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ALLOPATHY

AYURVEDIC

GHEMIST SHOP

GRAM SARKAR

HAKTIM
HOMEOPATHY

TNDIGENOUS
PRACTITIONERS

NATIONAL DCCTORS

PALLI CHIKITSAX

PARA

{i
GLOSSARY

--The treatment of disease by remedies that produce
effects different from or ownosite to those produced
by the disease (as omposed to homeopathy). Westernstyle
medicine.

--The traditional Indian medical system usually practiced
by Hindus. Concerned with the whole life it nlaces
emphasis on health maintenance and spiritual aspects of
healthful living.

--A gamment covering the head, face and body to achieve
purdah.

--A pharmacy
--A trained or self-taught traditional midwife.

--The village level govermment with no administrative
functions. Cram means village.

--A practitioner cf Unani medicine

--A system of medical treatment based on the theory that
certain diseases can be cured by giving very small doses
of drugs which in a healthy person and in large doses
would produce symptams like those of the disease (as
opposed to allopathy). Homeopathy is the most povular
system in towns and is prevalent everywhere, but contrary
to theory some hameopaths now give antibiotic injections
and all of them prescribe other modern drugs*

--Hakims, hameopaths, kobiraj, totkas, spiritual healers
and other quacks.

--Temporary. Used to describe a shelter made of thatch
and stick.

--Licensed allopathic medical oractitioners graduated fram
alternative mediical schools established in oonositien to
the British colonial regime and closed in the mid 1960s,

--Licensed village medical practitioners trained for one
year at BOG training centers.

--The Bangladesh unit of geographica. Identity. A hamlet
made up of a group of homesteads (3(:’-350 people).
Usually a few paras comprise a village.*



PUCCA

iii

--Permanent. Used to describe structures made of steel
reinforced cement construction with doors, frames,
plumbing, and utility connections.

--The practice of secluding or hiding women from strangers.
Literally purZah means the curtain or veil,

--Village medical practitioners including indigenous
practitioners without any formal medical license.
The term as used in Bangladesh is not derogatory,

QUALIFIED ALLOPATH-Medical practitioners with !‘BBS degree or medical

SEMI - PUCCA

SPIRITUAL
HEALERS

SWANTRVAR

UNICN PARISHAD

UNQUALIFIED
ALLOPATH

WARD

board license.

--Semi-permanent. A term applied to buildings with an
anticipated econcmic life of 15-20 years, built with
modern materials, but not having finished interiors.

--Those practitioners not using any medicine and healing
throvgh spirits, religious chanting or amulets.

--Self-reliance. A government-sponsored movement which
seeks to enable participating villages to manage their
own socio-economic development and nopulation control
by setting up five committees to represent landowners,
the landless, artisans, women and youth,

--A govermment administrative division--county. A thana
is comprised of several unions (180,000-200 000 people)
and is the local administrative headquarters for all
BDG programs including health ind family planning.

--An indigenous healer, Totkas tend to be older, less
educated and more often women and usually treat only one
or two specific maladies.

--Associated with ‘wuslims it is a traditional system
of medicine which is derived largely from ancient Greek
medicine.* Also descrided as a synthesis of Ayurvedic
and Arab systems of medicine.

--At the union level it 1s the lowest structure of
goverrment. A union (18,300-20.000 people) is made up
of three wards, each of which includes several villages.

--A medical practitioner without a medl. ° degree or

“icense who 15 using allomatiic drugs.

--An electoral unit comprising several vilizges but
having no administricive funciions (ascut 6,000 peonle).

*Definitions are from Zelicfs and Fertility in Bangladesh by Maloney, Aziz
and Sarker., 1980,
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and if transferred, will be replaced immediately; (b) Following the
tecnnical assistance phase of the Project, the BDG counterparts will be
assigned to the Health Manpower Development Directorate of the MHPC; and
(c) The Director of the Palli Chikitsak ("PC") program will work part-
time with the Consultant Team Leader to ensure Project coordination at

all Tevels.

