rapidly expanding
urban population. However, since the basic network of urban
facilities is now in place, the required expansion will be
considerably slower than that of the last decade.

The development of rural health facilities will involve
an expansion in the existing number of rural clinics, together
with the addition of maternity units to all clinics serving
areas without easy access to hospital services. A health
assistant will be attached to each clinic, and a large number
of part-time rurel health visitors will be trained to spresd
basic health education concepts to the rural population, under
the supervision of the rural c¢linic nurses.

In additiﬁn, three Rural Health Centres will be constructed,
to act as major centres for the provision of preventive services
in the rurel areas, and to act as resource - bases for the rural
clipics and the school health service. In addition, the
centres #ill have 12 - 14 maternity and 'holding' beds,
although their primary orientation will be towards preventive
health care. It is also anticipoted that one such rural
health centre will be built and operated by a mission service
during the Plan period making a total of 4 such centres in all,

A

O
f e e s eme— - — e eee r & 3 IO R I Mt




-10-

This strategy of increased emphasis on rural and preventive
gervices will result in a significent increase/budget in the
share of the recurrent/spen* on such services. In 1974,
recurrent and preventive services will account for under
19% of the total budget, but their share is projected to
increase rapidly to 27% in 1979 and to 33% in 1984, At the
game time, the share of Government hospital services will
.deeline from 60% in 197 to 50% in 1979 and to 44% in 1984,
although there will still be a modest increcase in the absolute
‘size of expenditure on hospitals (of chapter 5 for detailed
projections of recurrent expenditure.)

The qualified registered nurse will remain the most
important figure in the expanded health service. However, so
as to obtain the widest bossible coverage of the population
with the given oudget, an increased use will also be made of
auxiliary nurses in both the hospitals and the rurel clinics,
provided that they will be under the supervision of a qualified
registered nurse. An eighteen - month training course for
auxiliary nurses has recently been instituted, to cater for
.Government's increased future requirements in this field,

4. DETAILED PROPOSALS

A. 'Hospitals

An extra 140 beds will be added to the five existing generél
hospitals over the next ten years, increasing the total number
of general beds from 600 to 740. Most of the additional beds
will be added to the smaller district hospitéls. Apart from
the addition of these extra beds, together with related facilities,
the only major sddition to hospital facilities will be the
installation of new operating theatres and laboratory facilities
and the construction of a new laundry at the central hospital
in Mbabane. These extensions are intended to upgrade the
hospital into the central rcferral hospitol tor the country,

No major extensions to the T.B. or mental hospitaols are
planned, but some capital expendi ture has been allocated to
improve facilities at the hospitals, and a modest increase in
recurrent expenditure on mental health services has been
allowed for. ' '

The detailed programme for each hospital is as follows
(oost estimates arc given in the investment programme included
in chapter 5):-




(1)

(i1)

(1i1)

(iv)

(v)

(vi)

]l

Mbabane Hospital

1975 - 77: Stugell extensions including new laundry
block, new generator house and extensions to the
outpatients department.

1976 ~ 79: Stage Il extensions including construction
of 3 new operating theatres, laboratory facilities, a
mortuary, ofrfice accommodation and an additional

20 - bed ward, '
/

#

I

Hlatikulu Hospital

1975 - T7: Addition of a 25 - bed ward, doctor's
consulting rooms,storerooms, and a new sewerage system.

1982 - 83: Additional 25 - bed wardi.

Pigg's. Peak Hospital

1975 - 76: New sewerage 9ystem
1979 - 80: AdAitional 40 beds.

Mankayane Hospital

1975 - 76: New kitchen, laundry and toilet block
1977 - 178 Construction of an X-ray roonm

1980 - 81  Additional 30 beds.

Nhlansano Hospital

1976 - 77: Alterations to convert thc hospital into
a maternity unit. (Although out-patients department
of the hospital will continue to function).

Mental and T.B. Hospitals

No major expansion is envisaged, but the hospitals
are old, and provision has been made for renovations
and improvements in 1977.

2
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e

In both the general and long-stay hospitals, greater,

use will be made of auxiliary nurses to carry out

those nursing duties which do not require sophisticated
training. This will euable the expansion of curative
services to be undertaken without depriving the vital
rural services of needed recurrent budget finance. It

is assumed that the staffing ratios of the hospitals

con be altered to reduce the establishment of registered
nurses by up to 25% with a corresponding increasc in

the number of auxiliary nurses. The recurrent budget
costs of the expanded curative services have been
calculatad on this basis, as have  the Manpo&er projections
of chapter 6. However, the auxiliary nurses will still
operate under the supervision of fully-qualified registered
nursese.

Action will be taken to improve hospital administration
practices. The existing status of hospital secretaries
will be improved, and the cadre made more attractive as a
career. Technical assistance will be sought to fill the

‘posts of Hospital Secretary at the major Government

hospitals, while local candidates undergo training.

Rural heal:th Clinics

The basic unit ¥for-the extensicn of preventive and )
rural srrvices t2 the nural population will be the rurel
clinic. An additional ten clinics will be constructed
in the next few years, to give a tot91 network of 40
Government clinics. Most of thesis will have small
maternity units atteched to them (the exact number
of beds will depend on thc population served, but
will normally be 3 maternity and 1 'holding' bed)

The basic staffing of each clinic will be as follows:-
2 registercd nurse /midwivas

One auxiliary nurse

One health assistant
In addition, a comprehensivc programme of rcnovations to
existing clinics will be undertaken and the proposed
programme for this is included in Annex IV to the
plan.
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Pogsible locations for new clinics, with populations
served, are given in Annex II.

Rural Health Visitors

The nurses ot the rural clinics will also supervisc a
large number of rural health visitors. These will

be part - time workers, based in their home areas,

who will bo given 3 %o 4 months training in first
aid, nutrition; child care, simple health education and

family planning. ’ Their main function will be to secrve

(1ii)

as a channel.'for the communicatimof basic health
education concepts to the rural populction. It is
intended to train 100 of these health visitors esch
year, until there is a total of 800 covering the whole
country, with one visitorfor every 40 to 50 homesteads.
Punds have already been allocated to commence the
training course in 1975, and training will begin in the
Northern Rural Development Area. It is understood that
a similar programme is being implemented in Botswana,
and the hcalth authorities there will bec contacted to
co-ordinate the contents of the training course.

Rural Health Centres

Three Rural Health Centres will be constructed over
the next ten yezrs, %o occupy an intermcdiate position
between the hospital 2nd the rural clinics. They will
be primarily coacerned with preventive work, but,
unlike the existing public health centres which are
near to hospitals. they will bec located in rural areas
remote from existing hospitals. <JConscquently,
they will also have a small number of maternity and
*holding' beds attached to them, with a total of 12 -
14 beds (6 maternity and 6 ~ 8 'holding'). The
centrés will supervise and provide support for the
rural clinies and school health scrvice in their
area, and will. be staffed as follows:-~

One medical officer of heslth
Three public health nurses
Three auxiliary nurses

One dental hygiénist

One laboratory auxiliary

Cne pharmaceutical assistant.



(iv)

(v)
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One hcalth inspector
One health assistant
. 1
Details of the phyéical facilities to be proviedd
at the centres arc given in fnnex VI, and possible
locations in Annex V.

Urban Public Health Centres

Four of thesec ar;_already in place, and three more

are to be constructed over the plan period, at Pigg's
Peak, Mankayané and Nhlangano. Their functions are
similar tco those of the Rural Health Centres, except
that no bedded units will be attached tc them, since
they are based near hospitals. However, medical
officers will be attached to thz five main centres
(Mbabane, Manzini, Hlatikulu, Siteki and Pigg's Peak),
who will regularly visit the rural clinics in the area
of the centre, and will alsc provide support to the
school health service. The 'staffing of the five main
centres will bc as follows:-

One medical officer of health
Three public health nurses
Two auxiliary nurses

One dental hygienist

The staffing of the sub - centres at Mankayane and
Nhlangano will bc as follows:-

Two public health nurses
Two auxilizry uses

One dental hygienist

School Health Scrvice

As school health scervice will be instituted, to providc
a regular screening of all schoolchildren, so as to
facilitate early detection of disease. The scrvice
will eventually be staffed by 12 public health nurses,
who will be supervised by the medical officcrs at

the rural and urban health centres. These nurses will
be responsible for visitiné the 400 primary and 60
secondary sthools and training imstitmtions currently
in existcnce, with a total school population of
approximately 100,000. _ _ _
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Nutrition Rehabilitation Units

A nuaber of small nutrition rehabilitation units will be
opercted on an experimental basis, attached to the urban
and Rural Heclth Cenires. They will cater for children
newly discharged from hospitals after treatment for
malnutrition, whe will stay at the ceritres near to their
home mrcas for one to two weeks, together with their
wothers. The c:ntres will provide a period of improved
feeding during the child's convalescencé, combined with
education in tie proper use of locally - available foods
for thz2 molher., Tt .13 hoped that these centres will help
19 redice sh2 rate of i=-admittance %o hosﬁital of children
sufforing frcr diseasces related %o malnourishment. )

132
G

dealis Zducation Unit

i

A =zzall health education unit will also be created, to be
attacziizd to *he 1ublic heelth services. This unit will be
2oFpenribvle £or the pradusticn of health education materials
exd fcv the organisavion of courses in nutrition, family
piaring and preveative health measures. These courses will
ther be In~L 2aX i the training progremmes of the various
extensicen wiikers beirng trvain™ by other Ministries (e.ge.
ggricwisural cyoneiang werkers, comournity development
eff'i.ers, nsottor Teetiag oréanisers etc)., The wnit will
alsc ascist wiih -ie training of the rural health visitors.

The full staffing of the services can orly be acheived
ovei o numbe:r ¢i years, beszuse of the recurreut budget
censtraint. Wby detailed projections for expansion

of ecsatlighm~it are ziven in ehap'er 5, an¢ the programme

for conctiuction LI new facilities will be as follows:
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1975 - 6
= Construction of 3 new rural clinics, with maternity
units attached ’

¥
=

- Addition of maternity units to 2 existing clinics

- Housing for 6 health assistants/auxiliary nurses
in the rural areas

- Construction of Pigg's Peak Public Health Centre

N.B. - The extra hoﬁsing requirements are calculated on the
assumption.that the new clinics will have housing
for two regilstered nurses incorporated into the
¢€linic design, so their requirements have not been
included elsewhere.

1976/7

- Construction of 2 new rural clinics plus maternity
units

- Addition of maternity units to 2 existing clinics
- Housing for 15 health assistants/auxiliary nurses

~ Construction cf one rural health centre, plus
housing (over 2 years)

1977/8

- Construction of 2 new rural clinics plus maternity
units

= hddition of maternity units to 2 existing clinics

- Construction of housing for 15 health assistanés/
auxiliary nurses

1978/9

= Construction of 2 new rural clinics plus maternity
units

=~ Addition of maternity untis to 2 existing clinics

TTTTT T Construction of housIng for 15 hcalth assistants/
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- Construction of Mankayane Public Hcalth Centre.
1979/80
- Construction of 1 new rural clinic plus maternity unit
- Addition of maternity units to 2 exisfing Clinics

= Construction of housing for 10 registered or auxiliary
nurses

= Construction of c¢ne rural health centre, plus housing
(over 2 years)

1980/1
- Addition of maternity units to 3 existing clinics
.= Construction of housing for 10 registered or auxiliary
nurses
1981/2

= Ahddition of maternity untis to 3 existing clinics

Construction of one rural health centre, plus housing .
(over 2 years)

1982/3 <~ Ahddition of maternity uni ts tc 4 exlisting clinics
(bringing total to 30 clinics with maternity units,
out of a toctal cof 40 clinics)

In addition to the above, therc will be an ongoing
programme of clinic renovation, and a tentative schedulce for
this in given in Annex IV.
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C. Public Health Services

(1)

Public Health Inspectorate

At present there are 9 post of health inspector

on the establishment of the public health inspectorate
(with 2 mcre in the Malaria and Bilharzia Unit and

one employed by each of the Mbabane and Manzini

Town Councils), and five health assistants.

It is proposed to increase the estabiishment of

" the unit to 13 inspectors and 50 health assistants

(ii)

by 1984, in addition to the health inspectors and
assistants whc will be based in the rural clinies
and the rural health centres. The major emphasis
of the unit will be shifted away from conventional
health inspection duties in the urban areas, to
concentrate more on the improvement of rural

water supplies and promotion of rural sanitation.
The unit will also play an increased role in the
extension of the Melaria and bilharzia control
programnmes.

A practically - oriented training scheme for health
assistants has already been established, and the first
12 assistants have fecently completed training and
have been assigned to the rural clinics.

Malaria and Bilharzia control centre

The centre is currently staffed by one medical
officer, 2 health inspectors, 18 health assistants and
4 microscopists, with a total recurrent budget in
1974/5 of E99,000. The recurrent budget in projected
t0 Ancrease at 5% per annum in real terms over the
plen period, with most of the additional expenditure
going towards the control of Bilharzia, which

is a major and growing problem in the Kingdom.
Technical assistance has already been requested

to evaluate the present control programme for
Bilharzia, and it is expected that a major project
for an expanded programme will be prepared for
financing by en aid donor in 1977.

T.B. Centre

Eho‘centrc is currently staffed by a medical officer,

3 staff nurses end 10 hcalth essistants. It i3 not ~
hotghd




/18 cont....

expected that any major expansion in service will be required
but a modest increase of 2% p.a. in real terms has
been allowed for. In future, the provision of
T.B. services will be integrated into the basic
. health services delivery systems., . -
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D. Training

1
Detailed prbjections of training requirements are given

in chapter 6, but, on the basis of the expected expansion of
facilities, and a policy of ccmplete localisation by 1984, then
the approximate annual oqtput of the main categories of health
worker will have to be as follows:~

Registered Nurse/midwives 19 - 20 pecr annum
huxiliary Nur5gs" ) 16 ’ w
Health Inspectors 2 -3 "
Health Assistants 10 - 11 "
Doctors 7~ 8. "

The above numbers are primarily for Government service,
but do include some allowance for Mission and private practice
requirements - details are given in chapter 6.

To cater for the registered nurse requiremcnts, a new

Government training school will be constructed, with the aim

of commencing training in early 1978. With the increased
emphasis on rural and preventive services, there will be a need
for an increased public health component in the training course,
and techniczl assistance will be scught tc draw up a curriculum
which will emphasise this aspect. When the school is established,
it will also be used to train certain types of paramedical staff
(health inspectors, laboratory technolegists, phermacenticel
assistants etc) and attempts will be made to establish a common
core of training for all thesc cadrcs, fcllowed by later special-
isation in their particular field. Some training of hcalth
assistants.will also be done at the centre, but the major part:
of their training, which is essentially practical in nature,
will continue to bec dcne in the rural areas. The training
school will be constructed during 1976, and it is expected that
courses could begin some time in 1977. First priority will be
given to the introduction cf a public health training course

for nurses, and WHC has already becn rcquested to provide
technical assistance with the establishment of a suitable
cu;riculum. When all courscs are in operation, the school is
expected to have an enrollment of approximately 150.

Training of auxiliary nurses will continue at Good

Shepherd Hospital, and training of doctors will continuc at

a number of centres outsidc the ccuntry, sincc the kingdom's
requirements will never be large~enough to justify—the———-
~esteblishmcnt of an indigenous qsdical school.
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E. General Services and‘Administration

Recurrent expenditure on laboratory scrvices, the
administration of the central medical storcs, and headquarters
administratien are all expected to increasc at a slightly
slower rate than the Ministry's overall budget, and an incrcase
of £% per annum in real terms has been.allowed for. Grants to
Mission are expectedlto increase at approximately the same rate
as the Ministry's overall budget.

Action will be taken to improve the collection of health
care statistics in the kingdom and tc make them more useful
for planning purposes, in line with thec recommendaticns of the
Gish Report. An established post of hecalth planncr/statistician
will be created in the Ministry's headquarters as from 1976/7,
and technical.assistance will be sought to fill the post while
a suitable local candidate is traihed.

. The Management Services Unit will also be requested to
carry out a detailed crgenisational study cf the Ministry;
with a view of achieving cost reductions and more effective
administrative procedures.

Se FINANCIAL PROJCCTIONS

I Recurrent Budqut

The detailed rccurrent budget projections are given in
the Table I, with all costs based on 1974 prices. It is assu~-4
that the Ministry's recurrent budget will be increased to
offset any price increases, including any wage and salary
increases which may result frocm thc rccommendations of the
salaries commission which is now sitting. The budgct is
therefore projected to increase at 6% per annum, after
allowance fer price increases, in line with the second
National Development Plan. ‘

Some of the cost figures used in the projections are
as follows: - ’

a) Hospitals

Until preparation of plan began, it was not possible to
ascertain the full Tost of any particular hospital, because
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" the cost of all drugs was allocated to the central Medical Stores,
rather than to each hospital individually. Moreover the costs
of the rural clinics attached to a hospital were included dircctly
in the hospital's budget, rather than being shown separately.
However, the accounting procedures have now been altered so that
the full cost of each hospital is readily obtainable from the
Ministry's accounts. The estiméted recurfent cost of each
hospital for 1974/S5 is as follows:-

Hospital Recurrent cosf No. of beds . Cost per bed

1974/5 per annum
E ] E
Mbabane 657,000 320 ' 2,050
Hlatikulu 361,000 171 ' 2,100
Pigg's Peak 84,500 50 1,690
Mankayane 73,000 41 1,780
Nhlangano 44,000 15 2,930
o anr Ay eNERALY 219,500 598 2,040
Matsaph T.B. 52,600 200 263
Matsapha Mental 90,300 200 450

A detailed investigation has been undertaken into the costs
of various sections of Mbabane Government Hcspitel and the
results of the analysis are given in Annex VIII.

b) Rural Clinics

The current (1974) annual rurning cost of a clinic is
estimated to bc approximetely E6,000 per annum, including the
cost of drugs. When fully staffed (2 registered nurscs,

1 auxiliary and 1 health assisteont), and with a small maternity
unit attached it is expcctcd that the cost will rise tc E11,000,
in 1974 prices (or E8,000 if 1 registered nurse is deleted).
These cost estimates are based on the assumption that the
patients in the maternity unit will provide their own food,
since costs would rise considerably if each clinic were to
beg;n operating kitchen for a very small number of patients,

c) Rural Health Centre

The cost of cach rural health centre, when fully staffed,
. (cf staff 1ist given in scction 4B (iii) is estimated to be
E58,000, including cost of drugs.

d) Rural Health Visitors

T T CEaeN T Visitor willTretrive o salary of EIS pTrmonth—ore——--
E180 per year. There will be very little extrp costs apart from
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‘salarics, and the total cost of 800 health visitors is estimated
at E160,000.

e) Public Health Centres

The 1974 recurrent costs of the public health centres amounted
to E65,000. The cost of a fully-staffed health centre (with 1
doctor, 3 public health nurses, 2 auxiliaries and 1 dentral
hygienist) is estimated to be E17,000, whilc the annual cost
of each sub - centre is estimated at E11,000. In addition,
there will be a small central unit for administration and
preparation of health education material etc, based at the
Mbebane centre.
'£) Training Schoel

The cost per trainec per annum in the health training
schocl is estimated at E600 in 1974 prices. The total number
of trainees in any one year is based upon the manpower prcjecctions,
and are 'given in chepter 7.

