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SUBJECT: Botswana Health Services Development Project (63~007~ 

Problem: Your approval is required to execute a grant of $5,531,000 
to the Goverrullent of Botswana for the Health Services Development 
Project with first year funding for fiscal year 1978, not to exceed 
$1,602,000, which will be drawn from the Security Supporting Assis
tance (SSA) appropriation. 

Your approval is also requested for the following: (1) a source and 
origin waiver to allow procurement of up to $287,000 of construc
tion materials and $60,000 of motor vehicles of Code 935 source and 
origin, (2) deviation from the policy set forth in Handbook 11 to 
allow employment of third country nationals for construction work 
in excess of twenty perc.ent of the non-local wOTk force, and 
(3) waiver of the policy set forth in Handbook 1, Supplement B, to 
allow procurement of up to $383,000 of construction services and 
related maintenance and repair services from firms of Code 935 
nationality, 

Detailed description and justification for the waivers and determi
nation are included in Annex N to the Proj ect Paper, 

Discussion: The project provides technical assistance to the 
Government of Botswana to establish training of paramedical per
sonnel and to strengthen health support services (public health 
education, nutrition, and health administration). Specialized 
paramedical personnel, including nurse practitioners, public 
health nurses and enrolled nurses, will be trained to staff a 
network of periurban and rural facilities providing primary and 
secondary health care to the rural population of Botswana. 

The project institutionalizes the capacity for continuing basic and 
specialized paramadical training in Botswana through the establish
ment of a program for the Bachelor's Degree in Ecucation for nurses. 
This program will permit the MOB to train nurse educators for 
assignment to paramedical training institutions. The MOH is no~. 
dependent on donor scholarships for thit'd cOlDltry training of 
nurse educntors, which has severely limited its capacity to expand 
in-colDltry paramedical training. 
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The project is in accord with the National Development Plan of the 
GOB. In 1973, the GOB initiated a 30-year plan to provide primary 
health care to the total population of Botswana by the Year 2000. 
A network of facilities has been created which, when fully staffed, 
will provide a mix of curative and preventive services at the 
secondary and primary level. The facilities are now located to 
serve 80\ of the population, but are handicapped due to the lack 
of skilled paramedical and auxiliary personnel. 

The project also provides training, technical assistance and con
struction for health support services. Health administrators will 
be trained to manage the logistical support for rural health 
services to relieve the nurses of non-nursing duties and to in
crease the efficiency of the delivery of health services. A modest 
building will be constl"ucted to house the national health education 
and nutrition units of the MOH which will be expanded and streng
thened to provide support to rural services. 

With technical assistance, the MOH will develop national strategies 
for health and fiutrition aimed at eradicating and controlling major 
causes of morbidity and mortality. Since the major causes of 
illness and death, tuberculosis, venere~l disease, measles and mal
nutrition, are preventable, the population ~~st be educated to 
understand the causes, prevention and treatment of these prevalent 
diseases. 

Medical treatment alone will have only temporary effects on these 
health problems, the MOH must develop health and nutrition educa
tion programs that promute community action and participation in 
health services. The expansion of the national units for public 
health education and nutrition will also permit the MOH to deploy 
trained personnel to assist paramedics working in secondary and 
primary facilities to develop local community activities to pro
mote better health and nutrition. 

Funding requested for the first year of the project is $1,602,000. 
and requested life of project funding is $5,531,000. The follow
ing is a breakdown in U.S. dollar equivalents of the A.I.D. 
contribution by general input categories: 

Technical Assistance 
Participant Training 
COlIDDodities 
Construction 
Other 

First Year 

$ 774,000 
33,600 
92,000 

383,000 
52,600 

LOP 

3,103.500 
792,000 
92,000 

383,000 
238,660 



Contingency 
Inflation 

TOTAL 
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Fint Year 

$ 133,520 
133,520 

$1,602,240 

LOP 

$ 460,916 
460,916 

$5,530,992 

The GOB contribution to the Project is $1,722,000. This includes 
land, training and co.modity inputs by the GOB. 

OSARAC and the Project C.ommittee have examined and found satisfac
tory the Project's economic, 50cial and technical feasibil:i.ty. 
The MOH has the capacity to manage the project, and has developed 
an implementation plan with Establishment List positions for per
sonnel to be trained. 

A negative determinatio:"" as recommended by the lEE (Annex M to 
PP) has been approved by the AA/AFR, and no f~L\rther environmental 
analyses are necessary. 

The project agreement is not expected to contain any unusual con
ditions and covenants. It will require the GOB, in effect, to 
provide suitable personnel for counterparts and for training and 
to assure that participants trained under the project will be 
assigned to positions co .. ensurate ~ith their training. 

Annex N to the Project Paper contains justification for the waivers 
and determination needed for the Project. These include: (a) a 
source and origin waiver to allow procurement of up to $347,000 of 
construction materials and motor vehicles of Code 935 source and 
origin, (b) a determination to allow deviation from the policy in 
Handbook 11 in order to permit employment of third country nationals 
for construction work in excess of twenty percent of the non-local 
work force, and (c) a waiver of the policy in Handbook 1, Supple
ment B, to allow procurement of up to $383,000 cf construction 
services and related maintenance and repair services from firms of 
Code 935 nationality. 

The major GOB implementing agency will be the Ministry of Health. 

The Project Committee met on July 25, 1978, and recommended appro
val of the Project without referral to the ECPR, subject to 
submission of (a) a summary of the Project's impact on i.proved 
health care in Botswan~ and (b) a formal request from the GOB for 
this assistance. These documents. which were prepared after the 
Committee meeting, are now included in the Project Paper at 
Annexes Q and R, respectively. 

An advice of program change for this project was sub.itted to 
Congress on August 16, 1978, and the waiting period expired on 
August 30. 

http:feasibili'.ty
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The AID Affairs Officer in Gaborone will have initial A.I.D. field 
responsibility for project ~pleaent~tion and will dra~ on appyo
priate A.I.D. expertise available for Southern Africa, particularly 
the OSARAC Regional Health Advisor. Dou,las Kline. APR/DR/SA. is 
assirned re!?Oftsibility for the projp~t in AID!_, 

Reca.endations: That you sign the attached PAP II and thereby 
authorize both the proposed project and the requested waivers and 
det e1'llin&t ion 0 

Attachaents: 
1. PAP II 
2. projmper " 

AFR/DR/SA'WUV(Jes:m j :8;24/78 Cleara.nces:DM/AFR:NHNOr~ 'I SEP 1975 
GC :MBall ,1 ~ 1::'£.: I 
GC/AFR:JPatter n 

.......... 1t--
PPC/DPRE : EBHogan ~~~7 
COM/ALI: BViragh-~~1Id-

9/:,' J' .. -It/cM..; 

(!i.~ fJ:r~ 40 

~~,;;!/)~ 



ACENCY FOR INTE.RNATIONAL DEV~LC;:M~NI 

WASHI NGT ON 

• !:'EPuTY AOMINISiRAiOR 

:jD10R~!-JDill1 FOR: j\lrs. Goler Butcher, .\..\/AFR 

SUBJECT: Bots~ana Health Services Development Project -
633-0078 

Please refer LJ vour memorandum of September 7th (received 
here September lht11) requesting approval of both the 
above project and the several waivers relating to pr0cure
ment sources and the (J!lj'loyrnent of third country nationals. 

Inasmi.Jch as you h2ve Jut,nrity to approve the rnoject 
itself, 1 believe it would bE' preferable d.nd more consistent 
wit~ our decentralization concepts if you would also dpprove 
tile required jirocurernent h'ai\'ers pursuant to the following 
redelegatjon of my authority: 

"PursuaJlt to the aut}\ority vested in me, I hereby 
authori?e the Assistant Administrator for the Africa 
Rurea'..! to JtJ;lTove the haivers described in the 
attached Project Authori:ation and Request for 
Allotment of Funds." 

'- .' 
~ \k....: 'I. 

Robert H. Nooter 



niE AC"'INtSTRATO~ 

DEPARTMENT OF STATE 

AGENCY fOR INTERNATIONAL DEVELOPMENT 

WASHINGTON 

!iP 20 III 

PROJECT AUTHORIZATION AND REQUEST 
FOR ALLOTMENT Of FUNDS (PART II) 

Country - Botswana 
Project Naae - Health Services 

Developaent 
Project Number - 633-0078 

Pursuant to Part II, Chapter 4, Sections 531 and 532, of the 
Foreign Assistance Act uf 1961, as amended (the "Act"), I 
hereby authorize a Grant to Botswana of not to exceed One 
Million Six Hundred Two TIwusand United States Dollars 
($1,602,000) to assist in financing certain forf~gn exchange 
and local currency costs of good5 and services for the 
project as described in the following paragraph. 

The project is designed to assist the Cooperating Country to 
increase its capacity to provide preventive and curative 
health services. The largest component will develop the 
capacity for relevant in-country training of needed paramedi
cal personnel. Initial training will be completed to enable 
minimal staffiTlI!: of a network of rural and periurban health 
facilities providing primary and secondary care. Other 
project components complement the work in the area of para
medical training. A program for the in-country training of 
health administrators will be developed and graduates will 
be appropriately placed to render health care delivery more 
efficient and productive through specialized administration 
and by freeing medical personnel from administrative duties 
to permit their more complete involvement in providing 
health care. Assistance will be provided for both the 
Health Education and Nutrition Units within the Ministry of 
Health. Both units will develop national plans and programs 
within their respective areas of expertise. Public health 
educators will be trained and placed in local health facili
ties to work with paramedical personnel in guiding and 
instructing the population in the maintenance of more healthy 



- 2 -

living conditions and in disease prevention. Iaprov·!d 
nut~ition initiatives will be extended through local health 
facUities. 

To c.arry out the objectives of this project, A.J.D. will 
provide financing for technical assistance, training, 
ca..od~cies and construction and other services. 

I approve the total level of A.I.D. appropriated funding 
pl~\ned fnr the project of not to exceed Five Million 
Five Hundred Thirty One Thousand United States Dollars 
($5,531,000), including the funding authorized above, 
for Grant financing during the period FY 1978 and 1981. 
I approve further increments during that period of t.he 
Grant up to $3,929,000, subject to the availability of 
funds in accordance with A.I.D. allotment procedur~s. 

I hereby authorize the initiation of negotiations and exe
cution of the Project Agreement by the officer to whom such 
authority has been delegated in accordance with A.I.D. 
regulations and Delegations of Authority, subject to the 
following terms and conditions, together with such other 
terms and conditions as A.I.D. may deem appropriate. 

a. Source and Origin of Goods and Services 

Goods and services financed by A.I.D. under the project 
shall have their source and origin in the Cooperating 
Country and in countries included in AID Geographic Code 
941, except as A.I.D. may otherwise agree in writing. 
Ocean Shipping financed under the Grant shall be procured 
in the United States or the Cooperating Country, except as 
A.I.D. may otherwise agree in writing. 

b. Covenants 

The Project Agreement shall contain special covenants 
providing in substance as follows: 

1. The Cooperating Country will provide on a timely 
basis, all required counterpart and trainee personnel and 
will assure that personnel trained under the Project will 
be assigned, IJpon completion of training, to positions 
coamensurate with the nature and level of their training. 

2. The Cooperating Country will assure that adequate 
housing is made available to technical assistance person
nel financed under the project upon their arrival in the 
Cooperating Country. 
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c. Waivers 

Notwithstanding paragraph a, above, and based upon the 
justifications set forth i.n Annex N to the Project Paper, 
I Mreby: 

1. Approve a procurement source waiver from Code 941 to 
Code 935 of the A.I.D. Geographic Code Book for the procure
ment of construction materials and motor vehicles provided 
that the amount of such waiver shall not exceed $347,000. 

I certify that the exclusion of procurement of these 
construction materials and motor vehicles from the requested 
countries in Code 935 would seriously impede attainment of 
U.S. foreign polie) Jbjectives and the objectives of the 
foreign assistance program. In regard to the procurement of 
motor vehicles, I fi ,ld that special cir.cumstances exist to 
waive, and I do hereby waive, the requirements of Section 
636(i) of the Act; 

2. Approve a deviation from the policy in Handbook 11, 
which limits the employment of third country nationals on 
A.I.D.-financed construction work to 20\ of the non-local 
work force, in order to allow for such employment of third 
country nationals under the Project in excess of said 20\; 

3. Approve a waiver from the policy set forth in Handbook 
1, Supple~ent B, which would limit A.I.D.-financed sel~ices 
to those provided by firms from the Cooperating Country or 
from countries within A.I.D. Geog~ap~ic Code 941, in order 
to permit procurement of $383,000 of construction, mainte
nance and repair services from firms of Code 935 nationality. 

I certify that the interests of the United States are 
best served by permitting the procurement of such services 
from Free World countries other than the Cooperating Country 
and countries included in Code 941. 

;;.« L 7;ltt 'i. • 

------~~~~~~~--John J. Gilligan 
Administrator 

V( /Date 

I '.. 1(. i 
," :..~' ' ... " , ~ 

J I , ,. , 
,. "1 
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HEALTH SERVICES DEVELOPMENT IN BOTSWANA 

I. SUMMARY AND RECOMMENDATIONS 

A. Face Sheet Data - Rounded Estimates (in 000) 

Grant FY 1978 

FY 1979 

FY 1980 

FY 1981 

Total: 

B. Recommendations 

$1,602 

1,714 

1,990 

225 

$5,531 

Authorization of a grant not to exceed $5.5 million, including 
the following waivers: 

1. ~'laiver of the source and origin requirements (U. S. only) 
of FAA Section 636(i) to allow purchase of five project 
vehicles and one mini-bus from AID Geographic Code 935. 

2. Waiver of the procurement source and origin requirements 
of AID Geographic Code 000 (U.S. only) to permit procurement 
of construction materials under Code 935. 

3. Waiver of the policy set forth in Handbook 11 limiting 
procurement of construction se.rvices under grant-financed 
projects to U.S. and local firms. 

4. Waiver of the policy set forth in Handbook 11 limiting 
employment of third country nationals for AID-financed 
construction projects to 20 percent of the non-local work 
force. 

C. Summary Description of the Project 

This project will provide techcica1 cooperation and training to 
strengthen the delivery of health services in Botswana. Within tne past 
five years, the Government of Botswana (GOB) has initiated an ambitious 
program to extend health se~ices to the settled population of the country. 
The health service network includes permanently staffed, fixed facilities 
and is based on a referr.l ~stea beginning at the village level. The 
basic motivator and initial point of contact in the health sy.tea is the 
Family Welfare Educator (FWE), a worker selected by his or her village 
aud given basic training in h.!alth pr01a)tion and prevention. The FW 
refers villagers to ~he health post, fram which re~al proceeds to the 
clinic, the health center and, lastly, to the ho.pital. 
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Donor assistance has resulted in the training and placement of FWE's 
and in the con$truction of a comprehensive network of h~alth facilities. 
The next most urgent need in order for the health ref~al system to func
tion effectively and efficiently is more complete staffing with adequately 
trainll!d health workers. 

'[he need for trained Batswand (the people of Botswana) staff extends 
to all levels of the health delivery system and across all functions within 
t.hat system--promotive, preventive, curative and a.:Lninistrative. This 
project is designed to address this urgent need to provide adequately 
trained health delivery personD.el. 

AID inputs include Ca) nine (9) long-term technicians and 1 project 
administrative coordinator and 45 pm of short-term consultant services; 
(b) u.s. participant training for 14 Bat~wana (long-term) at the diploma, 
B.Sc. and M.A. levels and 4 Batswana (short-term); (cl support for in
country training for 200 Batswana; Cd) construction*of a central health 
education/nutrition unit; and (e) commodity and other costs sU9port. 

The project has been designed with four functional components. 
Each of these components or programs is a necessary link in the provision 
of basic health services through ac effective and efficient health delivery 
system. The four functional components are: (a) nursing for health services, 
(p) health administration, (c) health education, and Cd) nutrition. 

The four com,onents and their functions are: 

Nursing Education--Nurse educators to staff local train~g facili
ties will be prepared in a university level, in-country training 
program introduced by the project. A diploma course will also be 
developed to train. nurse practitioners and public health nurses 
in-country. 'The graduates of tu.e program torill provide the staif 
for existing understaffed health facilities throughout Bot~ana. 
The Bnrolled Nurse Curricula will be revised to prepare practical 
level nurses for rural services. 

Health Administration--Health and hospital administrators will be 
train~d at the Institute for Development Management in Botswana 
for positions in District Councils and hospitals. A health planner 
and statistical assistants will be trained in the U.S. for MeH 
positions. 

Health Education----An in-country training program will be developed 
to t>repare heal tn. educators for positions with regional heal th 
teams. Trained Batswana will fill all positions in the Health 
Education Unit of the MOB. Planning and training capabilities of 
tn.e Unit will be improved. A facility for the Health Education 
Unit will De constructed in Gaborone. 

* Also includes four technician'shouses 
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Nutrition--Nutrition research will be conducted, and resole. will be 
incorporated into a national nutrition program developed by project 
technicians and counterpart staff. Project-trained Batswana will eventu
ally fill all the positions in the Nutrition Unit of the MOH. Offices 
for the Nutrition Unit will be located in the same facili~ constructed 
for the Health Ed~cation Unit. 

The total AID inputs over the four-year period of the project are summar
ized, by component, below: 

Nursing for Health Services 

Technical Services 

Participant Training 

Commodities 

Health Administration 

Technical Services 

Participant Training 

Commodities 

Health Education 

Technical Assistance 

Participant Trai~;"s 

Commodities 

Nutrition 

Technical Assistance 

Pilrticipant Training 

C~ditie. 

- 20 person years Cpy) 

- 25 py 

Sub-total 

- None 

- 36 py 

- None 

Sub-total 

- 2 py long-ter.m 

15 pm short-ter.m 

8 py 

Sub-total 

- 8 py lona-term 

- 30 pm short-term 

8 py 

SuIt~otal 

Amount ($) 

1,720,000 

368,000 

56,370 

2,144,370 

223,200 

223,200 

284,500 

117,600 

23,930 

426,030 

913,000 

83.200 

1.700 

997.900 

A support component reI at ... to project adJI:ini.tratiou alld coaatructiOll. 
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Project Administration Amount Cs) 

Technical Assistance - 2 py 186,000 

Participant Training - None 

Construction - 383,000 

Commodities 10,000 

Other Costs 238,660 

Sub-total 817,660 

Contingencies (10%) 460,916 

Inflation (10Z) 460,916 

Sub-total 921,832 

Grand-total 5,530,992 

D. The Project Paper (PP) Design Team 

Based upon the recommendations in the PID, a multi-disciplinary
 
team was fielded for a total of 6 1/2 person-months of effort for the PP
 
design. The team members included:
 

Ms. Margaret Racz - Consultant on Nursing Education (APRA)
 

Ms. Nancy Pielemeier - Consultant on Health Administration
 
and Planning (PSC)
 

Ms. Constance Collins - OSARAC Regional Health Development 
Officer 

Ms. Dianne Blane - REDSO/EA Design Officer 

Mr. Stafford Baker - REDSO/EA Engineer 

The consultants worked on the PP design from February 8 - April 
14, 1978. The OSARAC Regional Health Development Officer and the REDSO/
 
EA Design Officer participated for the first three and two weeks respec
tively and for the final two weeks. The REDSO/EA engineer joined the
 
team for the final two weeks to work with the Ministry of Health and
 
Ministry of Works on the plans for the construction of the health
 
education/nutrition facility and to prepare the engineering analysis and
 
IEE.
 

The design was conducted in close collaboration throughout the 
effort with all MOR officials. This collaboration was facilitated by 
the provisions in the MOH of office space, a telephone and ready access to 
all MOH personnel. Site visits to GOB and mission health facilities from 
Gaborone to Francistown were arranged by NOH. A listing of site visits 
is attached as Annex A. 
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In addition to MOR and Mission personnel, the te contacted all 
donor representatives, the Director of the Nursing Council of Botswana 
iu Gaborone and the Director of the Nursing Examinations Board of 
Botswana, Lesotho and Swaziland in Pretoria. A listing of all persons

contacted during the PP design effort is also attached (Annex B).
 

Two issues papers were prepared in the course of the design

effort. The first was prepared after 10 days and highlighted the issues
 
which required subsequent resolution based on the PID and initial dis
cussions with MOH officials and other donor representatives. The second
 
issues paper was prepared as the basis for discussion of the project
 
components with the MOH, represented by the Permanent Secretary. Out
standing issues were resolved in the course cf this meeting on March 13,
 
and the resolutions were incorporated in the design of the project. The
 
two issues papers are attached (Annex C) as indicative of the progress 
of the design process.
 

A draft PP was presented to the MOH on March 29. A meeting,

again chaired by the MOH Permanent Secretary, was held on April 4, and a
 
second draft PP was subsequently prepared incorporating the MOH comments.
 
The second draft was then delivered by the team to OSARAC/Mbabane on
 
April 10 for comments and clearance. The team left a final draft PP
 
incorporating OSARAC comments on April 14. 
 This final draft has been 
submitted for clearance to both the MOH and Ministry of Finance and
 
Development Planning. Submission of this PP to AID/W for approval is
 
based on the prior approval by the GOB of the project design, including
 
both AID and GOB outputs and inputs, both programmatically and financially.
 

E. GOB Request for Assistance
 

The GOB official application for AID assistance will be cabled
 
by OSARAC to AID/W upon receipt. The application will include all GOB
 
internal clearances necessary to assure the GOB commitment of personnel

and financial resources to 
the project (MOH, Ministry of Education and 
Ministry of Local Government and Lands). The request will be forwarded 
to OSARAC from the Ministry of Finance and Development Planning.
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11. BACKGROUND AND DETAILED DESCRIPTION
 

A. Background
 

1. General:
 

The Republic of Botswana, with an area of 570,000 square

kilometers, is 
located in the Southern African Plateau. More than two
thirds of Botswana's land surface is occuDied by the Kalahari Desert and
 
is uns-itable 'or agriculture. Although Botswana is slightly larger
 
than France, the population is only 700,000.
 

Eighty percent of this population resides in the Eastern
 
region of the country, bordered by Zimbabwe and South Africa, along the
 
catchment of the Limpopo River where the land is suitable for agriculture.
 

The majority of Batswana, the people of Botswana, belong to
 
eight principal tribes of which seven 
are Tswana. Linguistically and
 
culturally there are few differences in these tribes, and the population

is relatively homogenous. Bushmen, aboriginal inhabitants of Southern
 
Africa, comprise about 5 percent of the total population. An estimated
 
10,000 Bushmen remain nomadic and live in the Kalahari Desert region.
 

Botswana remains predominately rural although urban growth

has accelerated since 1971. The major occupations are subsistence agri
culture and cattle raising. Over the past decade, mining and small
 
industries have been developed and these are becoming increasingly
 
important to Botswana's economy. Migrant labor to South Africa also is
 
an important factor in the economy.
 

The population growth rate of Botswana is 3 percent creating
 
a high dependency ratio. 
 Infant mortality is relatively low and continues
 
to decrease. The problems of rapid population growth as they relate to
 
development are recognized in the GOB Fourth National Development Plan.
 
The GOB encourages the expansion of family planning services within the
 
health services; however, cultural acceptance remains low.
 

Although more adequate information on nutrition in Botswana
 
is required, severe malnutrition in the adult population does not appear
 
to be a problem. In infants and young children, there is an increasing
 
amount of chronic protein calorie malnutrition, especially in the urban
 
and peri-urban areas, which appears to be an outgrowth of social changes

resulting from rural-urban migration.
 

2. Government of Botswana's Health Strategy:
 

The major health problems in Botswana are respiratory

diseases, including tuberculosis, and gastroenteric and venereal diseases.
 
Although the incidence of malaria and schistosomiasis is not widespread,

there is increasing concern with both of these conditions. This concern
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is due to recent outbreaks of malaria in nonendemic areas, primarily due 
to heav rainfall, and to recent evidence of the spread of schistosomiasis. 
Another condition of growing concern is mental illness, including alco
holism. A more detailed health profile of Botswana, including statistics, 
is attached as Annex D. 

As is true with most developing and developed countries, the
 
initial emphasis of health services in Botswana was on curative care.
 
Beginning with the period of the Third National Development Plan (1973
1978)1/, however, thb Government of Botswana (GOB) embarked on a nece3sar
ily long-term effort to establish a preventive/curative mix of health
 
services and to extend them into the rural areas. The Plan emphasized
 
the need to (a) construct clinics and health posts in all settled commun
ities of more than 500 persons, (b) train and appoint health personnel
 
to work in the rural areas, (C) improve rather than expand hospitals,
 
(d) use hospitals as the highest level within a health care refeial system,
 
and (e) accelerate the training of para-medical and auxiliary personnel.
 
The goal was to reach the greatest number of people possible with the
 
broadest level of health services which the GOB could afford.
 

The approach is being continued during the period of the
 
Fourth National Development Plan (1976-1981). According to the Plan,
 
"the long-term aim of the Ministry of Health is to provide a comprehensive
 
health service to people throughout the country. To do this, the cura
tive and preventive aspects of health services must be integrated and
 
aimed particularly at the community or village level." ,RDP 1976-1981,
 
Chapter 14.39, Policy Statements and General Objectives). The statement
 
continues that much progress has been made towards establishing a well
balanced health care system and that major objectives in order of priority
are:
 

(a) 	strengthening of primary health services equitably
 
distributed, but with an emphasis on rural and peri
urban areas;
 

(b) expansion and diversification of training facilities
 
and opportunities for medical and para-medical
 
personnel;
 

(c) 	improvement of hospitals and health services to
 
ensure adequate referral and specialists' services;
 

(d) control and reduction of diseases caused by an
 
unfavorable environment through imnunization, sur
veillance and treatment;
 

1/ 	The GOB does not publish a sequence of five-year plans. Rather, a
 

system of "rolling plans" is used; a new five-Tear plan is published
 
every three years.
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(e) expansion and diversification 
of health education
 

training programs;
 

rhe MOB's administrative and planning
(f) 	expansi~n of 


establishment; and
 

(g) expansion or introduction 
of new mental health,
 

occupational health, and handicapped 
services into
 

the primary health care delivery 
system.
 

These emphases are consistent 
with the observed health problems
 

Preventive health measures 
can reduce the incidence 

of
 

in Botswana. 

endemic and social diseases 

and conditions mentioned 
previously which
 

tend 	to overburden a health 
delivery system.
 

3. The Health Delivery System:
 

(a) 	Government Organization
 

Botswana is geographically 
divided into twelve administra

(Gaborone,
 
tive 	units, including 10 districts and 

4 town councils the dis-
The governing body on 

Francistown, Lobatse, andSelebiPikwe). 


is the District/Town Council, 
which functions under the
 

The MLGL
trict/town level 

the Ministry of Local Government 

and Land (MLGL). 

authority of 	 the Council by providing 

equivment and
 

supports the operations 
of 

The MLGL's Unified Local 
Govern

supplies and funds for 
construction. 


ment Service coordinates 
the staffing of all council 

facilities, includ-


Health activities are 
coordinated between the 

MDR
 

ing health facilities. 


and MLGL at both the central 
and regional levels.
 

For 	the purpose of delivering 
health services, in 1974-75
 

the GOB/MOH established 
seven Medical Regions based 

on population dis-
later
Chobe was 


tribution and the location 
of existing health facilities. 


A map of Botswana with 
the Medical
 

as an eighth region. 
 This 	map
delineated 

Regions superimposed 

on the districts is attached 
(Annex E). 


three additional Medical 
Regions
 

will 	be further revised, 
however, if 


A Regional Medical Team
 

are established, as presently 
under discussion. 


is assigned to each Medical 
Region, including a public 

health nurse and
 

Proposed additional members 
include a medical social
 

a health inspector. 	 The seven
 

a health education officer 
and a nutrition officer. 


The responsiworker, 

Regional Medical Officers 

are presently all expatriates. 


(a) supervising the delivery 
of health
 

bilities of the teams 
include: 


services in each region 
with a special emphasis 

on preventive and educa

tional aspects; and (b) 
advising the District 

and Town Councils on develop

ing and providing health 
services in the districts 

and towns.
 

is responsible for the overall 
planning, adminis-


The MO 


tration and supervision of 
the health care system and 

for the total
 

operation of GOB health centers 
and hospitals. The professional super

the district health facilities 
is also the responsibility 

of the
 

vision of 
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4OH, The Ministry headquarters in Gaborone has planning, administrative
 

and health professionals to carry out these responsibilities effectively.
 

An organigram of the MOH is attached (Annex F).
 

Upon the completion of training, all nursing personnel have
 

three options for employment: (a) by the MLGL Unified Local Government
 

Service for assignment to the Council health facilities (health posts
 

and clinics); (b) by the MOH for assignment to the government health
 

facilities (MOH, health centers and hospitals); or (c) by Mission facili

ties. Employment benefits and working conditions differ within the two
 

GOB 	systems, creating a particular problem in staffing remote health
 

facilities. In this case, it is often necessary for the MOH to secund
 

staff to the Unified Local Government Service. One proposed solution
 

to this problem is the establishment of a Unified Nursing Service which
 

would combine both employment systems into one. This proposal is currently
 
The 	final
under discussion by a joint counittee of the MOH and MLGL. 


decision on how to implement this change may take several years, but such
 

a delay will not impede implementation of this project.
 

(b) Personnel
 

There are eighteen categories of health personnel working
 

in Botswana who are being trained or will be trained during the current
 

Plan period (1976-81) by the GOB.2/ The delivery of primary health serv

ices, however, depends primarily on three core categories:
 

Family Welfare Educator (FWE)--Chosen by her3/ coummunity,
 
the FWE is a village health worker paid by the local
 

(District or Town) Council. With funding provided by
 

the International Planned Parenthood Federation (IPPF),
 

training is provided in family health, including family
 

planning, for 11 weeks in Gaborone. Her role is mainly
 

motivational. Approximately 350 FWE's are presently
 

employed, and the planned level for new trainees is
 

60-90 per year.
 

Enrolled Nurse (EN)-Candidates for the EN program must
 

have a Junior Certificate (junior high school graduate)
 

Categories include: medical and dental officers and pharmacists, regis2/ 

tered nurse midwives, enrolled nurses and enrolled nurse midwives,
 

public health nurses, nurse tutors, dental nurse tutors, nurse practi

tioners, family welfare educators, health inspectors, health assistants,
 

pharmacy technicians, nurse anaesthetists, dental therapists, health
 

administrators, health education officers, medical social workers,
 

nutritionists, and physiotherapists (plus related fields and assistants).
 

3/ 	The attributing of sex to the health personnel discussed in this PP
 

reflects absolutely no prejudice or bias. The terms 
"she" or "her"
 

must be interpreted to include both men and women in the same way that
 

"be" or "his" can also include both men and women.
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and are then enrolled in a two-year program at one of
 
the four government or three mission schools. 
 The four
 
government schools are 
located in Francistown, Lobatse,

Serowe and Molepolole; the three mission schools 
are in
 
Mochudi, Kanye, and Ramotswa. Enrollment at the govern
ment schuols will increase to 40 students per school per
 
year (beginning in 1979). Student enrollment at the
 
mission schools averages 15 per school per year. Upon

graduation, a selected number of EN's are given an addi
tional two years of training at the National Health
 
Institute (NHI) in Gaborone to qualify as 
Enrolled Nurse
 
Midwives ( NM).
 

State Registered Nurse (SRN)-Beginning in 1974, candi
dates for Lhe SRN program must have passed the Cambridge

O-Level examination (high school graduate) and are then
 
enrolled in a basic three-year program at the National
 
Health Institute in Caboroue. All graduate SRN's, how
ever, are required to qualify also 
as midwives. This
 
requirement adds one 
year to the basic training; the
 
candidate graduates as a State Registered Nurse Midwife
 
(SRNM). Enrollment at NHI is 62 students per year through
 
1981; after 1981, enrollment will increase to 
95 students
 
per year. This proposed increase is contingent upon

completion of the final phase of expansion of the NHI
 
facilities under 
a loan from the African Development Fund.
 

Both the EN and the FWE are supervised by the SRNM. Super
vision will be greatly improved by the introduction of SRNM's trained to

function as Nurse Practitioners 
(NP's) and Public Health Nurses (PHN's)

under this project. Previously a few nurse specialists (NP and PHN) were

by necessity trained outside of Botswana. 
Under this project, these
 
post-graduate training programs for SRNM's will be established in Botswana,

and the EN and SRNM training programs will be strengthened.
 

Both the EN program and the SRNM program are under the pro
fessional control of the Nursing Council of Botswana. 
Standard examina
tions for the award of diplomas are offered by the Nursing Examinations
 
Board of Botswana, Lesotho and Swaziland (NEBBLS).
 