(i1) The Medical Officers ("M0s") trained in the Project will
be assigned to Thana Health Complexes in which PC training is taking
place, and will be responsible for the coordination and implementation
of ail PC training activities; beginning in 1985, MO trainers will be
assigned to tne permanent PC training centers, not less than two per
center.

(ii1) PCs will be required to undergo bi-annual, in-service
training (two or three week program) as a condition of their re-certifi-
cation.

(iv) PCs will be considered private practitioners, entitled
to charge reasonable fees for their services.

(v) Female PC students will be admitted to the training
program whether married, widowed or divorced.

Clearances: Date:
Herbert E. Morris, GC/ASIA Sals
G. R. van Raalte, ASIA/PD v /3
Roberi Halligan, ASIA/DP (9244
James A. Norris, ASIA/BI & 17/8¢
rRobert Ichord, A-ASIA/TR EPQIBI

Signa [::> ) dO LS AR
Asgistant Adnihistrator
Bureau for Asi

4\/%{%/

Date \

C
GC/ASIA:GDayzd %n:h,/fv:8/13/81:x58450



PART I: PROJECT SUM{ARY

A. Description

This project will provide technical assistance to the Bangladesh
Government for further develooment of the Palli Chikitsak (PC) curriculum, the
training of PC trainers, and the nroduction of educational materials, It will
provide local cost financing of PC training and the materials to erect temo-
rary PC student hostels in 74 Thana Health Complexes.

The project will be implemonted in cooperation with the Ministry
of Health and Population Control (*"PT). The technical assistance will
be provided by a USA fim or qualified international research institution
through a Host Country Contract. The contractor will procure equivment,
educational materials and supolies: administer local training costs:
employ expatriate and local staff: and provide through lease the National
Training Center (NTC). Other local, US and third camtry project costs
will be provided directly by USAIN through specific sub-obligating documents.

The purpose of this project is to expand and improve the quality
of medical and family planning services to the rural people who through
circumstances of age, sex, residence and voverty do not have ready access
to health care. The purpose is to be achieved by training, equipping and
assigning one health practitioner to cach of Bangladesh’s 65,000 villages
by 1985. The program is to be sustained in subsequent years by training
to replace the numbers lost through attrition and by the institutionalization
of in-service training for all PC graduate practitioners.

The goal of the project is to reduce substantially the morbidity
and mortality of the —ural population.

The Government's PC nrogram is three years old, having been
implemented and sustained since 1979 without donor assistance. At the
Government's request . USAID provided techricail assistance in 1980 to appraise
the PC program's effects in the villages and to make recommendations for
program improvements and continaation. The experts nrovided by an
AID contract with Health Services Intcrnational (HSI) found the program
to be effective and conceptually sound. To improve the quality of the Pr,
practitioners the experts made recommendations for improvements in PC
curriculum. training, equipping and linkages with the thana health
infrastructure. Using the consultant's findings together with recommenda-
tions of MHPC professionals and suggestions of other authorities in the
field, USAID and the MHPC have designed this project.

B. Project Grantee and Implementing Agency

The USAZZ sntributien to the project will be funacd Oy a grant,
executed througr a Grant Agreement, and. if necessary subsequent
amendments thereto, with the Governmen: of Rancladesh (BDG). The adminis-
tering BDG agency will be the Ministry of Health and Pupnulatiom Control.
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Funds will be identified for commitment and sub-oblipated through Project
Implementation Orders and Project Imvlementation Letters.

€. Project Costs and Funding Sources

The PC Project will begin in FY 1981 and it will be immlemented over
a four year period at an =stimated overall cost of 23.5 million dollars. The
AID contribution to the project will be 6.9 million dollars. The BDG's
contribution will be Taka 248 million (US Equivalent 16.¢ million dollars).
The project budget is in Amnex C, Table C.2.