Table I gives the recurrent budgetprojecticns in 1974 prices.
Table II gives a perccntage breakdown cf some of the most
important items in the Ministry's budget, year by year. This
latter is intended for use by the Ministries of Health and
Finance in the preparation cf the annual -recurrent budgets,
as a check that the budget allccaticn are fdlewing the prioritiés
‘laid down in the Plan, While minor deviaticns are not important,
. any majcr deviaticns frcm these percentage allocations would
indicate that the policies cf.the Plan were ﬁct being fulfilled.
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TABLE I: RECURRENT BUDGET PROJECTIONS, MINISTRY OF HEALTH 1975 - 84

1974/5 1975,¢ 76/17 71/18 78/79 79/80 80/81 81/2 82/83 83/64 i13984/5
Mbabane Hospital 657 662 665 670 690 730 T40 748 760 770 7€0
Hlatikulu " 361 363 365 370 4 01 405 407 _ 409 411 445 425
Pizg's Peak * 85 85 86 86 87 87 120 - 147 152 156 160
Mankayane * 73 74 74 74 75 75 76 102 124 128 132
I'hlanzano * 44 46 50 50 50 50 51 51 51 52 52
Matsapha T.R, 53 54 54 54 55 55 56 56 57 58 53
Ustsephs Mental 90 92 95 96 98 100 104 107 113 118 123
TOTAL - HOSPITALS 1,363 1,376 1,389 1,400 1,456 1,502 1,554 1,620 1,668 1,727 1,802
Rural Clinics 171 202 255 308 339 355 . 381 ¢o00 429 450 v 470
Rural Health Centres 0 0 0 0. 30 50 56 65 108 144 174
Public Health Centres 65 72 86 90 93 95 100 105 110 115 120
Rural Health Visitors 0 0 16 ' 24 40 60 B0 100 120 140 150
School Hezlth Service (0] 0 20 20 20 25 23 30 34 37 , 20
Public Hoalth ’ '
Insvectorate 44 56 75 80 85 . 90 98 105 116 130 144
T.B. Centre , 43 50 51 51 52 52 53 54 54 55 ! 56
Walaria % Bilharzia H
Seatre 99 104 109 115 120 126 133 139 146 154. | 1¢4
Lab. Services 47 49 52 54 57 60 63 66 69 73 1
central Medical ‘ -
Stores — Admin. 63 66 69 B 77 80 84 86 93 97 | 102
H.Q. Admin. and Grants |
to Missions 374 408 433 457 481 501 531 554 500 632 . 676
Training 0 0 0 15 40 50 65 15 90 90 i 50

TOTAL BUDGET 2,275 2,383 2,555 2,687 2,890 3,046 3,228 3,421 3,627 3,844 4,075




TABLE I1 : PERCENTAKGE BREAKDOWN CF IMPORTANT RECURKENT BUNGET ITEMS

Percentage cf Total Budget

goina to:- . 74/5 75/6 i 76/17 77/8 78/9 79/80 80/1 81/2 B2/3° 83/4 :84/S
Mbabane Hospital 28.9 27.8 : 26.0 24.9 23.9 24.0 22,2 21.9 21.0 20.0 19-1
All Geovernment Hespitals 59,9 57.7 54.4 52.1 50.4 49.3 48.1 47.4 46.0 44.9 ?44.;;
Rural Clinics 7.5 8.5  10.0 11.5 11.7 11.7 11.8 1&.7 21.8 _ 11.7 i1‘!.5
Rural and Preventive Services (1) 18.8 20.3 ' 24.0 25.5 27.0 28.0 ‘ 28.8 29.8 30.8. 31.9 :32.6
Training Admiaistration and ;
qrants tc Missicns 21.3 21.9 21.7 22.3 22.7 22.7 23.p 23.0 23.2 23.2 23.2
NOTES: ~

1 Rural and Preventive services includes the following: Rural clinics; Rural and Urban Health Centre;
Rural Hcalth Visitors; School Health Service;
Public Health. Inspectorate; T.B. Centre and

Malaria & Bilharziz Centre.



I1 Investment Programme

The detalled investment programme is given in Table
I1I, and is based upon the plans for the expansion of health

facilitics given in chapter 4.

Building costs are based upon Jgn 1975 prices, and
amount to approximately E100 per square meére for medium
standerd structures. No designs have been prepared for
the extensicns later in the programme, so cost estimates
have been based con estimated space rcquirements. The follow-

ing cost estimates have been used:-

1 Rural Clinic

~ with 4 bed maternity, and housing for 2 registered
nurses incorporated into the design, plus public

utilities - E35,000

~ Additicn of maternify unit to existing

clinics “ - E12,000
2 Rural Health Centres
- including equipment and staff housing - E200,000
3 Public Hcalth Cengres
- on standard design of existing centres, excluding
hous}ng . - E25,000
4 Hospitals

For basic ward extensions (i.e. including essential
related scrvices, but excluding new officcs, opecrat-

ing theatres etc) - E2,500 per bed.



ZABLE IIT: INVESTMENT PROGRAMME, MINISTRY GF HEALTH, 1975 — 1983 |
(Jan 75 prices)
1975/6__ 1976/7 _ 1977/8__1978/9  1979/80 1980/1 _ 1981/83 " £2/8

Hbabane Hosyital 70,900 _ 180,000 400,000 350.000 -

Hla tikuly " 50,000 410,000 - - - - = | _65,¢co
Piss's Peoak © 15,000 13,060 - - 160, €00 - -

Menkavance v 10,0090 15, 00C 215, &C0O- - - 15, 060 -

Bhlaneang - % - 15,000 - - - - - 10,600
Hatsanh: T.B, - - 20, 000 - - ____20,0C0 -
M3tcaniia Mental - 15,000 — 20, 000 - - - 20, COC -
TOTAL — HOSPITALS 160,000 _ 270,000 440,000 350,000 100,000  75.000 " 40,000 | 75,000

Kew Rural Clinics
(Incorporating housing for )
2 reaistcred nurses) 45, 000 130, 000 70, 000 70, 000 35,000 - - -

Maternity Uniis at . v
existing Clinics 12,000 36,000 24,000 _ 24,000 24,000 35,000 36,000 | 36,000

» . . )




1975/6 1976/7_1977/8 1978/9 _1979/80 _ 1980/1 1981/2 | 1982/3
!

Rencvations to existing Clinies 20,000 ° 30,000 30,000 30,000 20,000 20,000 20,000 20, 000

'Housing ¢ raral clinies (other
than included in clinic design) 18,000 60,060 60,00 60,000 40,000 40, 0C0 40, 000 30,G0)

TOT4LL RURAL CLINICS 95, 000 256,000 184,000 184, 000 119, 000 96,000 96,000 36, 0C0
Hew Public Health Centres 15,000 10,000 - 25,000 - - - ; 25,CCO
Equipment for Health Assistants - 2,000 2,000 2,000 2,000 2000 2,000 2,000 ! 2,000
Training Unit - Health . i

Assistants 28,000 28,000 28,000 .28, 000 - - - -
Rural Health Visitors . :
1
equipment and Training 12,500 10,000 10,00C 10,000 10,000 10,000 10,000 10,060
School Health Service .
Vehicles snd equipment 25,000 - - - 5,C00 5, 000 5,000 5,000
School Health-Service
Housing - 10,000 1G,000 10,000 5, 000 5,000 5,000 5, 0C0
Rural Heaslth Centres 50,000 150, 000 - 100, 000 100,000 100,000 120, 000
Bilharzia Control 150, 000 150,000 150,000 150, 000 - -
Central Medical Stores '9,800 - - - 20, 000 - - 20, 000
Radio Cummunications for
clinics and hospitals 50,000 20,000 - - - — 20, 000 -
Trainina Schools 40,000 250,000 250, 000 - —~ - — -
Vehicles 10, 000 20,000 20,000 20,000 26,0C0 20, V00 20, 000 20,000
Laboratory Services - - - - = - _ 20,000 —

TOTAL — ALL HEALTH SERVICES 447, 300 926,000 1,259,000 779,000 531,000 463,000 318,000 348,600
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6. MANPOWER REQUIREMENTS

I Ministry of Health Establishment

The detailed projections of the Ministry of Health's
requirement for different categories of medical personnel are
given in Tables IV A to F. These projections are based on the
expansion of facilities detailed in chapted 4, and on the
assumption of an increcased use cf auxiliary nurses in the
hospital service. A ’

/

These establishmeét projections are intended to be used
as control figures tec assist the Ministry cf Health and Depart-
ment of Establishments and Training in the appraisal of requecsts

for new posts.

II Training Requirements

Training re-uirements have been calculated frem the
projected increase festablishment over the period; expected
retirement of citizen, localisaticn of expatriates and existing
vacancies. Some allowance has been made fcr the requirements cf
the mission and private services, althcugh it is assumed that
the mission services will centinue to train the majority cof
their own requirerents, especially in the nursing cadres.

A. Medical Officers (including specialists)

(1) Increasec in Establishment 1975 - 85

Government 13 24
Mission 3
: : Private 8
(ii1) Retirement of citizens : 3
(11i) Existipg Vacancies 0
(iv) Localisation -Government 18
Mission)
Private) 28 46
TOTAL REQUIREMCNT 1975 - 85 13

‘Average annual output required: 7 to 8.



6. MANPOWER REQUIREMENTS (Contd)

B. Registered Nurses (including Matrons and Sisters)

Increase in Establishment 1975 - 84 14
(Government only) '

Retirement of citlzens . 70
(cf P35S of Gish Rep ort) '

Existing Vacancies - 19
;l

Localisation 3s

TOTAL REQUIREMENT 1975 - 84 195

hveradge arinual cutput’ required: 19 to 20

Ce. Auxiliary Nurses

Increase in Establishment 1975 - 84 126
(Government cnly)

Retirement of citizens 15
Existing Vacancics 15
Localisation 0
TOTAL REQUIREMENTS 1975 - 84 156
Average annupl training requircment 16.
D. Health Inspectors

Increase in Establishment 1975 ~ 84 11
(Government 9, Town Councils 2)

Retirement of citizens 2
Existing Vacancies ' ' 5
Localisation - 1
TOTA- REQUIREMEN:S 1975 ~ w4 1



E. Health Assistants
. ==ga2tll ASSistants

Increase in Establishment 1975 - 84
(Government only)

Retirement of citizens
Existing Vacancices
Localisation

TOTAL TRAINING REQUIREMENT 1975 - 84

o o

i
O
(W}



A. Medical cfficers (including Scnicr Medical Officers &nd Specialists)

TABLE IV:

MINISTRY CF HEJLTH ESTHBLISHMENT 1974 - 84

74/5

75/6 76/7 77/8 78/9 79/80 80/1 81/2 82/3 83/4 84/S
Mbezbane Hcspital 8- 8 8 8 8 9 9 9 9 9 S
Hlatikulu " 6 6 6 6 6 6 6 6 7 7 7
Piqg's Peak " 2 2 2 2 2 2 3 3 3 3 3
Mankayane v 1 1 1 1 2 2 i 2 2 2 2 2
Matsapha T.B. 1 - 1 1 1 1 1 1 1 1 1 1
Matsapha Mental 1 1 1 1 1 1 1 2 2 2 2
Headquarters 2 2 2 2 2 2 2 2 2 2 2
Rural Health ) ’
Centres 0 0 0 0 1 1 1 2 2 3 3
Public Health .
Centres 0 0 1 2 2 3 3 4 4 5 S
Malaria & Bilharzia .
Centre 1 1 1 1 1 1 1 1 1 1
T.B. Centre 1 1 1 1 1 1 1 1 1 1
TOTAL 23 23 24 25 27 29 30 33 34 36 36




B. NURSING SISTERS

——

74/5 75/6 76/7 77/8 78/9 79/80 80/1 81/2 82/3 83/4 8s/S
Mbazbane Hospi tal 13 13 13 13 13 14 14 14 14 14 14
Hlatikulu » 9 9 9 9 10 10 10 11 11 12 12
Pigag's Peak " 1 1 1 1 1 1 2 2 2 2 2
Mankayane " 1 1 1 1 1 1 1 1 2 2
Nhlanganc Hospit_al 1 1 1 1 1 1 1 1 1 1 1
Public Health Centres 1 1 1 1 1 1 1 1 1 1 1
Training School 0 0 0 0 1 1 1 1 1 1 1
TOTAL 26 : 26 26 26 28 29 30 31 32 a3 33
NOTE 1 In additicn to the abcve, there are 9 established posts of matrcn, which will remain unaltered “

thrcughout the plan. pericd.




74/5

C. REGISTERED STAFF NURSES

82/3

75/6 76/7 77/€ 78/9 79/8b 80/1 81/2 83/4

Mbabane Hospital 97 97 94 93 9.0 90 8 86 84 82 &2
Hlatikulu * 63 63 63 63 63 62 62 62 62 62 b2
Piqq's Peak " 14 14 14 14 14 14 17 19 19 19 19
Mankayeane " 13 13 13 13 13 13 13 15 17 v )i 7
Nhlangano " 7 1 7 6 6 6 . 6 6 6 6 6
Matsapha T.B. 6 6 6 6 6 6 6 6 6 6 6
Matsapha Mental 7 7 7 7 7 8 8 8 8 3 8
Rural Clinics 32 35 42 a8~ 52 57 61 66 72 78 0
Rural Hzalth Centres 0O 0 0 0 2 3 3 S 6 8 9
Public Health

Centres 20 20 20 22 22 22 22 22 24 24 4
T.B. Centre 3 3 3 3 3 3 3 3 3 3- 3
Lak. Scrvices 1 1 1 1 1 1 1 1 1 1 1
Training Schcol 0 4] 0 2 3 4 4 ] 4 4 4
School Health Service O 0 4 6 6 7 8 9 10 11 2
TOTAL 263 266 274 282 288 296 302 312 322 329 83




D. AUXILIARY NURSES

74/5 75/6 76/7 77/6 78/9 79/80 80/1 81/2 82/3 83/4 83/5
Mbebone Hospital 10 10 13 14 18 23 25 27 29 31 33
Hlatikulu v 6 6 9 14 15 16 16 15 16 20 26
Pigg's Pecak " 3 3 3 3 3 3 7 10 - 10 10 30
Mankavane 3 3 3 3 3 3 3 6 9 9 9
Nhlangano v 3 3 3 4 ¢ 4 4 4 4 4 :
Matsapha T.B. 2 2 2 2 3 3 3 3 3 3 3
Matsapha Mental 3 3 4 4 4 4 5 5 5 5 Sﬁ )
Rural Clinics 0 0 5 10 15 20 25 30 3s 40 40
Public Health :
Centres 0 0 4 6 7 7 8 10 12 13 14
Rural Health Centres 0 0 0 0 3 4 4 yd 8 11 12
TOTAL 30 30 44 60 75 87 100 118 131 146 156




E. HEALTH INSPECTORS (including Senior Health Inspectors)

74/5 __15/6 __16/17  11/78 78/79 79/80 80/81 81/82 82/83 H{3/84 84/c

Health Inspection Unit 9 9 10 10 11 11 12 12 . 12 13 13
Rural Health Centres 0 0 0 0 0 1 1 2 2 3 3
Malaria & Bilharzia Unit 2 2 3 4 4 4 4 4 ) 4 4 4

TOTAL 11 11 13- 14 15 16 17 18 18 20 20




HELLTH LSSISTANTS (including senicr health assistants)

F.
o 7
74/5 75/6 76/7 77/8 78/9 79/80 80/1 81/2 82/3 83/4 84/5'

Health Inspection
Unit 5 5 15 20 25 30 35 40 45 50 50
Rursl Clinics 0 20 30 35 40 40 40 40 40 40 40
Rural Health Centres 0 0 0 0 0 1 1 2 2 3 3
Malaria & Biiharzia )
Unit 35 35 35 40 40 40 40 40 40 40 40
T.B. Centre 10 10 10 10 10 10 10 10 10 10 10

T

i

|

T
TCTAL ’ 50 70 90 105 115 121 126 132 137 143 I 143




7.

CAPITAL AID AND TECHNICAL ASSISTANCE REQUIREMENTS

Implementation of the plan will require considerable

quantities of capital and technical assistance. The
following are the expected major requirements for the firs.
five years of the plan:~

1975/76 ~ 1979/80

I

(a) Capital 4id
Mbabane Hospital Extensiong 1,000,000
Hlatikulu Hospital Extensions 100, 000
' Construction of new rural clinies 350,000
Maternity units at existing clinies 120,000
Clinic renovations and additional housing350,000
New Public Health Ceantrcs 50,000
New Rural Health Centres 200,000
Bilharzia Control Programme 450,000
Radio Communications : 70,000
Iraining School 500,000

(b)
(1)

(i)

(iii)
(iv)

(v)

(vi)

(vii)

TOTAL 3,190, 000

Technical Assistance

Two posts of hospital administrator (for at least 2 year@
and training fellowships for Swazi counterparts,

One post of health Planner/statistician (for 2 years)

and training fellowship for Swazi counterpart.

Nedical adviser and Health ducation and evaluation
adviser, to assist with organisation of MCH/FP
activities .

Mission to evaluate Bilharzia Control Programmes
(possibly leading to further tcchnical assistance
requirements).,

Sanitarian fo assist with hpalth ossistant training
Programme.

Mission to assist with design of curricula for nurses
training school. : '

One post of Senior nurse-trainer, to be in overall
charge of nurse training school while Swazi nurse
trainers gain adequate experience (2 Yyeors),

-4vii&%——?yuhniuai'uns1srance vo held stafl” the achool health

service (probnbly voluntoers, for a poriod of 2 yoars),

- e
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AID Project Nc. 690-0062

PROJECT GRANT AGREEMENT

Dated June'ﬂ\'l977

—

Between
The Kingdom of Swaziland ("Grantee")
And

The United States of America, acting through

The Agency for Internaticnal Development ("A.T.D.").

ARTICLE 1.

The Agreement

The purpose of this Agreement is to set out the under-
standings of the par:tiszs ramed above ("Parties") with
respect to the undertaking by the Grantee of the Project
descrited herein, and with respect to the financing of the
Project by the Parties.

ARTICLE 2.

The Project

SECTION 2.1. Definition of Project. The Project,
which is further described in Annex 1, will consist of
measures to assist the Grantee in improving, expanding
and institutionalizing the training of nurses and para-.
medical personnel and the planning, administration and
delivery of preventive and curative health services. A.I.D.
will assist in financing technical services, training and
commodities, as well as, the construction of the Institute
of Health Sciences ("IHS") and staff housing. Annex I,
attached, amplifies the definition of the Project contained
in this Section 2.1.. Within the limits of the definition
of the Project in this Section 2.1, elements of the ampli-
fied description stated in Annex 1 may be changed by written
agreement of the authorized representatives of the Parties
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named in Section 8.3, without formal amendment of this Agree-
ment. .