The importance of the nurse 
in Botswana is underscored by
the fact that there are approximately 75 physicians working in Botswana,
 
of whom only 15 are Batswana.4/
 

A description of the functions of the Family Welfare Edu
cator, Enrolled Nurse, and State Registered Nurse Midwife is included in
 
the Section III. C.2, Technical Analysis.
 

4/ The 
term in the singular for a citizen of Botswana is "Motswana". In
 
the plural the term in "Batswana".
 



(c) Health Facilities
 

Health facilities in Botswana include hos-pitals, health
 
Centers, clinics and health pcsts. The largest hospital, the Princess
 
Marina in Gaborone, has 304 beds, provides general hospital services and
 
is the national referral center. There are a total of nine government
 
hospitals, including one mental hospital in Lobatse; two mine hospitals
 
(Orapa, Selebi-Pikwe); and three mission hospitals (Mochudi, Kanye,
 
Ramotswa).
 

Total numbers of health facilities are indicated in the
 
table below. New construction since 1973 has been financed principally
 
by NORAD (see Section II. A. 4. below).
 

Under Const
 

Prior & Completed
Facility5/ 

- 1973 by 1977 Total
 

Hospitals 14 - 14
 

Government (9) - C9) 

Mission (3) - (3) 

Mine (2) - (2) 

Health Centers 8 - 8
 

Clinics 10 79 89
 

Maternity Wards 5 28 33
 

Health Posts 20 160 180+
 

At the village level, the basic health facility is the
 
health post which provides primary health care and is usually the base of
 
operations for the FWE. Services provided at clinics vary somewhat
 
depending on whether or not a maternity ward is included in the clinic
 
complex. Depending on the seriousness of the malady, the patient is
 
referred from the health post to the clinic, from the clinic to the health
 
center, and from the health center to the nearest hospital. The most
 
serious cases are brought to the Princess Marina Hospital for care.
 

The location of facilities is determined by the double
 
criteria of population and distance. According to the Fourth National
 
Development Plan, a health post should be available in all villages with a
 
population of more than 500 persons an4/or within 15 kilometers of the
 

5/ Sixty-two (62) nurses houses have alo been constructed with NORAD
 
assistance, resulting in a total of '72 houses available for nurses
 
at rural health facilities.
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homes of all settled populations. The MOH determines the additional need
 
for clinics and health centers in more densely populated areas. See
 
Annex G. for criteria for the location and staffing of health facil'ties.
 

According to the MOH criteria, it is estimated tba85 percent of
 
the population of Botswana is served by health facilities. As additional
 
facilities are constructed and staffed, increased demand for preventive

and curative services has been demonstrated. Reported numbers of immuni
zations, one indicator of use of facilities and services, increased
 
dramatically between 1973 and 197j, 
as indicated in the following table:
 

Type of
 
Immunization 1973 
 1974 1975
 

BCG 17,000 86,000 120,000
 
Polio 14,000 84,000 89,000
 
DPT 27,000 63,000 84,000
 
Measles 4,000 
 6,000 25,000
 

During this .ame time period, the number of new outpatient visits
 
also increased from approximately 270,000 to 410,000. 
 Rural outpatients
 
represent 70 percent of the total outpatient visits.
 

Fees charged for outpatient services do not represent a barrier
 
to utilization as postnatal, antenatal care, and services 
to children
 
under 13 years are provided free of charge. Charges for other health
 
services are minimal.
 

(d) Role of Non-Government Health Network
 

Given the limited manpower and financial resources available for
 
health, the MOH considers it essential for both the public and private

sector involved in health care to coordinate their planning and work
 
within the total framework of Botswana's health services.
 

A major source of health services outside the central and local
 
government are the various missionary operated facilities. According to
 
the Fourth National Development Plan, mission hospitals have approxi
mately 25 percent of the total number of inpatient beds and treat applox
imately 20 percent of the total number of outpatients. The relationship

between the GOB/MOH and the missions is evolving. The GOB does not intend
 
to acquire mission health facilities as a matter of policy, but rather
 
to treat each mission facility as part of the total health system. 
The
 
GOB contributes financially to 
their viability by subsidizing operating
 
costs and also ensures that missions recognize the essential responsi
bilities of the central and local government. These responsibilities

include (1) supervision by the Regional 
Medical Teams, (2) maintenance
 
and/or planning of new oz expanded facilities and (3)budgetary and/or

utilization reviews. 
The various missions in Botswana are members of the
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represented in the
Association of Medical Missions for Botswana and are 


M Hiby an Executive Coordinator. This arrangement has proved extremely
 

successful in coordinating the work of the missions and in improving the

planning process.
 

GOB health care policy is also evolving with regard to private
 

mining companies. Some have already contributed to the development of
 

health facilities, while other new industries, especially in isolated
 

areas, find that they cannot attract skilled workers without providing
 

adequate health care services. Although agreeing vitn this necessity,
 

the GOB/MOH would like these resources to be fully integrated into the
 

overall health care system.
 

Although not part of the modern health care system, the tradi

tional healer (Ngaka) performs a significant role in Botswana, especially
 

in rural areas. Research findings indicate that: (a) 42.9 percent of
 

surveyed families have consulted a traditional healer at some time;
 

(b) 43.7 percent of the relatives of nurses have consulted a traditional
 

some time; and (c) 93.4 percent of the general population has
healer at 

On the basis of this informaconsulted a scientific doctor at some time. 


evaluate further the contribution of traditional
tion, the MOH policy is to 


healers to the health care system and possibly then to seek ways and means
 

of closer cooperation and consultation.
 

4. Other Donor Interventions in the Health Sector:
 

Other donor assistance accounts for approximately 90 percent of
 

the GOB's development expenditures on health. The GOB finances 100 per

tptt of its recurrent health expenditures. Donors and the types of
 
The listing, however, does
assistance they are offering are listed below. 


not include donor assistance to other ministries of health-related
 

activities, such as village water supply.
 

Estimated
 

Donor Type of Assistance Amount
 

Investment Assistant
 

African Development Fund Soft loan for expansion and $ 4,860,400
 

(African Development Bank) new construction at NHI and
 

at the 4 government enrolled
 
nursing schools
 

270,000

The Netherlands Maternity Center, Maun 


Improveme.'nt of Ghanzi
 
400,000
Health Center 

30,400
Orthopedic Workshop 


Not available
Possible Support to TB Program 
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Type of Assistance
Donor 


Norway (NORAD) 	 Construction of rural health 

facilities (to date)
 
Proposed hospital improvements 

(1978-81)
 

Improvements at Lobatse mental
Debswana (Harry Oppen-

heimer Foundation) hospital
 

Support to MCH/F?
International Planned 

Parenthood Federation 	 (contraceptives) and
 

FWE training
(IPPF) 


Supplies, vaccines and medical
UNICEF 

equipment for health posts and
 

clinics (to be increased)
 

Support to MCH/FP program
UNFPA 

(TA, staff support, equipment)
 

Support to campaigns against
UNDP 
contagious diseases (TB, malaria)
 

(aot yet finalized)
 

Food Assistance
 

UN World Food Program CSM, vegetable oil 1975-76 

1976-77 


Dollar value not available
Technical Assistance -


Doctors, pharmacy and
Norway (NORAD) 

laboratory technicians
 

Doctors, dentist and
Denmark 

laboratory technicians
 

Doctors, dentists and
Great Britain 

laboratory technicians
 

Doctors
Germany 


Doctors
Holland 


Nurses, dentists and
Canadian University 

Services Overseas (CUSO) pharmacists
 

Surgeon
South Korea 


Estimated 
Amount 

$ 5,470,000 

4,465,500 

121,510
 

59,200
 

(1978)
 

91,150
 

443,500
 

388,850
 

1,634,300
 
2,205,400
 



Estimated 
Donor Type of 	Asistance Azmunt
 

WHO 	 Epidemiologist, statistician,
 
health information specialist,
 
smallpox technician and NHI tutor
 

United States 	 AID - instructors for MCH/FP $ 1,820,000
 
program (Meharry)
 
Peace Corps - bilharzia
 
biologists (partially subsidized)
 

Fellowships - Dollar value not available
 

WHO Long-term
 

1 MSc public health nurse (1976-1978)
 
1 MSc public health nurse (1976-1980)
 
2 public health nursing (1977-1978)
 
2 health education diplomas
 

Short-term
 

2 environmental sanitation and communicable disease control
 
I malaria control
 
2 administration for senior nurses (3 months)
 

UNDP
 

Great Britain (CFTC)
 

Canadian Nurses' Association
 

United States (AID)
 

1 MSc public health nurse (1977-1979)
 
1 MSc public health nurse (1976-1980)
 
I BSc in nursing (1976-1979)
 
1 BSc nursing (1976-1979)
 
1 BSc nursing (1976-1979)
 
1 BSc health educaLion (1976-1979)
 
5 preceptors, family health practitioners (1978-1979)
 
2 advanced diplomas in nursing (1976-1979)
 

Although commitments and/or contributions from other donors have
 
not been incorporated into the design of this project, most of the con
tributions listed above will have an indirect, beneficial impact on the
 
project. Conversely, the outputs of this project will increase the
 
effectiveness of other donor programs and projects. 
For example, health
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personnel trained under this project will be available to 
staff many of
the facilities financed by other donors. 
The MOH centrally coordinates
all donot contributions in the health sector, including the AID assist
ance which will be provided through this project. This assures com
plementary donor efforts and not duplication.
 

Special mention must be made of the contributions (included
above) cf NORAD, IPPF, and UNICEF to 
the establishment and continuing
operation of the primary, village-level health care system. 
Under the

project "Development of the Rural Health Services in Botswana", initiated

in 1973, NORAD has financed the construction of more than 160 health
posts, as well as 
79 clinics, 28 with maternity wards, 62 
nurses houses

and 4 MCH centers. Furniture, equipment and vehicles have also been
provided. 
 UNICEF has provided medical equipment, supplies and vaccines.

The staffing of these facilities, especially the health posts, by the
FWE, has been supported by IPPF, which has financed the training of this
 
growing group of primary health care workers.
 

Based partially on the contributions of these donors and more
particularly on the effective operation of 
the primary health care system,
additional support on this level by AID at 
this point is neither warranted
 
nor requested by the GOB. 
 The FWE training program is well established,
and this primary health care worker is 
integrated into the overall basic
 
health service and referral system.
 

B. Detailed Description
 

A logial framework for the project is attached as Annex K.
 

I. Sector Goal:
 

According to 
the Fourth National Development Plan, "an
improved level of health is a national goal and an 
important element in
 a better quality of life", an appropriate goal for this project. 
Assuming that a "better quality of life" is 
the product of progressive economic
and social development, interventions are 
required in all sectors, including health (agriculture, education, infrastructure, etc.). This project
will contribute to the realization of an impact on 
the level of health.
Achievement can be measured by (a) 
a decline in 
the infant and maternal

mortality rates; 
(b) a decline in the incidence of endemic and comnunic
able diseases; (c) a public 
awareness of social illnesses; and (d) an
increase in life expectancy. 
Sources for verification include GOB census
and vital statistical data. 
 WHO and World Bank health and economic
 
surveys may also indicate an improved level of health over the next

decade, if not conclusively within the life of this project.
 

There are several basic assumptions, however, which will

influence achievement of the goal:
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(a) 	The GOB will continue to consider the development of the,
 
health sector as an important element in improving the
 
quality of life in Botswana;
 

(b) 	a change in the political situation in Botswana will not
 
divert budgetary resources presently allocated for
 
health for other purposes;
 

(c) trained health personnel will work in rural areas as
 
needed;
 

(d) 	the population will continue to 
accept health services
 
offered; and
 

(e) 	parallel social and economic development in other sectors
 
will also contribute to improving the level of health.
 

2. Purpose:
 

The purpose of this four-year project is to increase the capacity

of the GOB Ministry of Health to provide comprehensive health services
 
to the people of Botswana, with an emphasis 
on the rural and peri-urban

populations. Conditions expected at the end of the project include:
 

(a) 	a reorientation of nursing training in Botswana to produce
 
a nurse cadre effectively prepared to provide comprehensive
 
health services to the rural and peri-urban populations;
 

(b) 	nurse practitioners, public health nurses, nursing service
 
administrators and clinical specialists in place, super
vising primary health care workers, and performing pre
ventive and curative services within the health delivery
 
system, in accordance with the personnel targets in the
 
Fourth National Development Plan;
 

(c) administrative capacity for providing health services
 
increased by placement of approximately 90 percent of
 
health administrators required at the central, regional
 
and local levels;
 

(d) preventive and promotive health services improved through

health education (programs implemented and staff in place);
 
and
 

,(e) 	 a national nutrition program planned and in process of
 
implementation by trained personnel.
 

Achievement of the project purpose can be verified by analyzing
numbers of out-patient/clinic visits, number of antenatal/postnatal care 
visits, attendance at child welfare clinics, numbers of TS program 
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defaulters, numbers of health facilities functioning efficiently and
 
effectively, the kinds of health services available, and availability and
 
distribution of drugs and medical supplies. Sources for this information
 
include .MOHannual statistical reports and periodic surveys conducted by
 
the MH , other donors and AID under this project.
 

There are three assumptions for achieving the project purpose:
 
The MOH regards the provision of health services as contributing to an
 
improvement in the health status of the population; the budget of the MOH
 
and MLGL will increase sufficiently to provide the recurrent funding
 
necessary to support the project components; and other donors continue to
 
support complimentary programs.
 

Tfieproject has been designed with four components. Each compo
nent will impact on the purpose of the project; collectively the compo
nents will result in achievement of the project purpose. For purposes of
 
presentation, project outputs and inputs will be discussed by component
 
in the sections belov.
 

3. Project Outputs and Inputs by Component:
 

(a) Nursing for Health Services
 

(1) outputs 

- Curricula for two one year, diploma-level, in-country 
training programs for SRNM's to function as nurse prac
titioners and public health nurses developed, in use and 
directed by Batswana personnel; 

- educator/teaching positions for these two programs filled 
by Batswana, all but two of whom are presently in training; 

- enrolled nurse curriculum revised and in use 
government and mission EN training schools; 

in the 

- three-year Bachelor of Education in Nursing program at the 
University of Botswana and Swaziland (UBS) assisted and 
strengthened; 

- nurse educator positions for this program filled by 
Batswana; 

- foundation established, including curriculum development, 
for possible future transition to a Baccalaureate-degree 
program in nursing (B.Sc. in Nursing); 

- nursing service administrators trained to direct the 
delivery of health care by health personnel on the central 
regional and district levels. 
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The magnitude of outputs includes:
 

- Sixty (60) SRNM's trained as 
(15 per year X 4 years) 

nurse practitioners 

- Sixty (60) SRNM's trained 
(15 per year X 4 years) 

as public health nurses 

- Sixteen (10 SRNM's trained as nurse educators with a 
B.Ed. in nursing; another 16 SRNM's will be in the 
process of completing the B.Ed. program. (8 per year 
X 4 years); 

- Three (3) SRPNMts trained as nurse practitioners, one; 
and nurse educators, two; to assume teaching positions; 

- Five (5) SRNM's trained as nursing service administrators. 

(2) AID Inputs ($2,144,370) 

- Two (2) nurse practitioners (NP) educators for four years 
to develop the NP curriculum, assist in teaching the NP 
course, and to supervise five Batswana clinical preceptors, 
who will assist with clinical instruction in the NP pro
gram. Two technicians are needed for this program 
because NP training requires a high ratio of instructors 
to students. The program will be given at NHI. 

- One (1) public health nurse (PHN) educator for four years 
to develop the PHN curriculum and to assist in teaching 
the one year in-country PHN training program to be given 
at NHI. 

- Three (3) nurse educators: (a) One for two years to 
assist in developing the Bachelor of Education in nursing 
program at the University of Botswana and Swaziland; 
(b) one for four years to assist in revising and reorient
ing the EN curriculum; and (c) one for two years to assist 
in revising the present SRNM curriculum and reorienting 
the SR1 program toward a BSc in nursing. Job descriptions 
for nurse technician positions and all other positions
 
funded under the project are attached as Annex I.
 

Participant Training:
 

Nurse Practitioner Educator
 

One (1) participant for five years in the U.S.-four years 
in BSc in nursing; one year for an M.S. as a Family Nurse 
Practitioner. This participant will return to teach in the 
NP program. 



-- 
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Nurse Educators
 

Iwo 
(2) SR.NM participants for two years each in 
the U.S.
to acquire a M.Ed. 
 These participants will teach in the
Bachelor of Education in nursing program at 
UBS.
 

Nurse Administrators 6/
 

- Two (2) participants for five years each to 
acquire a BSc
in nursing followed by an MA in Nursing Service Adminis
tration.
 

- Three (3) SRNM participants for two years each to acquire
an MA in nursing service administration. 
These participants

will return :o fill senior-level MOH positions in the
 
Ministry itself and in government hospitals.
 

No U.S. participant training is recuired to support the Public
Health Nursing Program. Five participants are currently in training
under the MCH/FP project with Meharry. (See Section III.C.I below for
 
details.)
 

Commodities-A limited amount of medical equipment and supplies
are 
required to support the nurse practitioner, public health nursing
and enrolled nursing programs. Examples include anatomical models, 
a
movie projector and screen, home visiting bags, and reference books. 
 An
illustrative equipment list with estimated costs is attached as Annex J.
In addition, four vehicles will be purchased; 
one minibus (15 passenger)
and one 
VW Combi for the NP/PHN programs; one station wagon (Ford or
Peugeot) for the UBS program; and one van VW Combi for the EN program.
 

(b) Health Administration
 

(1) Outputs
 

Health administrators trained for senior-level positions

in hospitals, on local council staffs and in the 40H.
 

The magnitude of outputs includes:
 

Thrity-two (32) 
Batswana trained in health administration
 
(8 per year X 4 years)
 

One (I) Batswana trained in health planning;
 

6/ It will be necessary to train two participants in nursing service
administration from the B.Sc. through the M.S. level because there
are insufficient numbers of B.Sc. nurses in country for all five
candidates to enter at the MS. level.
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Four (4) statistical assistants trained in census and
 
vital statistics.
 

(2) AID Inputs ($223,200)
 

Technical services are not required. The rationale for
 

this decision is discussed in the Technical Analysis. Inputs include
 

scholarships for 32 participants to attend the health and hospital admin

istration program otfered at the Institute for Development Kinagement
 

(IDM) in Botswana. Upon completion of the one-year course, the student
 

is awarded a diploma in health and hospital administration. Graduates
 

will assume administrative positions in health facilities on the national
 

and district level.
 

In the area of U.S. participant training, one BA grad

uate of UBS will be trained for two years for a MS in Health Planning.
 

This participant will return to become a Planning Officer in the MOH,
 

replacing an expatriate presently in this position. Four Batswana statis

tical assistants will receive short-term training for six months each in
 

statistics and statistical analysis. Appropriate training may be offered
 

at the Bureau of the Census.
 

(c) Health Education
 

(1) Outputs 

- National health education plan developed and in the process 

of being implemented; 

- capability developed to provide training in health 

education; 

- training program developed for health educators; 

- health education positions in the MOR Health Education 

Unit filled by Batswana; 

- new facility for the Health Education Unit built and in 

use.
 

The magnitude of outputs includes:
 

- Two (2) Batswana trained in health educak on planning;
 

- One (1) Motswana trained in graphic arts; and 

- Eight (8) to 10 Batswana trained on-the-job in health 

education programming and techniques. 



-22

(2) AID Inputs ($426,030)
 

Technical Services-The services of one Health Educator
 
with speciality in planning will be provided for a total of 15 months.
 
This consultant will assist the staff of the MOH Health Education Unit in
 
long-range planning and program development. Services will be provided
 
on a periodic basis, initially for several months, to assist in develop
ing an organized and rational HE program and thereafter for a shorter
 
period to follow-up on the implementation of the program. The services
 
of a second Health Educator with a specialty in curriculum development
 
will also be required for two years to design and assist in teaching an
 
in-service health education program. Trainees will be staff members of
 
the HE Unit and/or Batswana who will be assigned in the future as HE
 
officers on the Regional Medical Teams. The third requirement is for
 
the services for two years of a Graphic Artist to advise and assist the
 
HE Unit in the production of audio-visual materials and publications.
 
These aids are essential for the implementation of an effective country
wide program in health education. The Graphic Artist will be a Peace
 
Corps Volunteer.
 

Participant Training-Three participants will be
 
trained in the U.S. under this component: One will be trained for four
 
years for a BSc. (or MS. if a university candidate) in Health Education
 
with an emphasizsn ilannng; one BSc. graduate of UBS for two years for 
a MA/MS in Hcdlth Education Planning; and one for two years diploma train
ing in graphic arts. These participants will return to staff the HE 
Unit, in some cases repla,:ing expatriate staff. 

Commodities-Audio-visual supplies will be purchased
 
to equip fully the HE Unit for photography and film production. Camping
 
equipment for the staff will be provided to permit them to direct health
 
education programs in the rural areas. 
 One VW Combi will be purchased
 
for transportation. An illustrative equipment list is attached (Annex J).
 

(d) Nutrition
 

(1) Outputs
 

- Nutrition research conducted with the results analyzed 
and considered in the design of nutrition programs; 

- a mtional nutrition program developed and in the process 
of implementation; 

- nutrition positions in the MDH Nutrition Unit filled by 

Batawana;
 

- new facility for the Nutrition Unit built and in use.
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The magnitude of outputs includes:
 

-	 Two (2) Batswana trained in nutrition and nutrition planning;
 

- Eight (8) - 10 Batswana trained on-the-job in nutrition plan

ning and surveillance. 

(2) 	ArD Inputs ($997,900)
 

Technical Services-The services of one Nutrition
 

Planner and one Human Nutritionist are required for four years each. These
 

technicians will assist in identifying requirements for nutrition research
 

and assisting in that research. The Nutrition Planner will be primarily
 

responsible for identifying requirements for research, assisting in imple

mentation of research, and planning and implementing a comprehensive,
 

national nutrition program including surveillance. The Human Nutritionist
 

will be responsible for providing in-service training for staff of the MOH
 

Nutrition Unit; preparing a nutrition component for the training programs
 

of FWE's, ENs, and SRNMs; and the supervision and implementation of ongoing
 

nutrition programs. Consultant specialist in nutrition research will be
 

provided on a periodic basis for a total of 30 months to assist in plan

ning and implementing research studies and surveys.
 

Participant Training-In addition to the in-service
 

training mentioned above, two participants will be trained in the United
 

States: One for four years for a BSc. in Nutrition; and one BSc. graduate
 

of UBS for two years for a MS in Nutrition. These participants will return
 

to assume senior-level positions in the Nutrition Unit.
 

Commodities-Wall charts and other visual and teaching
 

aids 	are required to more fully equip the Nutrition Unit, supplementing
 

equipment and supplies to be provided by UNICEF. These, as well as books,
 

will 	be purchased in limited supply.
 

(e) 	Summary of AID Inputs In Technical Services and
 

Participant Training
 

The 	following tables illustrate the requirements in techni
cal services and participant training which have been outlined above.
 
Also 	illustrated is the time flow for these inputs, i.e. scheduled arrival
 

and departure dates for long-term technicians and periods of study in the
 

United States for long-term participants. Altogether nine long-term
 

technicians and one project administrative coordinator (30 person years
 

of technical assistance), 45 person months of short-term consultant
 

services, 14 long-term and 4 short-term U.S. participants(75 person years)
 

will 	be funded under this project. In addition, 200 Batswana will be
 

trained in-country, for a total of 275 person years.
 



COMPONENT 

Nursing for Health Services 

Technical Services 

1979 

J M M J S N 
FAJ AOD 
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1980 

J M M J S N 
FA J A 0 D 

1981 

J M M J S N 
F A J AOD 

1982 

J M M J S N 
F AJ AO D 

1983 

J M M J S N 
FAJ AOD 

1984 

J M M J S N 
FA J AOD 

Nurse Practitioner (4 years) 
Nurse Practitioner (4 years) 
Public Health Nurse (4 years) 
Nurse Educator (BEd.)(2 years) 
Nurse Educator (EN) (4 years) 
Nurse Educator (2 years) 

(SRNM/BSc. curriculum) 

June 
June 
June 
June 
June 

May 

June 

May 
May 
May 

May 
Hay 

Participant Training 

Nurse Practitioner (5 years) 
Nurse Educators (2 years) 
Nurse Educators (2 years) 
Nursing Service Admin (5 years) 
Nursing Service Admin (5 years) 
Nursing Service Admin (2 years) 
Nursing Service Admin (2 years) 
Nursing Service Admin (2 years) 

Sept 
Sept 
Sept 
Sept 
Sept 

Sept 
Sept 

June 
June 

Sept 

June 
June 

June 

June 

June 
June 

Health Administration 

Technical Services 

None 

Participant Training 

IDM Course (32 participants) 
Health Planning (2 years) 

January 

Sept Sept 
Dec 
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1979 1980 1981 1982 1983 1984 

J MM J SN 
FAJ AO D 

J MMJ S N 
F A J AO D 

J MMJ S N 
FA J AOD 

J MM J S N 
F AJ AO D 

J MJ S N 
F AJ AO D 

J MM JSN 
F A J A D 

Statistician (short term) 

Health Education 

Technical Services 

Health Educator (15 months 
consultant services) 

Health Educator (2 years) 
Graphic Artist (2 years) 

(Peace Corps Volunteer) 

June 
June 

May 
May 

Participant Training 

Health Education (4 years) 
Health Education Plan (2 years) 
Graphic Artists (2 years) 
In-service (8  10 years) 

Sept 

Sept 
Sept 

June 
June 

June 

Nutrition 

Technical Services 

Nutrition Planner (4 years) 
Nutritionist (4 years) 
Research Consultant 

(30 months) 

June 
June 

May 
May 

Participant Training 

Nutrition (4 years) 
Nutrition (2 years) 
In-Service (8-10 person years) 

Sept 
Sept June 

June 
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(f) Additional AID Inputs
 

(I) Project Administration
 

The project will be implemented by a contractor. Given
 
the scope of the project an Administrative Coordinator will be required
 
for the life of the project. A U.S. Coordinator will be hired for the
 
first two years. Resident in Gaborone this Coordinator will be responsi
ble for personnel management, project accounting, and administrative
 
management of the AID contract. Other duties will include commodity
 
purchasing, customs clearance, housing management, and the submission of
 
project progress reports to both the contractor's home office backstop
 
and the AID Affair's Officer/Gaborone. The U.S. Coordinator will be
 
responsible for recruiting a local counterpart and training this person
 
to assume the duties described for the remaining years of the project.
 
A detailed job description is included in Annex I.
 

(2) Project Evaluation
 

Funds have been included in the project budget for
 
short-term consultant services for two project evaluations. Four con
sultants, one to evaluate each component, will be required for four weeks
 
of service in each evaluation (4 months X 2 = 8 months of services). The
 
requirements for evaluations are discussed in Section V.C., Evaluation
 
Arrangements.
 

(3) Commodities
 

The purchase of one station wagon is required for the -
Administrative Coordinator. A request for waiver of the source and origin 
requirements for all project vehicles is attached (Annex K). 

(4) Other Costs
 

Provision in the proect budget has been made for
 
(a) the local employment of clerk-secretary to assist the Administrative
 
Coordinator; (b) the local employment of a driver/mechanic for the project
 
vehicles; (c)housing rental for three project technicians; (d)vehicle
 
operation and maintenance; (e) in-country travel costs; (f) computer
 
services for the analysis of nutrition research data; (g) rental of a
 
project office for the Administrative Coordinator and clerk-secretary;
 
and (h)purchase of basic office supplies and equipment.
 

It is possible that the MOH will provide space for the
 
project office. An office would be available when the Nutrition Unit is
 
moved to the new facility (see below). Since this is only a possibility,
 
however, funds have been included in the project budget for office rental
 
for the life of the project.
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(5) Construction
 

The present physical facilities of both the MOH Nutri
tion Unit and Health Education Unit are inadequate in terms of space and
 
location. One modest building complex will be built to acco'nodate both
 
units. Four standard GOB technician houses will be required to provide
 
housing for the nine long-term technicians and project administrator.
 
This housing will be supplemented by the rental housing units available
 
at UBS and previously financed AID technician housing in Gaborone. A
 
detailed engineering analysis of the construction activities is attached
 
Annex L.
 

(4) Government of Botswana's Contribution
 

The primary GOB contribution to the project is per
sonnel. Counterparts will be provided either for project tec'licians or
 
for participant training to replace project technicians. Ten Batswana
 
counterparts will be named to work with and replace the ten project
 
technicians. Positions requiring counterparts include nurse educators,
 
(6); a health educator, a graphic artist, a nutrition planner, and a
 
human nutritiorist. Additional Batswara will be identified for both
 
long-term,(1 4 ); and short-term, (200) participant training. In all cases,
 
participants will be salaried or subsidizeu by the MOH while in training
 
status. The teaching facilities and classroom supplies and equipment at
 
NHI and the University will be available to the project technicians.
 
Office and working space, supplies and equipment and utilities at NIL,
 
UBS, and the MOH Health Education and MOH Nutrition Unit will likewise be
 
available. In addition, the GOB will contribute the land for the Health
 
Education and Nutrition Unit's building.
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III. PROJECT ANALYSES
 

A. Cost-Effectiveness Analysis
 

Studies from various sources indicate that tie nurse practitioner
 

can treat approximately 90 percent of the health problems presented at out
patient facilities. It is obvious, therefore, that retraining nurses is
 

more cost-effective than training physicians to staff these outpatient
 

facilities (hospitals, health centers and clinics). Public health nurses
 

will also function as "physician extenders" in the public h alth aspects
 

of health services. Services will be provided by an increase in the qual

ity and quantity of retrained personnel. It is presently impossible to
 

estimate the percentage of cases treated and/or referred by each cadre of
 

health personnel. It can be assumed, however, as larger numbers of better
 

trained personnel are placed at each level of health service, that the
 

referral system will function more effectively and a cost savings will
 
thus be realized.
 

The table below illustrates the salary levels of the various
 

health cadres in the referral system.
 

Profession Salary Scale (Midpoint)
 
Pula Dollar Equiv.
 

Physician 6,000 7,320
 
Nursing Sister (SRNM) 4,000 4,880
 
Staff Nurse (SRNM) 2,500 3,050
 
Enrolled Nurse 1,500 1,830
 
Family Welfare Educator 1,350 1,647
 

The above figures are based on middle-of-the-scale estimates.
 

Most FWE's currently employed are closer to the bottom of their salary
 

scale, while the other cadres are more evenly distributed.
 

The small difference between the salary of the FWE and the EN
 

reflects a rather high salary scale for a village-level worker (Standard
 

7 education and three months' training), and an inequitably low salary
 

for the EN (Junior Certificate education and two - four years of training),
 

whose actual functions essentially differ very little from those of an
 

SRNM. The FWE remains essential to the effective functioning of a referral
 

system, since she is village-based, while the other cadres are based on
 

static facilities. Despite the similarity between the salary levels of
 

the lower-level cadres, the table above illustrates how cost savings can
 

be realized in an effectively functioning referral system by treating
 

common and easily diagnosed conditions at the lowest possible level.
 

The assignment of health administrators will allow health cadre
 

to devote more time to providing services and will also result in the more
 

effective and efficient operation of health facilities. Nutrition and
 
health education workers will improve the quality and quantity of preventive
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services, which should reduce the incidence of preventabla ... se. This
 
also will reduce the cost of health services.
 

.Mostof the traiaing under this project-will be done in-country,
 
representing considerable savings over sending the same participants to
 
the United Stares for comparable programs. The estimated savings are
 
shown in the following table:
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ESTIMATED COMPARATIVE COSTS 

Cadre Length of No. to be Total Yrs. In-Country Training Costs U.S. Train. Savings 

Training Trained of Trainiug COB Costa 

Nurse Practical 1 year 60 60 $ 87,840 $ 348,000 $ 840,000 $ 404,160 

($ 1,464 X bO) (2 X 4 yrs. each;($ 14,000 
60 % of time) X 60) 

PIHN 1 year 60 60 $ 87,840 $ 348,000 $ 840,000 $ 404,160 

($ 1,464 X 60) (2 X 4 yrs. each;($ 14,00 

60 % of time) X 60) 

Nurse tutors 3 years 32 96 $240,000 $ 174,000 $1,344,000 $ 930,000 

($ 3,050 X 96) (2 X 2 yrs. each;($ 14,000 
60 % of time) X 96) 

Health Admin. I year 32 32 $ 134,304 $ 448,000 $ 313,696 

($4,197 X 32) ($ 14,000 
X 32) 

Health Edu. 1 year 8 8 $ 87,000 $ 112,000 $ 25,000 

(1 X 2 yrs; $ 14,000 
60 % of time) X 8) 

Nutritionist 1 year 10 10 $ 116,000 $ 140,000 $ 24,000 

(2 X 4 yrs; 
60 % of time) 

($ 14,000 
X lO) 

TOTALS: $415,680 $1,207,304 $3,724,000 $2,101,016 
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B. Social Soundness Analysis
 

1. Background:
 

Eighty-five percent of the population of Botswana remains
 
rural; however, a recent phenomenon is rapid population growth of urban
 
areas. Between 1971 and 1976, the urban population increased from 8
 
percent to 15 percent. During this period, Gaborone and Selibi-Pikwe, a
 
mining center, doubled their populations, while the two other major urban
 
centers also increased in population by a lesser percentage.
 