D. Statutory Criteria

All statutory criteria have been satisfied, see Amex D.

E. Mission Views an’ Recamendations

This project is consistent with the interests of the United States
Government and supportive of its strategy for assisting the economic and
social development of Bangladesh, All analyses of the project, fram the
technical, financial, social. economic and administrative standpoints
indicate that the project design is sound, The Mission recommends approval
of this grant project for the amount of USS 6.9 million in accordance with
the terms and conditions in this projact paper.
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PART II: PRQJECT DESCRIPTION

A. Backgzgggd

The Palli Chikitszk (PC) program was begun in 1978 by the Ministry
of Health and Population Control (QHPC). It is intended to train 65,000
PCs, onc for each Bangladesh village. The chikitsak (medic) will be the
principal provider of hicher quality medical, family prlanning and general
heaith services to that 90% of Banpgladesh’s population which resides in
its villages.

When the program was proposed, TCacrions were mixed among the
“oreign donor agencies and within Bangladesh's medical commmity. The
issuss that were raised will be discussed elscwhere in this oaver: they
inciude concerns regarding the program's size and rapid implementation,
the fee-for-service concept. and second class’ para-medical health care.
Despite reluctance by some foreign donors to cndorse the program, the
MPC Temaincd fimly committed and began PC training, on schedule, in
1979. The numbers of training centres has increased ranidly and on
schedule, as has the recruitment and training of the PCs. To date, the
program's cost have been born entirely by the BDG.

1. Rural Health
a. Lack of Basic Health Scrvices

Despite BDG efforts to expand rural health infrastructure and mamnpower,
villagers have little access to modetn medical and hezalth care. The
UNICEE--WHO survey (1978) shows that in the case of serious illness (''So
i11 that he feels he needs to lie in bed') 22.3 percent could not consult
any type of healer, only 10.1 percent consulted govermment clinics and
7.9 percent consulted qualificd zllopaths. The rest (58.7 percent) were
attended by unqualifiod allomaths and othcr healers.

The CRL survey (1975) in Matlab Thara shows that 34.5 percent of the
deceased did not reccive, prior to their deaths. any care by any type of
heaicr, oniy 1% wercent had a single consultation in goverrment clinics

and in 11.1 percent of the cases therc were multiple consultations with
qualified/unqualified allopaths ani other healers.

These figures illustrate the acute shortaze of basic health care
faciliti.s in the rural arcas. In additiom, utzlization of existing nwal
nealth facilitics is poor duc to the uneven quality of scrvices, persomnel
shortages, and tnc lack of free drugs and other necessary medical supplies.

b. Low Health Status (Discase Profile)

The s*-  igc of basic health care facilities is . contributing factor
to the low he..th static of the rural povulation. In zdidition, the majority

of thc people iive in absolute poverty ond almost the entire population lives

in relativc poverty. Thus, the hcalth status of the rural poor 1s also







TABLE IT - 1

(X

Bangladesh Demographic. Health and Economic Indicators

Demographic

Arca

Population (1980)

Density

Crude birth rate

Crud2 death rate

Growth rate

Population under 15 years of age
Contraceptive Prevalency(1979)
Ave-age Family Size

Health

Lifc Expectancy at Birth

Life Exvertancy at age 1

Infant Mortality Rate (0-12 mo)

Child Mortality Rate (0-5 yrs)

Maternal Mortality

Averagz daily caloric intake (rural)
(1975-76)

Children under 12 with 2nd or 3rd degree
malnutrition (Gomez Classification)

Economic

GOP (1980)

GOP arm:2l growth rate (1975-15980)

GDP per capit» (1979)