SECTION 2.2. Incremental Nature of Project. (a) A.I.D.'s
contribution to the Project, as described in Annex 1, will be
provided in increments, the initial one being made available
in accordance with Section 3.1 of this Agreement. Subsequent
increments will be subject to availability of funds to A.I.D.
for this purpose and to the mutual agreement of the Parties,
at the time of a subsequent increment, to proceed.

(b) In the event that A.I.D. does not add a cocntemplated
increment of funding in a timely fashion, it is understood
that either Party may elect to terminate this Agreement in
accordance with Secticn D.1 of the Grant Project Standard
Provisions Annex, provided, that within the limits of then
available funds committed to the Project by the Parties, the
termination period may be extended beyond a period of 30 days
to provide for orderly arrangements, and that each Party will
do all it believes appropriate to retain and extend the bene-
fits of Project activity which has already taken place.

(c) Within the overall Project Assistance Completion
Date stated in this Agreement, A.I.D. based upon ccnsultation
with the Grantee, may specify in Project Implementation Letters
appropriate time periods for the utilization of funds granted
by A.I.D. under an individual increment of assistance.

ARTICLE 3.

Financing

SECTION 3.1. The Grant. To assist the Grantee to meet
the costs of carrying out the Project, A.I.D., pursuant to
the Foreign Assistance Act of 1961, as amended, agrees to
grant the Grantee under the terms of this Agreement not to
exceed One Million One Hundred Sixteen Thousand United States
("U.S.") Dollars (g1,116,000) ("Grant"). It is anticipated
that subsequent increments aggregating Three Million One
Hundred Eighty-Four Thousand U.S. Dollars (¢3,184,0C0) will
be provided by A.I.D. subject to Section 2.2 of this Agreement.

The Grant may be used to finance foreign exchange costs,
as defined in Section 6.1, and local currency costs, as de-
fined in Section 6.2, of goods and services required for the
Project.

SECTION 3.2. Grantee Resources for the Project. (a)
The Grantee agrees to provide or cause to be provided for
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the Project all funds, in addition to the Grant, and all other
resources required to carry out the Project effectively and
in a timely manner.

(b) Except as A.I.D. may otherwise agree in writing, the
resources provided by Grantee for the Project will be not less
than the equivalent of U.S. £1,800,000, including costs borne
on an "in-kind" basis.

SECTION 3.3. Project Assistance Completion Date. (a)
The "ProJect Assistance Completion Date” (PACD), which is
December 31, 1983, or such other date as the Parties may
agree to in writing, is the date by which the Parties esti-
mate that all services financed under the Grant will have
been performed and all goods financed under the Grant will
have been furnished for the Project as contemplated in this
Agreement.

(b) Subject to Sub-Secticn 3.3(d) and except as A.I.D.
may otherwise agree in writing, A.I.D. will not issue or ap-
prove documentation which would authorize disbursement of the
Grant for services performed subsequent to the PACD or for
goods furnished for the Project, as contemplated in this
Agreement, subsequent to the PACD.

(c) Subject to Sub-Section 3.3(d), Requests for Dis-
bursement, accompanied by necessary supporting documentation
prescrited in Project Implementation Letters are to be re-
ceived by A.I.D. or any bank described in Section 7.1 no
later than nine (9) months following the PACD, or such other
period as A.I.D. agrees to in writing. After such period,
A.I.D., giving notice in writing to the Grantee, may at any
time or times reluce the amount of the Grant by all cr any
part thereof fcr which requests for disbursement, acccmpanied
by necessary supporting documentation prescribed in Project
Implementation Letters, were not received before the expira-
tion of said period.

(d) Sub-Section 3.3(b) and (c) notwithstanding and
except as A.I.D. may otherwise agree in writing, all dis-
bursements from the Grant for financing construction shall
be made within a pericd not exceeding thirty-six (36) months.

ARTICLE 4.

Conditions Precedent to Disbursement

SECTION 4.1. First Disbursement. Prior to the first
disbursement under the Grant, or to the issuance by A.I.D.
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of documentation pursuant to which disbursement will be made,
the Grantee will, except as the Parties may otherwise agree
in writing, furnish to A.I.D. in form and substance satis-
factory to A.I.D.:

(a) A statement of the names of the persons holding or
acting in the office of the Grantee specified in Section 8.3,
and a specimen signature of each person specified in such
statement;

(b) Written evidence that the financial and other con-
tributions of the Grantee and other donors have been or will
be provided, in accordance with Annex 1, for the implementation
of the Project; '

(c) Written evidence that sites described in Annex 1
for the construction of staff houses and the Institute for
Health Services ("IHS") will be made available for the com-~
mencement of construction and implementation of the Project:

(d) Written evidence that the Grantee has taken all
necessary steps to assure that all personnel, such as quali-
fied tralnees, tutors, hospital administrators, rural health
service administrators, counterpart personnel and candidates
for IHS instruction, to be provided by the Grantee, are or
will be readily available for the timely implementation of
the Project.

SECTICN 4.2. Additional Disbursement. (a) In accord-
ance with Section C.3 hereof and prior to disbursement under
the Grant, or to issuance by A.I.D. of documentation pursuant
to which disbursement will be made, for financing the construc-
tion of housing and the IHS, respectively, the Grantee will,
except as the Parties may otherwise agree in writing, furnish
to A.I.D. in form and substance satisfactory to A.I.D.:

(i) Designs, plans and specifications, bid docu-
ments, cost estimates, and time schedules for carrying
out the respective construction;

(ii) Executed contracts for such construction and
for supervision of such construction acceptable to A.I.D.
with firms acceptable to A.I.D.

(b) The conditions precedent to disbursement in Section
4.2(a) may be satisfied separately for the construction of
housing and the IHS, respectively.

SECTION 4.3. Notification. When A.I.D. has determinéd
that the conditions precedent specified in Section 4.1 and 4.2
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have been met, it will promptly notify the Grantee.

SECTION 4.4. Terminal Dates for Conditions Precedent.
(a) TIf all of the conditions specified in Section 4.1 have
not been met within 120 days from the date of this Agreement,
or such later date as A.I.D. may agree to in writing, A.I.D.,
at its option, may terminate this Agreement by written notice
to Grantee.,

(b) If all of the conditions specified in Section 4.2
have not been met within nine months from the date of this
Agreement, or such later date as A.I.D. may agree to in writ-
ing, A.I.D., at its option, may cancel the then undisbursed .
balance of the Grant, to the extent not irrevocably committed
to third parties, and may terminate this Agreement by written
notice to the Grantee.

ARTICLE 5.

Special Covenants

SECTION 5.1. Project Evaluation. The Parties agree to
establish an evaluation brogram, as described in Annex 1 as
an integral part of the Project. Except as the Parties other-
wise agree irn writing, the program will include, during the
implementation of the Project and regularly thereafter: (a)
evaluation of progress toward attainment of the objectives
of the Project; (b) identification and evaluation of problem

come such problems, in this or other projects; and (d) evalua-
tion, to the degree feasibtle, of the overall development impact
cf the Project.

SECTION 5.2. Support of Assistance Personnel. The Grantee
agrees tc provide administrative support, housing and furnish-
ings for A.I.D.-financed technical assistance personnel as

described in Annex 1.

SECTION 5.3. Trainees. 1In accordance with Annex 1, the
Grantee agrees to provide the candidates for IHS instruction
and qualified trainees for tutorial and admi. strative posi-
tions sufficient to fully utilize Project facilities and
otherwise satisfy the requirements for trainee personne"
and to place, assign or employ persons having completed any
of the various training programs connected with the Project
in positions appropriate to and commensurate with such com-
pleted training.
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ARTICLE 6.

Procurement Source

SECTION 6.1. Foreign Exchange Costs. Disbursements
pursuant to Secticn 7.1 will be used exclusively to finance
the costs of goods and services required for the Project having
their source and origin in the United States (Code 000 of the
A.I.D. Geographic Code Book as in effect at the time orders
are placed or contracts entered into for such goods and ser-
vices ) ("Foreign Exchange Costs"), except as A.I.D. may
otherwise agree in writing, and except as provided in the
Project Grant Standard Provisions Annex, Section C.1(b) with
respect to marine insurance.

SECTION 6.2. Local Currency Costs. Disbursements pur-
suant to Section 7.2 will be used exclusively to finance the
costs of goods and services required for the Project having
their source and, except as A.I.D. may otherwise agree in
writing, their origin in Swaziland ("Local Currency Costs").
To the extent provided for under this Agreement, '"Local Cur-
rency Costs" may also include the provision of local currency
resources required for the Project.

ARTICLE 7.

Disbursement

SECTION 7.1. Disbursement for Foreign Exchange Costs.

(a) After satisfaction of conditions precedent, the Grantee
may obtain disbursements of funds under the Grant for the Foreign
Exchange Costs of goods or services required for the Project in
accordance with the terms of this Agreement, by such of the
followeng methods as may be mutually agreed upcn:

(i) by submitting to A.I.D., with necessary support-
ing documentation as prescribed in Project Implementation
Letters, (A) requests for reimbursement for such goods
or services, or (B) requests for A.I.D. to procure com-
modities or services in Grantee;s behalf for the Project;
or,

(ii) by requesting A.I.D. to issue Letters of
Commitment for specified amounts (A) to one or more
U.S. banks, satisfactory to A.I.D., committing A.I.D.
to reimburse such bank or banks for payments made by
them to contractors or suppliers, under Letters of
Credit or otherwise, for such goods or services, or
(B) directly to one or more contractors or suppliers
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committing A.I.D. to pay such contractors or suppliers,
through Letters of Credit or otherwise, for such goods
or services.

(b) Banking charges incurred by Grantee in connection
with Letters of Commitment and Letters of Credit will be
financed under the Grant unless Grantee instructs A.I.D. to
the contrary. Such other charges as the Parties may agree
to may also be financed under the Grant.

SECTION 7.2. Disbursement for Local Currency Costs.

(a) After satisfaction of conditions precedent, the
Grantee may obtain disbursements of funds under the Grant
for Local Currency Costs required for the Project in accord-
ance with the terms of this Agreement by submitting to A.I.D.,
with necessary supporting documentation as prescrited in Pro-
ject Implementation Letters, requests to finance such costs.

(b) The local currency needed for such disbursements
may be obtained:

(1) by acquisition by A.I.D. with U.S.
Dollars;

(ii) by A.I.D. (A) requesting the Grantee to make
available the local currency for such costs, and (B)
thereafter reimbursing an amount of U.S. dollars equal
to the amount of local currency made available by the
Grantee.

The U.S. dollar equivalent of the local currency made avail-
able hereunder will be, in the case of sub-section (b} (1)
above, the amount of U.S. dollars required by A.I.D. to obtain
the local currency.

SECTION 7.3. Other Forms of Disbursement. Disbursement
of the Grant may also be made through such other means as the
Parties may agree to in writing.

SECTION 7.4. Rate of Exchange. If funds provided under
the Grant are introduced into swaziland by A.I.D. or any public
or private agency for the purpose of carrying out obligations
of A.I.D. hereunder, the Grantee will make such arrangements
as may be necessary so that such funds may be converted into
currency of Swaziland at the highest rate of exchange which,
at the time the conversion is made, is not unlawful in Swazi-
land.
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ARTICLE 8.

Miscellaneous

SECTION 8.1. (Communications. Any notice, request, docu-
ment or other communication submitted by either Party to the
other under this Agreement will be in writing or by telegram
or cable, 'and will be deemed duly given or sent when delivered
to such party at the following addresses:

To the Grantee:

Rermanent Secretary
Ministry of Finance and Economic Planning

Mail Address:
P.0. Box 602
Mbabane, Swaziland

Alternate Address for cables:
MinFin
Mbabane, Swaziland

To A.I.D.:
Regional Development Officer

Mail and Cable Address:
U.S. AID
P.0. Box 750
Mbabane, Swaziland.

All such communications will be in English, unless the Parties
otherwise agree in writing. Other addresses may be substituted
for the above upon the giving of notice.

SECTION 8.2. Representatives. For all purposes relevant
to this Agreement, the Grantee will be represented by the indi-
vidual holding or acting in the office of Permanent Secretary,
Ministry of Finance and Economic Planning, and A.I.D. will be
represented by .the individual holding or acting in the cffice
of Regional Development Officer, Mbabane, Swaziland, each cf
whom, by written notice, mav designate additional representa-
tives for all purposes other than exercising the power under
Section 2.1 to revise elements of the amplified description in
Annex 1. The names of the representatives of the Grantee, with
specimen signatures, will be provided to A.I.D., which may accept
as duly authorized any instrument signed by such representatives
in implementation of this Agreement, until receipt of written
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notice of revocation of their authority.
SECTION 8.4. Standard Provisions Annex. A "Project Grant

Standard Provisions Annex " (Annex 2) 1s attached to and forms
part of this Agreement.

IN WITNESS WHEREOF, the Grantee and the United States
of America, each acting through its duly authorized repre-
sentative, have caused this Agreement to be signed in their
names and delivered as of the day and year first above written.

KINGDOM OF SWAZILAND

By: &E?.A§> <<\:7X3\“—“"z”ﬁ

Title: /\\'M,KMLA ~ \‘:\—-\,\ A O

): Ctre N

‘ll—t"/‘—\—-(

UNITED STATES OF AMERICA

\ oL e ,
By: _— v
/o

Titlg:,-/'.‘~.




ANNEX 1

SWAZILAND HEALTH MANPOWER

TRAINING PROJECT

L GENERAL

As defined in Swaziland's Ten-Year Health Development Plan,
1975-1985, the Grantee will require approximately two hundred
registered nurses and twenty health inspectors over the next decade.
Although training of these health professionals is presently being
undertaken in Swaziland, almost exclusively by the Nazarene and
Catholic churches, this training either fails to focus on the: kinds of
preventive medical care required by the rural Swazi population, or
produces graduates who are primarily used to staff private hospitals
and urban clinics rather than the system of rural centers and clinics
established by the Government to make medical skills more accessible
to the rural population. Since it does not operate a nurse training
facility, the Grantee is greatly handicapped in its ability to control
and coordinate health personnel development. Similarly, a primary
impediment to the attainment of Swaziland's health sector objectives
has been the limited number of trained administrators with the super-
visory and planning skills necessary to effectively plan, monitor and
evaluate health programs.

The Project, which will be implemented by the Ministry of Health
acting in cooperation with other ministries, ceeks to improve health
services and expand their coverage in rural areas of Swaziland through
the achievement of the following major objectives:

1. establishing a permanent Institute of Health Science
(IHS) with a faculty capable of training sufficient numbers of nurses
and para-medical personnel to meet Swaziland's projected future needs.

2. developing a cadre of administrative personnel able
to coordinate Swaziland's regional health-related activities, integrate
preventive and curative services offered by Swaziland's health clinics
and hospitals and, generally, plan, monitor and evaluate Swaziland's
health care system.

-

II. A.I.D. CONTRIBUTION

It is anticipated that A.I. D, will assist the Project for approximately
seven years. Such assistance will consist of the following:



A, Technical Assistance

Approximately 21 person years of technical assistance
will be provided by the following personnel:

(a) A Family Nurse Practitioner ("FNP'") Educator
will head the curriculum design team responsible for developing a
nursing curriculum for the IHS and will also serve as advisor to
two Swazi registered nurses who are to become tutors for Swazi
Family Nurse Practitioner counterpart personnel,

‘ (b) A Maternal, Child Health/Family Planning

. ("MCH/FP'") Educator will participate in the development of the IHS
curriculum and will supervise and help train a Swazi counterpart who
will beccme a permanent instructor at IHS.

(c) A Curriculum Design Specialist will teach work-
shops on curriculum design, eval aation, redesign and instructional
methods.

(d) A Nursing Advance-Placement Evaluator will
evaluate the background and experience of prospective nurse tutors
to determine the extent of education credit which can be granted for
their previous training towards a Bachelor of Science degree in
nursing education at an accredited U.S. educational institution.

(e) A Health Statistician/Analyst will compile general
health statistics and will assist in the selection and training of a
Swazi counterpart who will be trained to assume the permanent
health statistician position within the Ministry of Health.

(£) A Hospital Administrator will work at all four of
Swaziland's government hospitals to establish adequate management
procedures and will work with four Swazi administration counterparts
' in the implementation of a management system.

(8) A Rural Health Services Administrator will assist
the Ministry of Health in developing effective logistical management
methods to coordinate rural health services and programs in Swaziland
and will train four Swaziland counterparts to administer these services
and programs.

B. Training

A.L D, will finance approximately 26 person-ysars of
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1cademic and specialized training in appropriate U,S. and African
nstitutions to prepare Swazi staff to carry out their reaponsibilities
~within the Ministry of Health and permit phase-out of U.S.-provided
personnel prior to the PACD. Training will be in fields important
to achievement of project objectives and will be mutually agreed to in
advance by A,I.D. and the Grantee.

A,I. D.-funded technical assistance personnel will carry
out on-the-job training for their Swazi counterparts who will be pre-
paring to take over full operational responsibility for the Ministry
of Health.

C. Commodities

A.I.D. will provide certain medical equipment and supplies
and three motor vehicles for the Project.

D. Construction

A.I.D, will finance the i:hysical construction of the IHS
and three houses for technical assistance personnel,

IOI. GRANTEE'S CONTRIBUTION

In addition to its general obligation under Section 3.2 to supply
funds and resources needed for the Project, the Grantee will make the
following specific contributions:

A, Administrative and Logistical Support for A.I. D.-Financed

Technical Assistance Personnel

The Grantee will provide such support as is required by
the U.S.-financed technical assistance (""TA") personnel and their
counterparts to properly carry out their responsibilities under the
Project. Such support shall include adequate office space, furniture,
qualified clerical and administrative staff and other miscellaneous
services. The Grantee shall also finance the cost of local trave.
incident to the implementation of the Project and will provide proper
maintenance of A.I, D.-supplied commodities and vehicles. The
Grantee will assure the availability of satisfactory housing and hard
furnishings for the A,I. D.-financed technicians in accordance with
standards established by the Grantee for other expatriate contract -
employees of comparable rank and will assume the cost of utilities
incident to such housing. The Grantez will furnish all costs of tempo-
rary lodging for short-term consultancies and for other technical
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assistance personnel in the event these technicians arrive in Swaziland
prior to the availability of permanent housing, Finally, the Grantee
will provide to all U, S.-financed technical assistance personnel such
benefits and allowances, including annual leave, usually provided to
the Grantee's employees of similar rank.

B. Support for Swazi Counterparts

'The Grantee shall furnish all necessary support, including
salaries, for required counterpart personnel for the Project. Such
counterpart personnel shall include, but are not limited to, approxi-
mately 8 to 14 persons working in such areas as hospital administra-
tion, rural health services administration, statistics, training and
planning,

Cc. Support for Participant Training

The Grantee shall provide local costs incidental to the
departure of participants from Swaziland and standard support allowan-
ces or salary maintenance normally provided for the Grantee's employees
engaged in out-of-country training.