In the rural areas, women form a larger percentage of the
 
population due to male migrant labor. Over 40 percent of rural house
holds are headed temporarily or permanently by women. The fourth NDP
 
estimates that one-third of the male work force, aged 20-34, is absent
 
and employed in the mines of South Africa.
 

Both the recent urban growth and migrant labor have created
 
social problems that impact on health. The male migration disrupts
 
family life and cultural traditions and leaves the rural women with
 
responsibility for agricultural production as well as the care of the
 
family. The social changes are producing stress leading to mental ill
ness, which is increasing in Botswana. The system also has implications
 
for the control of venereal disease, tuberculosis, and acceptance of
 
family planning.
 

In the urban and peri-urban areas, the social problems of
 
rapid urbanization are manifested in an increasing incidence of mental
 
illness, including alcoholism. Although statistics are not available,
 
health workers report there appears to be an increase in women alcoholics
 
in these areas.
 

Malnutrition in children under five also appears to be
 
increasing. This is partially due to the change in feeding patterns that
 
occur in rural urban migration where more reliance is placed on pre
pared infant foods; however, at least one other factor appears to be
 
neglect by alcoholic mothers.
 

Within the rural population, there are traditional, seasonal
 
movements between villages, agricultural lands, and cattle posts. This
 
system complicates the planning of health services and the follow up of
 
patients who require sustained services. While the FWE can provide the
 
follow up and motivational work in the more remote areas, the seasonal popu
lation movement also requires the provision of more extensive curative
 
services at the periphery. As increasing numbers of enrolled nurses
 
become available, they will be placed in the health posts to deliver the
 
curative services, that will complement the motivational and preventive
 
services of the FWE. 
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The Botswana MOH, in addition to providing the medical care for
 

the routine physical illnesses of the population, must develop new
 

approaches to the problems of stress in both the rural and urban popula

tions. While the problems of mental illness and alcoholism are exacerbated
 

by the stresses of urban migration, the causative factors are rooted in the
 

rural culture. An expansion of public health and community mental health
 

programs is required throughout the country for both prevention and treat

ment of mental illness. The effectiveness of the health services in
 

Botswana will be largely dpendent on nurses and their auxiliaries, who
 

have been trained to deal with not only the prevention and treatment of the
 

common health problems of the population but also with the more complex
 

psycho-social aspects of health.
 

2. Socio-cultural Feasibility
 

This project will assist the MOH to extend basic health serv

ices to the rural population of Botswana. Technical assistance and other
 

resources will be provided to train appropriate personnel to staff rural
 

health facilities and to develop health support services for a primary
 

health care program.
 

With this improved level of both curative and preventive health
 

services, Botswana should be able to reduce the morbidity and mortality
 

caused by the most comnon diseases and to improve the health of the total
 

population. General acceptability of health services by the population is
 

illustrated by the increase in utilization experienced as health facilities
 

Research results quoted previously indicate that
are expanded and staffed. 

93 percent of the population of Botswana have used the modern health sys-


Sociology is included in the present nurse training curricula, and
tem. 

will be given to this subject in the curricula
additional attention 


revisions planned under this project. Evaluation of the curricula content
 

and broader social impact of the project will be built into the two project
 

evaluations.
 

The project goal and purpose are consistent with the GOB
 

National Development Plans (NDP) for health services. Beginning with the
 

third NDP in 1973, the GOB initiated a long-term health program to extend
 
Over the past
a preventive/curative mix of services into rural areas. 


five years, and with the assistance of donors, the MOH has made significant
 

progress in (a) the construction of rural health facilities (NORAD); (b) the
 

(c) the training of the majority of practicing
training of FWE's (IPPF); and 


RN's in community health, maternal child health, and family planning (AID).
 

Further progress in health delivery now depends on the capacity of the MOR
 

to prepare nurse practitioners (NP), public health nurses (PHN), enrolled
 

nurses (EN), and other health workers.
 

At present there is no facility for training nurse educators
 
This situation has
in Botswana and all candidates must be trained abroad. 


created a dependency on scholarships from donor agencies. As both space
 

and funding are limited for these scholarships, it is difficult for the
 



-33-


MOH to program the training of appropriate numbers of durse educators on
 
a regular basis. This is the most critical in nursing since nurses
 
represent the largest body of trained health personnel in Botswana and
 
are responsible for delivering all routine health care in rural health
 
facilities. The establishment of the Bachelor of Education in Nursing
 
program at the University of Botswana and Swaziland will enable the MOH
 
to produce a small but planned number of nursing faculty each year.
 

Administratively, the introduction of the postgraduate (NP
 
and PHN and degree B.Ed) programs in nursing will not pose any serious
 
problems for the MOH. Postgraduate nurses (NP's and PHN's) will receive
 
an increment in salary. Bachelor-level nurses will enter the personnel
 
system at a standard salary recently established for B.Sc. nurses.
 
Botswana's nursing laws are currently being revised to include the nurse
 
practitioner so that there will be no legal barriers to prevent the NP
 
to function as trained.
 

Socio-culturally, tha bachelor's degree for nurses appears -ell
 
accepted. Nursing enjoys a progressive leadership in Botswana and has
 
a high status. Current RN candidates must be O-level, which is also
 
required for university entrance, so that basic education requirements
 
present no problems. The establishment of Bachelor degree programs for
 
nurses should attract candidates for nursing who would otherwise enter
 
other professions. At present, the RN school loses about 25 percent of
 
each entering class to the university. These are candidatei who have
 
high academic qualifications and are being sought for other professions.
 
The opportunity to obtain a degree, rather than a diploma, may help to
 
keep highly qualified candidates in nursing, especially as other fields
 
open to women in Botswana.
 

3. Social Impact of the Project
 

This project can be expected to have the highest impact on the
 
Eastern region of Botswana where 80 percent of the population is located.
 
It will also serve to expand and improve the health services delivery
 
system in the Western regions of the country where the population is
 
sparse and is scattered over vast areas.
 

In the Eastern areas, each medical region has hospital serv
ices and a network of rural health facilities. The four medical regions
 
of this area are linked to Gaborone and the three other urban centers by
 
the one major road in Botswana which extends from the southern border to
 
the Zimbabwe border just north of Francistown. A railway line carrying
 
passengers and freight parallels the road.
 

The Western region remains undeveloped with much of it occu
pied by the Kalahari Desert. There are few adequate road links from
 
east to west and couminication is via radio. The MOH, through the NORAD
 
program, has built health centers, clinics and health posts, and a doctor
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is located in each region. However, more adequate development of health
 

services will be difficult to accosplish without a larger degree of
 

general development.
 

Posting of personnel to these districts is also difficult since
 
The populamost trained health personnel are from the Eastern region. 


access to secondary education
tion of the Western region has had almost no 


and thus students are nct eligible for EN and RN programs. This situation
 

will improve in the rear future when a large secondary boarding school
 

serve the area. A secondary
will be built in the Western Region to 


school also exists in the northwest district of Ngamiland. The MOH makes
 

every effort to keep the Western'facilities staffed but turnover is high
 

and the situation is aggravated by a lack of qualified personnel for
 

Botswana as a whole.
 

Botswana now has a 90 percent enrollment in primary schools
 

but access to secondary schools is limited due to a lack of facilities
 
able to
and teachers. About 18 percent of primary school leavers are 


However, the secondary facilities available
enter secondary schools. 

line in the Eastern
 are equitably distributed along the road and rail 


to rural ,tudents in the area.
region providing fairly equal access 


This access is especially important to the EN program which
 

requires basic junior secondary education, and makes it possible to
 

seven EN schools are also located in
recruit rural women. 	Five of the 

that the training has 	a rural orientation.
rural or semi-rural areas so 


At present the EN curricula is hospital oriented and, as a part of this
 

more appropriate to rural outproject, it will be revised to make it 


In the revision of both the RN and EN curricula planned
patient care. 

lines of demarcation will be established between
for this project, sharper 


reflect the basic levels of education and the levels of
the programs to 

At present although the EN has less training, she funcresponsibility. 


However, she
tions little differently than the RN in the job situation. 


no opportunity for advancement. The curriculum
receives less pay and 	has 

establish a wider separation of the functions so
revision will help to 


that the RN definitely has more responsibility and the duties of the EN
 

are comensurate with 	her -raining and salary.
 

The training oi ealth personnel in this project and the
 

development of health support services will enable the MDH, to provide
 

appropriate health services to the majority of the rural poor in accessi

ble areas of the Eastern region of Botswana and to increasing numbers of
 

the minority of the poor rural population located in the Western region.
 

4. Role of Women
 

Women are both beneficiaries and major participants in this
 

project. A substantial portion of the project invole the training of
 

to expand rural health services. Since both professional nurses
nurses 

and their auxiliaries are predominately female in Botswana, women will
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play a major role in the expansion of these services. It is also expected

that women will be trained for the expanded nutrition, health education
 
and health administration programs assisted by the project.
 

Although the project does not provide any substantial increase
 
in employment for women, it will permit the M{H to train larger numbers
 
of nursing and other health persunnel required for the expansion of
 
health services to an increasing population. This training will benefit
 
women with all levels of education. Increased training and upgrading of
 
nursing personnel will better prepare additional professional. women to
 
enter higher level positions in the government and private sector.
 

The expgnsi f the Enrolled Nurse program will offer increased
 
opportunities for traiining for rural 
women who only have access tc a
 
Junior Certificate leve. of education, while the Family Welfare Educator
 
program accepts rural women wich less education.
 

An expanded rural health service program providing maternal/
 
child health and family planning services can be e7:pected to benefit rural
 
women both physically and socially. 3etter maternal care and child spac
ing will decrease the morbidity and mortality of mothers and their infants.
 
In addition, family planning offers the rural woman freedom from excess
 
fertility arid permits her to participate more fully in economic activities
 
that can increase family income.
 

C. Technical Analysis and Feasibility
 

1. Rationale of the Design
 

The Botswana Health Services Development Project has been
 
designed to provide appropriately trained personnel and technical exper
tise to alleviate and control the common health problems of Botswana's
 
rural population.
 

The control of these diseases (see II Background) is largely

dependent on the understanding of the cause of the disease, and the manner
 
in which it can be prevented or treated by the population. Malnutrition,
 
another major health problem in young children in Botswana, also requires
 
education if it is to be prevented.
 

At present both the health education and nutrition units of
 
the MOH are inadequately staffed to provide support to health workers in
 
the field. The technical assistance provided by this project will
 
strengthen the central units but at 
least for the next decade neither unit
 
will be able to provide technical expertise beyond the regional level.
 
Therefore the day-to-day health and nutrition education will be carried
 
out by nurses and their auxiliaries.
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The limited operational capacity of the health and nutrition
 
units makes it essential that the central units develop a substantial
 
input into training programs for nurses and auxiliaries and develop
 
materials that can be utilized for teaching. This input is especially
 
important for the Family Welfare Educators since they provide village
level health education, identify health problems, and motivate villagers
 
to seek health care.
 

The inclusion of health education and nutrition in this pro
ject not only strengthens the MOH capacity in these areas but also
 
provides the MOH with the ability to integrate these subjects into health
 
training programs so that personnel are prepared to deliver nutrition and
 
health education in peripheral health services.
 

2. Relationship to Other AID Projects
 

(a) Maternal Child Health/Family Planning Project
 
(Meharry Medical School/MCH-FP-Nutrition Train
ing Center, Nashville)
 

The Meharry MCH/FP project, funded by AID from 1973-1978,
 
had twomajor components-health education and in-service nurse training.
 
Through technical, participant, and commodity assistance, Meharry was
 
to establish a functioning health education unit within the MOH. Under
 
the project, a small unit was established, and three participants sent
 
for training. Two participants have returned with a bachelor's degree in
 
health education and are working in the Health Education Unit. .Athird
 
participant with a bachelor's degree will return to Botswana in late 1978.
 

Although the unit has been established and is functioning,
 
the MOH feels the outputs are less than satisfactory, and there is no
 
existing national plan for health education. Part of this problem has
 
evolved from Meharry's inability to provide the needed technical assist
ance. The first health education techlician left after only a few months
 
and was not replaced for almost two years. The second technician assisted
 
the unit from 1975 - 1977, but was not replaced because of inability to
 
effect timely recruitment of a qualified long-term technician. Although
 
Meharry provided some essential equipment, many of the items required and
 
planned for the project have never been supplied. Meharry's responsibility
 
for supplying this equipment remains an area of contention in the AID/GOB
 
contract close-out procedures and has not as yet been resolved.
 

The Health Education component of the Botswana Health
 
Services Development Project has been designed in part to supplement
 
and complement the initial Meharry effort. A first priority is adequate
 
working space for the unit to function effectively and efficiently. This
 
will be provided through construction of a modest structure which will
 
also house the Nutrition Unit. The second priority is technical assist
ance to the MOH to develop long-range planning and programs in health
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educatioa. Technical assistance will be provided to the unit to help
 
trained Batswana assume responsibility for health education services and
 
to train additional Batsvana for regional health education responsi
bilities.
 

The nurse training portion of the Meharry Project has provided
 
three nurse educators for five years (1973-1978).
 

The objectives of this program, which were to be designed and 
implemented by the nurse technicians, were as follows: 

(1) 	To offer an 8-week in-service Public Health/ 
Maternal Child Health/Family Planning course 
to all RN's and EN's employed in Botswana; 

(2) 	to integrate the curriculum of the in-service
 
course into the curricula of the RN and EN schools;
 

(3) 	to train selected nurse tutorial staff to utilize
 
the curricula in the RN and EN schools;
 

(4) 	to develop field training sites for the support
 
of PH/MCH/FP training; and
 

(5) 	to establish effective postnatal services in
 
government training hospitals.
 

As of March 1978, 501 of a total pool of 748 nurses had been
 
trained under the Project (180 RN's and 321 EN's). The original contract
 
estimated that 550 nurses (those employed in 1972) were to be trained in
 
the five-year period. In 1972, there were 283 EN's; by 1977, this num
ber had increased to 405. Since the MOH has decided the EN's will be
 
placed in peripheral-level health posts, more effort has been expended to
 
ensure the EN's have these skills.
 

The technician team has prepared curricula for both the RN
 
and EN schools and has worked with selected tutors on the integration of
 
the curriculum. A final evaluation of the project, scheduled for May
 
1978, will determine the effectiveness of this project. Periodic AID
 
evaluations of the Meharry Project in 1974 and 1976 indicated that while
 
the in-service training program was progressing satisfactorily the in
service curricula was not being integrated into RN and EN programs.
 

The technician team has also been successful in establishing
 
field training at three in-service training sites and has assisted with
 
the establishment of two post-partum clinics. The Meharry in-service
 
training for nurses was designed as an interim measure to increase
 
rapidly the MCH/FP skills of employed Batswana nurses and to provide an
 
orientation to community health. The objectives of this training program
 
have not been met, and the curriculum content must be integrated into
 
basic curricula to eliminate the need for further in-service training.
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Although the RN's and EN's trained in the Meharry program are
 
now better prepared for comnunity rural health services, the MOH feels
 
that better trained nurses, nurse practitioners and public health nurses
 
are necessary to deliver services and supervise rural health personnel.

While the Meharry Project provided basic training and reorientation to
 
previously trained personnel, the Botswana Health Services project will
 
train new categories of nurse specialists at the postgraduate level. The
 
village level health worker, the FWE, is functioning adequately without
 
direct AID input at this time. The training programs planned in this
 
project will provide better support and supervision for the village level
 
worker. 
Another urgent need is an increased number of nurse educators to
 
train larger numbers of RN's and EN's. At present, Botswana does not
 
have the capacity to train any of these specialists.
 

In addition to the technical assistance in nursing, the Meharry

Project has provided participant training for six BSc - level nurses, two
 
MS-level nurses, three diploma-lerel nurse educators and five nurse prac
titioner preceptors (non-degree).
 

The participants trained under the Meharry project will be

fully utilized under this project as nurse educators in the Bachelor of
 
Education program and in the RN and EN schools. 
This project is designed
 
to ensure maximum utilization of the personnel resources developed by

Meharry to further expand the MOH rural health program.
 

Cb) Southern Africa Academic and Skills Training (SAAST)
 

Nine participants are currently scheduled for training with
 
SAAST funding; they will have a direct relationship to this project.

Three candidates will receive a BS in Health Education, a BS in Nutrition,

and a MA/MS in Health Administration. These participants will return to
 
positions in the respective units of the MOH (HE, Nutrition, and
 
Administration) to provide professional local staffing.
 

The nursing participants will be trained in the United States
 
in clinical specialities: Three for two years each for a MA/MS, in
 
Psychiatric 
Nursing, and one for two years for a MA/MS, in epidemiology.

This latter candidate will already have training in public health. An
 
alternative type of program would be an internshipat CDC/Atlanta. This
 
nurse will return to work in the MOH communicable disease program. One
 
psychiatric nurse will return to work in the Lobatse Mental Hospital;

the second will plan and implement a community mental health program

for Botswana; and the third will teach psychiatric nursing at NHI.
 

Two BA graduates of UBS will be trained for two years each for
 
an MS in health/hospital administration. They will return for postings as
 
administrators at the Princess Marina Hospital in Gaborone and at the
 

Jubilee Hospital in Francistown.
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(c) Southern Africa Development Personnel and Training (SADPT)
 

Through an OPEX-type arrangement under SADPT, one public
 

health nurse educator technician is being recruited to teach PH nursing
 

in the Bacheloz nf Education Program at UBS in 1978-1980. A Meharry
 

participant currently studying for an MPH in the US is expected to
 

return in late 1979. She will work with the SADPT PH tutor and assume
 

responsibility for the program in 1981.
 

3. Description of Core Health Personnel
 

The health manpower pyramid in Botswana begins with the Family
 

Welfare Educator, a village worker chosen by the community and appointed
 

and paid by the Local (District or Town) Council. These auxiliary work

trained for eleven weeks in the basic principles of improve.'ient
ers are 

of family health through immuinization, ante- and postnatal care, FP,
 

nutrition, environmental sanitation, first aid and simple treatment,
 
FWE's
recognition of serious illness, and follow up of the TB patient. 


are primarily motivational health workers who work under supervision of
 

trained nurses.
 

Training of the FWE's is the responsibility of the MOH Senior
 

Medical Officer for MCH/FP, and is fupied by IPPF. In-service training
 

is given by the Regional Medical Teams "nd nurses. In addition, a pilot
 
It is
in-service training program has been set up in the NE District. 


hoped that other such regional training sites and programs can be set up
 

based on the experience of the NE District.
 

Because of the shortage of nurses, many health posts are currently
"staffed" by FWE's. The MOH plans to staff all health posts with EN's,
 

the next level of health auxiliary, within the next five years. This
 

will allow the FWE to perform the motivational and health promotive func

tions at the village level for which whe was trained.
 

trained for two years at four government
Enrolled nurses are 

and three mission EN training schools. Projected intake for the four
 

government training schools is 40 per school per year beginn.ng in 1979.
 

According to MOH projections, 695 additional EN's will have ,eer. trained
 

at the end of five years (1983) and 955 by 1985. There are cuirently
 

405 EN's employed in Botswana (286 in government hospitals and health
 

centers, 20 in mine hospitals, 51 in mission hospitals, and 48 in district
 

clinics). The expanded output of trained EN's from the four government
 

schools should thus allow for complete staffing of health posts, clinics,
 

health centers and hospitals within five years. At present the EN
 

curriculum is largely curatively oriented and hospital-based. The train

in- prepares the EN as a bedside practical nurse. Hwever, because of
 
staff shortages, hospitals, health centers and clinics are largely staffed
 

by EN's, who are required to assume additioral non-bedside responsibilities.
 

http:beginn.ng
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The SNM is the next cadre of health worker; she supervises the
 

auxiliary staff at the health post, clinic, health center, and hospital
 

levels. She also performs preventive and curative services at all levels.
 

RN's are currently trained at the NHI central training facility in
 

Gaborone and a few aL the Kanye mission hospital. There are presently
 

313 RN's working the country (166 at government hospitals and health
 

centers, 45 at mine hospitals, 45 at mission hospitals and 57 at district
 

clinics). Intake into the training program at NI will be maintained at
 

62 per year from 1978 to 1981, bu: will then increase to 95 per year. At
 

this projected rate of output, all clinics, health centers, and hospitals
 

should be fully staffed, according to the medium-term staffing plan, by
 

1985. 3urses employed at tie health clinics will be hired by ULGS and
 

paid by the local council; those staffing health centers and hospitals
 

are employed by the MOH.
 

The projected staffing pattern of FWB, ENs and RNs for health
 

facilities within Botswana is:
 

Facility Present MediumTeri Long-Term 
By 1985 By 1990 

Health Post 1 FWE lEN " or 2 ENs depending on 
FWE according to location; FWE according 
population t.-population 

Clinics Varies 2 FWEs at least FWE acccrding to popula
1 SRNM I SRNM or tion; 1 Nurse Practitioner 
1 EN I ENM (SRNM) 

1 EN I ENM, I EN, and 1 PHN 

Clinic with As per 2 FWEs at least As above plus I Public 

Maternity Ward Clinic 2 SRNM or 
I SRNM and 1 EW 

Health Nurse 
I ENM, l EN 

Health Center 2 SRNMs 2 SRNMs 1 PHN, 2 SRNMs, 4 ENs, 
2 ENs 4 ENs and 2 ENMs 

I PHN 

Long-term staffing projections indicate what the MOH considers as the
 

maximum level of health services which should be available at health
 

facilities below the hospital.
 

4. Nursing for Health Services
 

To maintain progress toward the goal of an improved level of
 

health for all its people, the GOB is concentrating on the preparation
 

of the necessary manpower. The number of physicians available is
 

extremely small. The preparation and eduracion of doctors is slow and
 

expensive. The alternative to the preparacion of doctors chosen by the
 

MDR is to use nurses as far as possible in curative and preventive roles.
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The nurse practitioner, as planned, is a nurse-midwife with one year of
 
additional training to function primarily in clin'cs, hospitals and
 
health centers. This training will enable the nurse practioner to
 
examine and 
treat ratients suffering from common health problems. The
 
goal of preparing fifteen nurse practitioners per year for four years
 
will permit 50 percent of the staffing as envisaged in the Fourth NDP.
 

The nurse practitioner is seen as being located in an insti
tution, either a health center, clinic or hospital. Patients will be
 
coming to her. To dcvelop the out-reach program from all of these
 
institutions requires another person with a different kind of preparation.
 
This is the public health nurse. The public health nurse will be posted
 
to clinics. Her field of work is the community. The public health
 
nurse will have related functions in the supervision of rural health
 
workers, such ;.s 
the Enrolled Nurse and the Family Welfare Educator. The
 
preparation for public health nursing is for one year. 
 The goal of pre
paring fifteen public health nur-es yearly for four years will permit 50
 
percent of the staffing envisagea in the Fourth NDP.
 

Staffing outpatient facilities with appropriately trained pre
ventive and curative personnel will provide a necessary link for referral
 
and supervision within the health delivery system. 
The health system as
 
planned in Botswana is well-conceived, but as yet sufficient numbers of
 
adequately trained personnel are unavailable to staff the system.
 
Appropriately trained staff will provide better services, which will
 
improve health status.
 

To improve, enlarge and continue any training program, teachers
 
are essential. Until now, nurses from Botswana have been required to
 
leave the country for postgraduate education. The current proposal to
 
train nurse educators in-country for teaching will decrease costs and
 
make the training more attuned to Botswana's particular needs. SRNM's
 
will be able to enter the University of Botswana and Swaziland to com
plete the teacher training requirements of the Faculty of Education. The
 
students entering the program will be given one year of credit for their
 
SRNM diploma so they will be able to complete the University program in
 
three years.
 

The three training programs: the nurse educator program, the
 
nurse practitioner program and the public health program, are all post
graduate retraining programs. This retraining has become necessary because
 
the SRNM is not fully equipped to work in areas of the greatest need in
 
Botswana, the rural milieu. 
The current SRNM training program, as
 
established by the syllabus, is clinically oriented and hospital-based.

Due to the acute shortage of nursing personnel. students must provide a
 
large percentage of the nursing service needs of the hospital. 
 Should
 
this curriculum continue to be used, and should the teaching methodology,
 
and service requirements remain unchanged, the retraining will continue
 
to be a future need and a concomitant severe financial drain on limited
 
resources. 
A revised curricula reducing service requirement could
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incorporate public health and nurse practitioner concepts producing a
 
nurse midwife prepared for a beginning position in any area. This will
 
create an initial strain on nursing services but over the long term be
 
less expensive than postgraduate programs.
 

Even wore than the SRNM curriculum, the EN curriculum needs
 
review and a complete reorientation towards rural nursing. The EN curric
ulum is geared to providing a nursing assistant in a curative setting. All
 
those working with the EN program, who were in contact with the Project
 
Team, indicated that one of the ma-j r problems is the pre-service entry
 
preparation of the candidates. The Junior Certificate candidate needs
 
remedial teaching in reading, English, math and sciences before the pre
pared syllabus can be introduced. Since it is likely that recruitment
 
will continue to be from this group for the foreseeable future, a period
 
of preparation to serve as a 'bridge" could be introduced. It is proposed
 
that the staffing for this bridge program be provided by Peace Corps Volun
teers in the four government EN schools.
 

The EN program was not in the PID,but is included in this project
 
because of the many reports received by the Project Team leading them to
 
believe that there is friction and unrest in this group of personnel. The
 
verbalized discontent reinforces the concensus that a change in both the
 
SRNM and the EN program would widen the gap between the two programs and
 
give both groups their own individual identity and status in nursing.
 

The first objective as stated in the Curriculum for Nurse Train
ing is "to prepare a nurse who will be an effective practitioner in the
 
Health Services of the Republi. of Botswana, i.e. the hospital, rural
 
clinic, health center, and village/town clinic". The total accomplish
ment of the objective could be achieved by phasing into a basic baccalau
reate nursing program (BSc) which will prepare a nurse to function as a
 
public health nurse, a supervisor, a nurse practitioner and as an admin
istrator on graduation. At the minimum, a revision of the SRNM curriculum
 
is required. Retraining in these areas will then become unnecessary. The
 
postgraduate training of nurse educators will continue to be a need.
 

It is appropriate to consider other factors in relation to
 
this possible transition to a baccalaureate program. In favor of the
 
transition, it is noted that within the next five years more Cambridge
level students will be choosing careers. At the same time, more job
 
opportunities will be open to them, such as a university career. It can
 
be assumed, given a choice of two four-year programs (one leading to a
 
degree and the other to an SRNM diploma), many students will not choose
 
the diffit:ult nursing program, and nursing will be looking for candidates.
 
A phase in period would be needed to make the change-over. This period
 
would allow for field placemnt of the health workers to the areas of
 
greatest needs. At the same time, an evaluation of all health worker
 
programs could be undertaken and completed. Other important issues to be
 
considered prior to a transition to a baccalaureate in nursing include
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(a) resolving with the University such issues as admission and graduation

requirements; (b) setting up the nursing faculty and reserving places for
 
nursing candidates; (c)resolving the financial issue of the need for
 
higher salaries for better qualified nurses; and (d)planning for the
 
upgrading of previously trained non-baccalaureate nurses.
 

5. Health Administration
 

The need for specially trained health administrators has been
 
recognized for some time. This need was stressed in the Fourth NDP as
 
one of the Plan's seven main objectives; that is, to expand and specialize

the Ministry's administrative and planning establishment. The MOH has
 
already estab.ished a planning unit of two economic/health planning

officers to 
improve the quality of policy proposals and projects, and to
 
coordinate sectoral development activities. The creation of an admin
istrative cadre is still needed 
to free medical staff from many of their
 
administrative duties at central and district levels. 
 The two planner

positions are currently filled by expatriate staff. While there is no
 
need for technical assistance in health administration since the overall
 
functioning of the planning, administrative, personnel, logistic, supply,

record-keeping, and reporting systems 
are currently functioning adequately
 
to support the health delivery system, training of high-level adminis
trators is needed to replace expatriate personnel. In addition, although

administrative functions are currently being carried cut by nursing
 
personnel at the district and hospital level, 
it is recognized that this
 
is the wrong type of person for the job and that training for district
level administrators is urgently needed.
 

Concurrent with the MOH plans to 
train health administrators and
 
its request for AID assistance, a health and hospital administration
 
program is being established on the Botswana campus of the Inst ute for
 
Development Management CBotswana, Lesotho, Swaziland) in response to needs
 
expressed by both government and mission institutions in Botswana, Lesotho
 
and Swaziland, as well as by AID/OSARAC in connection with the Swaziland
 
health project. The IDM was established in 1974 "to meet the mid-career
 
and senior management training needs of Botswana, Lesotho and Swaziland,
 
and to undertake research, consultancy and public education related to
 
training and development generally". The description of the health and
 
hospital administration course given in the 1978 IDM prospectus is 
as
 
follows:
 

This program has been designed for personnel identified
 
as present or potential hospital administrators or
 
secretaries and senior health administrators. The
 
objective of the program is to provide participants with
 
a thorough grounding in managerial practices as they apply

within a hospital environment and throughout the national
 
health system. The curriculum is designed to meet the 
specific needs of developing countries in central and 
southern Africa.
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The course will begin about January 1979, and will consist of one
 

full year of study. The year will be composed of three eight-week class

room sessions alternating with two twelve-week on-the-job training sessions.
 

The on-the-job estimated cost of training for each participant is
 

$4,200.00, and is all-inclusivc: 

Fees 
Board and Lodging 

Allowances 
Travel 

Health References and Teaching Material 

Project Consultation 

Miscellaneous 

Pula 960 

1,512 
168 

300 
300 
170 

30 

Pula 3,440 - $4,200 U.S. 

There is general agreement on the type and level of candidates
 

to be trained, i.e. the Executive Officer, an administrative official,
 

who should have O-level preparation, some training and/or experience in
 

administration, but no previous training in health administration. The
 

GOB recognizes the need for a professional administative cadre to relieve
 

RMO's, PHN's, matrons, council nurses, and other health professionals from
 

purely administrative duties in order to allow them to concentrate on their
 

professional duties. Nurses should not generally be considered for this
 

position because of the acute need for nurses at all levels in the field
 

of nursing.
 

General agreement has been reached on placement and employment
 

of health administrators in the hospitals and on the local councils. Two
 

points which still must be taken into consideration are: (a) whether on
 

the smaller local councils there is "room" for both council nurses and
 

health administrators; and (b) on the larger councils, where there is need
 

for both cadres, what the relative level of their positions should be.
 

However, since a local council administrator candidate would have to be
 

sponsored by the council, it will be the decision of the councils which
 

position is most relevant to their needs. For example, the Northeast
 

District Council, which already has a council nurse, is likely to retain
 

that position and not create a separate post for a health administrator;
 

while the Kgaligadi District intends to create an administrator post, but
 

no post for a council nurse.
 

In regard to the relative positions of the council nurse and the
 

council health administrator in districts in which both positions are
 

required, it is recommended that these two individuals be on more or less
 

equal footing, with -each reporting to the other, but with division of
 

responsibilities clearly defiued. The career structures of these two
 

cadres should also be separate and distinct. Separation of duties should
 
follow along the lines suggested in the job descriptions included in the
 

District Development Plan of the Southern District Council (see Annex M).
 
This District is the first to have created a position for a District
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Administrative Officer (Health) to replace a NORAD-funded technician
 
who worked for two years as District Health Administrator. A committee
 

has recently been established to review the proposed position descrip

tions of the Health Administrator and Senior Council Nurse (senior

level SRNM).
 

In those hospitals where executive officers have been olaced,
 

the functions of hospitzl administratnr and matron are clearly enough
 

defined to Introduce training programs. With upgrading through training,
 
it will be necessary to support and strengthen the position of the
 

administrator and to redefine the roleT of the administrator and the
 

matron.
 