Agriculture Sector % of GNP

Rural Labor Force:
Engagad in Agriculturc Production
Uncemployed

Land Holdings by Rural Households:
Punctionally Landless

55,598 sq.miles

89.7 million

1,614 ver sq. mile

43 per 1000

16 per 1000

2.7%

over 45%

12.66% of fertile couples
6

Less than 50 years

54 years

140 per 1000 live births
250 per 1000 live births
5.7 per 1000 live births

2,114 ¥cal
86%

Uss$ 10.5 Billion
5.6%

Uss 100

53%

46.4%
32%

54%



TABLE II - 2
, R
Major Causes of Morbidity
1. Gastrointestinal Discases 19.03%
2. Scabies 12,06%
3. Respiratory tract infections 12,43%
(excluding TB)
4, Stamach pains 11.85%
5. Nutritional Disorders 8.18%
6. Other 36.45%
W
Major Causes of Mortality
1. Dysentery 31.5%
2. Fever 27.8%
3, Diarthea 15.5%
4, Tetanus 3,5%
5. Pneumonia 2.3%
6. Jaundice 1.4%

(1) “HO Country Health Programing Bangladesh, April 1977
(Z) Based on outpatient records from onc Thana Health Complex in each district

(3) Based on reported dcaths in Teknaf Thanz of Chittagong District









d. refer complicated illnesses and injuries to the most apprecpriate
higher level practitioner &nd provide follow-un care for these cases;

e. provide family planning services:

£. -rovide immmization services: and

g. be availeble to the villagers for advice reparding sanitation and
household hygiene, votable water, school health education, and
nutrition. In the original PC curriculum it is also stated that
PCs would Teceive some general training in integrated rural
development.

The first 2300 students (50 eroups) were acmitted to 50 Thana Health
Camplexes in all districts in January 197S. These proups camleted a year
of traininy and wrote their final examinations in Jecember 1979. It was
anricipatec that each would beein private practice about March 1980, upon
teceipt of their licensss. Thus, by August 1980, approximately 2,500
graduate PCs were delivering curative health services in 2,500 Bengladesh
villages. The goal of the BDG's project is to train enough PCs in order to
provide one praccitioner for each of the country's 65,000 villages, and to
comp)ste the process by 1985. (See PC Training Schedule,Table II-3)

b. Program Rationale

The PC Program design is seen by the Government as an efficient way
of using scarce funds and resources. By erploying existing Thana Health
Administrators a4s the principal trainers of the PCs and by using existing
facilities, minimal changes are required to implement the program. Training
of PCs at the thana level is seen as being more cost-effective than creating
a series of separate centers and developing new organizational structures.

The develcoment of a cadre of curative village medics is considered
to be s -elf-supporting spproach to heaith care at the village level. It
is recognized that patients are wore easily inclined to pay for curative
services because the cutcomes are moTe easily observed than the results
of preventive health care. Thus, to meet health needs and to encourage
the development of non-government-dcpendent ~ractitioners, the orogram
made available services: a) which ars at a curatlve level, and b) which
will ensure perpetuation of the wrivate fee-for-service reimbursement system.
The PC Prov-am was designed 28 an affordable, safe and effective approach to
providing these services to the rursl norulation.

> W

4. Results: of USAID Assessmen: or #C Program Imnlementationl

a. Sumary
The purpose of the study was to assess the implementation of the PC
progran with regard to selectiom criteria of candids~ <, program camponents,

1 Annexes G .o H include complete study and results.
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Tagle 11 - 3
Palli Chikitsak Training Schedule
1979 - 1984
ﬁtlass Number Year of Training Number of Number of Training
(Jan. - Dec.). PC Trainees centres (THCs)
1 79 2,500 50
80 7,500 150
; 3 81 10,000 -200
| 4 82 13,750 275
5 83 15,000 300
6 84 16,250 325

e e —— — -~ —— . e =
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facilities, ecquirment and personncl needs, nerceptions of trainers and PC
graduates, and follow-up of actual outcomes of the pioaram. Thus, an overall
curriculunm assessment was uncdertaken by the investipators. Curriculum was
conceived of as all aspects of study and/or living which affected the
learners throughout their course of study.