D. Commodities

The Grantee will provide hard furnishings for the IHS.

E. Other Costs

For the purposes of the construction compohent of the
Project and operation of the IHS the Grantee shall provide:

(1) design and construction supervision services for
the construction of the IHS and staff housing;

(2)  sites for the IHS and staff housing;

(3) operating expenses of the IHS including: student
and faculty supplies, IHS Employees' salary, honorariums, mainte-

nance and upkeep, and maintenance for one bus,

Iv. CONTRIBUTIONS OF OTHER DONORS

It is anticipated that contributions of other donors will include
the following:
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The United Kingdom ("'U. K. ") will furnish two teachers in tho
fields of psychology and midwifery for the IHS for four year terms and one
health planner, also for a four year term. The United Kingdom will also
provide participant training.in the U. K. for one registered nurse to obtain
a B.Sc. degree in education and for one nurse-tutor.

The Institute for Development Management (''IDM'") in Botswana
will provide a curriculum design specialist for two 3 month consultancies
and a teacher of logistics management for three 8 week courses for
hospital administrators.

A The World Health Organization ("WHO'") will provide a teacher
in the field of health inspection for the IHS for a five year perind.

V. IMPLEMENTATION

A, Implementation Principles
The parties hereto will implement the Project and evaluate its
effectiveness in accordance with tae following principles:

(1) The activities of the A.I.D.-funded health planning and
administration technicians and the curriculum design and training specia-
lists will be closely coordinated. The technical specialists working on
the curriculum will draw on their professional backgrounds and experience;
however, the Ministry of Health will have powers of mediation and final
decision over all curriculum matters.

(2) The training of nurse practitioners (NPs) to train and
supervise lower level personnel will focus on developing demand for pre-
ventive health services equal to that currently existing for curative services.
Teaching techniques and curriculum content will encourage the NPs to
foster this demand through emphasizing the relevance of daily behavior to
health status.

- (3) Popularly expressed health concerns and traditional
cultural practices will be reflected specifically in the curriculum deve-
loped and throughout the entire training program. The participation of
traditional healers and birth attendants in the national health program will
be maximized, To this end, training program content will be thoroughly
vetted among current nursing and public health staff, community leaders,
and others. Any additional social/cultural analysis inherent in this pro-
cess will be performed either by the Grantee alone or with A.I.D, (or
other donor) assistance.

(4) The national program for delivery of expanded health
services will include maximum delegation of responsibility at every
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level, including the NP level.

(5) Priorities will be caréfu]ly established and emphasiged
in the training program among the client population's competing needs,
e.g., for medical relief, maternity services, family planning services,
personal preventive services, etc., and national health programs,
such as, environmental sanitation, communicable disease control,
national population control, general health edication, mental health, etc.

(6) Epidemiological studies will be undertaken in support
of the training programs.

(7)  Non-formal adult education techniques will be taught
to the NPs to enable them to encourage greater initiative and personal
responsibility in their audience for changing. health situations, such
as, unsafe water supplies, inadequate waste disposal habits, human
over-crowding, etc.

(8)  The NP training program will be carried out and NP
operational positions will be develop:ed so that NP status is adequately
recognized and rewarded and so that NPs do not need to further
specialize to advance in their chosen field.

B. Implementation Plan

1, Consgtruction

The Grantee will enter into a contract for engineering
design and supervision of coastruction within one month from the date
of this Agreement. A.I D. will not assist in financing this contract.

A,L. D. will finance construction under the fixed
amount reimbursement (""FAR'') method whereby the Grantee will be
reimbursed, subject to this Agreement, the local currency equivalent
of 31,220,000 for completing the construction of staff housing and the
IHS in accordance with the schedules, plans, designs and specifications
approved by A,I.D, The Grantee will be eligible for periodic re-
imbursements and for advances of working capital in accordance with
schedules and procedures set forth in Project Implementation Letters.
A,L. D, shall make disbursements upon approval of documentation
submitted by the Grantee, as specified in Project Implementation Letters,
and following such site inspections as A. I.D. considers necessary,
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Except as A.I.D, may otherwise ageee in writing,
the Grantee will contract for construction services in accordance with
and subject to Chapter two of A,I, D. Handbook 11 ("Country Contrac-
ting, Procurement of Construction Services'). Construction services,
materials and equipment procured for the Project shall have their
source and origin in Swaziland or the United States, except that
construction materials procured for not in excess of 8650, 000 may have
their source and origin in countries included in A.I.D. Geographic
Code 935,

Within three months from this Agreement the Grantee
will enter into a contract for .preliminary site preparation to prouide
for rough grading of the IHS site. The contract price will be less than
8100, 000 and it is estimated that work will be completed in less than
three months from the date of contract.

It is planned that an Invitation for Bids ("IFB'") for
construction will be issued within five months from this Agreement and
that a contract or contracts will be awarded within eight months from
this Agreement. Construction of housing will be .completed within
ten months from this Agreement and construction of the IHS will be
completed within 26 months from this Agreement.

The Grantee may issue separate IFBs for staff housing
and for the IHS or may issue a single IF B with severable components for
housing and for the IHS, permitting bids on either or both components.

2. Commodity Procurement

Grant funded procurement of operational commodities
for the Ministry of Public Health (MOPH), including motor vehicles and
such items as teaching aids and laboratory equipment will be carried
out either by A,I.D. or the Grantee, as will be specified in Project
Implementation Letters after consultation between the parties hereto.

All operational commodities procured under the Srant
for the MDPH shall have their source and origin in Swaziland or the
United States, except that motor vehicles (limited to one bus and two
passenger vehicles) may have their source and origin in countries in-
cluded in A,I,D. Geographic Code 935, o

The Grantee will assure that motor vehicles procured
under the Grant are available for use on the Project within six months
from this Agreement and that items to be used at the IHS are available
when construction of the IHS is completed,
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3. Technical Assistance and Training

Technical agsistance ("'TA") personnel financed by
A.L.D, will be United States citizens or permanent residents, except
as A.L D, may otherwise agree in writing. A.I. D, utilizing Grant
funds or the Grantee will contract directly with a U. S, university or
other institution for the services of required TA personnel. The
contracting institution shall have the capability to provide professional
backstopping for the TA personnel and; to provide consulting personnel
to deal with emergent matters on short notice. Within eight months
from this Agreement biographic data for TA personnel nominated for
Project positions shall be submitted by the contractor to the Grantee
and A,I.D, for approval.

The following six TA personnel are scheduled to arrive
in Swaziland approximately 12 months from this Agreement (approxi-
mately June 1978):

(1) FNP Nursing Educator 4P/Y
(2) MCH/PP Nursing Educator 3 P/MO
(3) Curriculum Design Consultant 4 P/MO
(4) Health Statistician 4P/Y
(5) Hospital Administrator 3P/Y
(6) Rural Health Services

Administrator 4P.Y

Curriculum design specialists will return for
approximately three additional cons ultancy periods of two to four months
duration. An MCH/FP Nursing Educator will arrive approximately in
June of 1980 for a four year term to finalize IHNS curriculum preparation
and to assume teaching duties. The description and scheduling of services
of TA personnel, including those of a nursing advance placement evaluator,
will be. further specified in Project Implementation Letters, as necessary,
following evaluation of Project implementation and consultation between
the parties.

Similarly, the schedule and quantification of training
activities will be set forth more specifically in Project Implementation
Letters, as may be necessary. The foltowing, however, represents a
general initial schedule:

Preparatory Training of RNs for
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Nursing Education Participant
Training begins.....ccvvtevveesineisnes oo August 1978

Counterpart Training for Rural
Health Services Administrators begins........June 1978

Three 8 week courses for Hospital

Administrators at IDM....ccvseesceasascess . October 1978
February 1979
June 1979

Approximately 26 P/Y of U.S. Participant
Training in psych/mental health,
nursing education/tutoring, health planning....July 1978 to June 1983

Three 8 week courses for Rural Health

services administrators at IDM....... essesssoJanuary 1980
June 1980
January 1981

IHS becomes operational and begins
instruction im......cceiiiveieieienneenea.asAugust 1980

VI. EVALUATION

The Project, achievement of its objectives and implementation of
the principles described in Section V(A) of this Annex 1 will be evaluated
in accordance with the following procedures:

A. Evaluation Procedures Incorporated Within Project

(1) Baseline Data

To establish the necessary guidelines for the development
of an adequate curriculum and teaching program to meet local conditions
and requirements, all A.I D. funded technical assistance personnel ("TAH)
will initially gather and assemble quantitative and qualitative date within
their respective disciplines. This information 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 project design adjustments. A major supportive
element will be provided by the TA Health Statistician who will help to
collect and analyze baseline data required.
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(2) Continuous Project Evaluation Process

The curriculum and teaching program will be reviewed
and evaluated annually by all technicians in accordance with their res-
pective disciplines. This will serve as the basis for the preparation
of an integrated project review and evaluation report by the curriculum
team (TA and Swazi faculty) working in conjunction with the Curriculum
Design Specialist. The report will include recommendations for re-
medial action to meet the student and faculty requirements or Project
design adjustments.

‘The MOH will appraise the above annual review and
evaluation report and will endeavor to implement the report's recom-
mendations, subject to the agreement of A,I.D., In addition, the iOH
will prepare its own independent project review and evaluation report
with whatever recommendations it may deem necessary and submit such
report annually to A,I.D, for its consideration, review and comments.

Each annual review and evaluation report to be pre-
pared by individual TAs, the contracted institution and MOH will cover
all the basic elements of the Project. The individual TA personnel will
also evaluate the training and on-the- job experience of their Swazi
counterparts to determine the adequacy of their perfor-mance and capa-
bility to assume their designated responsibilities in academic training
or administration. On the basis of such evaluation, and if necessary,
TA personnel 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 RNs
to ascertain whether 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.

B. Project Appraisal Reports

A.I.D. will prepare annual project appraisal reports in
accordance with A, I, D, regulations,

c. Independent External Evaluation

Two independent external evaluations will be held during
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the life of the Project. The first will take place after completion of
the IHS physical facilities and after two years of TA services and, it
is anticipated, prior to the initiation of classes in August of 1979.
This is considered a critical point when consideration may be given
to project design adjustments or future project requirements for
adequate and timely implementation. The second and final indepen-
dent external evaluation will occur shortly before the PACD.
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V. PROJECT FINANCIAL PLAN _
(Source and Application of Funding - $000s)

Asoof June 1, 1977 Project No. 690-0062

AMOUNT FOR AN INCREMENTALLY FUNDED PROJECT

PROJECT INPUTS Curmnulative Obligations/ Future Years Total
Commitments as Anticipated
of June 1, 1977

A. I.D. B/G OTHER A.I.D. B/G OTHER A.IL.D. B/G OTHER

Staff and Consultants; ......... . 720 53 1,824 638 1,642 2.544 638 695
Training. ..... ......... seen 86 | 296 135 60 382 135 60
Project Personnel (Swazi & TA)

Administrative Support....... 314 314
Commodities............ ch een 10 81 167 91 167
Construction................... 300 100 900 1,200 146 100
Engineering Design and Super-

vision......... ettt 146 146
Contingency (Construction)...... 83 : .--._83
Land.....ooiiiiiiinninnnnnnn.. ' 70 70
Maintenance of Facilities........ 330 330

TOTALS 1,116 146 153 3,184 1,654 1,702 4,300 1800 1,855 -



ANNEX 2

PROJECT GRANT STANDARD
PROVISIONS ANNEX

Definitions: As used in this Annex, the "Agreement" refers to the
Project Grant Agreemant to which this Annex is attached and of which
this Annex forms a part. Terms used in this Annex have the same
meaning or reference as in the Agreement.

ARTICLE 4.

Project Implementation
Letters.

To assist Grantee in the implementation of the Project, A.I.D.,
from time to time, will issue Project Implementation Letters that
will furnish additional information about matters stated in this
Agreement. The parties may also use jointly agreed-upon Project
Implementation Letters to confirm and record their mutual under-
standing on aspects of the implementation of this Agreement,

Project Implementation Letters will not be used to amend tiv: text
of the Agreement, but can be used to record revisions or exceptions
which are permitted by the Agreement, including the revision of
elements of the amplified description of the Project in Annex 1.

ARTICLE B.

General Covenants.

SECTION B.l. Consultation. The Parties will cooperate to
assure that the purpose of this Agreement will be accomplished.
To this end, the Parties, at the request of either, will exchange
views on the progress of the Project, the performance of obligations
under this Agreement, the performance of any consuvitants, contractors
or suppliers engaged on the Project, and other matters relating to
the Project, :

SECTION B.2. Execution of Project. Tae Grantee will:

(a) carry out the Project or cause it to be carried out with
due diligence and efficiency, in conformity with sound technical,
financial, and management practices, and in conformity with those
documents, plans, specifications, contracts, schedules or other
arrangements, and with any modifications therein, approved by A.I.D.
pursuant to this Agreement; and

(b) provide qualified and experienced management for, and
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train such staff as may be appropriate for the maintenance and operation
of the Froject, and, as applicable for continuing activities, cause the
Project: to be operated and maintained in such manner as to assure the
contiruing and successful achievement of tha purposes of the Project.

SECTION B.3., Utilization of Goods and Services.

(a) Any resources financed under the Grant will, unless
otherwise agreed in writing by A.I.D., be devoted to the Project
until the completion of the Project, and thereafter will be used
80 as to further the objectives sought in carrying out the Project.

(b) Goods or services financed under the Grant, except
a3 A.I.D. may otherwise agree in writing, will not be tsed to
promote or assist a foreign aid project or activity associated
with or financed by a country not included in Code 935 of the
A.I.D. Geographic Code Book as in effect at the time of such
use, :

SECTION B.4. Taxation. (a) This Agreement and the Grant
will be free from any taxation or fees imposed under laws in effect
in Swaziland.

(b) To the extent that (1) any contractor, including any
consulting firm, any personnel of such contractor financed under
the Grant, and any property or transaction relating to such
contracts, contractors or personnel and (2) any commodity procure-
ment transaction financed under the Grant, are not exempt from

"identifiable taxes, tariffs, duties or other levies imposed under
laws in effe:t in the territory of the Grantee, the Grantece will,
as and to the extent provided in and pursuant to Project Implemen-
tation Letters, pay or reimburse the same with funds other than
those provided under the Grant.

SECTION B.5. Reports, Records, Inspections, Audit. The
Grantee will:

(a) furnish A.I.D. such information and reports relating
to the Project and to this Agreement as A.I.D. may reasonably request;

(b) maintain or cause to be maintained, in accordance with
generally accepted accounting principles and practices consistently
applied, books and records relating to the Project and to this
Agreement, adequate to show, without limitation, the receipt and
use of goods and services acquired under the Grant. Such books
and records will be audited regularly, in accordance with generally
accepted auditing standards, and maintained for three years after
the date of last disbursement by A.I.D.; such books a2nd records will
also be adequate to show the nature and extent of solicitations of



prospective suppliers of goods and services acquired, the basii of
award of contracts and orders, and zhe overall progress of the Project
toward completion; and

(c) afford authorized representatives of a Party the opportu-
nity at all reasonable times to inspect the Project, the utilization
of goods and services financed by such Party, and books, records
and other documents relating to the Project and the Grant.

SECTION B.6. Completeness of Ihformation. The Grantee confimms:

(a) ~that the facts and circumstances of which it has informed
A.I.D., or caused A.I.D, to be informed, in the course of reaching
agreement with A,I.D. on the Grant, are accurate and complete, and
include all facts and circumstances that might materially affect the
Project and the discharge of responsibilities under this Agreement;

(b)  that it will inform A.I.D. in timely fashion of any
subsequent facts and circumstances that might materially affect,
or that it is reasonable to believe might so affect, the Project
or the discharge of responsibilities under this Agreement,

SECTION B.7. Other Pavments. Grantee affirms that n pay-
ments have been or will be received by any official of the Grantee
in connection with the proc:rement of goods or services financed
- under the Grant, except fees, taxes, or similar payments legally
established in the country of the Grantee.

SECTION B.8. Information and Markinz, The Grantee will give
appropriate publicity to the Grant and the Project as a program
to which the United States has contributed, identify the Project
site, and mark goods financed by A,I.D., as described in Project
Implementation Letters. .

ARTICLE C.

Procurement Provisions

SECTION C.l1. Special Rules. (a) The source and origin of
ocean and air shipping will be deemed to be the ocean vessel's or
aircraft's country of registry at the time of shipment.

(b)  Premiums for marine insurance placed in the territory
of the Grantee will be deemed an eligible Foreign Exchange Cost, if
otherwise eligible under Section c.7(a).

(c) Any motor vehicles financed under the Grant will be
of United States manufacture, except as A,I,D, may otherwise agree
in writing.
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(d) Transportation by air, financed under the Grant, of

- property or persons (and there personal effects) will be on carriers
holding United States certification, to the extent. service by such
carriers is available. Details on this requirement will be described
in a Project Implementation Letter.

SECTION C.2. Eligibility Date. No goods or services may be financed
under the Grant which are procured pursuant to orders or contracts firmly
placed or entered into prior to the date of this Agreement,except as the
Parties may otherwise agree in writing. :

SECTION C.3. Plans, Specifications, and Contracts, In order for
there to be mutual agreement on the following matters, and except as
the Parties may otherwise agree in writing:

(a) The Grantee will furnish to A.I.D. upon preparation,

(1) any plans, specifications, procurement or construc-
tion schedules, contracts, or other documentation relating
to goods or services to be financed under the Grant, including
documentation relating to the pre-qualification and selection
of contractors and to the solicitat:ion of bids and proposals.,
Material modifications in such documentation will likewise
be furnished A.I.D. on preparation;

(2)  such documentation will also be furnished to
A.I.uv., upon preparation, relating to any goods or services
whic.a, though not financed under the Grant, are deemed by
A,I.D. to be of major importance to the Project. Aspects of
the Project involving matters under this subsection (a)(2)
will be identified in Project Implementation Letters;

(b) Documents related to the prequalification of contractors,
and to the solicitation of bids or proposals for goods and services
financed under the Grant will be approved by A.I.D. in writing prior
to their issuance, and their terms will include United States standards
and measurements;

(¢) Contracts and contractors financed under the Grant for
engineering and other professional services, for construction services,
and for such other services, equipment or materials as may be specified
in Project Implementation Letters, will be approved by A.I.D. in writing
prior to execution of the contract. Material modifications in such
contracts will also be approved in writing by A,I.D. prior to execution;
and .

(d) Consulting firms used by the Grantee for the Project but
not financed under the Grant, the scope of their services and such of
their personnel assigned to the Project as A.I.D. may specify, and
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construction contractors used by the Grantee for the Project but not
financed under the Grant, shall be acceptable to A.I.D.