At the time the PID was written for this project, support for
 

training at IDM was listed as one of the options for AID funding in the
 

area of health administration. Since that time the IDM course has been
 

under development and the momentum of demand for training health admin

istrators has increased in all health-related sectors in Botswana.
 

Because of the immediacy of the demand, and because the IDM course has
 

been tailored to meet this demand, training at IDM now appears to be the
 

most effective approach. It is expected that funding for mission can

didates will be obtained concurrently through a joint project of the
 

Association of Medical Missions of Botswana, the Private Health Associa

tion of Medical Missions of Botswana, the Private Health Association of
 

Lesotho, the mission institutions of Swaziland, and the Christian Organ

ization for Research and Administrative Trust. (CORAT).
 

In addition to training in-country, lower level health and
 

hospital administrators, there is a need to train, out-of-country,
 

one planning specialist to occupy the health planner position in the MOH.
 

It will be necessary to train one candidate at the Masters level in health
 

planning/economics. This candidate will be identified and placed in the
 
Ministry to work as a counterpart with the individual currently in the
 

position to be filled and then sent foi appropriate two-year Masters
 

programs in the United States.
 

Finally, in order to strengthen the planning capacity of the MOH,
 

it is reconmended that short-term training be programmed for statistical
 

assistants in the Health Statistics Division of the MOR. Currently a
 

Motswana statistician is being trained at the BSc. (and possibly MS.)
 

level. Additional junior staff will be given short-term training in
 

vital and health statistics (possibly at the U.S. Census Bureau) in order
 

to provide back-up for the chief statistician and to improve the quality
 

of statistical collection and analysis.
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6. Health Education
 

The Health Education (HE) Unit was established in 1973 with
 
to
assistance under the Meharry MCH/FP Project. The Unit is designed 


assist in planning the educational component of all health programs.
 

There are currently seven staff members in the Unit, including one expat

riate, one WHO consultant, two BSc.-level Batswana health educators
 

trained under the Meharry project, and two health assistants. Two Batswana,
 

the head of the Health Education Unit and the health education officer

designate for a regional post at Francistown, are currently training for
 

a diploma in Health Education at the University of Ibadan in Nigeria. One
 

other Motswana is completing a B.Sc. in the United States under Meharry
 

funding, and another candidate has been nominated for a BSc. under AID
 
each Regional
financing. There are plans for attaching a health educator to 


Health Team, but as yet no job description or positions have been created,
 

and training has not yet begun.
 

The HE Unit does not currently have either a long-range plan or
 

the capacity for planning. The Unit currently functions on an ad hoc
 

the various health programs.
basis, responding to requests and needs of 


Some of the .ervices provided by the Unit include proviling curriculum and
 

teaching input into training programs for the various health cadres,
 

developing audio-visual materials, and providiig assistance in running
 

There is need for adequate space
health campaigns and village seminars. 


for offices, graphics design, duplicating and other production equipment
 

and machines, and for screening audio-visual materials. The Unit has also
 

requested e(vipment to support these functions.
 

The needs of the Unit which can most appropriately be addressed
 

through the project are three-fold:
 

- assistance in long-range planning and program 

development; 

- construction of a facility designed to meet the 

special needs of a health education unit; and 

- further assistance in training.
 

To meet the needs in iung-range planning, the MOH has requested
 

short-term consultant services available at intermittent periods 
over
 

the life of the pruject to assist the Unit in preparing a plan and assist
 

Under the Meharry project, technical assistance
in its implementation. 

was provided to the Unit, and training of core personnel was carried 

out.
 

It is now time for these trained technicians to assume full responsi

bility. However, since little or no emphasis has been placed on plan

ning, it is appropriate that short-term technical assistance be provided
 

in this area and that further training be given in the area of health
 

education planning, both in-service by the planning consultant(s) and
 

long-term for two additional participants.
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The GOB has decided to train additional health education staff 
at the diploma level. Because of the difficulty of securing places for 
health education trainees in other African countries, and because of the
 
importance of appropriate training, the MOH prefers to train additional
 
regional health educators through in-service training provided by the
 
Central Unit. In order to staff all regions with persons trained in HE
 
within the next five years, beginning with those districts or regions
 
where the need is greatest (such as in the Southern and Kgatleng Dis
tricts, which are designated as pilot areas for the planned Environmental
 
Sanitation Project), the long-term services of a Health Educator will be
 
provided to develop the curriculum for an in-country health educati.on
 
training program and to assist in the teachiing.
 

The effective functioning of a health education progcam is
 
dependent on its ability to produce graphic materials. Since there are
 
no trained Batswana available to assume the position of gLaphic artist,
 
it will be necessary to provide (a) training in graphics and (b) technical
 
assistance in this area until the selected Motswana returns from training.
 
Localizing this position will complete the desired localization of the HE
 
Unit. A U.S. Peace Corps Volunteer Graphic Artist will be recruited to
 
serve in the HE Unit for the two-year period of participant training.
 

7. Nutrition
 

The Nutrition Unit of the M01 was established in 1973 with WHO
 
assistance. According to the Fourth NDP, its aims are "to develop
 
strategies and programs to reduce under-nutrithn, to establish social and
 
geographical profiles of risk groups, and to act as a functional liaison
 
unit between the MOH and other organizations involvcd in nutrition
 
programmes". The Unit is currently staffed by two Batswana diploma-level
 
nutritionists directed by the WHO Regional Nutrition Officer, who divides
 
his time between the countries under his puiriew. Because of the extreme
 
shortage of staff and because the Unit has very little equipment and no
 
vehicles, its activities are limited. Furthermore, the abilities of the
 
Unit staff are limited, due in part to the level of the staff's training.
 
The acting director of the Unit is scheduled to go to the United States
 
for BSc.-level training, which will further deplete the nutrition staff by
 
half.
 

The nutritional needs of Botsvana are as yet only vaguely defined
 
and based on intermittent research by different groups in scattered parts
 
of the country. It is partly for this reason that very little attention
 
has been given to the need to staff a nutrition unit adequate to plan and
 
run a nation-wide nutrition program. Yet from the existing research
 
results (and not all data has been analyzed) it is apparent that there is
 
an increasing problem with pre-school under-nutrition, especially in the
 
peri-urban areas. It also seems likely that increasing modernization and
 
accompanying social and cultural changes are having and will continue to
 
have increasing impact on dietary habits and child-rearing practices.
 

http:educati.on
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In addition to scattered research efforts, other nutrition activ
ities undertak-n outside the nutrition unit include establishment (2
 
nutrition rehabilitation units by local councils, feeding programs
 
sponsored by WFP, and the nutrition component of the MCH cliuics. Nutri
tion rehabilitation centers have been set up in Serowe, Tlokweng (out
side Gaborone, 1977) and Selibi-Pikwe (1978). These centers were set up
 
on local initiative, once the need had been identified by the health
 
staff in the area. Discussions with the staff involved in the running
 
of these centers reveal, however, that the centers are currently unable to
 
deal with thA, causes of poor child nutrition and a wider effort is needed
 
to respond to the problef. The WFP feeding program includes vulnerable
 
group feoding (through MCH clinics), school feeding, brigade feeding, and
 
si:pplementzl feeding of TB patients. Food supplements include CSM and
 
vegetable oil. The nutrition component of the MCH program includes food
 
distribution and nutrition smveillance based on the use of a weight
 
chart. Children identified as undernourished in the weighing program
 
are referred to a special "malnutrition clinic" held weekly, at which
 
FWE's, some of whom are specially trained, give nutrition education talks
 
and cooking dvaonstrations. UNICt: is currently planning a project to
 
strengthen these and other nutlition activiti.es at the local level.
 

The Nutrition Unit should be strengthened. The first and most
 
immediate need ig for staff development. The Nutrition Unic 5hould be
 
staffed adequately to plan and initiate a nation-vide nutrition program.
 
One nutrition officer will be sent for training in September, 1978, under
 
SAAST, antd two nutrition olticers will be sent for U.S. training (one for
 
B.Sc. and one for M.A. training) under the project. During the project
 
period services of two nutrition technicians will be required to support
 
ongoing and planned program activities and to direct the research and
 
planning fuuctions of the Unit. A nutrition planner will act as head of*
 
the Unit and will be primarily responsible for identifying research needs
 
and directing research efforts, selecting trainees and Unit staff, over
seeing all training and operational programs of the Unit, and for plan
ning and initiating the nation-wide nutrition program. The human nutri
tionist will be primarily responsible for conducting and supervising on
going surveillance and teaching programs, developing and conducting the
 
in-service education program for nutrition trainees, assisting in the
 
conduct of nutrition research, and implementing and supervising new pro
grams as developed. The assistance of both tec~znicians w1l be needed
 
for the four years of the project in order to carry out all operational,
 
training, and planning functions required for the development of a
 
nation-wide program and plan.
 

Staffing of the Regional Health Teams with nutrition officers
 
should be postponed until the nation-wide program is adequately developed
 
to provide direction and back-up. At such time as Regional Nutrition
 
Officer positions are established, it will be necessary to review the
 
qualificaticns and level of training required to carry out an effective
 
nutrition program.
 

http:activiti.es
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Second only to staffing needs is the need for research. Before
 

a full-scale nutrition program can Be implemented, it wil!l be necessary
 
to define more clearly the nutrition needs of the Batswana. This
 
research should be carried out under tte direction of the Nutrition
 
Unit. The establishment of a nutrition research unit at the University
 

is not aq-:ropr;ate at this time. This 77ype of research unit might be
 

recc,,aended at the end of the period, bat to establish such an entity
 
at this time would be prem.ture. Adequate provision is made in the
 
project to support :hIe action research necessary as a foundation for the
 

on-going pro.ram. Short-term consultants will be available to assist in
 
the design, _nplementation and analysis of :esearch studies. Such stud
ies may include nutrition s-urveillance, cross sectional nutrition surveys,
 

analysis of locally available foods, food availability, food distribution
 
and evaluation of on-going programs.
 

Support will be provided under the project for computer funds for
 

research analysis, for consultant services for research, for construction
 

of an adequate central Health Education/Nutrition Unit facility, and for
 

supplementary books and teaching supplies to complement those being
 

supplied by J:NICEF, to support the in-service training program.
 

8. FAA Section 611 (a)
 

An Engineering Analysis of the proposed construction activities
 

is attached in Annex L. The analysis shows that the proposed construction
 

is technically sound,sufficient planning has been made by the GOB and
 

cost estimatec are firm and reasonable. Therefore, it is concluded that
 

the project meets tLe Section 611 (a) requirements of the FAA Act of 1961,
 

as amended.
 

D. Administrative Feasibility
 

I. Government of Botswana 

This project will be implemented through the GOB Ministry of 
Health. The office of the Permanent Secretary will provide program
 

direction. The MOH senior-level staff responsible for Nursing, Health
 

Administration, Health Education, Nutrition, and Planning (individual
 
units/divisions in the MOH) will monitor the implementation of the pro

ject in their respective technical areas. They will work in a collabora

tive manner with the project technicians to pace project implementation.
 

The MOH organizational structure is adequate to support the project, and
 

the senior-level staff have the administrative capability to participate
 

effectively in the project. Administrative capacity of related minis

tries, the MOE and MLGL, in also adequate to provide support for the 

project.
 

The Project Paper has been reviewed in draft by the MOR. The 
approval in principle of the MLGL and the Ministry of Finance and Develop

merit Planning is also required to assure the GOB contribution to the project. 
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2. A.I.D.
 

Funds will be obligated through a Grant Agreement signed
 
with the Ministry of Finance and Development Planning. A PIO/T will be
 
issued for the implementation of the full scope of the contract except
 
construction and IDM training (Technical services, U.S. participant
 
training, commodity procurement and other costs). A Request for
 
Proposal (RFP) will solicit the interest of potential contractors. A
 
private firm or institution in the health field would b= most suitable
 
as the prime contractor, with sub-contracts let for participant training.
 
The tech,:iical skills required for the project are neither unique nor
 
unusual, and it is reasonable to expect that technicians can be recruited
 
in a timely manner. The complexity of the project will require, however,
 
effective and efficient home-ofiice backstopping. Each area of technical
 
expertise will have a team leader who will coordinate the outputs under
 
each component. An additional discussion is included below in Section
 
V.A., Implementation Plan.
 

The AID Affairs Officer/Gaborone will be responsible for
 
direct AID monitoring of the project. The Assistant GDO will manage the
 
project with technical backstopping from the RHDO in Mbabane. It is
 
anticipated that a Health Development Officer will be assigne' to the
 
AID Office beginning in FY 1980. This officer will then be the AID
 
project manager.
 

E. Environmental Concerns
 

An Initial Environmental Examination was not prepared at the
 
PID stages. The REDSO/EA Engineer on the project team has now prepared
 
an lEE which is attached as Annex N. The lEE discusses possible environ
menta impacts, concluding that (1) the project activities will have
 
little or no beneficial or harmful impact on the environment, and (2) con
4iruction of the health facility will follow environmentally sound
 
guidelines. Under -hese circumstances, neither an Environmental Assess
ment nor an Environmental Impact Statement are required. A Negative
 
qtermiuation is recommended.
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IV. FINANCIAL PLAN 

A. Project Funding Summary 

As indicated in the Project Funding Sumary below, the estimated
 
total cost of the project is $7,252,992. It is proposed that AID will
 
finance $5,530,992. 
 The GOB will contribute the equivalent of $1,722,000.
 

PROJECT FUNDING SUMMARY 

Foreign Local 
 Percent of 
Source Exchange Currency Total Total 

AID $4,551,720 $ 979,272 $5,530,992 76 

GOB - 1,722,000 1,722,000 24 

Total: $4,551,720 $2,701,272 $7,250,992 100 

B. Summary Cost and Financial Plan
 

The project costs and financial plan are summarized in the
 
Table I at the end of this Section IV., Financial Plan. Of the AID
 
contribution 82 percent represents dollar costs, and the equivalent of
 
18 percent represents local costs. The latter consists mainly of 
con
struction and administrative support costs.
 

SUMMARY COST ESTMATES AND FINANCIAL PLAN
 

C. Cost Analysis
 

1. Technical Services: 

The base salary for all long-term technicians' services has
 
been estimated at $25,000 per year. 
Most U.S. nursing personnel, health
 
educators and nutritionists earn between $22,000 and $24,000 per year.
 
The total cost of twfo years' services is estimated at $172,000 as indi
cated below:
 

Project Techniciaa's Services for 24 Person-Months
 

Salary , 
 $ 50,000

Post Differential at 10 percent 
 5,000

Benefits at 18 percent base 
 9,000
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Continued - Project Technician's Services for 24 Person Months
 

Travel to Post/Return a/ $ 28,000
 
Temporary Lodging 3,200
 
Education Allowance b/ 15,500
 
Guard Service ($100 per month) 2,400
 
In-Country Travel (air fare) 5,000
 
Furnishings (appliances and utilities) 11,280
 
R&R Travel (one trip)c/ 4,580
 
Overhead at 35 percent base 17,500
 

Sub-total 	 $151,460
 

Fixed Fee/Profit Campus Backstopping
 

at 15 percent (less overhead) 20,094
 

Total 	 $171,554
 

a/ 	Travel to post/return (family of 4)
 
Four one-way air fares with excess $ 4,000
 

baggage
 
Air freight one way at 700 lbs. 2,500
 
Surface HHE 6,000
 
Shipment of POV - one way 2,000
 

$ 14,000
 

Round Trip $ 28,000
 

b/ 	Education Allowance
 
One at post $ 1,150
 
One away from post 6,600
 

Each Year 	 $ 7,750
 

Two 	Years $ 15,500
 

c/ Four round-trips Gaborone/Athens at
 
$1,145 $ 4,580
 

For the purposes of estimating the project budget, the
 

technicianst services have been rounded to $172,000 per two year tour
 

or $86,000 per person-year. The most recent health contract, executed
 

in April 1978, came to $70,000 per person year. It was executed with
 

a small firm. Contracts with educational associations and institutions
 

have been running a slightly higher person year cost, over $80,000,
 
therefore the above estimates appear reasonable.
 

Consultant services are estimated at $7,500 per person-month.
 



-53

2. Participant Training
 

Long-term and short-term participant training costs for
 
ff 79 have been estimated according to the standard costs contained in
 
the guidelines for preparation of the FY 80 Annual Budget Submission
 
(Annex to AIDTO CIRCULAR 147). This comes to $13,200 per year for
 
academic training and $2,100 per month for non-academic. The project
 
inflation factor of 10 percent is essentially consistent with ABS
 
guidance for calculating future year participant costs. Round trip air
 
fare of $2,000 is included in every participant's initial funding.
 

3. Conmmodities
 

Commodities have been estimated as accurately as possible
 
from catalogues and from prices cited by MOH personnel. Estimated unit
 
costs per item are included in the illustrative equipment list (Annex J).
 
The cost of vehicles has been averaged at $10,000, including spare parts.
 
The Ford or Peugeot station wagons and the VW Combis will cost less; one
 
minibus will cost slightly more. All vehicles are manufactured in South
 
Africa.
 

4. Construction ($383,000)
 

The GOB Ministry of Works has estimated the cost of con
structing facility for the Health Education and Nutrition Units at
 
$243,000.4 is total includes the cost of construction materials, labor,
 
plus 10 percent for contingency and 25 percent for inflation. Also
 
included is the cost of constructing four homes at $35,000 per house. All
 
disbursements for construction will be handled on FAR method of
 
reimbursement.
 

5. Other Costs ($238,660)
 

Provision has been made in the budget for the following
 
costs for primarily administrative support: The local employment of a
 
clerk-secretary at a salary of $5,000 per year; the local employment of
 
a driver/mechanic at a salary of $1,500 per year; the rental of three
 
houseT for the project technicians at $4,500 per year each; vehicle
 
operation and maintenance at $1,500 per year for each vehicle; and ren
tal of an in-town project office at $4,500 per year. Additional annual
 
estimates have been included for the annual purchase of office supplies,
 
computer services and secretarial services.
 

The largest portion of Other Costs is to finance per diem
 
for in-country travel by the project technicians. In FY 1978 provision

is made for each technician to travel only 35 days per year (35 days/yr.
 
X $42.00/day X 10 technicians - $14,700). For the following years of
 
the project, however, the requirements for in-country travel will increase
 
considerably. Annual requirements for each technician are 
indicated
 
below and correspond to the type of job which the technician is performing.
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Average Annual In-Country Travel Requirements
 

Technician 	 Number of Days
 
Nurse Practitioner 
 45
 
Nurse Practitioner 
 45
 
Public Health Nurse 
 90
 
Nurse Educator (BEd. program) 30
 
Nurse Educator (EN program) 90
 
Health Educator 
 90
 
Nutrition Planner 
 90
 
Human Nutritionist 
 90
 
Administrative Coordinator 
 20
 

Total 	 590
 

Computation: 590 days/yr 
X $42.00/day = $24 ,780/year 

D. 	AID Obligations
 

The project will be financed incrementally from FY 1978 - FY 1981.
The summary of AID obligations by fiscal year is indicated in the Table 
II at the end of this section. 

SUMMARY OF AID OBLIGATIONS BY FISCAL YEAR
 

Additional tables listed below but found at the end of this

section provide the breakdown by project component on which the Summary

of AID Obligations is based. 
It should be noted that funding has been
 
provided only for one year of long-teru technicians' services in FY 1978.
 
This is required in order to remain within the established FY 1978 OYB
 
Level of $1.6 million. 
In 	order to fully fund a contract for long-term

technicians' stzices, U.S. participant training, commodities and other
 
costs, the FY 1979 obligation of funds must be made no later than the
 
end of the second quarter.
 

III AID OBLIGATIONS: SUMMARY BY COMPONENT 

IV AID OBLIGATIONS: NURSING FOR HEALTH SERVICES 
V AID OBLIGATIONS: HEALTH ADMINISTRATION 

VI AID OBLIGATIONS: HEALTH EDUCATION 

VII AID OBLIGATIONS: NUTRITION 

VIII AID OBLIGATIONS: PROJECT ADMINISTRATION 

E. 	 AID Expenditures 

The tables IX and X at the end of this section indicate esti
mated AID expenditures by fiscal year.
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IX SUMMARY OF AID EXPENDITURES BY FISCAL YEAR
 

X 
 AID EXPENDITURES BY PROJECT COMPONENT
 

F. GOB Contribution
 

The total estimated GOB coL:ribution to the project is
 
$1,722,000. Table XI indicates the contribution in participant train
ing, commodities, other costs and construction (value of the land site).
 
The GOB costs of supporting both in-country .nd U.S. participant train
ing have been calculated in considerable detail in collaboration with
 
the MOH Planning Officers. The contribution is shown by fiscal year and
 
on an expenditure basis.
 

G. GOB Budget for the Health Sector
 

The yearly percent growth of recurrent expenditures of all GOB
 
Ministries is limited by the Cabinet over the Development Plan period.

For the MOH the limit has been established at 12 percent per year; for
 
the MLGL the limit is 13.5 percent per year. This means that the average

yearly growth rate over the Plan period should remain within this limit.
 
In fact, growth rates have varied widely over the last Plan periods
 
(see Table XII), and the limit may be exceeded if overall budgetary
 
growth allows. If major departures from the limit are required due tc
 
large capital projects, such as the recent expansion of health facili
ties, the Cabinet may also increase the limit for the Ministry involved.
 

The implications of increasing staff and raising salaries must
 
be taken into account by both the MOH and MLGL in their plans for staf
fing health facilities. The major expansion of health facilities over
 
the past five years, requiring additional staff positions, and the large

increase in output of trained nurses projected over the next 7-8 years
 
will have a major impact on the recurrent budgets for bzh Ministries. A
 
further consideration will be the increase in salaries for nurse prac
titioners, public health nurses, nurse educators, and auxiliary health.
 
personnel trained over the next 5-10 years. Budget trends in the
 
recurrent and development expenditures by the GOB on health are shown
 
in Table XII.
 

Recurrent expenditures are financed from the GOB's general
 
revenue, while approximately 90 percent of development expenditures for
 
health are financed by foreign grants or loans. Table XII illustrates
 
that, during the period of the Fourth National Development Plan (1976
1981), percent increases in the MOH recurrent budget have fluctuated
 
from 22 percent between 1975/1976 and 1976/1977 to 10 percent between
 
1U76/1977 and 1977/1978, to 21 percent between 1977/1978 and 1978/1979.

The Fifth NDP is currently being prepared and should go into operation
during 1978. Recurrent growth limits have not yet been established for 
that Plan period.
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The large growth in capital or development expenditures in the
 
last two years reflects (a) the bulk of obligations for the expanded
 
building program financed by NORAD, and (b) the high limits established
 
by the Cabinet for development expenditures. It is anticipated that
 
1978/79 development expenditures will fall far short of the 2.7 million
 
Pula allowed, despite continued building under the NORAD and ADF programs.
 

Budget analyses (Kam, etc. al.) reveal that the majority cf
 
health recurrent expenditures are consumed by hospitals and that a dis
proportionate share of the total goes to the urban population. By pre
paring health personnel to staff the increasing rural facilities, this
 
project will contribute Lo correcting these imbalances. Overall, 46
 
percent of the total 1976 health expenditures by the Central Government
 
and District and Town Councils was consumed by personal emoluments
 

(salaries), not an extraordinary percentage considering the labor
intensive nature of health services. However, considering that salaries
 
consume such a large p-.tinn of the health budget, it is important that
 
personnel are as productive as possible in tneir jobs. This project will
 
contribute to increasing the productivity and effectiveness of nurses,
 
(whose salaries comprised 35 percent of total salaries paid to health
 
workers in 1976/1977). The project will contribute also to improving
 

the effectiveness and efficiency of the total health system through the
 
training of health administrators, health educators, and nutritionists.
 

The contribution of the GOB to the project is summarized in
 

Section IV.F. The recurrent cost implications for the GOB include
 
salary increases resulting from retraining progrLms. The retrained SRNM
 
who has received a diploma in PEN or as a nurse practitioner would
 
receive two salary increments, -,r approximately P350 per year more after
 
completing additional training. The added cost of employing a B.Ed.
qualified nurse over the cost of employing a clinical instructor (SRNM)
 

is approximately P1,000. Nurse participants trained out of country at the
 
Masters lev'l will earn an estimated additional P1,500 per year on return.
 
Costs of training and employing health administrators, health educators,
 
and nutritionists will catse very little change in the recurrent budgets
 
of the MOH and the MLGL. Salary increases for auxiliary health personnel
 
are estimated to beaquivalent to those for nuring personnel; i.e., P350
 
for a diploma, PI,OOO for B.Sc., and P1.500 for MS training.
 

Table XIII illustrates recurrent costs to be absorbed by the
 

health sector resulring from training provided by this project. For
 
illustrative purposes, these costs are totaled and the cumulative yearly
 
increase compared to the projected MOH recurrent budgets 1980-1984. By
 
the end of the project (1983), the total cumulative increase will be
 
approximately 1 percent of the recurrent budget.
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TABLE I 

SIIMMAIIY COST ESTTMATES ANb FINANCIAL PI AN 

SOURCES ATD GOB 

USE FOH E I (.N
EXClIAN(;F L.(AI.

C{(ifItE CY F . F .+4 GRAND 

COSTS (CuSTS TOTAL COSTS CURRENCY TOTAL TOTAL. 

Technical Services $3,103,5OO $ .- 13,1o3,flOo - $ - $ - f3,1'3',(0 43 
Participant Training 657,600 134,400 792,000 - 1,442,000 1,442.00 2,234,000 31 
Inmmcod I t , e s 32 , 0(0m0,00( 92 , 00m - 6.000 6, (0(o 98,*000 1 
Construction - 383.000 383,000 - 10,000 10,000 393,000 b 

Ot.ther Costs - 938,660 238,660 - 264,000 P64,000 5O',fi'O 7 
Contingency (10%) 379,310 81,606 460,916 - - 460,916 6 
Tnflation (10%) 379,310 81,606 460,916 - - - 160,916 f, 

Total $4,551.720 979,272 5.530,992 - 1,.722,000-' 1,722,000 7.252.992 100 



SUJMMARYo) AI[D 

FY 1978 

TECIIN]CAL SERVICES
 

(9 l.orng-Term Technicians 
and Admin- 774,000 

IR .t141iye Coord irnot.or) 

(45 pm short-term) 

PAHTICTPANT TRAINING
 
(14 Long-Term; 4 Short-Term) 33,b00 


COMMDII TI IS 
 92,000 


CONST FIIlT 1ON 383,000 


OTlIti CoSTS 
 52 ,600 


Sjb-Total 1.335.200 
CONTIN;F:NCY (10%) 133,520 

INFLATTON (10%) 133,520 

GIAN) ToTAL. 1,602,240 


TAI.E I I 

O BY)II.I(;ATIONS-


FY 1979 

939.000 


427,600 


-

-

62,020 


1,428.620 


142,862 


142,86? 


1,714,344 


FISCAL YEAR 

YY 1980 

1,338,.500 


257,600 


62,020 


1,658,120 


165,81? 


165.81? 


1,989,744 


Vy 1981 

.2.0(10 


73,P0(0 


62,020 

187.220 


18,722 


18,722 


224,664 


e
Pag So
 

3,103.5410 

792.0on
 

92,000
 

383,noo
 

238.hb0 

4,609.160
 

460,916
 

460,916
 

5.530,99?
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TABLE III 

AID OBLI(;ATIONS: SUMMARY BY COMPONENT 

NURSING FOR 1IEALTI S,.(VICES FY 1978 FY 1979 FY 1980 FY 1981 TOTAL 

Terhnical Setrvices 
ParLicipat Training 
(:Cmmojdi t i es 

HE A [.TII ADMINISTHATION 

Sub-Tota 

4(1.000 

%f,,370 

480,370 

430,000 
2 14, F0( 

--

(144 

660,000 
113,600 

1)0(1973, 0 

-
39,600 

-

39,60 4,-443"J 

1 720,00f) 
368.000 
S6,370 

Techinica) Services 
Participant Training 

Commod ities 

IIEAL1'' EDUCAT]ON 

Technical Services 
Pnrt.lcipa-, Training 
Commod tier 

Sub-Total 

33,600 

..... 

33,600 

86,000 
-

23,930 

. 

93,200 

)3,200 

]4f,OO, 
91,200 

-

62,800 

62,800 

52,500 
26,400 

-

33,600 

33.600 

-

223,200, 

2"-23, 00 -

04, .00 
117,600 
23,930 

NUTRITION 

Technical Services 
Participant Training 
Commodi ties 

Sub-Total 109,930 

17P,000 

i,700 

237,200 

27,(00 
;2i1,.1o) 

-

78,900 

419,000 
9)d ,aO 

-

-

45,000 
-

426.030 

913,000 
83,200 
11,700 

Sub-Total 173,700 305,400 473,.0)o 45,oO 937,900 
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TABLE II1 (Coreli nued) 

PROJECT ADMINISTRATION FY 19711 F 197 FY 1
9 
80 FY 1981 TOTAL_ 

Technical Services 

Par-tJcipanrt Training
Conrtruct itn 

IfI/Nut r It i o nreI1 i t 

86,000 

383,000 

1.4, . M 7,00() 7,000 18b, OO 

3 0383,000 
4 Technician houses

Coodities 
(GtherCosts 

10,000 
5P ,1.0o 62,020 62,020 

-
62,020 

10.000 
238,660 -

Sub-Total 531,600 148,020 69,020 69,020 817,660• 

Sub-Total 
all Com-

ponents 

of 
1,335.200 1.428,6,

20- 1,658.120- 187,.'0 4.609,16(1 

Contlngencies (il.) 
Inflation (10%) 

133,5?41 
133,5,0 

142,862-
142,86? 

165,81P 
165,812 

18,722 
18,7?? 

460,916 
4e0,916. 

GRAND TOTAl. i6412,240 1,714,344- 1,989.744 224,664 5,530,99 
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TAB.E' IV 

AI) OBLIGATION;: NUNSING FOR III'A.TI SERVICIFS 

TECHNICAL SERVICES FY 19'H FY 1979 FY 1980 VY 1981 TOTAL 

Longj-T'ra, 

Nurse Practitioner (4 years) 86.000 86,00) 172.000 - 344.000 
Nurse Practitioner (4 years) 86.000 86,04,f) 172,000 - 344,0001 
Public Health Nurse (4 years) 86,000 86,000 172,000 - 344.000? 
Nurse Educator (BED) (2 years) 8s,00)o 06,000 - - 172,00() 
Nurse Educator (NE) (4 year;) bt,(()0 86,000 172,000 - 344,000 
Nurse Educator 1.S;() (2 Veas - 172,060' 

- - 17;',O0u, 

Sub-Total 430,000 430,0()0 860,000 - 1,720,00(1 

PARTICIPANT TRAINING 

Nurse Practitioner (5 years) - 30,400 28,400 13,?00 77,000 
Nurse Educator (2 x 2 years earh) - 60,800 - - 60. 000 
Nursing Service Administration - 62,800 28,400 - 91,.0f. 

(3 for 2 years each) 
Nursing Service Administration - CO. H8) S6,800 26,4(.0 . ooe 

(2 for 5 years each) -------

Suh-Total - |4,80() 113,600 39,600 360,000 

CONNODITIES 

Teaching Aids 16,370 - - - 16,37(1 
VehiIles (4) 40,000 - - - 4, o000 

Sub-Total 56,370 - - - 56,70 

TOTAL 48b.,370 *44,8000 973,600 39,600 2,144.370 
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TAIqLE V 

AID OBLICATIONS: HEAlTH ADMINISTRATION 

FY 1978 FY 1974 FY '48O FY I1.81 TOTAL 

PARTICIANT TRAINING 

L Te-Trm U. 
liuaith Planning (2 y.nseo) 30.400 30.400 

Slhort-Term 

Slatistlfru 

Short-Term 

fiDm Course 

If ,.S,. 

(4 for 6 wont.hu each) 

In-Countrz 

(8 pe.- ycnr x 94,2(0 each) 

-

3 },600 

2Q.?0O 

33.3,(it) 

79,PO0 

33.601 

-8.no 

33.6001 134,400 

TOTAL (All
 
Training) 33,600 93,,i30 62.800 33,600 223.200 



TARI.F. V1 

AID OBLIGATI : lhEALT k-I)UCATION-

TECIINTCAI. SFRVICFS FY 1178 F y 14}79 FY I9JA FY igg1 TOIl. 