To conduct the assessment, questionnaires were crested, tested (through
a pilot study) and administered to 24 THAs and 98 PC groduates. The sample
of THAs was selectcd randamly and the PCs were included by virtue of their
presence in the randcmly sclected thana.

Trained inteipreters accompanied the three investigators during
three weeks of July 1980, at which time 9¢ unannounced visits were made
to the PCs in their village homes.

The data were summarized, tabulated, coded, analyzed and discussed in
relation tc the specific areas of BDG and USAID interest.

b. Conclusions

On the basis of literature reviewed, persons interviewed, thanas and
villages visited and analysis of all rescarch findings, <the investigators
made *recormendations which arc being incorvorated into this project design.

Overall, the PC Program was viewnd as a dynamic, creative, socially
useful and relevant program designed to meet a need among a poor, deorived
and remotc substrata of nopulation, Founded on the principles of fee-for-
service and private practice, the prosram seemed to promote on the part of PCs
zn urgency for learning useful information and seeking apnroaches to enhance
their effectiveness. There was a sensc of nride and interest among the
graduates  and the data reflected an overwhelming PC percention thrt the
training orosram wes too short. In another respect, then, nn incidental but
most important effest of the program was the gencration in the PC's of feelings
of motivation, involvament and personal investment in their activities and
development.

Like any new program involvine so many peovle, change and progress
occurTed on several levels and 2t varying rates. The investigators notsd
the following milestoncs, firding some in greater evidence than others.

First, the basic structure of the trogram was in place and was being
irplémented.  Second, 150 THCs had been cstablished at which the first class
of 2 500 students had comleted 2 ycar of rraining and a second class of 7,500
was in training. And, third, eraduatos were oracticing and serving the
target populetion with relative dearses of success.

i. Recruitment

For the x.st part, students idmitted to the progra: met admission
criteria. It was suggested that the need for intense recruitment efforts
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aimed at women and indigenous practitioners would further ensure health
care to more child-bearing and child-rearing woman--the group found to be
the least often served by the rural health system.

ii.  Qurriculuns

* -
1

In thelr review the investigators observed differences between what
was vritten in the originzl training and program plans and the actual imple-
mentaetlon of those plans. Differences were seen in a mumber of areas:
course content and instruction' undevs:ianding of the program’s purvoses:
expectations of PC trainees' and roles of graduate PCs. In general; the
emphasis of training was on the PCs curative functions, and other roles
originally plamned; e.g. health promotor and rural developer, were de-
empnssized. Course content as originally planned was too extensive for a
On: year progran. Recommendations were made to review the purposes, revise
the anrricelun, and to realign theory and clinical hours into a well defined
series of manageable units for instruction.

To train effectively the agreed upon mumber of 50 students per class,
and tc accamodate the learning enviromment to the urpredictable and
seasonally-dependent clientele, alternatives to oroviding effective field
experiences were detemined to be urgently needed. Teaching methodologies
using simpl: technology were also deemed necessary to fill a critical gap
in the training.

1ii. Leaming Envirorment/Living Conditions

Probiens associated with living conditinns and the learmng atmosphere
were ment oned by THAs, PC trainees and graduates. At least hzif the THAs
soec.fically mentiored the need for separate student quarters away from the
patient populiticn. Currently, the in-patient wards on the second floor of
the THCs .re used as dormitories and classrooms for the PCs. Small 10-bed
wards have been squeezed into the First fioor for in-patient care. In the
past, 10-bed wards would have been sufficient for most THCs, and in fact,
many lacked beds, nursing staff and cooking facilities so that they were
un2ble 0 acceot any in-patients. With an active sterilization orogTam
underway at many TrCs, however and an increase in sterilization acceptors
expecied, lack of adenuate ward space wiil become a real constraint to the
sterilization program. Currentlv a snorzage of ward space does not seem to
rave cffected the mumber of steril.zation satients accepted, but it has
aiready adversely affected the qualitv of out-patient care. since clients
arc crowdeZ 1nto limited space. In :id.tion, because the PCs are occupying
catien: beds  clinlcal cases for student learning have been eliminated,
nostels ©o accommodate ciasses of 30 students are needed.,