SECTION C.4. Reasonable Price. No more than reasonabla prices
will be paid for any goods or services financed, in whole or in part,
under the Grant. Such items will be procured on a fair and, to the
maximum extent practicable, on a competitive basis;

SI'CTION C.5. Notification to Potential Suppliers. To permit
all United States firms to have the opportunity to participate in
furnishing goods and services to be financed under the Grant, the
Grantee will furnish A.I.D. such information with regard thereto,
and at such times, as A.I.D. may request in Project Implementation
Letters. P

SECTION C.6. Shipping. (a) Goods which are to be transported
to the territory of the Grantee may not be financed under the Grant
if transported either: (1) on an ocean vessel or aircraft under the
flag of a country which is not included in A.I.D, Geographic Code 935
as in effect at the time of shipmunt, or (2) on an ocean vessel which
A,I.D., by written notice to the Grantee has designated as ineligible;
or (3) under an ocean or air charter which has not received prior A.I.D,
approval. '

(b) Costs of ocean or air transportation (of goods or persons)
and related delivery services may not be financed under the Grant, if
such goods or persons are carried (1) on an ocean vessel under the
flag of a country not, at the time of shipm.nt, identified under the
paragraph of the Agreement catitled "Procurement Source: Foreign
Exchange Costs," without prior written A.I.D. approval; or (2) on an
ocean vessel which A.I.D,, by written notice to the Grantee, has
designated as ineligible; or (3) under an ocean vessel or air charter
which has not received prior A.I.D. approval,

(c) Unless A.I.D. determines that privately-owned United
States-flag commercial ocean vessels are not available at fair
and reasonable rates for such vessels, (1) at least fifty percent(50%)
of the gross tonnage of all goods (computed separately for dry bulk
carriers, dry cargo liners and tankers) financed by A.I.D. which may
be transported on ocean vessels will be transported on privately-
owned United States-flag commercial vessels, and (2) at least fifty
percent (507%) of the gross freight revenue generated by all shipments
financed by A.I.D, and transported to the territory of the Grantee on
dry cargo liners shall be paid to or for the benefit of privately-
owned United States-flag commercial vessels. Compliaace with the
requirements of (1) and (2) of this subsection must be achieved with
respect to both any cargo transported from U.S. ports and any cargo
transported from non-U.S, ports, computed separately.
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SECTION C.7. Insurance. (a) Marine insurance on goods financed
by A.I.D. which are to be transported to the territory of the Grantee
may be financed as a Foreign Exchange Cost under this Agreement provided
(1) such insurance is placed at the lowest available competitive rate,
and (2) claims thereunder are payable in the currency in which such
goods were financed or in any freely convertible currency. If the
Grantee (or government of Grantee), by statute, decree, rule, regula-
tion, or practice discriminates with respect to A.I.D.-financed
procurement against any marine insurance company authorized to do
business in any State of the United States, then all goods shipped
to the territory of the Grantee financed by A.I.D. hereunder will be
insured against marine risks and such insurince will be placed in the
United States with a company or companies authorized to do a marine
insurance business in a State of the United States.

AY

(b)  Except as A,I.D. may otherwise agree in writing, the Grantee
will insure, or cause to be insured, goods financad under the Grant
imported for the Project against risks incident to their transit to
the point of their use in the Project; such insurance will be issued
on terms and conditions consistent with sound commercial practice and
will insure the full value of the goods. Any indemnification received
by the Grantee under such insurance will be used to replace or repair
any material damage or any loss of the goods insured or will be used
to reimburse the Grantee for the replacement or repair of such goods.
Any such replacements will be of source and origin of countries listed
in A.I.D. Geographic Code 935 as in effect at he time of replacement,

" and, except as the Parties may agree in writin-, will be otherwise
subject to the provisions of the Agreement.

SECTION C.8. U.S. Govermment-owned Excess Property. The Grantee
agrees that wherever practicable United States Government-owned excess
personal property, in lieu of nev items financed under the Grant,
should be utilized.” Funds under the Grant may be used to finance the
costs of obtaining such property for the Project.

ARTICLE D.

Termination: Remedies.

SECTION D.l. Termination. Either Party may terminate this
Agreement by giving the other Party 30 days written notice. Terminz-
tion of this Agreement will terminate any obligations of the Parties
to provide financial or other resources to the Prcject pursuant to
this Agreement, except for payments which they are committed to male
pursusnt to non-cancellable commitments entered into with third parties
prior co the termination of this Agreement. In addition, upon such
termination A.I.D. may, at A.I.D.'s expense, direct that title to
goods financed under the Grant be transferred to A.I.D, if the goods
are from a source outside Grantee's country, are in a deliverable state
and have not been offlcaded in ports of entry of Grantee's country.




SECTION D.2. Refunds. (a) In the case of any disbursement which
is not supported by valid documentation in accordance with this Agreement,
or which is not made or used in accordance with this Agreement, or which
was for goods or services not used in accordance with this Agreement,
A.I.D., notwithstanding the availability or exercise of any other remedies
under this Agreement, may require the Grantee to refund the amount of
such disbursement in U.S. Dollars to A,I.D, within sixty days after
receipt of a request therefor.

. (b) If the failure of Grantee to comply with any of its abliga-
tions under this Agreement has the result that goods or services financed
under the Grant are not used effactively in accordance with this Agree-
ment, A.I.D, may require the Grantee to refund all or any part of the
amount of the disbursewents under this Agreement for such goods or
services in U.S. Dollars to A.I.D. within sixty days after receipt
of a request therefor.

(¢) The right under subsection (a) or (b) v require a refund
of a disbursement will continue, notwithstanding any other provision
of this Agreement, for three years from the date of the last disburse-
ment under this Agreement.

(d) (1) Any refund under subsection (a) or (b) or (2) any refund
to A.I.D. from a contractor, supplier, bank or other third party with
respect to goods or services financed under the Grant, which refund
relates to an unreasonable price for or erroneous invoicing of goods
or services, or to goods that did not conform to specifications, or
to services that were inadequate, will (A) be made available first for
the cost of goods and services required for the Project, to the
extent justified, and (B) the remainder, if any, will be applied to
reduce the amount of the Grant.

(e) Any interest or other earnings on Grant funds disbursed
by A.I.D, to the Grantee under this Agreement prior to the authorized
use of such tunds for the Project will be returned to A.I.D. in U.S.
Dollars by the Grantee.

SECTION D.3. Nonwaiver of Remedies. No delay in exercising
any right or remedy accruing to a Party in connection with its financing
under this Agreement will be construed as a waiver of such right or
remedy.

SECTION D.4. Assignment. The Grantee agrees, upon request,
to execute an assignment to A,I.D. of any cause of action which may
accrue to the Grantee in connection with or arising out of the contrac-
tual performance or breach of performance by a party to a direct U.S.
Dcllar contract with A.I.D, financed in whole or in part out of funds
granted by A,.I.D. under this Agreement.




X / (‘/p(ff'\ ﬂ( -/,.”’, /tf. FASY: E/{." . ./L';1 (*Vu) JN.‘J»‘ 6 90”@(@ L?/
- T TRAGACY TN C00T pny
AGENCY rFOR 'w'o"“ DEVELOAMENT 'X' APPROPRIATE BOX) pD— GRI‘/S
¥ X lomia; AL c [ 4
PROJECT REVIEW PAPER FACESHEET ™ Hane CUME NT
coot N7
TO BE COMPLETED BY CRIGINATING OfF ICE DADD DO:u:'rl: 2 /7'
2, COUNTRY/RECTONAL ENTITV/GRANTEE 3. DOCUMENT REVISTON NUMBER
Swaziland
'} 5. BUREAU 6, PROPOSED PP SUBMISSION OATE
A, SYMBOL £00E O, YR,
AFR _logslr]
T TITLE - SHORT (SYAY WITHIN BRACKETS) 8. ESTIMATED FY OF AUTHOR | ZAT {ON/OBL IGAT1ON

[:Swa:iland Health Manpowver Training ':]

A. INITIAL FY [7 [7[ e, FINAL FY 18 ]

. SPECIAL CONCERNS CODE (MAXTMUM S1X CODES OF FOUR POSITIONS EACH) |o,§5§ggginv
coot
BWW | BR EQ ] l | 551
_ 11, ESTIMATED TOTAL COST ($000 on auivaenr, $1 o )
PROGRAM F | NANC NG FIRST YEAR ALL YEARS
B. X c, v/c D. TOTAL E. FX r. L/¢c G, TOTAL
AlD APPROPA(ATED TOTAL
(cmanT) {402 )1 825 )t 1227 ) (1561 L 825 (2186 )
{1LoaN) ( RN i 1 MR U{ )
OTHER [i,
A8, LgA :
08T GOVERNMENT 375 375 845 845
CTHER DONOR(S) 40 > 45 590 5 595
TOTALS 442 1203 1647 2151 1675 | 3826
12, ESTIMATED COSTS/AID APPROPRIATED FUNDS ($000)
A.APPRO- B.PRIMARY|C. PR IMARY] FY’ £y 28 FY & ALL YEARS
PRIATION | PURPOSE| TECH.
pHa coolll  CooE COQF LGP Eo LoaN {Fu GRANTE Go 105N { v, GRANT|). rLoam |y, GmanT
PH 40T 510 | 122 418 434 2386
_ TOVALS | 1237 48 484 2386

3. PROJECT PURPOSE(S) (STAY wiTHIN BRACKETS)

rl. Train nurses and other auxiliary persomnel for GOS health services.

m CHECK IF o1rrFrERENTY FROM PID

2. Institutionalize training capacity,

3. Strengthen planning and administration of GOS health services.

L

-

-

14, WERE CHANGES MADE IN PID FACESHEET DATA NOT INCLUDED ABOVE?

IF YES, ATTACH CHANGED PID

FACESHEET,
D Yes L-_X_] No
15, PLANNING RESOURCE REQUIREMENTS {sTparr/runos)
Contract Consultants (2 p/m) Aiz,ooo

REDSO/EA TDY (3 p/w)

16. ORIGINATING OFF ICR CLEARANCE

A

~;
A

su?x(

Py ]
L’dvﬂy ! /L/zZ{C(\

or Fom

URE
T Charles 1. Ward

Regional Development Officer

P ]

OATE 3)1GNED
MO, AY) YR, l

[z 35738

[

I17. DaTE Receiveo (v APDA,

AID/W Documents,

Dave or DistTmisuTION

12loja

1

AID 1330-3 (5-75}



PROJECT REVIEW PAPER
PROJECT 690-0002
SWAZILAND HEALTH MANPOWER TRAINING

PAGE
INTRODUCTION OF THE PROJECT i-iii
1. PRIORTTY AND RELEVANCE 1
2. DESCRIPTION GF PROJECT 7
A, Goal . 7
Goal indicators and means of verification 8
Goal assumptions 10
B. Purposes 12
Purpose indicators and means of verification 12
Purpose assumptions 16
C. Qutputs 17
Output indicators and means of verification 17
Output assumptions 21
D. Inputs 22
Input indicators and means of verification 22
Input assumptions 25
3+ AID AND OTHER RELEVANT EXPERIENCE 27
4. BENEFICIARIES 27
5+ FEASIBILITY ISSUES 32
G OTHER DONOR COJRDINATION ' 36
7. FINANCIAL PLAN 39
8. IMPLEMENTATION PLAN 42
9. PROJECT DEVELOPMENT REQUIREMENTS 46

10.SUPPORTING ANALYSES
A. Logical framework matrix
B. Cost and financial data
1. Summary cost and financial data
2. Costing cf project outputs/inputs
3. Project summary: AID Appropriated funds
C. Construction of training facility
D. Project linkages
E. Current and projected training of health personnel

in Swaziland.



-i-

Introduction to the Project

This project is intended to assist the Government of Swaziland
in achieving the health sector objectives established in the national
development plan (1973-77) and further developed in the recently issued
ten year

A"Plan for the Development of Health Services". In these two dccuments

the government states its intention to re-orient its health services
delivery system away from conventional institutional facilities catering
largely to the urban populace, toward the more etfective provision of basic
health care in the rural areas. A redirection of this magnitude has

major implications for manpower needs, and requires attention to planning
and administrative capability.

In order to cope with the inadequacies and drawbacks of conventional
health personnel craining, now performed largely in the private sector
and abroad, the government has determined to design its own training
programs and to construct a public health manpower training facility.

The government also recognizes its need for added strength in the
areas of health planning and health services administration. The ten
year health plan calls for foreign donor assistance in meeting these
requirements,

Therefore, this project addresses both present shortcomings in
the substance and range of health manpower training in Swaziland and
the seriously over-extended planning and administrative capacity of

the Ministry of Health.



The project provides I experienced nurse tutors for the organization
of the manpower training program including curriculum design, instruc-
tion, training ¢f nurse tutors and training administration. The
project also includes commodity and capital compunents to assist in
the costs of constructing and equipping the training facility.

Once operational, the training facility will help service the
manpower training and field support needs of a strengthened preventive
care oriented rural health delivery system. Instructional programs
are planned in pre-nursing, basic nursing, nursing specialty areas,
rural sanitation and health auxiliary fields. The training facility
will provide a location for in-service training, workshops, conferences
and related activities.,

In addition, loug and short term technical assistance and training
are made available under the project in the planning, administrative
and health statistics areas.

An Al1D-funded health planner will assist in formulating, refining
and evaluating implementation activities stemming from the ten ycar
health plan, and in the provision of on-the-job training in anticipa-
tion of localization. Two health services administrators will play
pivotal roles in the management and support of the health services
delivery network, including its personnel, physical facilities, supplies

and logistics.
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Project recruitment will use the OPEX mechanism. Training
of counterpart and other key Swazi personnel will. take place in-
country and in U.S. and third country institutions. The GOS
will bear all operating costs associated with the training insti-
tution. Other donor inputs will support the development of
training curricula, instructional programs and training of nurse-

tutors.



1. Priority ard Relevance

The primary development goa) of Swaziland's Second National

- Development Plan (1973-77) is to promote the widespread participation
of the Swazi peoplz in development in order to improve their general
level of living and quality of life, particularly in the subsisterice rural
sector. Enhanced human health and, by extension, the expansion and
improvement of integrated rural health delivery services is essential
to furthering this goal. The second plan states with respect to the
health sector that the ''greatest needs for health services (are) those of
the young and the inhabitants of the rural areas'...and that "there is
now an urgent need to reorientate priorities for development in the health
field away from conventional institutional facilities centered on urban
areas and toward different kinds of programmes which are cheaper and
more closely geared to the preventive aspects of health so that a wider
impact may be achieved on the health problems of the rural population
at large, "

In the absence of extensive preventive and promotive health care
activities, a continuing heavy load of illness in the subsistence sector
is inevitable. Although Swaziland possesses relatively highly developed
hospital services, these cater principally to the urban populace and have
shown little ability to alter the incidence of major diseases or improve
general health in the rural areas where 80% of the populace resides. |

Moreover, it is estimated that the government's four urban public health
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centers (associated with public hospitals) and 30 rural clinics are
reaching not more than 157, of the country’s under-five population with
preventive health care services.  The problem is 1o bring prevention-
based health services to the people rather than waiting for the sick to
come to urban arzas for curative care,

The Ministry of Health (MOH) is determined to undertake a major
re-direction. of the public health services in order to address this problem.
The findings and recommendations of an AlID-funded health consultant to
the GOS ("Planning and Health Services of Swaziland" prepared July 10 -
September 15, 1974 by Oscar Gish), have largely been accepted by the
MOH and have provided the basis for the government's ten year plan for
health sector development, which was approved by the GOS Council of
Ministers in October 1975. The Gish report recommends and the ten
yeav plan confirms MOH support for a reoriented health services delivery
program emphasizing preventive care and focusing on the requirements of
the rural population,

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,
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mission clinics will also be constructed. Presently probably 85 to 90%
of the populace lives within 7 or 8 miles of a clinic. With an additional
10 to 12 rural clinics constructed over the next decade. 80 to 90% of the
population would live within 5 miles of a clinic. The ten year plan for the
health services also calls for the development of three ""rural health
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, lab and dental assistants,
and would have a doctor present on a scheduled basis.

The Ministry is also examining means of improving the work of the
hospitak 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 Finauce, priorities should shift
from heavy investment in hospital and curative services toward a more
cost effective program focused on preventive services and rural health.
In this connection, previous plans for hospital expansion are being curtailed
significantly. The government plans to absorb the costs of only 200
additional hospital beds over the next decade and these beds are to be
distributed in hospitals other than those in the main urban centers of

Manzini and Mbabane.
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The manpower requirements of a re-directed and improved health
services system are also being addressed by the MOH., The government is
presently conducting a one year in-country training course for rural health
assistants. This program, instituted in 1974, is aimed at improving
results of efforts to control communicable diseases and to promote rural
sanitation. Eight health assistants have completed the training to date.

The MOH is preparing a program to train a cadre of approximately 800
"rural health workers.' These personnel will be selected on the basis of
minimal qualifications and will receive very basic training in such areas as
MCH/FP and the identification of health problems requiring further care.
Subsequently, they will work in their local communities where they will be
linked to the health services system and supervised through the network of
rural clinics.

These and other indicatcrs 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 health man-
power, performed largely by private mission institutions or abroad, is
both inadequate in terms of numbers and inappropriate in terms of substance,
Such training is incapable of providing the manpower necessary to plan,
organize and operate a comprehensive integrated rural health delivery

system with a preventive focus. A significant number of Swaziland's nurses
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will have to take charge of rural units, and the nursing curriculum should
be revised accordingly., It must include a much more substantial element
of public health wark, as well as bewng designed sooas o prepare these
nurses to function for much of the time in a more independent fashion than
is customary in hospital practice. If such a curriculum could be brought
into effect within the next two y;ears there would be sufficient output of the
"'new’’' nurses to assure at least one for each rural facility by 1985, These
nurses should be able to give direction to the auxiliary nurses, rural health
workers and other rural health staff who will work under their supervision,

The Gish report, which constituted the basis for the subsequent
Development Assistance Program (DAP) health sector assessment,
recognizes Mmanpower deficiencies as a key constraint in an inter-dependent
health system and recommends that priority attention be directed to the
need for expanded and more relevant trainin.g of field health personnel, both
professional and auxiliary. The report also recommends the development
of a government training institution and curricula for this purpose., The
emphasis in the health sector segment of the DAP upon attention to health
personnel requirements is consistent with the broader conclusion in the
DAP that the primary impediment to the attainment of the country's
development objectives is its severely limited pool of qualified indigenous
manpo@er in all fields, particularly at the middle level managerial and
technical levels. The DAP health sector assessment points out that with

the expansion of preventive health services (while maintaining adequate
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hospital coverage) and the expected deterioration in the doctor/patient
ratio, the need {or more nurses and .mxiiia ry personnel] becomes
appavent,

There are serious inadequacies and drawbacks 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 public facility. All
training of registered nurses and nurse auxiliaries is carried out
privately by the Nazarene and Catholic Churches, with a few exceptions
where training has been received in South Africa. ‘The MOH is greatly
handicapped in its ability to control and coordinate health manpower
development. Specifically, thetraining problem can be viewed in terms
of the following elements:

(1) The MOH lacks influence over training curricula and the

substantive aspects of training programs. Present training
is conventional, conservative and oriented toward curative
health care in the context of the hospital; serious differences
in philosophy exist between the GOS and the Nazarene Mission
which trains registered nurses.