Long-Te Ir 

Ilealti: Educatlun (2 Years) 86O00 S5,o00 - 172,0 -0 

Short-Term 

Ifealth 9ducator (15 months) 

(397,500 per month) 
iOOO lso0 112,500 

Sub-Total 86,000 14(i,000 52,500 - 284,5, O 
PARTICIPANT TRAINING 

L±OU-Term U.8. 

Hlealth 9ducation (4 years) 
lealth Educ t ion Planning (2 
Graphic Arts (2 yearn) 

years) -
30,400 

30,4L0 
30.400 

26,400 

-
-

. 

-

-

S6.81,0 

30,400 
30,40( 

Sub-Tot ai - n!,200 76.400 - 117,600 

A-V Equipment 
Vehicle (1) 

and SupplieR 13,1130 
I( ,Oo-

-
-

13,530 
10,00O 

Sub-Totail 23,9:(i _ - - 23,93(0 

TOTAL 10n.930 F)9,20f0 78,900 4p6,03• 



Pse 64 

TABILE VIl 

AID OBL1(ATINs: N1I l TIwON 

TECIINICAL SEIVICES 
Y 1!)713 FY 1979 FY 198o1 IY ;98l TOTAL 

Long-Term 

Nutrition Planner (4 years)
Nutritionist (4 years) 

86.000 
86,000 

86,00o 
86,0 

172,00(1-
17,000344.000 344,000 

Short-Term 

NuLl'ition llecenrcla (30 morI.hjR) - 105,00o 75,o000 4S.0P 0o 
Sub-Total 172,000 P77,000 419,00(1 d5,000 Ql ,0rIO 

PARTICIPANT THAININGP 

Nut*rition 
Nutrition (4 years)(2 years) 

P8,400 
.,,2- ,0P0. 

26,400 
28,400 

- .4.000 

480 

COMMODI TIKS u-r1.1 28005.fo 

Teaching Aids 
1.700 _-

1,70 

TOTAl. J73,700 305 ,401) 473,8)(} 4500) 9 4J7,900 
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7AILE VIIi 

AID 0bL[;A'rpiwtr 
 PROJECT ADTNISTRATION
 

TECIIH|CAL SERVICES FY 1978 FY l'174 FY 1980 FY 198i TOTAL 

Admizistration Coordination 

(2 years U..., 2 years lo,.a) hire) 

80,0)()0 86,000 7,000 7,0L)u 186,00 

C(NNODJ TI S 

Vehicle (1) 10.000 
O-10O0i 

CONSTRUCT ON 

Office Huilding 
A hlo0aaea 

243,000 
140.000 243.000 

140,000 

Sub-Total -R3,000 
383, 94J 

OTHERI COSTS 

Clerk-Spcretery (5.000 per year X 4)
Driver/Mechanic (01,50O per year X 4) 
llousina Rental (3 X 04.500 per year)
Vehicle O&K (01,500 peke year X 6) 
In-Country Travel 
Project Office Rental (I X 04.500/year) 

( O f ic e S up p l i e s 
Computer Services 
Secretnrial Services 

5.000 
1,b(Oc' 

13,0SOO 
9,00t. 

14,700 

4,500 

2 , 0 o o 
1,400 
1,000 

5.000 
1,500 

13,.S1) 
9,000 

25,620 

4,500 
o O 

tiAm) 
,ioo0 

5,000 
1,500 

13,500 
9,000 

2S,620 

4,500 
S o o 

,4m) 
1.000 

5,000 
1,S00 

13,50c, 
9,000 

2",620 

A5,W 
S O O 

I 00 
0efO 

70,0(10 
6.0001 

54,000 
36,000 

91,560 

18,000
3 5 0 

3, 
4, .. 

Sub-Tota 52,600 62.020 62,020 62.020 .138.660 

TOTAl. 1 n, 148,02a 69,020 69,020 817.6160 



SUMHY OF AID 

'AW!,. IX 

EXI'ENI)ITURES BY FISCAL YEAt 

P'At~e 4,e, 

FY 1978 FY 1979 FY 1980 FY 1981 FT Iq FY 1983 IFY 1984 TOTAl. 

Technical Services 

Participant Training 

Comiulties 

us(rtin383,000 

Other Costs " 

-

-

-

-

249,833 

37.000 

60,OO 

48,660 

863,000 

168,0() 

32.000 

38 .054,o0 

851,500 

267,400 

-

-

54,(xx0 

730,5M 

207,80 

50,0o) 

408,667 

77,800 

-
32,Ox0 

-

34.000 

-

-

3,l(13,OO 

92,0m 

383.00 

2 M,660 

inflationl (lOZ) 

Sub-Total -
-

-

395,493
39,549 

39,549 

1,5O,oo 
150,OOo 

150.(OX 

1.172.90L 
117,290 

117,29o 

988,3O 
98.83G 

98,830 

518,467 
51,847 

51.847 

34.000 
3,400 

3,400 

460,91b 

46.916 

GRAND TOTAl. 474,591 1,8()o,Oo(0 1,407,48t) 1.185,960 622,161 40,80) 5.5"k1,992 
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TABLE X 

AID EXPENDITURES BY COMPONENT 

FY 1979 FY 1980 FY 1)81 FY 382 FY 1983 FY 1984 TOTAl. 

Nursig fa,, IHealth Services 
Terhnical Services 
Participant Training 

Commodities 

143,333 
6,000 

40.000 

430,000 
80.000 

16.37 

430,000 
119,00o 

-

430,000 
81,000 

_ 

286,667 
48,000 

-
34,000 

_ 

1,7PO.000 
368,000 

_.6 370 

Sub-Total I 189,333. .iPb,370 549,000 511,000 334,667 34,000 P,144,370 

Ileal.s1i AdminiatraLion 

Te:hn Icil Services 
Participant Training 
Commodi ties 

..... 
29,000 52,400 79,400 

. 
58,800 3,600 223,PG0 

Sub-Total 29,000 52,400 79,400 58,800 3,600 - ?23.200 

Healt FducaLion 
Technicd Bervlcen 
Participanat Training 
Commodities 

28.000 
1,000 

J0oooo 

100.WOO 
!0,6)) 

_1393o 

110,000 
42,000 

46,500 
40,000 

-
14,000 

-
-

P54,500 
117,600 

3 L2 !!_ 

Sub-Total 39,300 134,530 16?,000 86,500 14,000 - 426,030 

Li4on 
TerlmnIcal Services 
Participeant Training 
tomn i 11. is 

57,000 

1,00 
-

247,000 

15,floo 
.12-

2'.7,0() 

27,000 

?41,000 
28,000 

-

115,000 
12,200 

-

-
-

913,000 
03.20f) 

.I 7 
_ 

,Sub-Total 58,000 263,700 274,000 275,000 127,200 - 997,.qf0 

Erojttt Admnijit rat I o,, 
Technical Sea-vles 
Pnrtic.psnt Training 
Cons tr .I onh 

Cfommodit is a 
Other Cosis 

Sub-Total 

21,500 
... 

-

10,000 
48 660 
80,160 

Hti0(0 

383,000 

-
1,4.,00 
523 ,000 

64.!O(1 

.... 

5 4;(00 
118,501) 

-

7,000 

-I-.-lo 

50.000 
57.007i 

7,000 

32 000 

-

-

186,1)00 

303,000 

238 660 
I~~ 



TABLE X (Cont Intied) 

page rtf 

FY 1979 FY 198o FY ! 9H) FY 1962 FY 1983 FY 1984 TOTAL 

Sil-TOTAL OF AL. CONPONENTS 

C.ntieigenry (10%) 
Irflatlon (10%) 

395 493 

39.549 
39.549 

1.' ,(0).O00 

I%0,O0() 
150.,000 

.1"72.900 

117.290 
117,290 

988.300 

98,830 
98,830 

518.467 

51.847 
51.847 

34,000 

3,400 
3,400 

4,609.160 

460,916 
460,316 

GIAND TOTAL 474.591 1,000.000 1.407,480 1.185,960 b22.161 40,800 5,530,992 
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TABLE XT 

GOIJC 1fl2IIN I An EQIIIVAt.FNT 
Techr,1 Ij.eovicea FY 1978 FY 1979 FY 1980 FY ;98I FY 1982 FY 1983 FY 1984 TOTA1. 
Par ticil~avIt T ra ini njg L 

'2-uI__iIIEfur l1ei.th Services
 

Nurs, Pinctitioner 
(5 years)
Nsi'se d (2 X 2 

- 4,392 1,098 1,098 3.098dcator years each) - 1.098 8,784-Nursing Service 8.784 2.196
Admin. (2 X 5 yrs. ea) - _- 10,98- 8,784 2,196 2,196 2,196
(2 X 2 yrs. va) - 2,196 ,568- - 8,784 2,196 -
(I X 2 Yrn.) - 10.980-
- 4,392 
 1,098  5.490
 

I n-CountI ry Nur.se Prr.11t ioner (60 X I year ea t) - 87,840 87,840Publ Ic lealth Nurae (60 X I Year 87,840 87,840 enci) - 351,36U- 87,840 97.840 87,84) 87,40 - 353.360 
Nurse Ed;ucetc)r 1:1(32 X 3 YearsFirst grok.,p (8) each) 

59,536 33,184 33,104
Second group (8) 
l, - 59.536 - ?5.904 

Third group 33.184 33.184(8)  - 125,904- 59-536 33,184FoJrLh group (8) 33,384 -  12F,904
- 59536 33,184 33,184 -

a/ Ti,, I(08 pays salary for the first year of training, nnd P900 (#l,Oql) allowanre for each subsequentnursro salary ia etimatd at P3,600 
year. An average

(%4,392) per year.b/ utF.lntrPd coats for nurse practitioner t.rainiing 
is P1,O0 ($1,464), 
plus aalary at P3,600 (04,392) $5,856 per year.c/ Sa r P1:1.600 (#4,39?), allowance = P900 ( 3 ,098), Trnioing ints T'P.500 ($3.050) p-tr year. 



TABLE Xl (Continued) 
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|Ie ] th Administrationl 

FY 1978 FY 1979 VY 1980 FY 1981 FY 1982 FY 1983 FY 1984 TOTAL 

Health 

U.S. 

Lon!gTe rm d/ 

Planner (1 X 2 years ) 3,6(C( t,098 4,758 

Short-Term e 

StaLatical Aasistancts (4 X 6 mo each) - - 1,830 1.830 3,660 

In-Country 

ilealth Administrators 
(8 per year) 

f/(32 X 
--

I yr. e) 
yr22,90O 

- 29,280 9 ,?0 9 .80 P9 .P O 

IIta:lth Education 

II. S. 
flealth Educator -/ (1 X 

(1 X 
O*raphic Art.ilat (1 X 

4 jru) 
2 Tra) 
2 yr.) 

-

-

-

-
-

-

-
1.098 

3,660 

3.660 
1,098 

1,098 

1,098 
-

1,098 

-
-

1,098 

-
-

ti,954 

4,750 
2,196 

In-Country 
Health Educator '/(8 X I yr Il-service) - 6,832 6,832 - - 13,664 

Nutr Lion 

Nta(rltitIijit - (I 
1I 

X 4 yr.) 
X 2 yral 

-

-
3. 660 

-
1,098 
3,660 

1,098 
1,'sB 

1,098 
-

6,.54 
4,7!.8 

S, 
* 

d/ Salary 
Salary 

F;ulry 
/ Slary 

-. P3,000 ($3,660) per y'ur 
PI,500 (1,830) per 1prar 
P3,000 (03,660) per yea.r
Pi.A10 (11.708) per year 



- -
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- -
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- -
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In-(Countr 

/

Nutrition Trainees (10 X t yr)I
 

C(Nff)t 


OM_______IT 

OTHIE COSTS 

Office Space 

(luaroomas 


Secretarial Services (3.3 Secretaries 

at P)oo ($3.660) 1 4 yre) 

Utiliftie 

Frrnishinga, including stova 

:ONSTNIX:I [ON 

and mite lor facility for HE/ 

nutrition units
 

GRAND TOTAL 


I/ Salary - r 1.400 ($1.706) per year 

r'Y 1978 


-

-

-

-

-


-

-

59.536 


FY 1979 


-

ITiI 


1-400 


20,000 


20.000 


12,078 


250 


50,(M0 

10.00) 


235,728 

FY 1980 


3,416 


S
 

1.4 

20.000 


20,000 


12,078 


250 


-

427.*,68 

FY 1981 


6,832 


1.400 


20,000 


20,000 


12,078 


250 


5,OO 

431,614 

FY 1982 


6,832 


1400 

20,000 


20.000 


12,078 


250 


-

346,162 

FY 1983 Fl 1984 


SUBTOTAL 

SUBOTAL 


-

SUBTOTAL 


-

SUS101'AI. 

215,452 4,392 


Pate." " 

TOTAL
 

17,0?6 

. 42. .. 

5,600
 

$0,0c0
 

6.O00
 

48.312
 

o,000
 

55.(m0 

264.312
 

10 00
 

10,0M0 

1,721,452
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EXPENITUR~E BY am GOrEREWr INHEAIIMOOo s Pula) 1 PulaI - $1.22 
ASCurrert Ebxmdvt..e 

10 

Other Mnistries 


I of total goverment 
recurrent budget 

[Deunit Ependiitres 
• JHa/. 

KAMWater Affairs 
Other cetral Qwernwt 

I of total goewnav t h/development budget 

1973/74 

1,838 
575 

2 11-

1974/75 

3,079 
721 

- 3,800 

1975/6 

4,001 
.834 

4,835 

1976/77 

4,885 
1,092 

5,7r 

1977/73 

5,467 

L978 

6,631 

5.9% 6.1% 6.7% 7.0% 

63 

100 
251 
38 

452 

425 

777 
993 
349 

...2.,51U 

398 

515 
1,031 

10 

2, 

300 
1,069 
1,505 

1,400 2,723 

1.5% 7.8% 5.8% 7.5% 

Fure for 1973/74 - 1976/77 re taken.fo-

byFigure s ,r 1 7 / 4 - 1 7 / 7 a e t k n f i 
 "Financing ofby0Istle,(1irray Health Services in Botswana Health",Figures for P. Kam, 10M Chitef l'lannlrq Officer, preared1977/78 - 19 78/79 rec rent ex diturs et al)l, August, 1977.and for 1978/79 development exenditurebased on M10 estimates in March, figure is1978 for the EY ending 31 March. 

Y/ Figures dD not include the value of donated foods. 



TABLE XIII
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GOB RECTIRRENT COSTS RFs;II'rN(; FROM 
1980 - 1984 

PROJECT TRAINTNG (IN PUIA) 

1 Pula = V 1.22 

1980 9I1Y 1982 1983 1984 

Salary increases for 
gradutates of 11. S. 
TraI li ig Programs 

2 Statistical A.sts. 
(Diploma)X 350 = 
700 

2 Nurse Ed (MS) 
X1,500=3,O00 

2 Nursing Serv. 
Adniin. (MS) 
Xl ,500=3,000 

I Nurse Prac. (MS) 
X ,500=1,500 

1 I. Planner (MS)I 
X],500=1,500 

Nutritionist. (MS)3 Nurse Serv.Admln. 
XI,500=1,500 XI,500=4,500 

I Graphic Artist 
(Dip) 
X350=350 

1 1I. Ed. (MS) 
X1,500=1,500 

2 Statistical Asat. 

X350= 700 

I Nutritionist 

XlOoO=l,OOO 

(HS) 

Salary tncreanes for 
graduatee of In-Country 

Training Programs 

8 I.Admin. 
X3502,AOfO 

15 Nurse Pra. 
X350=5,250 

15I PIINIS 
X350=5,250 

15 Nurse Prec. 
X350=5,250 

15 PIIN's 
X350=5,250 

15 Nurse Prac. 
X350-5,250 

15 PHNIs 
X350=5,250 

15 Nurse Prac. 

X350=5,250 

15 PIINI 
X350=5,250 

P Nurse Ed. 
X1,000=8, ( 0 

1, Nurse Ed. 
X,000=8,000 

8 Nurse Ed. 
XI,O(0-8,000 

8 Nurse Ed. 
XI,000%8,000 

8 !1. Adm. 
X3fi0=2,800 

8 H. Ed. 
X350=2,800 

8 11. Ed. 
X350=2,800 
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TABLE X 11 

1980 19tV' 1983 1984 

4 H. Ed. 
X350=1 '4 1) 

4 ff. Ed. 
X350=1,400 

4 Nutritionist 
X350=1,400 

Asst's 

2 Nutrition 
Asst's X 
350=700 

4 
AssL' X 
350=1,400 

Yriir]y Increase 

CumuIative Increase 

Projre:ted Moil Recurrent 
Bu'dgte t 

Cimulative Twcrease as 
of Recurrent Health 

fludge t 

P2,RO)o 

P2,800 

P8,318,0cnl 

2.1% 

P ?4,1(10 

P 26,qO() 

P9,316,000 

.3% 

P 29,650 

I' 56,550 

P10,434,000 

5.5% 

P 27,200 

P 83,750 

P11,686,000 

"7.5% 

P 27,000 

P]]0,,750 

P13,088,000 

8.5% 
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V. IMPLEMENTATION ARRANGEMENTS
 

A. Implementation Plan
 

The project will be implemented through a contract with a private
 
firm or professional organization in the health field. Selection of the
 
contractor should be based on the capability and commitment to implement
 
all components of the project, on the degree of expertise available for
 
the long-term technicians' services and on the ability to piace Batswana
 
candidates in high-quality training programs in U.S. health programs The
 
GOB/MOH must be included in the final selection of the contractor. Final
 
acceptance will depend on the proposed contractor's ability to place the
 
personnel whose curriculum vitae were submitted in the proposal. Any
 
personnel changes, either for initial placement or for replacement, will
 
require GOB/MOH and AID approval.
 

The Implementation Plan is based on the arrival of long-term tech
nicians no later than June 1979. This scheduling allows three months for
 
contractor selection and two months for contract negotiation and signature.
 

Date Action Agency
 
1973
 

June PP submitted to AID/W for approval OSARAC
 
July PP approved AID/W
 
Aug B.Ed. program for nurse educators GOB/UBS
 

begins with 8 candidates
 
Sept Grant Agreement signed OSARAC/GOB
 

1979
 

Jan Contractor selection AID/W-GOB
 
Construction contract out for bid GOB
 

In-country training in health adminis- GOB-IDM
 
trations begins with 8 candidates
 

Apr Contract signed AID/W
 
Participant selection underway GOB
 
Construction of HE/Nutrition facility
 

begins
 
June Project technicians arrive: Contractor
 

Nurse Practitioners
 
(2) Public Health Nurse, Nurse Educator
 
(2) Health Educator, Graphic Art (PVC)
 

Nutritionists (2), Admin Coor.
 
Aug 	 Second group of 8 B.Ed. candidates GOB/MOR
 

enter UBS
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Date Action 
1979 - continued 

Sept Short-term consultant in health educa-

tion arrives for first visit
 

Participants depart for U.S. long-term 

training: nurse practitioner
 
(1), nursing education, nursing
 
service administration,
 
(2), health planning, (I),graphic
 
arts (1), nutrition (1)
 

Oct Commodity lists prepared and order 

placed
 

Curricula for Nurse Practitioner and 

Public Health Nursing programs
 
completed
 

Nurse Practitioner and Public Health 

training programs begin
 

Dec Construction of HE/Nutrition facility 

completed and occupied
 

Eight health administrators graduate 

from IDM and are placed
 

1980
 

Jan Second group of eight health adminis-

trator candidates begins training
 
at IDM
 

Short-term nutrition consultant(s) 

arrives for first visit
 

Apr Participant selection under way 

Aug Third group of eight B.Ed. candidates 


enter UBS
 
Fifteen Nurse Practitioners graduate 


and are placed
 
Fifteen Public Health Nurses graduate 


and are placed
 
Sept Participants depart for U.S. long-term 

training: nursing service admin (2), 
health education (2), and 
nutrition (1) 

Oct Second cycle of Nurse Practitioner 

and Public Health Nursin; progrm
 
begins
 

Comodities arrive, are inventoried 

and put into use
 

Dec Eight health administrators graduate 

from IDK and are placed
 

Agency
 

Contractor
 

GOB-Contractor
 

Contractor
 

Contractor
 

GOB/MOH
 

GOB
 

GOB/MOH
 

GOB-IDM
 

GOB-Contractor
 

GOB/MDH
 
GOB/MDH
 

GOB/MOH
 

GOB/MDR
 

GOB Contractor
 

GOB/MDK
 

GOB/MIW-Contractor
 

GOB
 



1981 
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Date Action Agency
 

Jan Third group of 8 health administrator GOB-IDM
 
candidates begins training at IDM
 

Apr Participants selection underway GOB.IMOH
 
June Nurse Educator (curriculum specialist) Contractor
 

arrives
 
Mid-term project evaluation GOB-AID-Contractor
 
Batswana participants return from U.S.
 

nurse educator (2), health plan (I),
 

graphic arts (I)
 
Returning participants placed GOB/MOH
 

July Nurse Educator (at UBS) departs; GOB-UBS-Contractor
 
B.Ed. program localized
 

Aug First group of 8 B.Ed. nurse educators GOB-UBS
 
graduate from UBS and are placed
 

Fourth group of 8 B.Ed. candidates GOB/MOH-UBS
 
enter UBS
 

Sept Fifteen Nurse Practitioners graduate GOB/MOH
 
and are placed
 

Fifteen Public Health Nurses graduate GOB/MOH
 
and are placed
 

Partcipants in nursing service GOD/MOH
 
administration depart for training
 

Oct Third cycle of Nurse Practitioner GOB/MOH
 
and Public Health Nursing programs
 
begins
 

Dec Eight Health Administrator candidates GOB
 
graduate from IDM and are placed
 

1982
 

Jan Fourth and last group of 8 health GOB-IDM
 
administrator candidates begins
 
training at IDM
 

June Batswana participants return from U.S. GOB/MOB
 
and are placed: nursing service
 

administration (2), health education
 
(1), and nutrition (1)
 

Aug Second group of 8 B.Ed. nurse educators GOB-IBS
 
graduate from UBS and are placed
 

Sept Fifteen Nurse Practitioners graduate GOB/NOR
 
and are placed
 

Fifteen Public Health Nurses graduate GOB/MDE
 
and are placed
 

Oct Fourth and final cycle of Nurse GOB/MOE
 
Practitioner and Public Health
 
Nursing progras begins
 

Dec Eight health administrators graduate GOB
 
from IDM and are placed
 



Date 
 Action 	 Agency

1983 

June Project technicians complete tours of GOB/MOH-Contractor
 
duty: Nurse Practitioners (2),

Public Health Nurse (1), Nurse Edu-
cators (2), Nutritionists (2)
 

Batswana participants return from the 
 GOB/MOB

U.S. and are placed: nursing service
 
administration (1) and nutrition (1)


Final Project Evaluation 
 GOB-AID-Contractor
 
Aug 
 Third group of 8 B.Ed. nurse educators GOB/MOH-UBS
 

graduate and are placed

Sept Fifteen Nurse Practitioners graduate GOB/MOB
 

and are placed
 
Fifteen Public Health Nurses graduate GOB/MOB
 

and are placed
 

1984
 

June Bats'aana participants return from U.S. 
GOB/MOH
 
and are placed: nurse practitioner
 
(1), nursing service administration
 
(2), and health educator (1)


Aug 
 Fourth group of 8 B.Ed. nurse educators GOB/MOH-UBS
 
graduate and are plazed
 

B. Conditions, Covenants and Negotiating Status
 

The Project Paper has been rpriewed in draft by the Ministry of

Health and formal draft has been submitted to the MOB and Ministry of

Finance and Development Planning. 
Upon their review and cleararces from
 
all relevant GOB ministries the GOB request for assistance will be for
warded to OSARAC.
 

The Project Agreement will contain, in substance, the following
 
covenants:
 

1. 	The Grantee will provide, on a timely basis, all required

counterpart and participant trainee personnel and will
 
assure that participants trained under this project will
 
be assigned, upon completion of training, to positions

within the Government commensurate with the nature and
 
level of their training. The Grantee's normal bonding

requirements will be made applicable to those trained
 
under the project.
 

2. 	 The Grantee will make adequate housing available to the 
AID-financed technical assistance personnel upon their 
arrival in Botswana. 



C. 	Evaluation Arrangements
 

Annual in-house evaluation will be conducted and PARS submitted
 

to AID/W. The first external project evaluation will take place at the
 

end of the second year of the project, and the second and final evalu

ation will take place at the end of the fourth year. The external evalu

ation team for both will include a nurse educator, a health administrator
 

team leader, 
a health educator and a nutritionist.
 

In both evaluations, the nurse educator will be responsibla for
 

reviewing the following project-related activities.
 

I. 	Progress of training in in-country programs for Nurse
 

Practitioners and Public Health Nurses;
 

content and curricula
2. 	appropriateness of the course 


of the above programs and of the EZrolled Nurse
 

training course;
 

3. 	placement of students trained in the above programs
 

and their performance on the job;
 

the 	nurse educator project technicians; and
4. 	performance of 


stu

dents placed and appropriateness of training);
 
5. 	progress of U.S. participant training (number of 


6. 	progress of the Bachelor of Education in Nursing
 

program at UBS in terms of quality and appropriateness
 

for preparing nurse educators and the acceptance of
 

nurse education as a university-level subject by UBS.
 

7. 	changes introduced into the SRNM training program to
 

improve appropriateness for health services in Botswana
 

and to prepare for future transition to BSc. training; and
 

8. 	progress made toward legal and administrative steps
 

necessary for transition to the basic BSc. program
 

for SRLNM's.
 

For the second evaluation, the nurse educator will also assess
 

the curriculum developed for the BSc. in Nursing program and the schedule
 

for transition being developed jointly by the MOH and the project nurse
 

technicians.
 

The 	health administrator will evaluate the following:
 

I. 	Progress of training at IDM (number of students trained
 

and placed);
 

2. 	placement of trainees (government hospitals, local councils,
 

mission facilities;
 



3. 	appropriateness of course content to jobs;
 

4. 	functioning of trained health administrators on-the-job;
 
and
 

5. 	progress of U.S. participant training for health admin
istrators, the health planner, and statistical assistants;
 

The health administrator will also assess the effectiveness of
 

overall project coordination and administration. As team leader, he/she
 
will also coordinate the editing and completion of the final evaluation
 
report for each evaluation.
 

The 	health educator will assess the following:
 

1. 	Progress in development and implementation of a long
range plan for health education;
 

2. 	progress in development of an in-service training program
 
(content of course, progress of students trained to date,
 
etc.), plus plans for placement of trainees.
 

3. 	progress of U.S. participant training;
 

4. 	progress on construction of the health education
 
facility and/or use of the facility;
 

5. 	extent of procurement of health education equipment,
 
its appropriateness and use and needs, if any, for
 

additional equipment; and
 

6. 	performance of the project technicians and effective
ness of health education consultant services.
 

The 	nutritionist will evaluate the following:
 

1. 	Research projects planned, underway and completed
 
(appropriateness of research, quality of design and
 
implementation, application of research results);
 

2. 	effectiveness of research consultants;
 

3. programs developed and implemented by the Nutrition Unit;
 

4, in-service training developed in the Unit (number and
 
progress of trainees, content of course); 

5, effectiveness of U.S. participant training provided; 

6. 	performance of nutrition project technicians o=-the-job; and
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7. 	progress of construction and/or use of the nutrition
 
facility.
 

Both the mid-term and final evaluations will require an estimated 
four weeks of consultant services. An AID Evaluation Consultant Officer 
should also be a member of the teams. 
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ANNEX A
 

SITE VISITS
 

Gaborone: 
 Health Education Unit
 
Nutrition Unit
 
National 
Aealth Institute
 
Princess Marina Hospital
 

Francistown: 	 Jubilee Hospital
 
EN School
 
FWE In-Service Training Center, Tsamaya

Clinic, Tsamaya
 

Lobatse: 	 General Hospital
 
EN School
 
Mental Hospital
 

Moch'udi: 	 Mission Hospital
 

Serowe: 	 Nutrition Village
 

Mahalapye: 	 MCH Clinic
 

Pretoria: 	 University of South Africa,
 
Dept. of Nursing
 



Annex B
 

PERSONS CONTACTED
 

1. Berry, Ms. Sister Tutor, EN School, Francistown
 
2. Beaton, Mr. M., I.D.M., Gaborone
 

3. Bome, Ms., Sister Tutor, EN School, Lobatse
 

4. Buechler, Mr. Philip, USAID/Gaborone
 

5. Edwards, Ms. Louise, Nurse, Meharry Proiect, Francistown
 
6. Erlwanger, Dr., Dean, Faculty of Education, UBS, Gaborone
 

7. 	Hanrahan, Ms., Nurse, Project Concern Irish/Botswana Project,
 
Tsamaya
 

8. Haythorn, Mr. George, I.D.M., Gaborone
 

9. Jones, Mr. Tim, Health Educator, MOH, Gaborone
 

10. Kam, Mr. Murray, Planning Officer 1, MOH, Gaborone
 
11. 	 Kgari, Mrs. Grace, Principal Matron, PrincessMarina Hospital,
 

Gaborone
 

12. KoBue, Mrs. M., Acting Principal Tutor, N.H.I., Gaborone
 

13. Kreysler, Dr., WHO Nutrition Advisor, Gaborone
 

14. MacPherson, Mr., UBS, Faculty of Education, Gaborone
 
15. 	 Makhwade, Ms. K., Chief Nursing Officer, Administration,
 

MOH, Gaborone
 
16. Manyeula, Ms., Asst. Matron, Jubilee Hospital, Francistown
 
17. Mashalaba, Dr., Senior Medical Officer, MCH/FP, MOH, Gaborone
 
18. Matome, Ms. Peggy, Nurse, Nutrition Village, Serowe
 

19. Mills, Mr. Mike, Planning Officer 11, MOH, Gaborone
 

20. Mbai, Ms., Matron, Jubilee Hospital, Francistown
 

21. Hoagi, Ms., Matron, Mental Hospital, Lobatse
 

22. Moeti, Dr. J.S., Chief Medical Officer, MOH, Gaborone
 

23. Moleelele, Ms., Sister Tutor, EN School, Francistown
 

24. Nesset, Ms. T., Health Administrator, Southern Region
 

25. O'Brien, Mr. B., UNICEF Representative, Gaborone
 

26. Olson, Mr. D., I.DoM., Gaborone
 

27. Osile, Ms. Lily, Nutritionist, Nutrition Unit, MOH, Gaborone
 

28. Pirle, Mr., Tcwn Council Clerk, Francistown
 

29. Pontsho, Mr. A.J., Chief Health Administrator, MOH, Gaborone
 
30. Poony-ane, Mr. D., Instructor, Mental Hospital, Lobatse
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PERSONS CONTACTED
 

31. Raditladi, Mrs., Matron, Lobatse Hospital, Lobatse
 
32. Ratshosa, Mr., Secretary, District Council, N.E. District
 
33. Rowland, Mr. M., Unified Government Service, MLGL, Gaborone
 
34. S'Brana, Dr., 
Medical Officer, Mental Hospital, Lobatse
 
35. Schildkamp, Dr. H., 
Medical Officer, Lobatse Hospital, Lobatse
 
36. Scott, Mr. Andrew, Planning Officer, Health, MF&DP
 
37. Searle, Professor, UNISA, Advisor 
to NEBBLS, Pretoria
 
38. Sebina, Dr. D°B., Permanent Secretary, 11OH, Gaborone
 
39. Seretse, L.M. The Honorable, Minister of Health, Botswana
 
40. Shih, Ms. Linda., Tutor, EN School, 
Serowe
 
41. Staffs of NHI and the PrincessMarina Hospital, Gaborone
 

Sunde, Dr. A., Principal Medical Officer, MOH, Gaborone
 
43° Swinney, Ms. Jean, COP, Meharry Project, Gaborone
 
44. Tachezy, Dr. P., Regional Medical Officer, Southern Region
 
45. Ward, Dr. & Hoyng, Dr., Regional edical Officers, Francistown
 
46. Wood, Mr. Bill, Health Administrator, MOH, Gaborone
 



ANNEX C 
Issues Paper, 

KONA HELTH SERVICES DEM=1T - ISSUES PAPER 
(Prepared 10 days into PP design) 

February 17, 1978 

7he proposed project will include four basic caucpcents: assistance 
to the GMT programs in (a) nurse education, (b) health education, 
(c) health administration and (d) nutrition. The following issues, 
discussed by project component, have arisen early in the course of PP 
design. A fifth issue, which relates to implementation of the project 
in general, is also discussed. To the extent possible, the PP design 
team expects to resolve most, if not all, of these issues in the couese 
of the PP design through a continuing series of discussions with the 
Ministry of Health (MOH) officials. 