v, ?.C. Suinends

On the basi® of the acrvual nractices of the gradus , the investigators
conc.uced that v iresent syscen of a2 one year stivend o 00 Taka per month
and 1o other ¢o..v ent funding is an effective way of assisting the new

graduate to cater privite practice and should be continued. It wes further

conciuded that additional government support of the PCs would undemmine
their metivation.
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V. Follow-up Activities

The investigators noted two discrepancies vetween the Curriculum
Guidelires and the acrual practice of monitoring the PCs, Only 20 of the
PCs interviewed had attended monthly meetings at TCs. Those who did not
attend meetings had not done so because none wers held. It was ai.¢ noted
that PC record books were not maintained during or after training. One
reason given was that the cost of the books was an expense PCs could not
afford. : T Greater emnhasis on follow-up activities and con-
tinuing education was recommended by the consultants.

vi. Needs for the Future

Teacher Training

To implement this program, the investigators reconmended that available
resources be comitted for the treining of the trainers. The investigators
determined that it was difficult tO teach in the field without having had
exposure to role models who could demonstrate clearly the most effective
teaching methods. PCs were found to be enthusiastic. responsive and
impressionable. The investigators ccncluded that the use of competent
medical oificers as trainers and role models would serve best to meet
program objectives.

A one-month, intensive training program for medical cfficers (MOs)
from each thana that would serve to clarify the philosophy, purposes, scope
and limitations of the PC training was recomended. This training would
actively involve the MOs in preparation of lectures, use of slides, use of
live patients, and development of evaluation instruments. Suggested topics
for such a training exercise might include: lecture technijues, cvaluation
techniques, teaching methods, physical assessment, observation and inter-
viewing techniquss and the essential components in clinical teaching and
evaluation.

Given materials and personncl suroort as well as teacher training
opportunities, the investigators felt that the cquality of the teacher-student
learning experiences could be enhanced and could serve a multitude of student

learning styles.
Materials

Teacher manuals to show medical officers how to teach interviewing,
observation and physical assessment nced to be developed. Situational
ethics vignettes are also needad to assist modical officers to improve
the quality of care delivered by the PCs in their practices.

The creation of a center for lcarming whic’ would be a model for THC
training centers, a princival rvecormendavion of the ir.. stigators, would
provide MOs a -~ ssroom to lewrn the managerial aspects .7 maintaining a
clzan, aesthetically pleasant learning enviromment.
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B. Project Goal, Purpose and Strategy

1, Pro"! ect Goal

The Palli Chikitsak (P() project goal is to reduce rorbidity and
mortality in rural Bangladesh.

2. Pyoject Purpose

The project purpose is to increase the quality and availability of the
low cost primary health and family planning services in rural Bangladesh.

3. Project Strategy

The strategy for achieving the project purpose is the training of the
PC trainers. These are the 325 thana level medical officers (MOs) who will
be trained in this project to be the trainers of the PCs who will return
to provide heaith care services in thes 65,000 villages of Bangladesh.
Bi-amnual, in-service training of graduated PCs will be required as a
condition of thcir recertification, and this institutionalization of PC

training is also an important part of the program strategy.

The consultant’s report and the MHPC cxperience in the initial years have
caused the MIPC to choose the thana level MOs* as the trainers rather than
the Thana Health Administrators (THAs) who ate the MO supervisors and who
have been primarily responsible for PC training, This is because the THAs
carry large responsibilities for many programs and have too many demands upon
their time. The MOs have fewer .commitments and can more easily fit the PC
teaching assigmments into their schedules,

The MOs. under the supervision of the TAs, will be technically responsible
for PC activities, e.g. periodic review of PC patient record books. The
THAs will be rosponsible for the management of thrice yearly PC meetings
at the THCs, management of the in-service training schedules, and the
administration of PC re-certification,

This strategy makes attainable the 1985 goal of having a trained health
practitioner in cvery Bangladesh village.