(2) The MOH cannot at present exert direct influence over the mix

of training for the health sector.

(3) The MOH requires an opportunity to provide greater in-service

training and field support if rural health services are to be

expanded and improved,
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(4} The Nazarene school for repistered nurses is not producing
nurses in numbers sufficient to accommodate both public
and private institutional needs.
(5)  Although the MOH is determined tu operate its own training
and field support institution, it lacks the capital finances
and personnel resources to do so without external assistance.
The Gish consultancy report referred to above also identifies the
dearth of analytic and administrative capacity in the MOH as 2 critical
problem bearing directly on rational expansion of rural health services
by the government.

2. Description of Project

This proposed AlD-financed project will provide resources which
will enable the GOS to overcome the critical obstacles to the imple-
mentation of its health policies which the lack of train{ng and adminis-
trative capacity present.

The detailed project description which follows is presented in the
form of a narrative explanation of the preliminary Logical Framework
in section 10-A, proceeding from goal to inputs.® The Logical Framework
should be read in conjunction with these comments.

(A-1) Goal

The health sector poal to which this project contributes is

the improvement of MOt health services and the expansion of their

*Numbers in parentheses refer to ''project logical gramework' blocks
and are not all in sequential order.
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coverage, in accordance with the GOS ten yvear plan for the Development
vf Health Services.,

(A-27A-3) Goal Indicators /Means of Verification

The goal of expansion of health service coverage will be
considered to have been achieved when 85% of all inhabitants live within
five miles of a clinic, At present an estimated two-thirds of the
population live within five miles of a clinic, Construction of ten to
twelve properly located government clinics over the next decade, for a
total of about 40 MOH and 30 "other'l' clinics, would place a clinic within
five miles of the dwellings of 80% to 90% of the popuiation, and within
seven or eight miles of most of the rest. Verification of progress toward
this poal will involve comparison of population distribution and clinic
locations,

The ten year plan indicates that the basic staifing pattern
of each clinic will be as follows:

two registered nurse/midwives
one auikiliary nurse
one health assistant

Most of the clinics will have a small (probably 3 bed)
maternity unit; the nerse/midwives will therefore be able to provide
Prenatal, delivery and postpartum services, making good use of their
midwivery skills, Nurses at rural clinjcs in Swaziland are algo
regularly called upon to diagnose and treat the health problems of

patients; the addition f essential nursc practitioner skills to their
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present areas of competence would enable them to deal more competently
and confidently with problems which they are now farced to diagnose and
treat without having been trained to do so. MOH has expressed interest
in providing nurses with such training, and some such skills will be
included in the basic nursing curriculum. A specialized course to
produce fully trained nurse practitioners is also contenplated; selected
graduates of the basic nursing course will go to a fourth year of
practitioner training,

The auxiliary nurses for the rural clinics are being trained
at Good Shepherd Hospital, with some financial support from the MOH,

Health assistants arc beinp 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 urder 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 total of about two months
at the MOH training facility.

’ Verification of the composition and preparation of clinic

staffs will involve studies of personnel and pay records.

Adequate supervisory and logistic support is a prerequisite

to obtaining the full benefits of well trained rural health personnel.
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Supervision must be a supportive function, rather than punitive, and
must be seen as such if tasks are to be successtully delegated to
auxiliaries, Logistical support, particularly where drugs and suppliex
are concerned and where facilities are relatively isolated, has similar
importance to full functioning of the system. Progress in these areas
will be assessed througy !ield visits, interviews with staff, inventories,
and reviews of records, 'with focus on the rural clinics.

Improvements in rural health services, and particularly
adequate training of health workers to meet Swaziland's specific needs,
will make it possible for most health problems to he prevented 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. 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 through tracer studies.

Acceptance ard use of promotive, preventive and curative
services by the people is essential to health improvement. Utilization
and attitude studies will provide means of ascertaining protlems and
success in this area.

(A-4) Goal Assumptions

(Some of these assumpticns are also discussed in other sections

of this paper.)
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Other donor funds for capital costs of health system development
are likely to continue ¢o be available, Funding for six new rural clinics 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,

Sufficient GOS funding of recurrent costs of the system is assured
by the official approval by the Council of Ministers of the Ten Ye ar Plan, which
is based on 6% annual inc.rease (in real terms) of the MOH budget. Caution will
need to be exercised in making any changes which would increase recurrent
costs (e.p., salary increases or addition of faculty or other positions not
planned for) because the Ministry of Finance and Economic Planning indicates that
MOH operations must be carried out within the limits of the 6% annual increase.

The present outpatient charges do not seem to present, for most
Swazis, a serious obstacle to utilization. If they were raised in order to increase
revenues, however, problems could arise. There are no plans for such increases.

Doctors and other health workers are likely to provide needed
supervision, support and delegation of responsibility to auxiliaries 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 MOH, pv;')ssibly aided by a series of workshops to explain and discuss
changes being made, will help assure full support.

MOH officials fully support this project and realize that for
its benefits to be obtained personnel trained (at all levels) will need to

be used appropriately.
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The auxiliary personnel trained under the project will be
adequateiy prepared for work in rural areas. This will reduce the
anxiety and discomfort due to lack of preparation which sorne health
workers say makes them: dislike and avoid rural assignments. If the
TF were to be located in a rural area, this would also make it easier
to keep personnel in rural areas.

The nurse auxiliary training program at Good Shepherd
Hospital is fully coordinated with MOH plans and activities. Relation-
ships between the MOH and the Hospital are excellent, No problems
are foreseen in this area. Training personnel at the hospital are
willing to change their program as required as plans for this project are
developed in greater detail.,

Many rural people are already accustomed to accepting
health services from non-physician personnel of the MOH, and no
gerious difficulties are expected from extending the use of auxiliaries.

(B-1/B-2/B-3) Purposes/Indicators/Means of Verification

The first purpose listed in the project's logical framewo ck

is to:
Train nurses and other auxiliary personnel
for MOH health services.
The corresponding indicator4 states that:
By EOP, TF enrollment and attrition figures

indicate that TF production of graduates will
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match quantative requirements and employment
capacity projected in ten year plan.
The ten year plan gives the following estimated annual
health worker trzining output requirementé, based primarily on GOS

needs, but with some allowance for the needs of missions and private

practitioners:
Registered Nurse/Midwives 19-20
Auxiliary Nurses 16
Health Inspectors 2-3
Health Assistants 10-11
Doctors 7-8

‘Auxiliary nurses and doctors will not be trained at the MOH
training facility., The flow of students/trainees into and through the
school is projected along the following lines, In year one ten pre-nursing

nursing

(Junior certificate level) students and twenty-five/students will begin
the first year of the three year basic nursing course. Also, a class of
eight health inspector students will begin the three year course for this
profession. No new health inspector classes will be inaugurated until
year four after graduation of the initial group. In the second year of
operation courses will be taught in the second year of basic nursing,
and there will be an intake of new students for the first year basic and

pre-nursing courses. Instruction will continue to expand in this manner

through the third year of basic nursing., In the fourth year of operation,
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three one year nursing specialty courses will be offered (midwifery,
public health, nurse practitioner) to graduates of the basic course,
and the tx;aining facility will be operating at capacity %

| In addition to long term training, the facility will also program
short courses for health gssistants (1-2 months per year) and possibly for
village health workers, as well as in-service training and workshops for
all categories of health personnel as appropriate,

Comparison of the planne.d production of graduates and the
ten yeaf plan's projected needs indicates that they match well, During
and at the end of the project, review of the training facility's enrollment
and attrition figures will make it possible to project the actual production
of graduates. These projected figures will then be compared with initial
and revised estimates of the need for health workers of the various types
trained at the facility,

The second project purpose is to

"Institutionalize training capacity, "
and the corresponding indicator states that:
At EOP, permanent TF faculty are training
students who fulfill criteria set for evaluation
of their skills and knowledge at each stage of
their training,
Experts in training methodology agree in stating that learning

objectives should be predetermined and that criteria for deciding whether

¥ see p, l4a.
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¥ Note: In year five, at full capacity, an anticipated 140 to 150
places will be required at the training facility, Total
annual enrollmga&l exceed the number of places due to the
scheduling of activities of short duration. Annual enrollment
at full capacitf is projected as follows:
pPre-nursing = 10, basic nursing = 65, nursing specialty
courses = 20, health inspectors = 8, para-medicals and

. aﬁxiliaries = 40 to 50 (est.), in-service traihing

(short courses, workshops)= 2§ (est.).
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trainees have attained the objectives should be preset, It is assumed
that the TF faculty and TA personnel will use such approaches in the
TF programs, If this is done, it will be possible to determine whether
the testing methods used were appropriate and adequate..a,nd whether the
students were being prepared succésufu.uy for competent job performance.
Since preparation of competent health workers to meet the health service
needs of the people is the reason for the existence of the health training
faculty, such an assessment of student performance should constitute a |
fair test of faculty performance. It might be argued that admission of
an u.nus'ually inept group of students might make even a good faculty
appear to be performing inadequately. Such an argument could be met
by reviewing gtudents' previous performance and any available aptitude
test results, Such efforts would probably be unnecessary, however,
if students were found to perform adequately in most areas, but
inadequately in one or a few, in which case a specific reason for such
discrepancies would be scught in order to correct the deliciencies, If
it were found that standards had been set which students were unable to
meet, and such standards correspond (as they should) to real job

requirements, a change in the job would be required rather than simply
(4
alterations in standards of student performance.
The third purpose of the project is to

'""Strengthen the Planning and administration

of MOH health services, "
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and the corresponding indicator states that:

At EOP, the MOH planning and adminiatration

functions required for implementation and

appropriate revision of the ten year plan on

schedule are being carried out adequately and with

due consideration of needs and of available resources.

Verification of this indicator will be accomplished through review

of MOH'plans, planning activities, plan implementation, and adminis-
tration/management, especially regarding the rural health infrastructure.
Such a review will need to be carried out by, or under the close direction
'of, experts in health planning and health program administration/manage-
ment who have broad experience in developing countries, preferably including
Commonwecalth countries in Africa. Verification of performance will be
to a great extent a matter of judgement, especially where adequate con-
sideration of needs and available resources is concerned.

(B-4) Purpose Assumptions

Discussions with MOH, Ministry of Finance and Planning
Office officials indicate that new positions for faculty and planning,
administration and management personnel will be established as required
and that GOS funds will be available for new and upgraded positions.

High level MOH support of the project and official acceptance
of the ten year plan assure that personnel trained for and under the

project will continue to bc used in appropriate positions,
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Sufficient numbers of suitable candidates for training appear
to be available, The number of applicants for nurses training (and
especially the number of 'O'-level applicants) has been increasing, a
trenc which the Planning Office and the MOH expect to continue, No
problems are anticipated in finding candidates for other health worker
traininﬁ.

(C-1/C-2/C-3) Outputs/Output Indicators /Output MOV

The logical framework lists four project outputs with

indicators for each:

Narrative Summary Objectively Verifiable Indicators

Cl  Outputs: C2 Output Indicators:

1) Training Facility (TF) la) TF construction completed and
(comipleted and equipped basic physical services installed
physical facility), and functioning, all as scheduled.

2) Appropriate curricula and Ib) TF furnishings and equipment
training programs. installed and operating, as

scheduled.

3) Trained and experienced
trainers, 2) Designs of appropriate curricula and

training programs for all personnel

4) Trained and experienced to be trained in the institute com-
planner /administrators. pleted in sufficient detail for

implementation,

3) Full time TF faculty, supplemented
by part time faculty when necessary,
incorporates teaching competence in
all areas required for full TF teaching
program,

4) MOH planners and administrators have
adequate training and expericnce to
completely carry out their duties.
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The first output, the completed and equipped physical plant
for the trauung facuity, i essential to the tundamental n'\'\pvnvnnmu ol
Swaziland's health scrvices and to wbtaining the full benefite of the other
project outputs, A listing of the facilities to be included in the TF, based
upon discussions including MOH representatives, the November 1975 health
manpower training consultant team, the REDSO engineer, and OSARAC, ls
presented in Annex 10B.
The indicators for this first output are:
TF construction completed and basic physical
services installed and functioning, all as

scheduled,

TF furnishings and equipment installed and
operating, as scheduled,
Verification of cach of these indicators will be through
review of contracts and records of construction, delivery, installation
and testixixg;' and on site inspections.
The second project output listed is:
Appropriate curricula and training programs.
The corresponding indicator states that:
Designs of appropriate curricula and training programs
for all personnel to be trained in the institute completed

in sufficient detail for implementation.
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Verification will be accomplished througlﬁ
Review ol curricula and of training programs:
faculty interviews,

A key factor in the sucéess 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 jobs 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 MOH decision to include essential nurse practitioner skills
in the basic nursing curriculum reflects acknowledgement of the facts 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.

The Nursing Examination Board of Botswana, Lesotho and
Swaziland sets requirements for registration of nurses and midwives

which are incorporated into Swaziland law. The present requirements
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are closely linked to those of the Republic of South Africa (which sends
a representative to the BLS Board for liaison) and to thoac of the U, K,
In working out the revised curriculum, it will be necessary to assure
that local needs are fully met without violating the accreditation
standards already in force in Swaziland. It should be borne in mind that
the creation of a national health training facility by Swaziland'z MOXN
represents a rare opportunity to institute patterns of health training and |
health serviées which are fully appropriate to the country's needs: while
due attention to outside factors is needed, under the circumastances, it
is to be hoped that such requirements will not cause the training to be
less than entirely appropriate for local requirements,

The third output is:
| Trained and experienced trainers,
The indicator for this output is:
Full time TF faculty, supplemented by part
time faculty when necessary, incorporates
teaching competence in all arcas required
for full TF teaching program,
to be verified through:
Review of faculty composition, training,
experien ce and teaching performance; review of
student performance; comparison of both with full

program requirements.
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By the EOP, the TF faculty should be ready to continue the
full teaching program without further technical assistance., Faculty
members will have been selected and trained as necessary with tkis in
mind. The areas of teaching competence required will, of course,
depend o‘n the exact content of the teaching programs. The training
which will need to be supplied in order to meet these faculty requirements
is discussed below under "inputs. "

The fourth project output is:

Trained and experienced planners/administrators.

The accompanying indicator and means of verification are:

MOH planners and administrators have adequate
training and experience to competently carry out
their duties,

Review of training, experience and performance

of MOH planners and administrators and comparison
with job requirements.

As is the case with regard to the purpose to which this output
most directly contributes, expert judgement will be required here to
assess the adequacy of training, experience and perform’ance.

(C~4) Output Assumptions

The discussion in section B-4 above applies to ""output

assumptions, "
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(D-1/D-2) Inputs/Input Indicators

[Inputs are discussed in Section 7, "Financial Flan," and in
the preceding portions of this logical framework narrative as they relate
to outputs and purposes. The inputs listed in the logical framework- will
together serve to overcome the key deficiencies identified in the Gish
Report and the GOS ten year plan: manpower and planning/administration, )

Technical Assistance is an integral component of the proposed
project. TA personnel will fill established government positions, to be
occupied at the end of the project, if not before, by trained and experienced
Swazi counterparts. Once thes: positions have been filled by Swazis, the
U.S. experts will continue to advise and assist as appropriate. Five TA
positions are proposed for AID funding:

Two nurse tutors
One health planner
Two health services administrators

The two nurse tutors, working with one or more expatriate
hurses provided by other donors will advise and assist as required in
curriculum design, development of instructional programs, teaching,
appropriate organizational and administrative tasks associated with the
operation of the training facility, and the provision of on-the-job and
external training for Swazi counterparts.

The MOH has expressed interest in obtaining TA nurse tutors

with expertise in diagnostic and treatment skills (a nurse practitioner),



psycho-s‘ncial aspects or nursing practice (possibly a psyﬂ\iatric nurac),
materaal and child health (including pediatric nursing), and public health.
WHO is providing a consultant to assist the MOH in the development of
specialty training in public health nursing, and S:,( therefore expected to be
able to provide further TA in the public health area. Of the remaining
three TA positions contemplated, two seem to be of most central importance
to the planned changes in the health system: the nurse practitioner and the
MCH specialist, For the sake of integration and coordination of teaching
and health service activities, it is anticipated that AID will fill these two
TA positions. Another donor (possibly U, K,) will be sought to provide a
nurse tutor able to teach the psycho-social aspects of nursing.

The health planner will work with senior MOH staff throughout
the four year assignment and will work closely with a Swazi counterpart
planner, who will undertake long term participant training. The breadth
of the responsibilities and concerns inherent in this position make it
advisable that a health/development economist be recruited to fill it. A
person with practical overseas expcrience in the design and implementation
- of health systems in developing countries should be sought, since much of
the work will focus on the implementation of the GOS ten year plan for the
Development of Health Services.

The two health services administrators will serve as counter-
parts to Swazis in what is expected to become a key administrative/manage-
ment position in the revised health system, viz. the post of Hospital

Secretary. The Hospital Secretary, in Commonwealth countries, is an
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administrative officer assigned to a hospital. Since hospitals are
responsible for the administrative and logistic support of rural clinics
(a responsibility shared to a limited extent with Central Medical Stores
for supplies), the Secretaries' positions will become much more important
as focus shifts to rural services. The two health services administra-
tors will be based, one each, at the hospitals in Mbabane and Hlatikulu.
Their principal responsibility will be to further rationalize and
develop the established position of "hospital secretary" as the
pivotal point for day-to-day management and administration of the
health center/rural clinic network. The health services administrators
will foster the smooth and efficient operation of both the hospital
facility and the rural network. They will also be charged with
assisting in on-the-job training of Swazi counterparts ﬁnd the design
of suitable formal training for Swazis.

Inputs other than technical assistance will take the form
of participant training, commodities and other contributions.
Training will be provided on-the-job, abroad or in country, as deemed
appropriate, and will be of both leng and short duration. It is
essential that qualified and experienced Swazis be in a position to
replace departing U.S. technicians.

Commodity inputs will take the form of instructional aids
and some laboratory equipment for the training facility. It is antici-
pated that the major portion of such equipment will be fummished by the

GOS or solicited from other donors.
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In onder to enable the GOS to carry out the training and
ticld support functions envisaged by the project, construction of
a physical facility for this purpose is required. 1In addition, three
houses will be built for U.S. personnel,

(D-3) Verification of Inputs
Verification of iuputs will be carried out through reviews

and audits of AID and GOS records (ProAgs, implementation ofders,
contracts) related to the project and by examination of the contribu-
tions of other donors.

(D-4) Input Assumptions

The availability of adequate architecture and engineering
firms and of construction firms was investigated by the REDSO engineer,
who found that many "local" fims are registered in Swaziland but
controlled and operated by expatriates. The Public Works Department
has expressed interest in handling these aspects of the project itself;
its capabilities and experience should be considered along with those
of eligible private firms.