1. Nursin Education: The PP team will propose in dhe PP assistance 
in establishing training program for nurse practitioners, public health 
nurses, nurse educators, and a two-year follow-on program for Registered 
Nurses (STV*M's) to the B.Sc. level. 

(a) Public Health Nursing: 

In determining the niziers of public health nurses required by the GOB 
over the next five years, the questicn of staffing patterns for the 
Regicnal Health Team, clinics, health centers and hospitals berus 
crucial. Althouh there is disagremnt within the MCK on projected 
staffing rsquirements for public health nurses, it sems likely that the _ 

MOH will seek to place pblic health nurses in clinics at the district 
level. The PP design tean feels that such a decision would be a mistake. 
Basically it would result in the misuse and misallocaticn of the public 
health nurse, who functins at the service of the camiunity. Placed in 
a clinic, the public health nurse will sped morst of her tim and energy 
on curative care and, probably, administrative wiork. Thes functions 
should be filled =oe -ropriately by the Nurse Practitior and/or 
Enrolled Nurse. To function effectively and at peak capacity, the public 
health nurse should be assignd to the Rgional Health Tisut and/or 
District Council staff for greatest contact with the villag cminty, 
the health centers x /or the hopitals (for patiment aM 
family health and follow-up of patients in the ham). Curative care an 
the health center and hospital level will be provide by Ers, Mts, nurse 
practitioners and pticians, lm" the public health nuzue free to 
provide pblic health services and supervise the FWE's. On th MM 
decision-making level, the basic pzoblm semw to one of perceti of 
the role and function of the public health muse. To the artont possible, 
the PP team will attempt to infl. the decmsionnkars to decide in 
fa of placig public hmalth nmzs at any and all levels hh than 
the cliric, incliuding the Rmqgional IHalth Tem. 
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(W) Fvol.tion of Nursing Education: The YM is requesting AID
assistance in establishing suplementary nursing education prograns
for RS to proxuce" nurse practitioners, public health nurses and

RN's with a B.Ed. in Nursing. The first t-o programs will each
require an additional year of study; the third pzogram will remuire
tm additional years. To train an F no requires
as three years ofsdooling with an additional, fourth year for mid-wifery. In short,
to become a nurse practitioner or a public health nurse will require
ive years of training and to acquire a B.Sc. in Nursing will require


six years of schooling.
 

The PP team recommns a more comprehensive and streamlined approach
to nurse training. Instead of graduating R/Ms who, at some point intine, will require additional training, a 4-5 year degree (BSc) program should be institutionalized. Graduates would be qualified
not only RNS but also 

as 
as basic nurse practitiorers and basic public

health nurses. A fifth year might be recessary tc qualify graduatesas midwives. The advantages of institutionalizing cne, rather than
several; training programs for nurses are obvious: financial andsocial. Financing training and retraining is more expensive than simplytraining once. Also, graduating nurses can be placed immediately inurgently required positicns at all levels of health care and will not
be continuously "pulled away" for additional training. Of equal iimxr
tance is the fact that the time required for the B.Sc. nursing program
is no longer (but equal to) the time required under the present system.
Further, since enterM candidates training with university-level
entrance requirements, gnanting a will makeB.Sc. the nursing profession
more ompetitlve with other university level training. uitaent isbecoming a probln already, with nurse candidates transfering to univer
sity programs, and it is anticipated that this problm will become -ore severe as mom career options beome available for qualified women. 

The PP team proposes to design the nursing education program to evolvetowazd this reform. It is hoped that the MOH will acct this evolution.
A key ME0 decision-maker is the Drector of Nursing Education, who ispresently studying for her MS at Columbia University. It is highly
liely that, as a result of the studies and expomzre to the American 
system, she will accept this proposed refomn. 

2. Health Education 

The issue at hand is the question of the MOH's interest and omnmitmnt 
to health educaticn in general and, ace spsicfically, in staffing
equipment and, facilities.
 

(a) Staffing: It is uncleAr to the PP tem how the mw1 prompow toextent health edxtion to the peripery. At the preet time, the
Fialth ducaticm Unit is staffed thinly ax! only at h0ut. 
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Pzrqpoed plarxng would place a health educator each ggconal Healthon 
Tomu. The idea is sound but questions rmain on recruitment and the level 
to which health educators will be trained. ThAlp team will further
discuss this question with the MOH, as it will effect the type and level
of training which AD may ryvtde wider- this awixr.-t of the p=o ct. 

(b) Eguirment: Urxkr the MCH/FP Health Education project imlemented
by Meharry, th Health Education Tit was to receive the basic equipment 
to function effectively. For reasons not rnemsary to discuis in this
Issues Paper, the reuired equipment may not be ordered and delivered to
the Unit prior to completion of the project. 'The PP tam is uncertain,
Aerefore, whether or not to include the pry4rici of such euipment


under this proposed project. This question will be investigated further
 
during PP design.
 

(c) Facilities: The Health Euiatin U it is now hoxzed in temporary
quarters with inadequate space for projected staff ing re1uivruts and
 
for functioning effectively and efficiently in inmlenwtir a national

health education progra and in producing health education materials.
The MH acknowledges this problem, but seem to have no imudiate solution. 
lThis irresolution reinforo.s an impression of a general lack of interest
and cmmitment in health education. Cn the other, hand, if it indicates 
only budgetary constraints for construc ing new facilities, provision
might be made in the project for construction. This possibility has not
been broached with the IMX, and the MM has riot requested such assistance.
 
If the MCH is serious about expanding health education 
to the periphery,
and if AID is serious about assisting an expansion, the PP tean may propose
the constructian of facilities for the Health Education unit. Reauiroments
would be limited to office space, storage roam, a library, and a workroom 
for graphics. The degree of commitent of the part of the Mai will be 
further explored during the PP design period. 

3. Health Administration: As in the case of health education, the mcH
and District Councils sem undecided on staffing patterns an the district 
levels. Again it is a amestion of recruiment and the level of training
required for effective and efficieit health administration. It is cbvious,
hacw.ver, that health adnizsators are required to relieve all nursing
levels of administrative tasks. The PP team will discuss this issue in 
greater detail with 14M officials and will tailor propsed training pro
grams in health administratin based on a coue'sms. 

4. Nutrition Proga: Again as in the case of health educaticn, the
PP team is unsure of the 1flM's interest in and camnitme t to rutrltion 
as a basic component of health care and delivery. The M!G, hawy~r, has
requested AID assistance in staffing the prsently weak Nutrition Unit. 
On-oWing program are presently survised by the WO Reioal Nutrittm 
Advisor w is absent (covering his Soithern Africa region) than SMnore 
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of th tim. Neverthelm, this advisor is oxtroversial in role and 
personality. The e of the future role of WHO in the Nutrition
Chit should be resolved, especially if the PP tow rem m s placin
staff in the tLit. It is hoped the WH0 advisor would not assumm a 
swe1mroy role. he pole may be partially solved by either pletion of the advisor's =w or tswafer of the 10 roicral offici 
to uxun= omtry. Whether or r-t this quetio is resolved in the 
near future, the PP tam my rsaiwnd assistanc in nutritin pror ,
£l.ng staffing of the unit, aM a means of wxcurairn generating
MW interest and cominmt to nutritiun. 

5. General: Two general quetios will be discssed in greater detail
w*ith-te: (a) persanel omilings for mositions to be filled by
Botswna ountrprts to AID-finaned staff advisory pstions and (b)
salary scales for nursing, health euzatian and health adainistratian 
cadres trained throuh the project. Of primary importance, perhaps,
are the salary scales for gra&ute of the nurse practiticnr, public
health nurse, B.Ed. nursing pxgin and proposi B .Sc. nursing pz rog . 
6. fmlr : 

(1) SSA or DA 
(2) Host government 25% cxntributioa. 

PP Tem wbers: Constano Collins, OSARA( Regiral Health 
Dvelopmet Officer 

Margaret Racz, Ccnsultant in Nurse 
Educaticn 

Nancy Pielemier, Consultant in Health 
Abinistration and Plarning 

Diane Blane, REDSO Project Deign Offioer 



B W HEALTH SERVICES O - ISSUES PA2P 
(Preared 10 days into PP design) 

Marci10, 1978 

A mber of the issuin raised in the first Issue Paper hav been u olved 
in th nlen-arlng - s, Waile ni issuets have been raised. A meeting 
has been scheduled for 13 March with the PS and appropriate planing,
alwinistrative and nursing personnel of the M10H, in whid to discuss t 
pevxsals of the Project Team and other related issues. It is hoped that 
maet of the remaining issus discussed below will be resclved in this 
nmting so that a final draft of the P. P. can be prepared prior to the 
retarn of the H.D.O. and the P.D.O. on the 28/29 March.
 

Discussion of "old" ism : 

1. (a)Numin Education - public health nursing. The issue of 
plaiment PHN at the "ciichas bow resolved to the satisfaction of the 
Project Team. After discussions with the Director of MOH services and 
with the MCH and Regional Health Officirs, it becaye amarent that the 
clinic is the appropriate base for the PHN, provided the clinic staffing 
pattern is rTe,eta; i. e. a staff nurse/N.P. is available to perform 
curative services, and 1 or 2 E.N. 's are also in rosition. 

(b) Evolution of Nursing Education. The idea of transition into a BSc 
prgrai iswell accepted by certain gr interviewed and viewed more 
sxeptically by others. The Acting Principal Tutor and Sr. Matron of 
PMRh are enthusiastic supporters of the idea and have voiced their 
assen t of the absent Director of Nursing Education, 4rs. Kupe's
endorsement as well. The Director of Nursing Adninistration, "rs. 
Makhtade, was rore reluctant when this proposition was presented to her, 
but she did not completely reject the idea and declared that such a 
decision was up to "t/he governt". Plannin officers of the MOE, 
Ministry of Fize and Deelopm, t Planning, and Ministry of Lcml 
Government a"d Lands seemed to feel this was a technical decision but 
were naturally concerned with recurret funding implications of such a 
change. These implications are under investigation by the Project Teu
 
and will be dealt with in detail in the Final Analysis section of the 
P.P. The issim of transition to a BSc program will be dealt with indepth

in the shdled mting with the Permuiwit Secretary. 

2. Health Education. The issue of the 'lI's interest and corxen with 
Health Education has riot yet been resolved aid will be further explored 
at the schdled metng. 

(b) BMuipment - howmuch ewuipnt and whether uipoet will be 
suplied by the Meharry project has riot yet bow rsolved. 

(c) Faci Itie - The ProJect Tern will prps that ntzrutcm of a 
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Health Educatic facility be inclixed under the P.P. and this will be 
discussed at the umting. 

3. Health Administration: Discussions with Regional Health Tens and 
Tocal ouil staff'"Ial: that there is rail agreent regarding the 
aropxiate level of caxidatS needed and that positions should be 
established by local councils. The issue that runains as yet unrolved 
is the position of the Council Health Aninistrator vis-a-vis the Coucil 
Nurse. 4 Mxiatans regarding this relaticmhip will be ave by the 
Project Team in the Techmical Analysis section of the P.&,. and will be 
discuased at the MH meeting. 

4. Nutrition ProSams: The Project Team will recommend a staffing pattern
 
for the Nutrition Unit whid will be discussed at the meeting ad incorpo
rated into the P.P.
 

5. General: The isse of personnel ceiling and salary scales will be 
discussediR the general meeting and have been aired with the planning
officers. (MOH, MF, DP, MCZG) 

NEW ISSUES 

1. Recruitmnt for trai pr r: Discussions with local governrent
 
officials reveal that because of the division between MCH and Unified
 

ml Goven ent 3ervic Personnel and hiring systems, local government
 
feels their nurses do not have equal opportunity for training and other
 
benefits with the MOH personnel. It is important that this issue be
 
rais4 with NM and agement reached on recuitment policies for the
 
various training prgrams to be offered undr the propsed project. The 
P.P. Team suiggests that recruitmmt be proportional to the number of per
sonnel eimployed by local governient an by the MOH. After airing this 
issue with the MOH, concrete recmatownations for recruitmnt will be 
written into the P.P. The Project Team will also vice approval for the 
conversion of the dual perscumel system into a Unified Nursing Service, 
a roosal which meets with widespread aproval by nurses and other pe.
somel at local and central levels. 

2. UBS B.Ed. Prc : Discussion with tUS and MCH personnel reveal that 
there is a lack of agrent between the organizations an many aspects of 
the nurse edcation program including the issue of reuitmt of resary 
personnl (3 professors of Nursing). As a result it is unclear if or how 
nwiy SAID tedhicians are expected to fit into this pA -,gL.The Project 
Tom has rsted clarification of this issu and will pursue the matter 
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3. Enrlle m Prgra: While the KM rquest and the PID inti
fed thj nurse practiticmer, PHN and the B. Ed. Programs as requiring
AID input and the Project Team conurs with this request and reaommensda
ticm, the Project Tem has identified tw- further areas of nurse educ
tion requiring input at this time in order to achieve maximum benfit 
frm the project. One area idwntifted is the transition to the BSc 
trmiL, of % discussed wrier 1 (b) abce. -w sexr arma is t-he 
tzainang progru for ENs. Ttw Project Ter believes strunly that 
adjustmts must be made in the c.urrently crative/hospital orientad 
curriculun in order to prepare a care ot ENs to function as the "bacbcw" 
of the proposed hwalth system. In adition major ruvisions are need 
in ad'ieuling and ta ding mthods. Finally with the up-teding of M4 
training it will be necessary to upgrde EN training and simultaneoiuly
to clarify the distinction between two cadres. The orent lack of dis
tinction bet~men the levels of these tw cadres is causing grauing 
disontent and cxcarn. With a reorientatin of nursig training and 
with the wtablishuwnt of a nsm cadre of nurse educators (nmt of wm 
will be teaching in EN sdiools), the timing is ripe for the simultaneus 
rsorientaticrn of the EN curricmum and training. This additional input 
can be made under the pmupcsed project with very little Increase in 
funin. 



CLARIFCATION OF LSSM IMSCLLI; 

The issues identified during the develoa-nt of the Project Paper ,eresatisfactorily resolved, and the outcame is evident in the body of theP.P. Further clarification of selected issues is presented below.
 
Evlution of Mrsinq Education. 
 The a0CptxIce of eventual transitionto B.Sc. training for nurses has been accepted in principle by thePennanent Secretary an behalf of the Mti. Although the Ministry is notyet in a position to determine when the final transition will take place,USAID was requested to provided assistance in developlng the curriculumand preparing for that eventuality. Two years of technical assistancehas been included in the project for this purpose. Should the transitionto B.Sc. training be delayed
neAed 

further than expected, curriculum revisionsto improve the appropriateness of SIM training will still beneeded ar4 can be incorporated into the diploma program priorfinal changeover. to theFor these reasons, the additicnal two yearsof a nurse educator/curriculum specialist 
of services 

are included as an integral partof the project design. 

Reut~tfrTannTPorm
training pon The NCH will seict candidates foratics of candidates and locaticn and/or availability for p nt at facilities in whiih the need isDeteinatian of priorities for placeent of neily trained Nurse 

greatest. 
ners Practitioand Public Health Nurses will be left to the professsianal judgmentof the MOH. 

UBS B.Ed. Program. During the visit of the Project Team, agrert wasreached bet."en the University, MH, and USAID on recruitmentprofessors of Nursing for the B.Ed. of three 
progrsn. One Professor of PublicHealth Nursing will be recruited by the Liversity and cIM, a ProfessorOf PSYchiatrIc Nursing will be recruited WXner LSAID SADPr, andi a Professorof Nursing Education will be recruited under this project.tecmicians will begin work in A 

The first twoust/Sept er, 1978 during the firstyear of the B. Ed. progr wh le the third tectian whosneeded 
, inpzt isin the secad and subsequent years of the p..ogrn, will bein iorin 1979. 



ANNEX D 

ALTH PRRUOF OF BSNA 

The major health problems in Botswana arediseases, venereal diseases, 
respiratory and gastroenteric

and tuberculosis. Pnesrrra, bronchitis,eaysema and asthma ao=-nIt for a large poztiun of both outpatient andhospitalized cases, while acute respiratory infections account for trielargest portion of the outpatient respiratory caseload. Respiratorydiseases account for 21% of the outpatient and 11% of hospital cases,with tuberculosis representing an additional 5%of the hospital cases.While new TB cases account for only aproximately 1%of new outpatientcases, treatment of follow-up of old cases guts a heavy load on clinicstaff. TB also accmts for the largest proprtion of hospital deaths,(20%), followed by deaths fro other respiratory diseasesGastroenteric diseases account (11%).
for 7%of outpatient cases, 4%of hospitalcases, and 8%of hospital deaths. Of the inpatient gestroenteric cases,most were reported in Loatse, Gabor, and Francistown. Reported
cases of V.D. account for 10% of outpattiet 
cases. Additional informationon disease incidence is given in Tables I - IMI.
 

In 1973, 
 38% of all births took place in hospitals or clinics. By 1975this figure had irna-ased to 5b%. The Crudle Bfrth Rate reutns high, at44-45/1000. Antenatal clinic attendance continues to inprove year byyear, while postnatal and family planning attenance renains nuh lower.According to 1975 statistics, 11% of urban and 5%of rural wAmen ofrepr xtctive age were classified as new acceptors of family planning.Although figures are not available on attendance at dild welfare clinics,available information on immunizations deostratesin cOxerage a rnarkei in~rovementof DPT and pclio imunzizations. Measles vaccine is given tothose at greatest risk (9 mths - 2 years). BCG vacinations are givenin all health facilities, and in 1975 an estimated 83% of children 0had bee vaccinated against TB. - 14
While cases of marasmus are seenhospitals, Kwashiorkor is almost in unnwn in Botswana. Very little is knownabout the incidence of chilhood underutritin, a.1dtho scattered surveysand prlminary surveillane data imicate that this prolem is ineasingespecially in the periurban areas. 



ANNEX D 
9 %BLE I 

HEALTH SWrISTICS, 1973 - 75** 

10 LeWiin Causes, Hospital Dimdarges 1973, H0spital AdIrssions 1975 

1. Nrmal Deliveries 
2. Injuries, Burns 

3. Rmpiraary

4. C=PlicatrL.s of 

Childbirth 
5. Enteritis 
6. T.B. 

7. Other, Genito Urinary
8. Other, Ccmaunlicable 


Diseases 

9. 1LL defined 

10. Skin 


23% 

1Ol 

9% 


8% 
7% 

7% 

6% 


5%
 
3% 

3% 


=Ii of total 


TABE II 

Lending Causes of Hospital Deaths, 1975 

1. T.B. 

2. Pespiratory 
3. Enteritis 

4. Cardio-vascular 

5. Measles 

6. Injuries 

7. Malignant Disease 

8. Malaria 

20%
 
11%
 
8%
 
7%
 
7%
 
6%
 
5% 
1% 

-% of total 

*" Figures for 1973 taken from Syncrsis, 

Normal Deliveries 24% 
Rmpiratory 11 
Injuries, Burns 1cq
Caqplicaticns of Chilbirth 9% 

Measles 
 5%
 
Other, Genito Urinary 5%
 
T. B. 5% 
Enteritis 
 4%
 

Symptam, ILL defined 1%
 
Skin 
 3%
 

bm
 
of total
 

Botswana; figures fcr 
1975 taken frm Report of the mzu 975 and Fourt Natioal 
Deve1,mnt Plan 1976-81) 
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ThBLE 117 

N r1MC' NEW (DIAG E) 

OWYZ PAIENTS : BY 10 

:DnG CAMJSS/MMAS 

1973 

1. Respiratory 
2. Venereal Disease3. EnteritiLs 
4. ILL Defined 
5. Skin 
6. Genito Urinary 
7. Injuries 
8. Eye
9. Digestive 

10. Other, Ccmmzicable 
Diseases 

19% 
1%
9% 
7% 
7% 
7% 
6% 
5% 
5% 

3% 

1975 

piratry 
Vwureal DiseaseSkin 
Enteritis 
Other, nspeified 
Gunito Urinary 
Injuries 
Eye
Digestive 

mculo-skeletal 

211 
lO 
7% 
7% 
6% 

6% 
5% 
5% 
5% 
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ANNEX G
 

NATIONAL DISTRICT DEVELOPMENT CONFERENCE 1978
 

CRITERIA FOR CHOICE OF HEALTH FACILITIES,
 
ACCORDING TO DISTANCE/POPULATION COVERAGE, STANDARD
 

OF BUILDINGS, AND PROVISION OF STAFF
 

A) Settlements of less than 500 people (within a 15Km radius)
 

Description - no Government or 	District supplied fixed
 
facility; visits possibly based at a hut
 
provided by the community, or in a shop
 
or at the kgotla.
 

Community based health personnel - F.W.E. (to serve a
 
minimum of 200)
 

Medical Personnel - visited by Mobile Teams who are based
 
at clinics or health centers. Cto
 
serve a minimum 20 - 30 families)
 

Functions - as per health post.
 

B) Health Posts Medium 	Term (During NDP 5) Long Term
 

Description - Fixed facility; standard Fixed facility;

design HP2 or other build- standard
 
ing; 3 rooms (consultation, design HP 2;
 
treatment, store) and 1 nurse's
 
toilet; a house in remote house.
 
areas
 

Population 	 500 1000 in rural areas;
- Minimum 500 in 
covered (within 4000 - 8000 in major rural areas;
15 Km radius) villages & towns 3000-5000 in 

major villages

and towns
 

Health Staff 
 1 EN (in remote areas) 	 1 EN (possibly
 
2 depending
 
on location
 
and work load)
 

Community based 
 FWEs (covering

personnel 	 EWEs (covering 500 to max. 
 500 to max.
 

2000 people each) 	 2000; possibly
 
linked to ward
 
system in
 
major villages
 
and towns)
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Functions - i) 	Preventive health work (MCH, school
 
health, immunization, nutrition,
 
health education, family planning etc);
 

ii) 	 First aid;
 

iii) Diagnosis and treatment of referral of
 
common diseases. 

iv) 	 Case finding, follow-up of discharged
 
patients;
 

v) Keeping records
 

(becoming more comprehensive with time)
 

C) Clinic 	 Medium Term During NDP V) Long Term
 

Description - Fixed facility; standard Fixed facility;

design C2 or other build- standard design
 
ing; 5 rooms with covered C2; vehicle; 4
 
waiting area and toilets; staff houses
 
vehicle; two staff houses
 

Population 5000-10000 in rural areas; 3000-8000 in
 
(within 30 km. 10 000 in major villages rural areas;

radius) and towns 5000-10000 in

large villages

and towns
 

Community- 2FWEs Cat least) FW]s (as required
based person- by population;
nel - 1 FWE to max. 

2000 people) 

Health Staff - 1 SN/MW or 1 Public Health 
1 EN/MW (if available) Nurse 
1 EN 1 SN/MW-Practi
1 HA (CLINICAL) tioner 
1 Driver 1 HA(Clinical) 
2 GDAs 1 Driver 

2 GDAs 

Functions - i) 	MCH and Family planning and necessary
 
deliveries.
 

ii) 	Immunisation
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iii) Environmental health 
iv) School health 
v) Health Education and nutrition 

vi) First Aid 
vii) Elementary lab examinations 

viii) Diagnosis and treatment of common diseases 
ix) Case finding and follow up, with particular 

emphasis on TB 
x) Collection of statistics 

xi) Supervision of health posts in area and 
mobile services to small settlements. 

xii) In-service training of ENs and FWEs. 

D) 	Clinical with Medium Term (During NDP 5) Long Term
 
Maternity Ward
 

Description - Fixed facility, standard as in medium
 
design C2/MW1, a vehicle, term but with
 
three staff houses one additional
 

vehicle, and
 
toilet of five
 
staff houses
 

Population As for clinic but Maternity as in medium
 
covered - ward subject to specific
 

assessment of area
 

Health Staff 
- 2 SN/MW or as in medium 
1 SN/MW and 1 EN/MW term plus
1 HA (clinical) 1 Public Health 
1 Driver Nurse 
4 GDAs 1 EN/MW
l EN I EN 

1 Driver 
1 

Community based at least 2 FWEs FWEs (as

personnel - required by
population)
 

Functions - as for clinic but plus 	 in medium
as 

deliveries from wide area term
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E) Heslth Centre 


Description -


Population 

covered -


Health Staff -

Community 

based personnel -


Functions -


Term: As soon as resource constraints permit
 

Wards with 4-12 beds for delivery and maternity#
 
8-18 beds for observation and curative care.
 
Outpatients block comparable to clinic C2;
 
support facilities such as basic kitchen,
 
laundry, storerooms, incinerator, mortuary,
 
generator, laboratory, and administration
 
offices; three vehicles, eight staff houses
 
or Pool houses where available
 

subject to specific assessment of aiea
 

One Public Health Nurse
 
Two Staff Nurse!Midwives
 
Four Enrolled Nurses/Midwives
 
One Senior Health Assistant CClinical)
 
One Health Assistant CSanitation)
 
One Executive Officer
 
One Clerk/Typist
 
Six General Duty Assistants
 
Two Drivers
 

FWEs (employed by local authority; as many
 
as population requires)
 

i) MCH, inpatient midwifery and family
 
planning
 

ii) Immunisation
 
iii) Environmental health, including
 

demonstration and guidance
 
iv) School Health
 
v) Health Education and Nutrition
 

vi) First Aid
 
vii) Diagnosis and treatment of common diseases
 

viii) Case finding and follow up with particular
 
emphasis on TB
 

ix) Collection of statistics
 
x) Elementary laboratory examinations,
 

including sputs, TB, examinations of
 
blood films, analysis and examination of
 
urine and stools for narasites
 

xi) Field Surveys for communicable diseases
 
xii) Supervision of clinics and health posts
 

in its area
 
xiii) rn-service training
 
xiv) General Inpatient care
 



F) 	 General
 

i) Use of Clinic Medical Vehicles 
- for scheduled mobile
 
visits
 

- for reierral of patients
 
to clinic (on return of
 
mobile team)
 

- for emergency evacuation
 
patient to hospital
 

- not for transport of 
supplies 

- nct for follow-up of 
individual patients 

- Council may use its
 
discretion on whether to
 
allow vehicles to be used
 
for routine referral of
 
patients from clinic to
 
hospital
 

- Nurse-in-charge of Clinic
 
should have responsibility
 
for and overall control of
 
vehicle, and vehicle use
 
in a particular situation
 
will therefore correspond
 
to the particular clinic
 
situation and requirements

in the area.
 

ii) 	Placement of Radios - only in remote and/or isolated staffed 
health facilities 

iii) Use of planes by MOH - for regular supervisory
 
trips by RHTs into remote
 
areas
 

- irregular trips by specia
lists for special clinics
 
to treat extra rural
 
dwellers
 

- emergency evacuation when
 
a matter of life or death
 

iv) 	 Long term proposals are given to provide some idea of
 
what the MOH presently foresees as the maximum level of
 
health services that should be considered in a given
 
area.
 



Expected Output of Newly Trained Nurses
 
Total
 

Enrolled Nurses 1978 1979 1980 1981 1982 1983 1984 1985 1978-85
 

Lobatse 15 14 40 40 40 40 40 40 269
 
Molepolole 30 23 40 40 40 40 40 40 293
 
Serowe 10 16 40 40 40 40 40 40 266
 
Francistown 14 15 15 40 40 40 40 40 244
 

Sub total 69 68 135 160 160 160 160 160 1072
 
Missions 20 45 23 - - - - - 88
 

Total 89 113 158 160 160 160 160 160 1160
 
Adjusted Total 80 95 130 130 130 130 130 130 955
 

Registered Nurses
 

Gaborone 48 52 62 62 62 62 95 95 538
 
Missions 4 7 11
 

Total 52 59 62 62 62 62 95 95 549
 
Adjusted Total 42 44 41 42 43 44 75 75 406
 

Assumptions 1) Drop-out rate of about 101 p.a. for enrolled nurses
 

2) Drop-out rate of about 251 over full course for registered nurses.
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ANWN I
 

i.'le: Nurse Practitioner Eucator Nb BeqU.g: 

nt is Master's Dagee in Nursing with a clinical speciality in Family
Health or related spec~alty. TecIMdtn arxd awriagiun develcpnt experencessential. Canidate should also have had work experienc in Family
Health Care prnaru. IEcperignoe in devalqing coutry guaferred. 

Scope of Wm*r: These tedlmicians wi)JA be rpqmlble for the developent
of 3 EEr iculum to be used in a oe year in-cotzx training progr forBotswana State Registered Nurse Miwivus. Fiftee SX1ft are to be prepared ead year for 4 years to perform dixrtic and curative services
at all health institutions In Botswuia. Tedmician will be required towork with omt, participate in the teadcing of course cntent, and
to develop appropriate experience fieldn for the students. Clinical
supervision of the students will be through preceptors. 

The cooperation of this technician with and participation in professional
activities of the team in Botswa is essential. 

Language Required: English 

Placement: NHI GWA ., irc-antzy travl will be required. 

Sueriion:MO
 

Tor of duty: 4 years. 

Title: Public Health Nurse F4uator Number AK 1 
Qualifications and Rmsence. Paguiremm~s: Miiu acd c rsquireftwmasters Degree in public health or pulI~c health nursing. Exeiec should 
include public health nursing at staff and supervisory levels. Experience in
teaching anid curriculu develcznent essential. Experienice in dewelo;ing
cutry preferred. 

of Work: This tedtmician will be reposible for d.veloping a 
a ie year in-outry training g for Botna State1 ite Nurse Xidwives. Fiftem-nrm amre to be pauar, nepublic

health nurses for a fow year period. 7he tehnician will be required towzck with c mite p r u in, r tca in the tahing as iwel as the
supervision of the stimts. The d lw1,it of the expeziuc field fcw 
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studts will be a cbinw effort of the t .:nician and the camter
parts.1m Barw oprt with andpzicpta in Pr'Ofmuicml eftiVitIes 
of the taun in BotsrAm is essenial. 

Lna e reuired: Ehglish 

Ple t: NHI Gaborunm, in try tra= l will be requird. 

SUPlrVici,: MCH 

Tour of Duty: 4 years 

Title: Nurse Educator Number 3 
Qualificatio and Eperic ments: Minl== acmaic r 
Mate Dgein in teaching and curri
nalum developmet essential. Aditicmal skills as required will be in 
the scope of work as there are three separate and specific assignzets.
Experience in developi country preferred. 

Scoe of Work; No. 1 

This nurse educator will work with the on-going Bachelor of Education 
progran at UBS. Duties will include teading nursing ourses and curri
culum development at UBS with a oGzt art. Assistance in organization
and supervision of tacing practies is required as well in-pts into 
the development of the National Curriculum of Botswana. This nurse will 
serve as te leader; for the other nurses wrkin with this project and 
shoul have experience in supervision of perucimi. 

Language Required: Enlish 

Placm t: Gaborce 

Supervision: MOR & ES 

Tour of Duty: 2 years 

Scope of Work: No. 2 

This nurse educator will work with the Enrolled N iror ms. Duties 
include woiking with four mtrpr (cna fom eah schol) to ruqie 
and re-orient the EN~curriculum to ==dz~ an ENi suite to the neesii of 
Doam. Ohe duties include assstwac with tachizink~d ad 
zs .raments Tw of this tam an withfor supervision. m-um 
and participation in profmicml activitim of the tamin Dtm is 
essential. ?Aiis candidate will assist and superwis the Pews Coirps
Volunteers asigned to the prngrn. 

http:parts.1m
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ImgWe rsquisrd: Enlish 

Pl.mt: Francistown, r Uatse, r oloox oe, Gcxum. 

Supervision:zz 

Tour of Duty: 4 years 

Scop of Work: No. 3 

This nurse educator will arrive at post at the begining of the 3rd Year 
of the project. Dutie incli~ working with a mtratto finalize 
cLUriculum course Contact and to establish tieW] trzairi sites for the 
transition of the SRm pror to a basic baccalaurmate gzorrm in nursing.
She will also be responsible for assisting with dev.1rait of the 
budgeting Procs and ariwmirq teachers and staff to the naw p3rm
and should be krowledgable about nursing stl muqwmmt. Fae-r 
raticn in the activiti and pa ticipatic in the Proifexianal experiumos 
of the tem is essential. 

Language required: English 

Placement: Gabone 

Supervision: MCH, UBS 

Tour of DutL: 4 years 

Title: Health F&utor Vaimr requizd: 1 

ualificati and Eeence I: A Health Eftmor with at least 
a Master qualificatin. Wor ;i shuld be broad, either in Irogrm
develcpret or ninnmmnt. Developin mtry meriwmm peeferre. 

Scope of Work: 

This tedmician will be require to wozk in a health educatma unit already
established ar functi.ing. e tehnician will wock in a omt, rp
relatiunship and with a smll staff. Duties includ assisting a comultat 
funded under this prject and tho staff to doelcp ad plan a natienwids 
lcn range health edtionm xgr that eqtwsizm priocitiin= am stblih
the functional pattern of the nilt. e tdmlii will be ptari~ly 
sible for -Ue-inn nms, =a'w citmtt, etc. for a yaw in-comzy
traini prgr for health ai& bzs to staff the F1m1i telth tm. 
Teaddnr duties ae inzEIdd in this of work. 
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twag. requrd: English 

Plac t: Gabrozr, in-mty travel will be required.
 

Suprvision: MOH
 

Tour of Duty: 2 years.
 

Title- Nutrition Pl.aner N Rsired: 1 

Qualifications and .Exoriulence Cni: have a 
Masex dere bakgorninMiritonplanig7IE~idresearch andexerienin prgrai plarning and adminstration is required. Candidate with previous egperience in deeloing wmtries is preferred. 

Title: NutriticnLst Nmber Plqurd. 1 

Cualifications and Experience t Uderg te andm
degree in human nutriticn. w te should have had at least 2 years
work experience either in reerch or programming. Candidate with pre
vious experience in developing ountries is preferred. 

Saope of Work: 

The scope of wcrk for the two nutritin tedmicians is all f1xassingand very broad. There is a need to plan and inp1inrt a oam h ivenational nutrition progra; prepare the nutrition omponet for trainin program for Family Welfare Educators, EIroled Nurses, State PagisteredNurses; to davelp a staffing pattern for the nutrition unit; to provide
in-service training for local staff; to identify requirxnts for nutrition research nd to assist in to n reard,. (ftt-team OAultants will be provided =Iz this project W mzLItion needs have bee
identified) Both tsdiicim will be oeat iona as wU as advisor,.
Th nutrition planner will1 be responsible for the day-to-.day nmwmstof the rnutriti unit. Spervision of staff will be an added repibility. 

Lruae required: Enlish
 

Drivers Licee required
 

Place nt: Gborne, Travel in-cmtry wll be required.
 

Supervision: MM
 

Tour of Duzty-. 4 years.
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Til:Amnistrative CoCvnC1intor Waa aur& 1 
5?441i~ti nsand fxtmri !nSpM s 

d . dXW-jZ~xUp um,1 W~mpeigno 

a valid drivers litcense.Tpinqki, a 9
P z su visin. required.u r.r. sold have 

Scoe ofW'rk 

Mhe Aministrative Coardinaog will be resunsbl.e for astabiWUMjMhnistrativ. proz for project as rm suort w tt 71. crdintors tours is 
ontr 

twoyewrs. Durin this p riodthe "IordinAtor will recruit and train a Momtor's to aswin the wordin&duties for the last -o yours ot the project. Ipmuanb±.l.±ti..and duties include: tin. mid atten c recods forallocation of offics and funisins; 
roject pesonmel;

vehicle aunt w andM control;arrangMeits for h~ing,trawel, air aid Sea freight; fiscal M~AwiMtand quarterly reports to contractor. The Adi satrative Codinator w±lJ.not have direct profeasional sipervisory reapcnsibilitive of project teou
meWbers. 

LKAgae IPSqu.1z9S: Enlish 

Plaemnt: Gabo~rone 

Suprvson: M[H 

Tour of Duty: 2 years. 

JOB uLsCaInucu - P cOMS P
 

Title: Math/Science/English 
Tutor Number pquired: 4
for En Bridge Proram
 

Scoe of Work: The bridge 
tutors will be assigned o each each ofthe fourW h led Nurse Schols. They will be repnIble for helpingto develo, with the nurse tutors and nurse tedmician, a bridge piz sof 3 nths or less, to tutor EN ceididates In basic 9th graft lewl sth,sciec and Eglish skills. 7M bridge tutors will be reoible for
te .,,ingr.mdial s -- rin' the 3lt. x prior to thischool in April, for assisting with tAscin op@I ofof basic sciencecommathe first year Dis, and for providing o&irin tutoinq eM remeial 

for 
assistance as required thruhot the school yewr. 

Langump required: Enlish 

Placaat: Ubtse, ?4flapolci, Serowad stowu±u 
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Dira Liama rsuired 

To of Duaty: 2 ya 

Sua=viso: KE 

Title: Grapic Artist Number 11Fiad: 

Qaification and ExeineRequirements: Candidate should have a 
C n. erabl applicant should have 

work experim ce in advertising, newspapers or with a magazine. 

Scome of Work: The graic artist tedmicia will work at the central 
iealtheucan unit and will hav overall responsibility for the work 

of the graphic arts section %iich &signs, illustrates and =.Axes a 
wide range of tax g, trainz and extAnsion materials. The artist 
will be responsible for creating display and exhibition materials, other 
printed materials suc as leaflets, posters and booklets. The artist 
will be responsible for organizing and production of all materials re
quired to evaluate the effectiveness of the materials produced by the 
section. The artist will prepare an annual work plan for the section. 
The mangeient and operation of the graphic secticn, including estimate 
of expen_ itures, is part of the scope of work. 

Language required: Eniglish 

Placement: Gaborcne, with travl required. 

Suervision: M2E 

Tbur of Duty: 2 years. 



ANUX J 

ILLUSTRATIVE CONHDITT LIST BY COW'IENT 

Nursing for Health Services 

Nurse Practitioner Program: EaLimated Unit Coat Total 

Anatomical Model (1) $400.00 $400.00 
Wall Charts (2) 200.00 400.00 
Books 600.00 600.00 
Miscellaneous 600.00 600.00 
Movie Projector, Screen, Stand 750.00 750.00 

(one each) 

Public Health Nurse Program: 

Home visiting bags (60) 55.00 3,300.00 
Books 600.00 600.00 
Miscellaneous 600.00 600.00 

Enrolled Nurse Program: 

Mrs. Chase Model (4) 400.00 1,600.00 
Chase Doll Model (4) 125.00 500.00 
Skeleton (4) 250.00 1,000.00 
Anatomical Model (4) 250.00 1,000.00 
Dressing Instruments 1,200.00-
Stethoscopes (48) 5.00 240.00 
BP Apparatus (24) 40.00 960.00 
Dressing Trays (24) 5.00 120.00 

Reference Books 1,500.00 
Miscellaneous 1,000.00 

Sub-Total $ 16,370.00 

Health Education: 

Twelve Trays 30.00 360.00 
Developing and Printing Tanks (3) 30.00 90.00 
Safe Light with Filter (1) 20.00 20.00 
Time Clock (1) 50.00 50.00 
Contact Printer (1) 50.00 50.00 
Photo Thersismters (2) 40.00 80.00 
Print Dryer/Glazer (1) 100.00 100.00 
Tongs and Bottles 20.00 
Photo Easels (2) 75.00 150.00 
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lealth Education: Continued Estimated Unit Cost 


Air Conditioner (1) 400.00 
Thermal Copier (1) 60O.OO 
Transparencies and Mounts (1000) .50 
Spirit Duplicator (1) 300.00 
Reams of Paper 
Pertable Casst Record Players (10) 180,00 
Editing Tape Recorder (1) 700.00 

Film Splicer (1) 100.00 

Tape Splicer (1) 100.00 
Film Strip Camera (1) 200.00 
Slide Mounts (1000) .10 
C-90 Cassettes (100) 1.50 
Electronic Tool Kit (1) 250.00 
Back Projection Units vith Screen 

and Projectors (2) 300.00 

Clamp and Magnifier Light (1) 20.00 

Pantograph
 
Graphic Arts Storage Cabinet (1) 100.00 
Photo Enlarger with Condenser (1) 350.00 

150 mm Lens (1) 60.00 

200 W Lamps 

Lenses for Nikon Camera, 105mm,
 

200mm, 55mm, 200-600 zoom,
 
50mm, 105mm 1,400.00 

Transparency Maker (1) 100.00 
Electric Stencil Cutter (1) 100.00 
35m Pentax Camera with Lens (1) 220.00 
Duplicator (1) 600.00 
Filing Cabinet (1) 80.00 
Set of Pockets 
Desk (2) 150.00 
Chairs (4) 60.00 
2 Man Tents (4) 60.OO 
Gas Stoves (5) 30.00 

Sleeping Bags (10) 30.00 

Stretchers (10) 15.00 

Single Mattresses (10) 10.00 

Cadac Gas Lights 22.00 

Cookings Pots (10) 10.00 

Mosquito Nets (10) 10.00 
Camping Tables (5) 15.00 

Cadac Gas Bottles (5) 15.00 

Camping Chairs (10) 5.00 
Axes (5) 10.00 

Shovels (5) 8.00 

Books 

Miscellaneous 


Sub-Total 


Total
 

400.00
 
6OO.00 
500.00
 
300.00
 
5W.00
 

1,800.0 
700.00
 

100.00
 
100.00
 
200.00
 
100.00
 
150.00
 
250.00
 

600.00
 
20.00
 

100.00 
350.00
 
60.00
 
150.00
 

1,400.00
 
100.00
 
100.00
 
220.00
600.00 
80.00
 
80.00
 
300.00
 
240.00 
240.00
 
150.00 
300.30 
150.00 
100.00 
220.00
 
100.00
 
100.00
 
75.00
 

150.00
 
50.00 
50.00
 
40.00
 

250.00
 
750.00
 

$13,745.00
 

http:13,745.00
http:1,400.00
http:1,400.00
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Health Education: Continued Estimated Unit Cost Total 

Nutrition: 

Books 500.00 
Wall Charts, visual aids, teaching aids 200.00 
Miscellaneous equipment and supplies 1,000.00 

Sub-Total $ 1,700.00 

TOTAL $31,815.00 



ANNEX K
 

ENGINEERINC ANALYSIS 

Introduction:
 

The offices of the Health Education and Nutrition Units of the MO 
are
 
overcrowded and do not allow the Units to conduct training activities.
 
To provide for current and future space requirements, a new building is
 
proposed for construction.
 

Housing for government employees and expatriate staff is in extreme short
 
supply in Gaborone. The addition of U.S. Technical personnel will tax

the supply of Government housing beyond this capacity to respond by four
 
houses. 
 It is therefore proposed that funds for the construction of
 
four standard senior service houses (either the Shakawe or Courtyard

type) be included within this project.
 

Design:
 

Preliminary designs for the building have been prepared by an architec
tural firm in Gaborone after discussions with MOH and project design

personnel. 
 The design is simple but practical (see attachment Annex K)

and conforms with GOB policy for modest government buildings and conven
tional Botswana small building design. Final construction plans will be
 
prepared by an architectu',7al firm under the supervisic-, of the Ministry

of Works (MOW). USAID a~pproval of final 
 plans will be r'quired.
 

The Bocswana Housing Corporation (BHC) 
a parastata! government organization
 
constructs, maintains amd r:nages all government housing in Gaborone.
 
They have developed complete plans and specifications for the various
 
types, models and sizes to correspond to the grade and status of the
 
intended occupant. The pLas and specifications in the Shakawe and
 
Courtyard houses have been revieued and accepted by REDSO Engineers as
 
suitable for AID technical persornel. Several units of both these models
 
have been or are being constructed for AID project personnel furnished
 
under other AID projects.
 

Construction Materials:
 

Construction materials will be standard for simple, single story structures
 
in Botswana. 
The building will have concrete strip foundations, reinforced
 
concrete floors, corrugated asbestos cement or metal roofing, concrete
 
block or brick walls, ceiling insulation, fibre-board ceilings and metal
 
window and door frames. All materials are available in Botswana, but
 
most originate in the Republic of South Africa. 
A waiver for construction
 
materials will thus be required, as will a waiver for construction
 
engineering services. 
 See Annex N for justification.
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Site: 

The MOH has selected plot number 3377 in the Mephato section of Gaborone
 
for the site of the building. An existing health center occupies a

portion of the site. 
 The site has been set aside for health facilities
 
on the Gaborone city development plan. The site is 
flat and covered with
 
brush, weed growth and some trees. It has direct access to water, waste
 
disposal and electrical services. Traffic access will be via a fully

developed gravel road bordering one edge of that portion of the site
 
selected for the new building.
 

The four proposed houses will be constructed on lots designated for house

construction in a developed residential area where sewage, water, elec
tricity and roads are available.
 

Cost Estimates
 

The MOW has recently awarded contracts for construction of small school
 
buildings cf similar design and standard as 
the planned health facility.

The unit cost estimated for the health building has been increased by

about 10% over 
the unit cost of the school buildings to reflect cost

escalation pressures c'i small construction projects that the MOW ancitipates

after the expected award, in the near future, of several 
large contracts
 
in the Gaborone area. Escalation through the end of the 
construction is

estimated at 25%. 
 In Botswana, contractors bil" 
osts are figured on the
 
current unit prices of materials and labor. Any increases in material
 
or labor costs during construction result in a higher payment to 
the
 
contractor. 
 The MOW estimates material cost escalation at 15% per annum

and expects at least one statutory wage increase between now and the end
 
of construction, sometime in the second half of 1979. 
 The MOW cost
 
estimates for the construction of the building are:
 

Building - 750m2 at 230 P per m2 
 131,100 P
 
Air conditioners - 14 room units at 650 P each 
 9,100 P
 

(12,500 to 15,000 BTUs each)
 

Drainage Structures (gutters and downspouts) 1,000 P
 
Water Connection 
 500 P
 

Electrical Connection 
 1,000 P
 
External Works (gravelling of carpark, fences) 2,000 P
 

144,700 P
 
Contingency at 10% 
 14,470p
 

159,170 P
 
Escalation at 25% 
 39,800 P
 
Total for Health Education and Nutrition Units 198,870 P or $243,000
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The ZHC estimates that, if contract can be let by mid 1979, these houses
 
(either model) can be built for $35,000 each. Contractors are presently

obilized in the area and could advantageously take on this construction.
 
This price includes their estimate of inflation increases and approximate
 
102 for contingencies. Therefore,it is recommended that the following
 
sum be included for construction of four houses.
 

4 Shakawe or Courtyard houses - @ $35,000 $140,000
 

Total for construction $383,000
 

The cost estimates do not include furniture for the building. Furniture
 
will be supplied the MOH.
 

Construction Contract:
 

Standard GOB procedures for tendering and award of contract will be
 
followed. After USAID has reviewed and approved the final plans, the
 
MOW will contract with a consultani quantity surveryor to prepare bills
 
of quantities and tender documnts. USAID requirements such as source/

origin of materials and services will be stated in the Project Agreement
 
to insure that these provisions are included in the tender documents.
 
USAID approval of the documents will be required before tenders can be
 
invited of prospective contractors. Tenders will be submitted to the
 
GOB Tender Board with the MOW or BHC performing the tender analysis and
 
recommending award. USAID review of the analysis and concurrence with
 
the recommendation will be required before award can be made.
 

Implementation Schedule:
 

The time required for the various steps in the tendering and construction
 
process for the health education and nutrition units is estimated as
 
follows:
 

1. Preparation of final design plans 3 months
 
2. Preparation of tender documents and 1 month 

invitation for bids 
3. Bid preparation I month
 
4. Bid analysis, recommendation and award 2 - 3 weeks
 
5. Construction 8 - 9 months
 
6. Maintenance period 6 months
 

Total 20 - 21 months
 

In addition, USAID review and approval at steps (1), (2), and (4) may
add another month to the total time required. 

Supervision: 

Day-to-day supervision of the work will be performed by 4OV staff or a 
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consulting engineer. Given the work load at the MOW, it is expected that
 
the latter alternative will be utilized. USAID/Gaborone personnel and
 
REDSO/EA engineers will also monitor construction progress periodically.
 

Payment Procedure:
 

It is anticipated that the fixed amount reimbursement (FAR) method will
 
be utilized for funding the construction element of this project. With
 
this method the Grantee will be reimbursed, subject to conditions in
cluded in the Project Agreement, the local currency equivalent not to
 
exceed $383,000 for the completion of the construction of the Health
 
Education and Nutrition Units and four technicians houses in accordance
 
with the schedules, plans, designs and specifications approved by AID.
 
To alleviate undue strain on operating budget of the GOB AID would look
 
favorable upon a request for advances of up to 50% of the above stated
 
amount. The balance would be claimed by the submission of proper
 
documentation to AID, and final inspection and acceptance by AID Engineers.
 
Detailed procedures for the FAR method of disbursement will be included
 
in the Project Agreement. The GOB will be responsible for any costs
 
that AID cannot finance and/or that exceed the $383,000 budgeted in this
 
project construction.
 

Maintenance:
 

The construction contractor is responsible for all necessary repairs to
 
the building for a six month period following completion of construction.
 
When that period is over, the GOB finances maintenance out of the MOW's
 
budget for maintenance of all government buildings.
 

Prior AID Experience:
 

USAID has and is financing construction of a number of technician houses
 
and grain storage warehouses in Botswana. It is soon to finance offices
 
that will be part of a new Ministry of Agriculture headquarters building.
 
Current unit costs for these construction activities range from 160 Pula
 
per square meter for houses, to 300 Pula per square meter for centrally
 
air-conditioned office buildings. The unit cost of 230 Pula per square
 
meter estimated for the health building compares favorably with these
 
costs given the relative degree of sophistication in its design.
 

611(a) Requirements:
 

REDSO/EA engineers have reviewed the proposed design, site, contracting
 
procedures, supervision, maintenance and implementation schedule, and
 
consider the planning done by the MO, MOW and the BHC to be sufficient,
 
technically sound and acceptable. The construction cost estimates are
 
believed to be reasonable and firm. Therefore, the vroject meets the
 
61i(a) requirements of the FAA Act of 1961 as amended.
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AMEX L 

PROPOSED POSITION D CIIPTIONS 

Adinistrative Officer (Health)
 

The Administrative Officer (Health) is sea of DIpar nt and has the
 
overall responsibility for the administration of Council health services.
 
Specific duties include the following:
 

I. 	To advise the Council Secretary, in cooperation with the Reginnal

Health Team, on all policy matters affecting health services 3.n the
 
Southern District.
 

2. 	To anticipate health service needs in the District and work with the 
Planning Ofcicer, the Regional Medical Officer, and the District 
Development Officer to meet these needs. 

3. 	To organize Council health services in line with the National Develop
ment Plan, i.e. give priorities to rural areas which have received
 
poor services in the past.
 

4. 	To work closely with the Regional Medical Officer in order to coordi
nate Council and Government (and Mission) health services.
 

5. 	To gather information and make reports on various aspects of health 
services as requested by Council Secretary, Government Ministries,
 
and other interested persons.
 

6. 	To represent the Health Department in meetings at the local, regional
and national levels as required. 

7. To formulate a staffing plan which makes the most efficient use of 
limited health perscnnel, in cooperation with the Council Senior 
Nurse and the Regional Medical Officer, and give advice on the 
allocation of staff. 

8. 
To draw up budget estimates for the Health Department in cooperation

with the Planning Officer and the Regional Medical Officer.
 

9. 	To order furniture and equipment from Central Medical Stores, and in
 
cooperation with the Stores Foreman, keep control of supplies to all
 
health facilities, and their inventories.
 

10. 	To ensure the proper use of Health vehicles, for Health purposes only.
 

11. 	To keep expenditure control, commitment ledger, relying on the day-to
day accounting assistance of Council Treasury.
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Senior Council Nurse/Nursing Sister
 

The 	Senior Council Nurse or Nursing Sister has overall responsibility for
 
the supervision and coordination of Council nursing staff, including

Family Welfare Educators. In administrative matters she issubordinate
 
to the Administrative Offirer (healun), although in fact the two must
 
cooperate closely if the Department iz to run smoothly. In medical matters
 
the Senior Council Nurse/Nursing Sister is supreme. Her duties include
 
the following:
 

1. 	To allocate staff to health facilities in the District, i.e. she is
 
responsible for all posting# and transfers in Southern District.
 

2. 	To recommend promotion, to grant leave (annual and special), and to
 
handle personnel matters relating to the medical staff.
 

3. 	To advise the Administrative Officer (Health) on all matters affect
ing health services in the District, especially those affecting the
 
medical staff.
 

4. 	To oversee the functioning of District Clinics, including the staff
ing, scheduling, types of services offered, and the mai-itenance of
 
adequate stocks of drugs and medicine, including extension services
 
and supplies. All those duties shared with the District Clinics
 
Staff Nurse.
 

5. 	To do consultation at District Clinics, time permitting, and extension
 
clinics according to schedule, shared with Distri:ct Staff Nurse.
 

6. 	To visit health posts and clinics in the District in order to super
vise staff and give advice on health services being offered. Liaison
 
with Regional Health Team on these matters.
 

7. 	To advise Village Development Committees on the selection of Family

Welfare Educator candidates, to interview those candidates and select
 
the most promising ones for training. (Shared with the Regional
 
Public Health Nurse.)
 

8. 	To represent the Health Department in meetings, as requested by the
 
Administrative Officer (Health) or the Council Secretary.
 



ANNEX N 

INITIAL ENVIRONMENTAL EXAMINATION
 

Project Location: 


Project Title: 


Project Number: 


Life of Project: 


IEE Prepared By: 


Environmental Action
 

Recommended: 


Concurrence: 


Date: _____ 7_______ 

Assistant Administrator's
 

Decision
 

Date: 
 _ 

Botswana
 

Health Services Development
 

633-0078 

FY 1978 - FY 1983 

Stafford Baker, REDSO/EA 

Negative Determination
 

' .. 
Ted D. Morse
 
Acting Regional Development
 

Officer
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1. DESCRIPTION OF TIM PROJECT 

The Health Services Development Project has four components that are 
intended to increase the capacity of the GOB to provide comprehensive 
health services to people throughout the country. The four components 
and their functions are: 

Nursing Education - Nurse educators to staff local training
 
facilities will be prepared in a University level, in
country training program introduced by the project. A
 
diploma course will also be developed to train nurse
 
practitioners and public health nurses in-country. The
 
graduates of the program will provide the staff for existing
 
understaffed health facilities throughout Botswana.
 

Health Administration - Health and hcspital administrators
 
will be trained at the Institute for Development Manage
ment (IDM) and in the U.S. for positions in District
 
Councils, District Hospitals and as health planners, health
 
administrators and statistical assistants with the
 
Ministry of Health (MOH).
 

Health Education - An in-country training program will
 
be developed to prepare health educators for positions with
 
Regional Health Teams. Triined Batswana will fill all
 
positions in the health Education Unit of the MOH. Planning
 
and training capabilities of the Unit will be improved. A
 
facility for the Health Education Unit and four houses for
 
technicians will be constructed in Gaborone.
 

Nutrition - Nutrition research will be conducted, and
 
results will be incorporated into a national nutrition
 
program developed by project technicians and counterpart
 
staff. Project-trained Batswana will eventually fill all
 
the positions in the Nutrition Unit of the MOH. Offices
 
for the Nutrition Unit will be located in the same facility
 
constructed for the Health Education Unit.
 

The building for the Health Education and Nutrition Units will be
 
constructed on a site reserved for health facilities on the master
 
plan for the development of Gaborone. A health center has been
 
constructed and is operational on part of the site. Water, waste
 
disposal and electrical services exist on the site. The portion of
 
the site selected for the new facility is bordered on one side by a
 
fully developed gravel road that provides direct access to one of the
 
major paved roads in Gaborone. Technician houses will be constructed
 
in a developed residential area where water, sewer, electricity and
 
roads are installed and available.
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The Health Education/Nutrition facility will be a conventional,

uinglestorey structure similar to most small school and office
buildings throughout Botsvana. 
It will have concrete strip foundations,
reinforced concrete floors, concrete block or brick walls, corrugated

metal roofing, ceiling insulation and fibre-board ceilings.
 

II. DISCUSSION OF I-PACTS
 

A. Land Use - Most of the personnel who will work at the new facility
will be simply transferring from the other MOR offices in Gaborone.
The effect of staff on total water, waste disposal and other requirements for services will be minimal. 
Water supply will be from the
Gaborone city system which is supplied by a reservoir and dam approx
imately 2 kms from the city center.
 

The site for the building is covered with brush and weed growth with
 some large trees. 
 The Gaborone Town Council prohibits development
where removal of trees over six inches in diameter is necessary.

The size of the site allows the building to be placed in a position
where all large and most smaller trees can be saved. 
The sites are
flat so that site preparation will require no alteration in the
 
natural slope or drainage patterns.
 

The Health Education/Nutrition site has been set aside for health
facilities on the master plan for development of Gaborone. 
All roads
for traffic access to the site are fully developed. Provisions for
parking are included in the construction plans for the new facility.
 

B. Water Quality - Erosion is not a problem in the flat area of
the sites. 
 Rain water drainage structures are included in the
construction plans for the new buildings. 
Water disposal will be
handled by the existing waste disposal system of the city, a waterborne aerobic system with two separated pond complexes. There are
 no water bodies in 
or near the sites.
 

C. Atmospheric - There are no pesticides or use of pesticide plannedin the project. Construction of the buildings will generate noiseand dust, normal for construction activities. Vehicle traffic to the
 
completed facility will be minimal.
 

D. Natural Resources -
Water will be supplied to the buildings by
the existing city system. 
Resources that have a significant ecological role are not committed in any way by the project.
 

E. Cultural - The construction activities will not alter any
physical cultural symbols. 
However, the project activities th&t
assist the GOB in providing increased health services may result in
some changes in traditional health practices in Botsvana. 
Furthermore,
health education can be expected to alter for the better traditional
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sanitation practices that are detrimental to personal health as vell
 
as the natural environuset.
 

F. Socio-econouic - The project will provide for the advanced 
training of State"Registered Nurse Midwives already employed by the 
MDH. This training will enable the MOR to perform its own training
of health pers~nel in-country rather th" in out-of country training 
programs. Graduates of advanced training wiil qualify for salary

increases. The training offered will generally better prepare health
 
personnel to perform their exiscing duties. However, improved health
 
services may shift the population avay from traditional village
 
healers.
 

G. "Kealth - While the purpose of the project is to improve health 
servicesTW Botswana, it will not accomplish this through impacts on 
natural environments or ecosystems. 

H. General - There are no international, controversial or larger
 
program impacts on the environment as a result of project activities.
 
The design of the health buildings compliment other small government
 
and residential buildings in Gaborone.
 

III. RECOMMENDATION FOR ENVIRONMENTAL ACTION
 

Project activities have little or no 
impact on the environment. The
 
construction of the health building and additional houses will follow
 
environmentally sound guidelines for site development set b the
 
Gaborone Town Council. It is believed that the project will not
 
have a significant effect on the environment, and, therefore, a
 
Negative Determination is recommended.
 



ANNEX N
 

DETAILED JUSTIFICATION FOR WAIVERS AND APPROVALS
 

I. 	 Waivers and Approvals Required
 

A. 	 A procurement 
source and origin waiver from AID Geographic

Code 941 to Code 935 for procurement of construction materials and
 
six project vekicles; and a waiver of tha rtq4ireent of Section 636(i)
 
of the Foreign Assistance Act to permit procurement of project vehicles
 
from non-U.S. source and origin.
 

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

C. Waiver of policy set forth in AID Handbook 1 Supplement B to
 
permit procurement of construction services and related maintenance/

repair services from firms whose nationality is from countries included
 
in AID Geographic Code 935.
 

II. 	 Justification for Source and Origin Waiver for Construction
 
Materials and Project Vehicles.
 

A. 	 Summary Waiver Information
 

Cooperating Country: Botswana
 
Authorizing Document: 
 PP 
Project: 	 Botswana Health Service
 

Development
Nature of Funding: Grant 
Description: Construction materials 

for office and houses 
$287,000, 5 passenger 
vehicles, I mini-bus 
($60,000) 

Approximate total value $347,000
 
Probable Source: 
 South Africa or United
 

Kingdom
 

B. 	 Discussion and Justification
 

Construction Materials
 

The 	cost of construction mi 
 cials to be used on the construction
 
of the houses and office building is estimated at $287,000 i.e. 75%
 
of the total cost of construction. Although it is not expected that
 
all materials will be procured from South Africa, a waiver is requested

for the full estimated cost. This is necessary because the fixed
 
amount reimbursement method will be used, making the distinction
 
between procurement sources difficult, if not impossible.
 



It would not be practical to purchase U.S. items in the small

quantities needed when private dealers in Botswana are equipped only to
service and repair equipment made in South Africa and the U.K. 
Moreover,

considering shipping costs and small quantities involved, U.S. delivered
 
prices would substantially exceed prices for comparable items procured

in South Africa. The long lead time required to procure from the U.S.
 
could also delay project implementation if construction of the office
 
was delayed. Additionally, sources for electrical equipment, plumbing

materials, fixtures, etc. do not exist in Coda 941 couatries, mst of
 
whom import :I-,se items from South Africa or the U.K.
 

Vehicles
 
This project requests approval to purchase vehicles of local 
source


but of Code 935 origin. The vehicles are five passenger vehicles and
 
one mini-bus. 
 Vehicles will be used by AID-financed technicians and
 
cons-ltants and by the Government of Botswana counterparts assigned to

these tecimicians. 
A Waiver is requested for the procurement of vehicles

of Code 935 origin based on 
(1) the lack of repair capability (both in
 
parts aai.ability and in mechanic skills) and (2) safety hazards for
 
the AID-financed technical staff resulting from driving lefthand drive
 
vehicles.
 

OSARAC has encountered several problems with U.S. manufactured
 
vehicles procured under other on-going projects in Botswana. The
 
Central Transport Office of the Government of Botswana, which has vehicle

maintenance responsibility, has serious problems in securing repair

parts for U.S. manufactured vehicles. 
The office also has no mechanics
 
who understand or have experience in any component area of the U.S.
 
vehicles, i.e. 
engine, running gear, transmission, axles, transfer case
 
or body. 
 The result is that these vehicles have remained "deadlined" for

extensive periods of time and, when released, repairs often promptly
 
prove inadequate.
 

As a further problem, while noting that to date no accidents have

occurred in Botswana, it is clear that improper driving position (i.e.

left hand drive) of the U.S. vehicles in all Southern Africa locations

is a genuine hazard. 
OSARAC has discussed this problem with represent
atives of U.S. manufacturers who state that production costs would be
 
substantially increased for such a small 
lot order.
 

In addition to a procurement source waiver under AID Handbook 15, 
this

action request requires a waiver under Section 636 (i) of the Foreign

Assistance Act. 
 Section 636 (i) limits AID financing to U.S. manufac
tured vehicles, but permits a waiver of this limitation "where special

circumstances exist". According to 
the appropriate Conference Report,

"special circumstances" are deemed to exist in "emergency or special

situations such as a need for right hand drive or other types of vehicles
 
not produced in the United States."
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lased on the foregoing, we believe that "special 
circumtances"
within the meaning of the legisative history do exist in this case and
that a waiver to the U.S. 
vehicle requirement of Section 636 
(i) is
justified.
 

III. 	Justification for Deviation from Polic in AID Handbook RetardinEmployment ofT ird Country National, TCNs) ...... 
The contractor constructing the office building may require technical and supervisory services of TCN's to 
bandle electrical, plumbing,
and other design and installation since local expertise may not be
available. 
 As the total cost of construction will be only $217,000 plus
$26,000 for design services, U.S. firms and personnel will not likely
be interested in this work. 
Therefore, deviation from the employment
policy in AID Handbook 11 
to permit hiring of TCN s is considered
 

necessary.
 

IV. 	Justification for Waiver of Policy Set Forth in AID Handbook 1
Supplement B 
to Permit Procurement of Services from Code935 Firms 
The need for this waiver is based on 
the following:
 

A. 	 Since the total 
cost 	of construction will be only $383,000,
U.S. 	construction and engineering firms 
are 
not expected to be interested
in this work.
 

B. A sufficient number of qualified local firms operating in
Botswana may be available to perform the required construction and
design/supervision work and permit competitive procurement. 
However,
a number of firms do not meet the new criteria defining "local 
firms"
contained in Handbook 1 Supplement B, since many are either not incorporated in Botswana or do not have the required 50% local ownership.
Since this is the case, this waiver is considered necessary to 
assure
adequate competition and availability of services. Customary GOB
contracting procedures will be used.
 

C. 
 In addition, it is anticipated that some maintenance and
repair services will have to be provided by local firms, many of which
may also be owned by South African or other Free World interests.
 

D. 
 No U.S. firms providing the required services are known to
exist in Botswana.
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BOTSWANA HEALTH
 
Cotmry Checklist - See Botswana Agricultural Planning Project No. 690-0067 

SCo?) - PROJECT CHECKLIST 
Listed below are. first, statutory criteria applicable generally to projects with FM 	 funds, andtm project criteria applicable to individual fund sources: Development Assistance (with a suicategory for criteria applicable only to loans); and Security Supporting Assistance funds. 