Continued availability of AID funding during the project
will be essential. The activities selected for AID support complement
cne another and obtaining the full benefits of any one component is
dependent upon the presence of the others.

Other donor inputs are discussed in Section 6, "Other Donor

Coordination," and in Section 7, "Financial Plan."
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Recruitment of adequate TA persomnel is of critical
importance to the success of the project. TA workers will need to
be able to function adequately in their own professional roles and to
transfer their skills to their Swazi counterparts as required.
Specific details of requirements for TA personnel will be developed
during the PP preparation. OSARAC considers that it will be probably
not be necessary to use an institutional contract mechanism for the
recruitmeht of TA workers. During both PP preparation and implementa-
tion of the project, it is also anticipated that AID consultants will
be working in Lesotho on the training, planning and administration/
management aspects of the proposed AID-MOH project there; the same
consultants might assist in the development and implementation of the
project in Swaziland.

The MOH c#n readily identify suitable local candidates
for faculty positions and expects no difficulty in identifying candidates”
for planning, administration and management positions. However, USAID
suggests that qualified Swazi candidates for counterpart relationships
and participant training can be difficult to obtain. This matter is

discussed further in Section 5, "Feasibility Issues."



3. AID and Other Relevant Experience

AID/W will provide this section.

4. Beneficiaries

The most immediate and direct beneficiaries of the project
activities will the persons trained. These will include the health
planners, the hospital secretaries, the faculty members, the nurses
who will become nurse practitioners, and the ward attendants and
aides who will be trained as nurse assistants. The nurses and many
of the other workers trained at the new facility will be women, whose
status, power and income will increase as a direct result of the

project.
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The health training institution which this project will
supfort in its construction and developmental stages is to be more than
the convéntional nursing school, in temms of both the substantive mix
and the nature of training provided. The training center will fumish
an opportunity to build training needs into new curricula and programs
encompassing, in addition to traditional nursing skills, public health,
rural sanitation, matemal and child health, family planning and other
courses of insvruction as requireds The institution will be a center
for seminars, in-service up-grading, and field support activities for
government health programs,

The center will serve to build the relationship between
nursing and rural health programs., Above all, it will serve as the
major means of implementing and institutionalizing a shift in the focus
of public health care away from curative services located in urban
areas to an emphasis on the provision of adequate preventive services
to the rural populace. As the principal source of qualified and
properly-oriented health manpower, the training center and program
development proposed constitute a key element in an interdependent
system which is critical to the provision of rural hecalth services.

The principal output of the project will be an expanded, more cffective
and re-oriented health services delivery system. The beneficiaries of
the project output will be the rural populace, which will have readier
access to improved health care accenting preventive treatment to reduce

the heavy load of illness in the countryside.
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Well over 374 of the country's population resides in the mural arcas and
ongages iﬁ subsistence agriculture, This group contains high proportion
of women of childbearing age and of children. Annual per capita cash
income from this traditional way of life is about $845. The (countrywide)
literacy rate is 207, The UN puts net annual growth in the Swazi
population at 3%, placing it among the highest in Africa and the world,
despite a very h.¢h infant mortality rate (168/1,000). The UN also
estimates life expectancy for the Swazi at 41 years. These statistics
are especially striking, since probably §5-90% of the country's population
Lives within seven or eight miles of a health facility. The major
canstraint bearing on an effective network serving the low income Swasi
is one of staffing and efficient operation since physical infrastructure
in the rural areas is largely adequate, The proposed project addresses
this obstacle with the aim of improving the quality of rural life.

The benefits of the project will reach the rural people,
at the latest, as soon as the first upgraded personnel begin to work
in the rural areas. Even earlier, though, it is likely that improved
planning and adminstration will have begun to augment or redistribute
rural health resources and thereby to produce an overall improvement
in rural health services.

There are other benefits of the project which will contribute

to improved health care for the rural poor. These include the following:
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- greatly augmented MOH control over pre-service
and in=service training of health pcrsonnei in and
for Swaziland;

- the opportunity for the MOH to design and modify
curricula and training programs as necessary and
desired;

- enhanced opportunity for the government to regulate
the mix of training delivered;

- improved prospects for effective government-sponsored
field support activities;

- strengthening of the MOH planning and analytic capabili-
tics and thus contributing to more effective resource
application and better programming;

- a government health data collection capacity serving
the MOH with the establishment of a broader data base
for planning and program evaluation;

- fully qualified, professional hospital administrative
capability which will enable the MOH to continue adequate
hospital care while diverting resources to the develop-
ment of rural health services.

The project is directly responsive to the expressed needs of
nurses in rural clinics for increased skills and for support in dealing

with their work responsibilities.
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The rural people have not participated directly in the formulation

of the proaject, but they already accept and wse the full range of
services which nurses in 1rural clinics offer now, and which they will
continue to offer after further training has made them more qualified
to provide such services, including diagnosis and treatment. The MOH
considers that villagers will also accept the services of rural health
visitors soon to be trained by the MOH.

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 ferce in Swaziland, supposedly due in part to the long history
of missionary health activities and of govermment health services in
the country.

The only group in Swaziland which could conceivably take
over certain project outputs, divert them from the intended beneficiaries,
and turn them to their own use is the small group of physicians in private
practice. They could do this by hiring health workers away from the MOH
and using them in private offices. 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

auxiliary personnel trained by the project.



) It is possible
that persomnel trained under the project (especially nurses) could be

llost to other countries, especially to wealthier industrialized countries.
Efforts should be made to minimize such potential losﬁes, and
~particularly careful attention should be given to avoiding actions

of conﬁitions which vill facilitate them,

e Feésibility Issues

A, Location of Training Facility: Three sites have been discussed

by the GOS as possible locations for the Health Training Institute
(HTI), Two are located in Mbabane, the capital; one of these is
adjacent to the country's largest hospital, while the other is several
kilometers away, but also an urban site, The third site is adjacent
to Hlatikulu Hospital, a 1902 bed rural hospital located in the southern
parf bf the country, approximately 70 miles from Mbabane. Hlatikulu
has a population under 2,000, while Mbabane is roughly 20,000. Both
towns have hospitals of sufficient size to provide adequate and appro-
priate teaching material and clinical experience. Both supervise an
extensive network of rural clinics, and both have adjacent public
health centers.

Hlatikulu offers the advantage of being in a distinctly
rural setting and would provide students and trainees with ample
opportunity to learn how personnel and institutions function in the

delivery of rural health services.



Tt is reasonable to belicve that tho.xural envitvnment would prevent
excessive dependence on the kind of support and proximity to MOH
personnel which would be characteristic of Mbabane. 'The Hlatikulu
site might also be expected to reduce problems of motivating personnel
to live and work in rural areas.

Mbabane, on the other hand, would have advantages in
temms of reduced logistical problems in transporting lecturers and
suppliés and carrying out other support requirements for the training
facility. Construction of the physical plant in Mbabane would be
somevwhat cheaper (e.g. housing for nurse-tutors would be more readily
available in Mbabane) and could be more easily monitored both by the
governmment and USAID,

B. Curriculum Design: The PRP consultancy team expressed differing

views on the manner in which curriculum design services should be
performed. One view is that the two nurse-tutors provided under this
project would provide the necessary technical assistance over a period
of six months prior to the commencement of instruction at the training
facility. Recruitment for the two nurse tutor positions would require
special attention to qualifications in health training curriculum
design in addition to those otherwise expected for these positions,

The alternative proposal calls for recruitment of short

term health curriculum design consultants as needed.
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Advisory services would be sought specifically for the curriculum
design task, and demonstrated competence in this field would be of
Primary concem in the recruitment process. This matter remains to
be fully resolved with the Government of Swaziland,

C. Raleigh Fitkin Training Program: There is reasonable assurance

that Swaziland will not produce a surfeit of registered nurses once

the government training facility begins producing graduates, Govern-

ment projections of need which appear in the ten year plan are based

on projections of public need, with some attention to private sector

requirements. RPM, on the other hand, has indicated that it plans to

continue to train regi.tered nurses, and that it anticipates being

in a position to retain for employment in the RFM Hospital and clinical

network those graduates not absorbed by the government or private

sector, RFM currently depends heavily on students for patient care,
The government subvention to RFM is a broader issue

between the Nazarene Mission and the GOS and is only of peripheral

concern to this project, The ten year plan indicates that government

support for RFN and health scctor programs of other religious missions

will continue in the foreseeable future at roughly current levels,

It should be noted that the budgetary support provided to RFM by the

GOS is spread among a broad range of health sector activities sponsoied

by this mission, of which training is only one.

D. Counterparts and Participant Training: In Swaziland, qualified
manpower for gounterpart relationships and formal training has, as a

rule, been scarce.
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It is vital to the institutionalization of this project that

suitable Swazi candidates be identified in a timely manner for the
counterpart and training functions. MNurse-tutor counterparts and
training candidates are already identifiable with reasonable certainty,
However in the arcas of health planning and statistics and health
Services administration thére is less assufance. It will be important

as project development proceeds to bear in mind the need to identify

Swazi counterparts,
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v, Other Donot Comrdination

The WHO is enthusiastic about the development of this new
schoel; in fact it had been pressing the African Development Bank to
construct such an institution. The WHO would probably bg willing to
offer some support to the project in the form of T.A. ( a nurse-tutor
and a health inspector) and continued training for Swazi nurse-tutors.
The major bilateral donor in Swaziland is the U.K., and it is very
likely they will be carrying out most of the health sector construction
included in the new 10 year health plan. The support the U.K. will be
providing to the Swazi health sector is based primarily upon the new
health plan, and there have been firm indications that they will be
prepared to support some aspects of the development of the training
facility including a nurse-tutor and training for Swazi nurse-tutors.
Also, as part of the package of health sector construction, the U.K.
is likely to be supporting Swaziland's first rural health center. Such
a center could be an ideal location for rural field practice for the
students of the new school, and for other health workers as well.

The essential and minimum requirements to make it suitable fo: such
use would be the addition of a dormitory and classroom (conference
room) at the health center. Other adjustments to the center's design
might be made so as to make it more suitable for teaching, although
these adjustments should not be allowed to detract from ifs basic
(simple) character as a rural institution representative of those in

vhich the students will later work.



The essential coondinating factor for donors is the now
10 yéap health plan, which spells out all major inputs to the health
sector and identifies capital and technical assistance requirements.,
For example, in forthcoming triennial negotiatidns it is anticipated
that the U.K, will be asked for support for one rural health center,
seveﬁ rural clinics, six maternity units to be added to existing
rural clinics, the improvement of some rural clinics, two public
health centers, some improvements to Mbabane hospital (outpatient
deparfment, nev laundry, garages etc), and a 25 bed ward for
Hlatikulu Hospital. All of these are clearly stipulated for develop-
ment during the first three years of the 10 year (1075-84) health
plan, There is every reason to believe the U.K. will respond
favorably to these requests.

In addition to the 10 year health plan being a central
coordinating facror to the sector as a whole, specific cooperation
with regard to this project is likely in the areas already mentioned,
i.e., tutors and out-of-country training from the U.K. and WHO
(in addition to AID), and U.K. support for the rural health center
that would be utilized for training purposes.

Questions have been raised as to whether WHO, or any other
group, has plans for development of a regional public health training
program in the area and what effect might this have on Swaziland's

proposed training school.



There are absolutely no plans tor the development of such a program
with rcghiﬂ to nursing or auxiliary personnel. Therobhas been seme
rather vague discussion about some formal cooperation in this general
area, but only with regard to post graduate training for medical
doctorg. In any event, the breakup in October 1975 of the University
of Botswana, Lesotho and Swaziland makes the possibility of any

regional training scheme all the more remote.
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FINANCTAL I'LAN

Totapl project cost acconding to eostimates ref ined subsequent to
submission of the PID is A3,820,000. This figure includes GOS inputs
of $845,000 and an other donor contribution of £595,000 leaving
AID's cost at $2,386,000. During the final phase of project design
a further assessment will be made of the soundness of the cost
components of the project total, |

Construction costs of the training facility (AID-financed) are
projected at £750,000. The Government of Swaziland will assume the
costs of architectural and engineering services incurred prior to the
inception of construction. This figure includes a 107 contingency
allowvance and provides for 207 compounded inflation to cover sharply
and coutinuallyescalating construction costs. Additional detail
relating to the construction element is provided in annex 10-C.

An additional £225,000 (mainly from the GOS and other donors)
will be required for fumishings, laboratory equipment and instruc-
tional materials/aids. Costs of making the facility operational and
improving the MOH health services plamning and administrative capability
(technical assistance, training) are estimated at £2.336 million.
Total operating costs of the training facility for the first three
years of operation, as provided in the recurrent cost projections of

the 10 Year Health Plan, are £105,000 (current prices).
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The fixed amount reimbursement procedure has been discussed
in a preliminary manner with the GOS in comnection with the construc-
tion component. The FAR method has been used successfully in
construction of AID project housing in Swaziland and would probably
be acceptable for the housing element in this project. There may be
some question, however, as to whether the application of FAR
procedures to a job as large and complex as construction of the
training facility is appropriate., The extent of iimitations imposed
on advance payments and attendant implications for GOS cash flow
requirements is of concern, as well as the fact that risks to

the GOS of unanticipated cost escalation and exchange rate fluctua-
tions would be greater under FAR,

The cost of AID inputs is estimated as follows (£000's):

Technical Assistance
(20 p/y long temm, 15 p/m short term) 81,275

Training 261
(15 p/y long term, 22 p/m short term)

Commodities ‘ 25
(1ab equipment, instructional materials)

Other costs 825
- Construction of training facility = 7350
- Teclnician housing = 75§

- 0ffice expenses = 8
TOTAL $2,386
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The folloving are projected Govemment of Swaziland

contributions to project costs (A000's):

Technical Assistanee 240
(Housing for 2, office space, admin
support - AID funded TA only)

Training © 70
(Support for AID funded participant
and local training only) '

Commedities 100
(Fumishings for training facility)

Other 435
(5 vears operating costs, land, training

facility A & E costs)

TOTAL 845
Other donor inputs are estimated as follows:
Technical Assistance 350
(S-10 p/y: nurse tutors)
Training 140
(18-20 p/y nurse tutors)
Commodities 100
(lab equipment for training facility)
Other 5
(residential and conference facilities
at 1 rural health center)
TOTAL 595
GRAND TOTAL $3,826

For further development of the project it is anticipated that funding

will be required for six to eight person weeks of short term consultancy
services.
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Project Implementation Plan

MDD funds for the project will be provided on-a grant
basis to the Ministry of Finance and Economic Planning which
represents the GOS in donor programniﬁg and coordinates planning.
The Government of Swaziland will contract for construction
requirements, while USAID will contract for technical services,
The Ministry of Health will bear primary responsibility for
impleméntation of the project. The Ministry of Works, Power
and Communications will be concerned with the construction
component. The extent of involvement by the Ministry of Works,
Power and Communications in the construction activity has yet
to be determined. It has been suggested that the Ministry
itself might construct the physical plant.

The training focus of the project will require that the
MOH recruit qualified candidates for manpower development activities
under the project. This will include pre-service and in-service
training, counterpart personnel for on-the-job training, and
candidates for participant training,

The effort to re-orient the health services system will .
require considerable competence in planning, administration,
information management and evaluation. This project recognizes that
the MOH is experiencing deficiencies in these areas and aims to
overcome them through specific inputs of technical assistance and

training.



USAID's responsibilities will invelve routine project management
and documentation duties as well as progranming for in-depth mid-
project and end-of-project evaluations. It is ant'cipated that
recruitment will involve contracting with individuals to fill
established government positions, i.e. the OPEX procedure,

The project extends from October 1976 through gctober 1082,
Project duration, by present AID/W definitions, is six years.
| It must be emphasized that the implementation schedule
below is a tight one, and has been compressed to the extent possible
with current AID/W guidelines in mind. The schedule has, of necessity,
taken into account the projected two year construction period for the
training facility which must be largely completed prior to introduction
of the nurse-tutor technical assistance and commencement of instruc-
tional programs. The project design team and Government of Swaziland
staff associated with development of this project concur that efforts
to further telescope the implementation schedule would jeopardize
maximum effectiveness of technical assistance inputs directly
associated with the training center and would fail to deal realistically

with local constraints.

The following schedule is proposed for project implementation:

December 1075 PRP approved
Jan/Apr 76 Resolution of outstanding issues
May 1976 Submit Project Paper

June 1976 Project Paper Approved



June = Qctober 1070
Oc tober 1070

October 1976
October 1076

December 1076
January 1977
January 1977
August 19077
August 1977

September 1077
October 1977
January 197%
March 1978

April 19078
April - Sep 1078

June 1073
July 1978
July 1978
October 1978

December 1978

January 1079
January 1979

Jan - June 1979

Construction A & E work (G0S-financed).
Project Agreement signed

P10/Ts issued for Health Planner,
Health Services Administrators.

IFB for construction of GOS training
facility, 3 houses.

Contractor Selected

Construction of training facility begins.
Construction 3 houses begins

Housing completed

Health Planner and Health Services
Administrators arrive.

PIO/Ps issued for training of health
services administrators.

PIO/Ts issued for nurse tutors, short
term consultancies.

Swazi health planner and health services
administrators begin training.

Short term health statistics consultant
arrives.

PIO/P for short term health statistics
training issued.

Curriculum design/modification assistance
as reguired.

Nurse tutors arrive.
PIO/C issued for training equipment.
PIO/Ps for nurse tutors issued.

Trained health services administrators
retum.

Construction, fumishing and equipping
of training facility completed.

Instruction begins

Training begins for nurse tutors
(1x3 years, 1x4 years, 4x1 years).
PIO/C commodities arrive.



February 1070
July 1070
September 1070

January 1080
January 1980
February 1980
June 1930
December 1980
August 19381

December 1081
January 1082
April 1082
June 1082
Oct. 1982
Oct. 1952
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Health statistician retums from training .

PIOVT for in-depth evaluation.

Begin second tour for health planner and
health services administrators.

4 trained Swazi nurse tutors retum.
In-depth external evaluation.

Project paper revised.

Begin second tours for nurse tutors.
Trained Swazi health planner retums.
Departure health planner and health
services administrators.

PIO/T for second external evaluation
One trained Swazi nurse-tutor retums.
Second external evaluation

Departure nurse tutors
One trained Swazi nurse-tutor retums.

End of project.
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9. Project Development Regnirements

This scection should be read in conjunction with the implementa-
tion schedule in the preceding section. Submission of the Project
Paper is projected for May 1976 with approval in June 1976, In

~ preparation for PP submission it is anticipated that short term

consultation (approximately 6-8 person/weeks) will be required in
the areas of curriculum design and the development of paramedical
and auxiliary health services delivery networks. A further visit
by heﬁlth planner Oscar Gish would also be valuable provided this
can be arranged in conjunction with consultancy services which he
might be performing in the Southern Africa area during the period
prior to PP submission. If appropriate, consultancies required for
further design of this project mightbe effectively keyed to health
project design activities in Lesotho.