CUSS REFERENCES; IS COUNTRY CHECKLIST UP DATE?TO IDEJNTIFY. HAS STkOARD ITEq CHECKLIST mMRUEWL FtA THIS PIOJECT? 

A. 	GENERAL CRITERIA FOR PROJECT.
 

1. 	 App. Unnumbered; FA Sec. 653(b) 

(a) 	Describe how Comittees on Appropria- Congressional notificationstions of Senate and House have been or will be prepared and sentwill be notified concerning the project-, forward in accordance with(b) is assistance within (Operational 
 standard AID procedures

Year Budget) country or international
 
orqanization allocation eported to
 
Congress (or not more than $1 million
 
over that figure plus l0%)?
 

2. 	 FAA acS 611(a)(1). Prior to obligation 	 Yes. See Annex L forin excess of $10,O00, will (a)there be 	 engineering analysis and theengineering, financial, and other plans 	 financial analysis in Sectionnecessary to carry out the assistance and 
 IV. of the PP. 
(b) a reasonably firm estimate of the
 
cost to the U.S. of the assistance?
 

3. 	FAA Sec. 61(,,{ . Iffurther legis- Certain revisions in nursing
lative actlcn is required within recipient Cainre io n in nus ingcountry, whac is basis for reasonable 	 laws are now in process of 	beingexpectation that such action will be 
 made to include Nurse Practitioner.completed In time to permit orderly No 	 delays are foreseen.
accomplishment of purpose of the assis
tance?
 

4. 	FAA Sec. 611(b), App. Sec. 101. If for
 
water or water-related land resource
 
construction, has project met the 
stan
dards and criteria as per Memordndum of

the 	President dated Sept. 5, 1973 Not applicable
(replaces Memorandum of May 15, 1962;
 
see Fed. Regi ier, Vol 38, No. 174, Part
 
111, Sept. 10, 1973)?
 

5. 	 FAA Sec. 611(e). If project is capital
 
assistance (e.g., construction), and all
U.S. assistance for it will exceed This is not a capital project.
$1 million, his Mission Director certified 
the 	country's capability effectively to
 
mintain and utilize the project? 



A. 

6. FAA Sec. 209 619. Is project susceptible
7 eaxecution as part of reolonal or mul ti-
lateral project? If so why isproject not 
so executed? Informtion and concl-iion
whether assistance will encourage
regional development programs. If • 
assistance is for newly ndependent
.Wuntry, Is It furnished through multl-lateral orgenizatiorm or plans to tne 
maximm extent appropriate? •A 

7. FAA Sec. 6011a); (and Sec. 201(f) for 
develpimnt lonsJ_. Information and 
conclusions whether project will encourage
efforts of the country to: (a) increase 
the flow of international trade; (b) fos-
ter private initiative and competition; 
(c) encourage development and use of 
cooperatives, credit unions, and savings
and loan associations; (d)discourage

monopolistic practices; (e)improve
 
technical efficiency of industry, agri
culture and commerce; and (f)'Strengthen
 
free iaoor unions.
 

8. FAA Sec. 601(b). Information and con-
clusion on how project will encourage
U.S. private trade and investment abroad 
and encourage private U.S. participation 
In foreign assistance programs (including
 
use of privata trade channels and the
 
services of U.S. private enterprise).
 

9. FAA Sec. 612(b); Sec. 636(h). Describe
 
steps taken to assure that, to the 
maximum extent possible, the country is 
contributing local currencies to meet 
the cost of contractual and other 
services, and foreign currencies owned 
by the U.S. are utilized to meet the cost 
of contractual and other services. 

10. 	 FAA Sec. 612(d). Does the U.S. own excess 
foreign currency and, if so, what arrange-
ments have been made for its release? 

B. FUNDING CRITERIA FOR PROJECT
 

1. Development Assistance Project Criteria 

a. FAA Sec. 102(c); Sec. 111; Sec. 281A. 
Extant to which activity will (A)effec
tively involve the poor in development, 
by extending access to economy at local 
level, increasing labor-intensive pro
duction, spreading investent out from 
cities to mall towns and rural areas; 
and (b)help develop cooperatises,
especially by technical assistance, to 
assist rural and urban poor to help
themselves toward better life, and other
wise encourage dmocratic private and
 
local governmental institutions?
 

This is not a regional project -
AID 	 is in the process of financing 

similar activities in Swaziland 
and 	 Lesotho. Also described in 
PP many donors are contributing to 

development of Botswana's health 
sector. 

There will be no impact on interna
tional trade etc. Agricultural
impact present to extent 
improvcment of health if Botswana
allow ie pouto n 
allows increased production. 

U.S. firms/constructions will be 

invited to contract for the work 
financed by the project. 

GOB will contribute approximately
26% of total project costs. See 

Fin cial Analysis section for 
breakdown. 

No.
 

This is an SA grt. 



b. FAA Sac. 103, 103A, 104. 105, 106.107. Is assistance being Mae available 
MTCl applicable paragraphude only .

L..,a, b, etc. --wich corresponds toSource of funds used. If mre than onefund source is used for project, includerelevant paragraph for each fund source.] 

V' (1) 	 [103] for agriculture, rural develop.ment or nutrition if so, extent to
which activity ; specificilly
designed to increase productivity
and income of 	rural poor; [103A]
if for agricultural research, isfull account taken of needs of small 
farmers; 

(2) [104] for population planning or

health; if so, extent to which

Ae.tivity extends low-cost, integrated

delivery systems to provide health
 
and family planning ervices,
 
especially to rural 
areas and poor; 

(3) [105) for edc.ation, public admin
istration, or human resources

development; if so, eAtent to which
 
activity strencthens nonformel 
education, makes formal education 
more relevant, especially for rural 
families and urban poor, or

strengthens management capability

of institutions enabling the poor to
participate in development; 

(4)[106] for technical assistance,
 
energy, research, reconstruction,
 
and selected development problems;

if so, extent activity Is: 

(a) technical cooperation and development, especially w1.
n U.S. private

and voluntary, zr reginal and inter
national development, organizations;
 

(b) to help alleviate energy problem; 

(c) research into, and evaluation of,

economic development processes and
 
techniques; 

(d) 	reconstruction after natural or 
mnmade disaster; 

(e) for special develooment problem,
and to enable proper utilization ofearlier U.S. infrastructure, etc., 
assistance; 

(f)for programs of urban develoment,
 
especially small 
labor-intensive
enterprises, marketing systems, andfinancial or other instltutionb tv 
help urban poor participate ineconomic and social development.
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(5) [107] by grants for c6ordinated 
private effort to develop and
 
disseminate intermediate technologies

appropriate for developing countries.
 

C. FM Sec. llO(a); Sec. 208(e). isthe
recipient country wllIng +- contribute%nds to the project, and t% whlt mannerhas or will It provide assurances 'th&t itwill provide at least 25% of the costs of
the program, project, or activtty with
respect to which the assistance Is to be
furnished (or has the latter cost-sharingrequirement been waived for a "relatively
least-developed" country)?
 

d. FAA Sec. ll0(b). Will grant capital
assistance
- Tsursed for project over
 
more than 3 years? Ifso, has justification satisfactory to Congress been made,
and efforts for other financing?
 

e. FAA Sec. 207; Sec. 113. Extent towhich assistance reflects appropriate
emphasis on; (1)encouraging development

of democratic, economic, political, and
social institutions; (2)self-help in
meeting the country's food needs; (3)
improving availability of trained worker
power inthe country; (4)proqrams

designed to meet the country's health

needs; (5)other important areas of
economic, political, and social development, including industry; free labor 
unions, cooperatives, and Voluntary

Agencies; transportation and comunica
tion; planning and public aaministration;
urban development, and modernization ofexisting laws; or (6)integrating women
into the recipient country's national 
economy. 

f. FA Sec. 281(b). Describe extent towhich program recognizes the particularneeds, desires, and capacities of the
people of the country; utilizes the 
country's intellectual resources to 
encourage institutional development;
and supk-rts civic education and trainingin skills i-quired for effective partici
pation ingovernmental and political

processes essential to self-government.
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See. 

201(w}i 31K. - a1-e}1) and -(5). _n
 
00e Activity give reasonable proise o
 

9. FA&A 201(b)(2)-(4) and _(8): Sec." 

contributing to the development: of
economic resources, or to the increase of . productive capacities and self-sustaining

economic growth; or of educational or
 
other institutions directed towtd 
socialprogress? Is it related to and consis
tent with other development activities,
and will It contribute to realizable

long-range objectives? And does project:

paper provile information and conclusion
 
on an activity's economic and technical 
soundness?
 

h. FAA Sec. 201(b)(6), See. 211()(, (6).InfotiTonno €coni on spossile

effects of the assistance on U.S. economy,

with special referince to areas of sub
stantial labor su'rplus, an extent to
 
which U.S. comoditlies and assistance
 
are furnished in a manner consistent wi i
 
improving or safeguarding the U.S. balance.
 
of-payments position.
 

2. Development Assistance Project Criteria
'Loans only) ThiS is an1 SP, gralt 

a. FA Sec. 201(b)(l). Information
 
and conclusion on availability of financ
ing from other free-world sources,
including private sources within U.S.
 

b. FAA Sec. 201(b)(2); 201(d). Infor
mation and conclusion on (1) capacity of 
the country to repay the loan. including

reasonableness of repayment prospects,
 
and (2) reasonableness and legality

(under laws of country and U.S.) of
 
lending and relending terms of the loan.
 

c. FAA'Sec.201(e). If loan Is not
 
made pursuant to a multilateral plan,

and the amount of the loan exceeds
 
$100,000, has country submitted to AID
 
an application for such funds together

with assurances to indicate that funds 
will be used in an economically and 
technically sound manner?
 

d. FAA Sec. 201(f). Does project paper
describe how project will promote the
 
country's economic development taking

into account the country's human and
 
material resources requirements and
 
relationship between ultimate objectives

of the project and overall economic
 
development?
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e. FAA Sec. 202(a). Total amount of 
money under loan which is going directly 
to private enterprise, is going to 
intermediate credit institutions or 
other borrowers for use by private
enterprise, ir heing 4sed to finance 
imports from private sources, or is 
otherwise being used to finance procure.

%ments from private sources.? 
A 

f. FAA Sec. 620(a). If assistance is 
for a-ny productive er'.erprise which will 
comete in the U.S. with U.S. enterprise,
Is there an aareement by the recipient 
country to prevent export to the U.S. of 
more than 20% of the enterprise's annual 
production during the life of the loan? 

3. Project Criteria Solely for Security
Supporting Assstance 

FAA Sec. 531. How will this assistance 
support promote economic or *littcal 
stability? 

The project will improve on existingefforts of the GOB to integrate all 
its population into economic life of 
the country by increasing access of 
Botswana to health services. 

4. Additional Criteria for Alliance for 
Proaress 

[Note: Alliance for Progress projects 
should add the following two items to a 
project checKlist.) 

a. FA Sec. 1(b)(1,-(8. Does 
assistance tak in account principles
of the Act of Bogota and the Charter of
Punta del Este; and to what extent will 
the activity contribute to the economic 
or political integration of Latin 
America? 

b. FAA Sec. 251(b)(8); 251(h). For 
loans, has there been taken into account 
the effort made by recipient nation to
repatriate capital invested In other 
countries by their own citizens? Is 
loan consistent with the findings and 
recommendations of the Inter-American 
Committee for the Alliance for Progress
(now "CEPCIES," the Permanent Executive 
Comittee of the OAS) in its annual 
review of national development activities? 
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5C(3), STMMIp !TV ZMECIST 

Listed below are statutory items which normully will be Coverd .re.timely ig the" prWlS16eas of a 
assistance sgreement dealing with lts iwlrementaticm, or aovere in thre t by emcluioe (as 
where certain uses of funds are permitted, but other uses "et). 

Thes item are arranged under the general headlrqs of (A) Procuraw t, (10 Cnatrtie",N 
(C)Other Restrictions.
 

A. 	 Procurement 

1. FAA Sec. 602. Are there arrangements to Standard AID practices will be 
permit U.S. sall business to participate' applied.
 
equitably in the furnishing of goods and
 
services financed?
 

2. 	 FAA Sec. 604ja). Will all commodttv Waivers have been requested see 
procurement financed be from the U.S. Amne.x 
except as otherwise determined by the 
President or under delegation from him? 

3. 	 FAA Sec. 604(d). If the cooperating The Grant Agreement's Standard 
country discriminates against U.S. Provisions Amex will so require. 
marine insurance companies, will awree
ment require that marlne insurance be 
placed in the U.S. on commodities
 
financed?
 

4. 	FAA Sec. 604(e . If offshore procure
ment of agricultural comodity or
 
product is to be financed, is there No such procurflt
 
provision against such procurement when
 
the domestic price of such commodity Is
 
less than parity?
 

5. 	 FAA Sec. 608(a). Will U.S. Government Were applicable, inaccorance with 
excess personal property be utilized standard AID policy. 
wherever practicable in lieu of the
 
procurement of new items?
 

6. 	WA Sc.90l(b). (a) Compliance with 
reuirent that at least 50 per centum The Grant Agreement will so require. 
of the gross tonnage of commodities 
(computed separately for dry bulk
 
carriers, dry cargo liners, and tankers)
 
financed shall be transported on privately
 
owned U.S.-flag cormercial vessels to the
 
extent that such vessels are available
 
at fair and reasonable rates.
 

7. 	FAA Sec. 621. If technical assistance
 
is financed, will such assistance be fur- Yes.
 
nished to the fullest extent practicable
 
as goods and professional and other
 
services from private enterprise em a
 
contract basis? If the facilities of
 
other Federal agencies will be utilized, 
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are 	 they perticularly suitable, not
cointitive with Private enterprise,

and made available without undue inter.

ference with domestic programs?
 

8. 	International Air Transport. 
 Fair
 

If air transportation of p*rsons or 
property is financed on grant basis, will 

Yes, the Grant Agrein t and contractfor technical services will so provide.
provision be made that U.S.-flag .cArriers 
will be utilized to the extent such
 
service is available?
 

Construction
 

1. 	 FAA Sc. 601( ). If a capital (e.g.,
 
constructo roject, are engineering
and professional services of U.S. finm 
and their affiliates to be used 

Source and origin for services isto the Code 941.
maximumn extent consistent with the
 
national interest?
 

2. 	FAA Sec. l1(c). If contracts for 
c'nstruction are to be financed, will 

they be let on a competitive oasis to 

Yes.
 
maximum extent practicable?
 

3. 	 FAA Sec. 620(k). If for construction
ofprodiuctive enterprise, will aggregate Not applicablevalue of assistance to be furnished by
the U.S. not 
exceed $100 million?
 

Other Restrictions
 

1. 	 FAA Sec. 201(d). If development loan,is interest rate at least 2% per annum NOt a lOan.during grace period and at least 3% per

annum thereafter?
 

2. FA Sec. 3231d). fundIf is establishedsolely byU.S.contributions and 	adminis-
 Not applicble
tered by an international organization,

does Comptroller General have audit 
rights?
 

3. 	 FA Sec. 620 ht. Do arrangementsprec ludapromoting or assisting the Yes, standard provision on theforeign aid projects or activities of 
 Grant Agreement
Coamunist-Bloc countries, contrary to

the best interests of the U.S.?
 

4. 	 FAA Sec. 636ti_. Is financing not per- Waiver is being requested.Stteu o e used, without waiver, forpurchase, long-term lease, or exchange

of motor vehicle manufactured outside

the U.S. or guaranty of such transaction?
 



C. 

5. Will arrOMPRgnts Preclude use of 
financing: 

a. FM Sec. 114. tq pay for performance 
of abortions or to wotivate or coerce 
persons to practice abortions? 

Yes 

%. b. FAA Sec. 620(g). to compensate 
owners for expropriated nationalized 
property? 

Yes 

c. FAA Sec. 660. to finance police
training or other law enforevent 
assistance, except for narcotics 
programs? 
d. FAA Sec. 662. for CIA activities? 

Yes 

Yes 
a. Ap. Sc. 103. to pay pensions, etc., 
for military personnel? Yes 
f. App.meits? Sec. 106. to pay U.N.% assess- Yes 

g. App. Sec. 107. to carr out provi
sions of FASections 209(d) and 251(h)?
(transfer to multilateral orranization 
for lending). 

Yes 

h. A Sec. 501. to be used for 
publicity or propaganda purposes
within U.S. not authorized by Congress? 

Yes 
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PROJECT AUTHORIZATION AND REQUEST FOR ALLOTMXNT OF FUND 

PART II 

Country: Botswana
 

Project Name: Health Services Development
 
Project Number: 633-0078
 

Pursuant to 
Part II, Chapter 4, Section 533 of the Foreign Assistance
 
Act of 1961, as amended, I hereby authorize One illion six hundred
 
and two thousand and two hundred and forty United States Dollars
 
(1,602,240) (The "Authorized Amount") to help in financing certain
 
foreign exchange and local currency costs of goods and services
 
required for the project as described in the following paragraph.
 

The project will assist Botswana t orovide cosprehensive health
 
services to, primarily, the rural and pariurban population of Botswana.
 
Technical assistance and participant training will be provided to up
grade and reorient Botswana's present nurse training efforts and
 
develop a nurse cadre better prepared to provide comprehensive health
 
services to Botswana. 
Additional related commodities and construction
 
will be financed by the Grant.
 

I approve the total level of AID appropriated funding planned for this
 
project of not to exceed five million, five hundred and thirty one
 
thousand United States Dollars (5,531,000) (the "Grant"), including

the funding authorized above, during the period FY 1978 through

FY 1981. I approve further increments during the period of Grant
 
funding up to $3,928,760 subject to the availability of funds in
 
accordance with AMl allotment procedures.
 

I hereby authorize the initiation of negotiations and execution of the
 
Project Agreement by the officer to who such authority has been
 
delegated in accordance with AID regulations and Delegations of
 
Authority subject to the following essential terms and covenants and

major conditions; together with such other terms and conditions as
 
AID may deem appropriate.
 

(a) Source and Origin of Goods and Services
 

Except fot ocean shipping, goods and services financed by AID under
 
the project shall have their source 
 d origin in the Cooperating

Country or in countries included in AID Geographic Code 941, except

as AID may otherwise agree in writing. 
Ocean shipping financed under
 
the Grant shall be procurel in any eligible source country except
 
the Cooperating Country.
 



-2

(b) Covenants
 

The Grantee shall covenant, substantially, as follows,
 

(1) The Grantee will provide, on a timely basis, all required

counterpart and participant trainee personnel and will assure that
participants trained under this project will be assigned, upon
completion of training, to positions within the Government comensurate

with the nature and level of their training. The Grantee's normal
bonding requirements will be made applicable to 
those trained under
 
the project.
 

(2) The Grantee will make adequate housing available to the AID
financed technical assistance personnel that cannot be accommodated

in present 
or projected U.S. constructed housing.
 

(c) Waivers
 

Based upon the justification set forth in Annex 0 of the Project
 
Paper, the following waivers to AID regulations are herehy approved:
 
(1) The requirement under Handbook 1 Supplement B that commodities

procured with Grant funds by countries included on the U.N. list
of relatively least developed countries have their source 
and origin
in AID Geographic Code 941 is waived to permit the procurement of
approximately $287,000 of construction materials which have their
 source and origin in countries included 
on AID Geographic Code 935.
Exclusion of procurement of these construction materials from
Code 935 countries would seriously impede attainment of U.S. foreign
policy objectives and the objectives of the foreign policy objectives

and the objectives of the foreign assistance program.
 

(2) The requirement under Handbook 15 that vehicles procured with
grant funds have their source and origin in the U.S. is waived to
permit the procurement of six project vehicles and spare parts at
an approximate cost of $60,000, which have as their 
source and origin
countries included in AID Geographic Code 935. Exclusion of procurement of the project vehicles from countries in Code 935 would seriously
impede attainment of U.S. foreign policy objectives and the objectives
of the foreign assistance program. 
Special circumstances exist which

justify waiver of the requirement of section 636(i) of the Act.
 

(3) The requirement under Handbook 1, Supplement B, that services
procured with Grant funds by countries included on the 
U.N. list of
relatively least developed countries have as 
their nationality

countries included in AID Geographic Code 941 is waived to permit
the procurement of construction, related maintenance and repair and
engineering services from firms having as 
their nationality countries
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included in AID Geographic Code 935. 
 Exclusion of procurement of
thase services from Code 935 countries would seriously impede attainmat of U.S. foreign policy objectives and the objectives of the

foreign assistance program.
 

(4) The requirement expressed in Handbook 11, Chapter 2, which
limits employment of third country nationals for AM-financed

construction to 
20% of the non-local work force is waived.
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ANNEXQ
 

SUM4ARY OF PROJECT IMPACT 

Botswena Health Services Development
 

(633-0078)
 

The Botswana Health Services Development Project (BHSD) 632-0078,
has been designed to assist the Government of Botswana (GOB)
Ministry of Health (MOH) to implement a long term plan to eradi
cate and control the major causes of morbidity and mortality and
 
to improve the level of health through the delivery of health
 
services to the population of Botswana.
 

The leading causes of morbidity and mortality in Botswana are
 
Tuberculosis and other respiratory diseases, gastrointestinal

diseases, venereal diseases, conditions related to child birth
 
and pregnancy, measles and malnutrition in infants and young
 
children.
 

Control and eradication of these diseases and conditions requires
 
comprehensive (curative and preventive) health service delivery


scheme. 
The project focuses on curative care for treatment of
 
cive disease and on preventive measures which include, not only
 

immunizations, but also health and nutrition education.
 

In Botswana, the MOH carries the overall responsibility for
 
planning, implementing and supervising health services as well as
 
the training of health personnel. The MCH also has direct respon
sibility for nine hospitals, eight of which serve as the highest

referral point in the eight medical regions, and for health
 
centers located in periurban areas. Health facilities located in
 
towns and rural districts are administered by the Ministry of
 
Local Governments and Lands (MLGL). The MLGL facilities include
 
clinics, maternity wards, and health posts, which are the basic
 
primary health care facilities in the health system.
 

The MOH has established an overall system for the delivery of
 
comprehensive health services descending from the regional

hospital level to the more remote and outlying health posts.

Physicians* are located in regional hospitals and visit regional

rural facilities on a routine basis. Registered nurse/midwives
 

*There are only 75 physicians in Botswana, and only 15 of these
 
are Botswana citizens.
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(RN/K) and their auxiliaries, the Enrolled Nurses (EN) and the
 
Family Welfare Educators (FWE), who are primary school graduates

with 11 weeks of health training, carry out all routine health
 
care at periurban and rural facilities.
 

With the assistance of Norwegian aid, the MOH has constructed
 
rural health facilities below the hospital level in each medi
cal region. These facilities would be accessible to 80% of
 
the population of Botswana, but are not effective and fully

operational due to the lack of trained staff.
 

Although the basic institutional structure for national health
 
care is being developed, to operate the facilities as planned

the MOH requires a quantum increase in personnel with additional
 
skills to provide curative and preventive services. Nurse
 
practitioners are needed to serve as physician extenders in
 
rural health centers and clinics providing curative care.
 
Public health nurses will be attached to the facilities to
 
direct and supervise preventive services. In addition, pro
grams in health and nutrition education are needed in rural
 
areas to improve sanitation, encourage use of medical facili
ties, and to teach the population fundamental nutrition to
 
improve health. The MOH, at present, has no field based public

health educators or nutritionists to direct and implement these
 
activities. There are also no nurse practitioners and only

eight public health nurses.
 

Botswana has no training programs for nurse educators and must
 
depend on third country training. There are few places avail
able to Botswana for such foreign training which, in any event,
 
is much more costly than in-country training and often lacks
 
relevance to Botswana conditions. Therefore, a program award
ing degrees in nursing education must be established in
 
Botswana to expand and diversify nursing and other paramedical
 
training.
 

To permit aurses to function as planned, the MOH also will
 
establish health administrator positions. The administrators
 
will assume non-nursing tasks now being carried out by nurses.
 
The result will be more effective health delivery through more
 
efficient, specialized administration and freeing-up nurses
 
for more productive work in health care for which they are
 
qualified.
 

The BHSD Project contains four components directed at the major

constraints to improved health and health care in Botswana and
 
responds to the GOB request. The components are as follows:
 

1. Nursing Education - The project will train 60 Nurse Practi
tioners (NP) capable of diagnosing and treating the common
 
diseases of Botswana and 60 Public Health Nurses (PHN) to
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supervise the preventive health services delivered in rural areas.
 
In addition, the project will assist in the development of a
 
Bachelor of Education program at the University of Botswana and
 
Swaziland for the training of qualified nurse tutors.
 

The UBS program will graduate 8 tutors per year to be placed in
 
teaching positions in the UBS program, in the basic nursing
 
school, in the four enrolled nurse schools, ind in the training
 
programs for nurse practitioners, public health nurses and
 
family welfare educators. During the life of project, 16 tutors
 
will be graduated and 16 additional tutors will be enrolled.
 
This program will permit the MOH to organize training programs
 
on a planned basis.
 

The 60 NPs trained under this project, will be assigned to health
 
centers and clinics serving as physician extenders. Currently,
 
there are 89 health clinics and 8 health centers, each requiring
 
NP staffing which indicates the importance of this training being
 
continued after the project assistance completion date.
 

The 60 PHNs, a new specialty for Botswana, will be attached to
 
Regional Medical Teams, health centers, and clinics to supervise
 
the rural health care delivered by ENs and FWTs.
 

The project also provides technical assistance to review the EN
 
curricula for greater relevancy to rural health conditions. ENs
 
will be required to staff each of the 180 health posts and will
 
provide curative services that complement the preventive and
 
promotive services of the FWEs.
 

2. Health Administration - The project will train 32 health
 
administrators (HA) to serve on district and town councils.
 
The HAs will be responsible for the logistical requirements
 
of rural health services (supplies, transport, communication
 
and personal administration), and will assume the non-nursing
 
duties currently being performed by nurses that detract from
 
efficient nursing care.
 

3. Health Education - The project will train public health edu
cators and assist the MOH in developing a national health
 
education plan to enable Botswana to educate the population in
 
prevention of disease and promotion of good health practices.
 
This project also will permit the MOH to train Regional Health
 
Educators to work with personnel in primary health care pro
grams and to support special campaigns in disease prevention
 
and control.
 

4. Nutrition - The project will train nutritionists, assist the
 
MOH to establish a functioning nutrition unit and develop a
 
national nutrition program. Malnutrition is increasing in young
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children. The malnutrition appears to be caused by a number of
 
factors, which are more fully discussed in the PP. The shift
 

of population from rural to urban areas, which are increasing
 
markedly in number and size, is al.o resulting in changes in
 
dietary habits for all ages, as people begin to use more pro
cessed focds. The MOH needs to collect information on tradi
tional dietary patterns, determine areas of deficiency and
 
develop educational programs in nutrition for the public. Atten
tion must be given to improving infant and child nutrition and
 
to treating malnourished children. The development of a national
 
nutrition unit and the training of personnel for the unit, will
 
assist the MOH to determine nutritional needs and develop educa
tional programs encouraging the population to use nutritious,
 
inexpensive foods locally available. The Project Paper at pp 43
48 contains a detailed discussion of the project's health support
 
components.
 

The nursing, health education and nutrition components, while
 
separate at the national level, will converge at the primary
 
health care level through the EN and the FWE. An FWE is
 
trained in health education and nutrition and is in direct
 
contact with the rural people. She is taught to recognize
 
health problems and to teach hygiene and good nutrition. The
 
EN will serve as the FWE referral point for people requiring
 
health care. The EN, through a revised curriculum, will also
 
receive training in health education and nutrition so that she
 
too will teach preventive care. The effective functioning of
 
the EN and the FWE at the primary care level as nurse extenders
 
should meet the health needs of a large percentage of the popu
lation of the typical community.
 

With the rural health posts, clinics, and periurban health
 
centers staff with appropriately trained personnel, the MOH
 
will have the capacity to treat the major hea' :h problems
 
within each community and to implement prevention programs.
 
The availability of health workers in the community will im
prove the MOH's capacity to control and eradicate tuberculosis,
 
the leading cause ci death and disability in Botswana. Treat
ment of tuberculosis requires long-term, regular care that is
 
difficult to maintain without local facilities and follow-up
 
personnel. This project will provide the personnel to offer
 
treatment in the local facilities and the public health nurses
 
and FWEs with the capacity to follow-up. Treatment of the
 
other major health problems, such as gastrointestinal diseases,
 
venereal diseases, and conditions related to childbirth and
 
pregnancy also require close regular medical supervision and
 
follow-up.
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Through the extension of health services to the rural coinumities,

tH OH should be able to substantially reduce the incidence of
the major causes of death and disability by 1990.
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Mr. Re Friedline,,
 
AID Representative,
USAID.,
 
P.O. Box 90 , 
 . .. .....
GABORONE. 

Dear Bob,
 

HEALTH SERVICES DEVELOPMENT PROJECT
 

A USAID project paper design team recently spent about two
months in Botswana preparing, in conjunction with the Ministry

of Health, a pi'oposal for a health services development project

for USAID support. 
 After several drafts the Government has

agreed to the components and functions 
.f the proposed project
and we now formally request USAID to aupport this project.
 

The project will have !our functional components and a
project administration unit. 
 The inputs requested of USAID
 
include
 

(a) nine long-term technicians, a project coordinator
 
and forty-five (45) man-months of short-term consultant
 
services;
 

(b) US participant training for fourteen (14) Batswana
 
(long-term) at diploma, B.Sc. 
and M.S. levels and for a
 
further four (4) Batswana in short-term training#
 

(c) support for in-country training of two hundred (200)

Batswana;
 
(d) construction of 
a central health education/nutrition
 

unit and of four houses for technicians; and
 

(e) commodity and other costs support.
 

Each of the project's fun'ttional components is necessary

for the effective and efficient provision of basic health services.
 
These components are as follows:

1. Nursing Education, who&e objectives are
 

- to develop and introduce curricula fok two one-year

diploma courses Lor the in-country training of Registered

Nurses/Midwives to function as nurse practitioners and
 
public health nurses;
 

- to train Batswana to-teach the nurse practitioner and
 
public health nurse courses;
 

- to revise and introduce the Enrolled Nurse training
 
curriculum;
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- to assist in teaching and the curriculem development of
the Bachelor of Education (Nursing) programme being
offered at the University College of Botswana; 

- to train Batswana as nurse educators for localisation 
of all teaching posts in the B. Ed. (Nursing) programme; 

- to initiate curriculum and programme planning as a basis 
for possible future transition to degree (B.Sc.) in 
nursing; 

- to train Batswana nurse administrators for senior nurse 
administrative posts at central, regional and district 
levels. 

B. Health Administration, whose objectives are 

- to support the training of Batswana health administrators 
for senior posts in the Ministry of Health, hospitals
and District Counci;s; 

- U.S. participant training for Batswana in health planning 
and statistics. 

3& Health Education, whose objectives are 

- to develop and introduce a national health education plan; 

- to develop and introduce an in-country training programme 
for health educators; 

- to construct facilities to serve as the headquarters of 
the Health Education Unit; 

- to train Batswana to fill senior and specialist health 
education positions in the Ministry of Health 

4. Nutrition, whose objectives are 

- to expand nutritional research and analysis as inputs 
into nutrition programme planning; 

- to develop and introduce a national nutrition plan; 

- to develop and introduce 
for nutritionists; 

an in-country training programme 

- to train Batswana to fill senior nutritionist posts in 
the Ministry of Health; 

- to construct facilities to serve as 
the National Nutrition Unit. 

the headquarters of 
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We bi.!lieve that the objectives of th.. projoz t's four 
ccponents are consistent w;ith our plnns to improve the health 
status of the population and to train Batswana to direct the 
develonment of our health services. In support of this project
 
the Government will designate counterparts, and participants for
 
long and short-term training, and ensure access to equipment and 
teaching and office facilities.
 

The Proje.ct Paper gives details of the various components
functions, inputs, out!uts and costs. E:cept for a fliminor
 
points still under discussion, which do not affect t-he objcctives
 
of the project,we accent the Project Paper as presently formulated.
 

We therefore request USAID to approve the project for
 
implementation as soon as possible. We look forward to your
 
reply.
 

Yours cincorely,
 

'I/
 
S./ •;/'. . 

/ , , , 

M.L.O. Stevens
 
for/PERMAN¢NT S2CETnY
 

cc: P.S. Ministry of Health
 
Director of Personnel
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