The TDY services of a REDSO/EA engineer will be required as
plans continue to be refined for construction of the training facility
and arrangements for A and E services. OSARAC will consult with
AID/W and REDSO on scope of work design in connection with PP
consultancies and any other requirements during this phase.

The design officer for this project is George E. Lewis
(OSARAC). Consultants for PRP design work are Oscar Gish (health
planning), Laura Yergaun (health manpower training), Dr. Eugene
Boostrom (public health, health manpower training), Marie Kirby

(public health nursing), and Gene Swanson (REDSO/EA engineer).
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Narrative Summary

Objectively Verifiable Indicators

Means of Verification

Important Assumptions

Al Goal:

Improve GOS [MOH] health ser-
vices and expand coverage, as
in ten year plan for Devclopment
of Health Services,

A2 Goal Indicators:

- At least 85% of all inhabitants live within

five miles of a clinic.

- Permanent staff of each clinic includes
two registered nurse/midwives with
essential nurse practitioner skills, ore
auxiliary nurse, and a health assistant.

- Rural health facilities receive adequate
supervisory and logistic support.

- Outpatient facilities adequately backed
up by'regional and national referral
facilities.

~ Promotive, preventive and curative
services offered are accepted and used
by the people.

A3 Goal MOQV:

- Comparison of population dis-
tribution and clinic locations
to determine percent of inhabi-
tants living within 5 miles of
nearest clinic. :

- Study of clinic staffing
patterns.

- Field visits, interviews, in-
ventories and review of
records.

~ Review of outpatient and in-
patient records; tracer studiee.

A4 Goal Ailumption.:

- Other donor funds available
as required for capital
costs of health system
develovpment.

- Sufficient GOS funding of
recurrent costs of system.

- Population able to afford
health services.

- Doctors and other health
workers provide necessary
supervision, support and
delegation of responsibility
to auxiliary health workers.

- Trained personnel continue
to be used in appropriate
positions. ’

- Trained personnel willing
to work in rural areas as
needed.

- Nurse auxiliaries trained
by Good Shepherd Hospital
are adequate in number and
quality for health system's
needs.

- Population willing to accept
services offered by
auxiliary workers.
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Objectively Verifiable Indicators

3) At EOP, the MOH planning and adminis-
tration functions required for imple-
mentation and appropriate revision of
the ten year plan on schedule are being
carried out adequately and with due
consideration of needs and of available
resources.

Means of Verification Important Assumptions

Narrative Summary

Bl Purpose: B2 Purpose Indicators: B3 Purpose MOV: B4 Purpose Assumptions:

1) Train nurses and other auxil- 1) By EOP, TF* enrollment and attrition 1) Review of TF enrollment and - New positions for faculty
iary personnel for MOI7 health figures indicate that TF production of attrition data and projection of and planning, administrative
services, graduates will match quantitative re- production of graduates. and management personnel

quirements and employmeant capacity established as requirsd.

2) Institutionalize training projected in ten year plan. 2) Review of testing methods and
capacity. regults of evaluations of = GOS funds available for new

2) At EOP, permanent TF faculty are students' skills and knowledge and upgraded positions.

3) Strengthen planning and trzining students who fulfill criteria against predetermined objec-
administration of MOH health set for evaluation of their skills and tives and criteria. - Trained perscanel continue
services. knowledge at each stage of their to be used in appropriate

training. 3) Review of MOH plans, planning positions.

activities, plan implementation,

and administration/management, - Sufficient numbers of
especially regarding the rural suitable candidates for
health infrastructure. training available,

*TF = "Training Facility" (Actual name of institution will be determined by Swatziland Government. )
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Narrative Summary

Objectively Verifiable Indicators

Means of Verification Important Assumptions

Cl Qutputs:

1) Training Facility (TF) (com-
pleted and equipped physical

facility).

~.2) Appropriate curricula and
~ training programs.,

3) Trained and experienced
trainers.

4). Trained and experienced
pilanners/administrators.

C2 Output Indicators:

la)

1b)

2)

3)

4)

TF construction completed znd
basic physical services instalied
and functioning, all as scheduled.

TF furnishings and equipment in-
stalled and operating, as scheduled.

Designs of appropriate curricula and
training programs for all personnel
to be trained in the institute com-
pleted in sufficient detail for
implementation.

Full time TF faculty, supplemented
by part time faculty when necessary,
incorporates teaching competence in
all areas required for full TF
teaching program.

MOH planners and administrators
have adequate training and experience
to competently carry out their duties.

C3 Output MOV :

1)

2)

3)

4)

C4 Output Assumptions:

‘Trained personnrel continue
to be used in appropriate
positions.

Review of contracts and records
of ccnstruction, delivery, in-
stallation and testing; on site
inspections.

Review of curricula and of
training programs; faculty
interviews.

Review of faculty composition,
training, experience and teach-
ing performance; review of
student performance; compari-
son of both with full program
rejuirements,

Review of training, experience
and performance of MOH

planners and administrators and
comparison with job requirements.
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Inputs Input Indicators Means of Verification Important Assumptions
D1 AID D2 AID D3 Input MOV: D4 Input Assumptions:

f\ TA: Long Term
- Nurse Tutors
- Health Planner
- Hospital/Health Services
Administrators
‘)) fA: Short Term
- Curriculum Design
- Hcalth Statistics
- Other
CJTraining: Long & Short Term
- In areas listed above
fﬂ Commodities:
! ~ Lab equipment
. - Instructional aids
E Qtiver: on st Nd‘&u&- .
- Geonséruction training
facility
- Gonsbruction TA housing

GOS

Nurse Tutors/Counterparts
Participant Training Candidates
Established MOH positions
Staff housing
Furnishings for TF
Land for TF
Local support for TF and
donor TA
ALE Scrvices for Construction
of TF

TA: Long Term = 20 p/y
-2 Nurse Tutors x 4 yrs = 8 p/y
-1 Health Planner x 4 yrs = 4 p/y
-2 Hosp. /Health Administrators
x4yrs =8 ply
TA: Short Term = 15 p/m
Training: Long Term = 15 p/y
-2 Nurse Tutors x 4 yrs = 8 p/y
-4 Nurse Tutors x 1 yr = 4 p/y
-1 Health Planner x 3 yrs = 3 p/y
Training: Short Term =22 p/m
-Health services admin.
-Health planning
-Health Statistics
-Other
Commodities: $20, 000
Construction:
-Health Training facility
-3 houses

GOS

10 Swazi Nurse Tutors (incl. 2 Swazi
counterparts)
1 Health planning counterpart
2 Hosp/Health Services Admin.
counterparte
Candidates for AID-funded training
GOS staff housing
Established MOH positions
Land appropriated
Fully furnished training facility
A&E Services Completed

Reviews and audits of AID and GOS
records (ProAgs, implementation
orders, contracts) and examination
of other donor contributions.

Available and adequate AxE
and construction firms

Continuing availability of
AID funding during projecct

Other donor inputs available

Adequate T.A. parsonncl
caii oe recruited

Suitable Swazi candidates
for faculty and planning/
admimistration positions

available for training and
employment



__(TF = Training Facility)
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Inputs

Inbut Indicators

Other Donor
Nurse Tutors
Training for Swazi Nurse
Tutors
Equipment for T§
Facilities for student interns
at selected rural clinics

Other Donor
I or more Nurse Tutors
Long term training for 6 Murse Tutors
Training facility equipment
Living and training facilities at | rural
health center



Annex B-1
Summary Cost and Financial Data

‘A detailed breakdown of AID, host government and other donor
inputs is made in the fourth (inputs) section of the logical framework
matrix and, for the construction component, in annex C. Figures
shown in the logical framework for AID technical assistance (OPEX),
training and commodity inputs have been projected on the basis of
estimated current costs and allowing approximately ten percent for
inflation. The same holds true for the other donor inputs in these
categories as listed above and detailed in the logical framework.,
These AID and other donor inputs are foreign exchange costs.

AID and other donor inputs in the other costs category
are local currency costs, as are all GOS inputs. Where construction
is involved a ten percent contingency allowance and annual twenty
percent compounded inflation allowance have been added. Estimates of
GOS contributions allow for fifteen percent annual inflation on all
inputs.

Foreign exchange and local currency cost breakdowns by

donor are as follows (USB000's):
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Lnput
TA

Training
Commodities

Other

Sub-~totals

TA
Training
Commodities

Other

Sub-totals

TA
Training
Commodities

Other
Sub-totals

TOTALS

AlD
1,275 -
261 -
25 -
il 2%
1,561 825
oS
- 240
- 70
- 100
- 435
~o- 845
OTHER DONORS
350 -
140 -
100 -
~ —2
500 5
2,151 1,675

Total

1,275
261
25
825

2,386

240
70
100

435
845

350
140
100

595
3,826



Annex B-2 l‘rojccti 690-0062
Costing of Project Ou:puts/Inputs (USSOOO'S): Swaziland Health Manpower Training

Inputs Outputs .
s Curricula/Instructional Planners/ .

Training Facility Programs Trainers Administrators Total

AID
2 Nurse tutors 240 240 - o LY\
1 Health planner 240 A T\
2 Health services administrators 450 - 450
Short term TA 35 40 75
Nurse tutor training 156 50
Health planner training 39 R{Y
Short term training 22 22 22 oo
Commodities 25 25
Training facility capital 750 750
Houses 50 25 75
GOS
Swazi TA 80 80 50 Y (\)
Participant trainee salaries 40 30 70
Fumishings for training facility 100 100
Training facility operating costs 105 105
A and E 80 - KO
Land 250 250
OTHER DONORS

Nurse tutors 175 175 350
Nurse tutor training 140 140
Training facility equipment 100 100
Rural health center facility 5 5

Totals 1,415 602 - 853 956 3,526
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Project Summary — AID Appropri.ate-ljungs(US $0001's)

Country : Swaziland
Project : 690-0062
Title : Swaziland Health Manpower Training

Budget Year FY 77

Cost Components Direct AID Contract/PASA Total
U.S. Technicians 360 - 360
2 Health Serv. Admin (4 p/y)
1 Health Planner (2 p/y)
Participants 42 - 42
12 p/m long term
14 p/m short term
Commodities - - -
Other 825 - 825
Training Facility
3 Houses
Total 1,227 - 1,227
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CONSTRUCTION OF TRAINING FACILITY.
The following facilities comprise the physical -plant tor the

training tacility with a capacity of 150 resident studentss

Facility Quantity Sq. Ft. Total
Regular Classroom 2 360 720
Lecture/Demonstration Room 1 1,000 1,000
Classrqom with Stove 1 400 400
Multi-Purpose Classroom 1 500 500
Science Labnratory with Storage 1 1,920 1,920
Health Inspector's Classroom 1 200 200
Public Health Nurse/Health Asst. Classroom 1 180 180
Kitchen/Laundry/Dining Room/Assembly Hall 1 3,863 3,863
Library 1 3,000 3,000
Student Toilets 4 180 720
Storerooms ki 180 540
Principal's Office 1 340 340
Nurse Tutors! Offices 9 100 900
Faculty Toilets 2 90 180
Faculty Lounge 1 129 129
Hostels (120 female, 30 male) 2 15,000
Central Office (tor secretaries) 1 400 400
Facult: Conference Room 1 225 225

Area Sub-Total 30,217



cost Sub=Total 0,217 x R 10, V/sg.ft, = E 305,102 = 350,071

Sité'Preparation
Utilities Connections
Fencing

Landscaping

Access Roads/Walks

Sub Total

Contingencies 107

Cost-Sub-Total E373,108 = $429,074

Total Dollar Cost at late 1977 Prices = $619,165

Total Dollar Cost at late 1978 Prices = $742,998

Rounded Estimate = $750,000

15,000
4,000

5,700
5,000

5,000

339,892

34,000

(El= 51’15)

373,802 = $429,976

207 Inflation Factor Compounded to Construction Years (1977-78):
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Anrex - D

Arcas of Linkaze Between ReNs, Auviliary Nurses and Health Workers
Within the Context of the Total Health Manpower Structure of G.V.S,
Health Delivery System

= The Ministry of Health has a Minister (MOH) and a Permanent

Seeretary (P.8). The Chief Medical Officer (CaM.0) is the Senior
health professional and has responsibility for curative services.
The Senior Medical Officer of Health (SMOH), under the C.M.0. is

responsible for preventive services.

- The staff of the Government hospitals and the Public Health

Center nurses supervise and support 28 rural clinics which provide
both curative and preventive services. These clinics are staffed

by a live-in staff nurse; some also with a second nurse or a nurse
aide.

= The four urban hospital-based Public Health Centers offer only

preventive care.  These centers will be staffed by

3 Public Health nurses
1 Medical Officer
2 Auxiliary nurses and

1 Dental Hygienist.
These public health center nurses will also visit the Rural Clinics
and provide support to the school health service. At present lack
of transport as well as insufficient staff are the two main hindrances
in this work.

- Three Rural Health Centers will be built. They too will be geared to

preventive services primarily. However, they will also have 12-14

maternity and holding beds.



The staff will include
1 Medical Officer
3 Public Health nurses
3 Auxiliary nurses
1 Dental Hygienist
1 Laboratory Auxiliary
1 Pharmacy Assistant
This staff will supervise and support the rural clinics and School

health service. They, and the rural health centers they work out

of, provide linkage between rural staff and rural facilities and the
urban support structure (hospitals, health centers, central stores,

MOH).,

The Rural Health Visitors, with only 3-4 monthis training in simple

health education, first aid, nutrition, child care and family
plamning, will function as part time workers in their home area.
Each will be responsible for 40-50 homesteads. Th= r main
functions will be communication of basic health education and
promoting the usc of modern rural health services, particularly
in MCH/FP/nutrition areas. The supervision of the rural health
visitors and liaison with the public health center staff will be

provided by the rural clinic staff.



Amnex - E

Current and Projected Train;gg

of Health Personnel in Swazi“and

This amnex provide additional information in outline form on
present and planned health training actiQities, by category, in "
Swaziland, The PID, pages 10-12, is also helpful in defining the
substantative distinctions among the various personnel categories
in Swaziland 's health system.

Raleigh Fitkin Memorial Hospital

*a) Continue to train Registered Nurses - Approximately 15 annually.

b) A community health training program is to be included in the
nurses' training.
¢) Midwifery and Family Planning (called Responsible Family Life)
are part of the curriculum,
d) Service 16 missionary clinics - 8 new clinics projected for
ths future,
¢) Main services oftfered at cliniess
1. Ante-natal care
2. Well baby care - referred to government clinics for
most immunizations.
3. Fanily planning services and education.

4. Nutrition eduvcation
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Mbabane Government Hospital

e Gonducting a one year course to up=gradic cenrolled nurses to

1.

registered nurses,

a., Train 235 amnually

b. Have completed second year

¢ Projected for 3 more years

d. 2-3 hours of lectures a day in hospitals, observe in

Public Health €linics,

When registered these nurses will be available for work in

outreach clinics - Public Health/Family Planning,

Good Shepherd Hospital

Continue to train auxiliary nurses (formerly called nurses' aides),

Approximately 25 trained annually. Majority employed by governmentc.

Course recently expanded to 18 months to include significant

Public Health and Family Planning components.

Some to be retained by the hospital to function as members of

a missionary Public Health Team who:

a. visit 14 clinics - 1 visit/gxgﬂzeeks - 60-70 patients wer visit.

b. Do immunizations, teach family planning and give service, do
ante-natal and well baby care, teach nutrit’on, community

development and low-grade literacy and health education
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Health Assistants (Rural Sanitavians)

e Taught by WoHOW Toam samtarian,

2+ 10-12 graduates anticipated from first of 4 classes,

3o Each class to receive 12 months training

4. Students live and study in the rural areas - 6 months
of theory and 6 months of practical and demonstration work.
5. Duties:
Malaria and T.B. Control
Assist in Construction of wells, latrines and incinerators.
Teach environmental sanitation,
Assist in surveys and studies.
0. Will be attached to Rural Health Clinics.,
7¢ Will be brought to new teaching facility for 1-2 months
of theory - perhaps in Core curriculum with other categories

of students,



V.

Rural Healith Visitors

1.

n

de

To be trained in the field - 3 to 4 months-800 plus programmed.

Will bring elementary primary care and health promotion/disease

prevention to a large segment of population now without such basic

health service. FEach "visitor" will be responsible for 50 homesteads

in home area.

This cadre of workers will be supervised by the nurses at the rural

clinics,

Duties:

a) Teach health concepts to the rural population - first aid, child
care, nutrition and family planning.

b) Detect first symptoms of common disease and refer the patients
for care, (Possibly taught some simple treatments).

¢) Be a «omily planning motivator.

These students may also be brought to the teaching center for

selected lectures and/or demonstrations.

Health Inspectors

1.

2'

"
I

Presently 10 foreiegn trained inspectors with additional inspectors to
be trained over the next 10 years at government training facility.
Training period - 3 years, Eight students will be admitted to each

of three courses now programmed.

Duties:

a, Environmental Sanitation
(1) Rural Water supplies and Rural Sanitation techniques throughout

the country.



(2) Assist in programs for eradication of Malaria, Bilhar:ia,

b. Assist in planning sanitation programs
¢. Instructing, and giving demonstration assistance to Health
Assistants posted in their designated area.

d. Supervision of above noted Health Assistants.

VII, Registéred Nurses and Public Health Nurses (at new training facility)
1, Training ’
a. Definitive curriculum not yet written.
b. Broad proposed training plan
1. Utilize core curriculum (shared with other trainees).
2. 3-year basic nursing curricuium.
3. 1 year post-basic specialty training (in, e.g., Midwifery,
Public Health, or Pediatrics/MCH fur some graduates,
4. Emphasis on diagnosing and prescribing treatments in order

to enhance the care of the rural population.

un
.

Emphasis throughout training on public health, prevention and
rural vork.

0. Experience in working with "rural health visitors" included
in the training of basic nurses and the public health nurses.

2. A, Duties of Public Health Nurses

a. Help shift health focus from curative to preventive care
_ to broaden health care to the rural population.
b. Diagnose and treat patients in order to enhance services

in the rural areas.



6.

d. Organize, demonstrate and supervise preventive care
programs in the rural clinics.

¢. Supervise MCH/FP care in all clinics in their areas,

f. Supervise communicable disease control services in the
rural clinics; i.e. smallpox, malaria, T.B. and bilharzia.

g, Supervise the R.No's in the rural clinics.

h. Tcach, give direction and support to auxiliary nurses in
the rural clinics,

i. Supervise and support the school health program in their areas,

jo Participate in carrying out seminars, in-service tfaining
programs and field support activities for the government's

health program.

[, ]

2.B., Duties of Registered Nurses

a. Work in hospitals

b. Work in Public Health Centers

¢. Work in Rural Clinics and Rural Health Centers.

d. Supervise, instruct and support auxiliary nurses, rural
health visitors and other paramedical workers in their

designated area.

Training Programs Projected for the Future

1. Pharmmacy Assistants and Dispensers.
2. Dental Technicians.
3. Laboratory Technicians,

4. Laboratory Assistants.