* MEPC official documents show two categories of Medical Officers assigned

to Thana Health Complexes. There is onc ‘Thana Medical Officer” or T™MO"
responsible for MCH and clinical family planning programs, i.e. starilization.
There are threec 'Medical Officers responsible for both in and out patient
care at the THCs. This paper will use the temm 'Medical Officer" or '"MO"

and make no distinction between the two categories, TMOs or MOs may
participate in the PC training program,
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Continuing eduration and monitcring system functioning effectively:

(1) THAs briefed on PC menitoring at workshops*
(i1) Three meetings held at each THC to raview PC records and discuss
referrals and medical issucs:
(iii) Comprehensive evaluation of Continuing Education anc overall
PC performance.

Construction of semi-pucca hostels at 74 THCs.
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—— e e (3000)
* * ' % *
Budget Sumary FY81 FY82 FY53 FY84 TOTAL
a. Foreign Advisors C-3 $371.6 $401,2 $191,2 $964.0
C-4
b. Mationzl Persomnel C-§ 8.5 12.4 £,5 27,4
~¢.N2t'l. Trnr Center C-6 88.0 40,8 19,8 148.6
lease, equipment. Cc-7
vehicles
d.Perdiem, travel, C-8 22.5 38.0 587.1 647.6
training stipends
e, M/FP Training C-9 80,1 448,5 182.0 710.5
£.Supplics § equipment C-10 720.0 1,625.0 , 2,205.0
for PC Trainces
g.THC training =quipt. C-19 213.7 - - 213.7
h.Hostcl Construction 500.0 50C.0 100.0 1.100,0
Materials
i_Ev-?.lLatlon 15.0 15.0 25.0 55.0
Sub-Total 2,079.3 3,080.9 1,111.6 6,271.8
Total (10% add=d) AID 2,288.,2 3,389.0 1,222.8 6,900.0
j.BDGAHPC Contritution 3,042.0 4,109.0 4,%19.,0 4,892,0 16.562.0
GRAMD TOTAL $3,042.0 6,397.2 7,908.0 6,114.8 23,462.0

* Refers to vear of expenditure (not obligation)

*% Refer to budget tablcs in .‘mmex C
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d.(i) Per Di=m, Travel and Housing for !0 Trainees and Other {PC Staff

MO trainees will spenc one month each at a centrally-located training
center (Dacca). Three hundred twenty-five MOs will be trainrd in eight
sessions from November 1G22 throuph July 1983. In addition; there will be
short orientation workshozs for Thoma, District and MHPC personnel. Total
cost of travel and per diem is $62,600. (The average cosi ner MO traines for
travel and per diem for one month course is estimated at $180.)

d.(i11) Per diem and Travel for PC Recertification Training

The trained MJs will begin taking up their teaching positions during
1983 and will reach directly, through the regular prosram, 31,250 PC
rraineces of Classes 5 and 6 in 1983 and 1984, To insure the benefits of
the new curriculum and improved teaching zre available to all previously
trained PCs. they will be scheduled for the in-service training Recertifica-
tion Course beginning cither in the latter part of 1983 or in 1984. The
33,750 PCs from Classes 1 to 4 will receive, as a part of their in-service
training, the new manuals, blood pressure instruments, and patient record
books. To accomplish this laree retraining, the MHPC will have to make some
adjustments in the 1983/1984 schedules. Among the options are: (2) open up
25 THC tvzining conires prior to their scheduled openings in 1984 (325 MOs
711 be trained by August 1983 but only 300 training centres will be
operating during that year. The additional 25 could be opened in late
1933 to begin the im-service training procram.); (b) in-service training
could be scheduled 2t 325 THC training centres during the first months
of 1984 and the regularly scheduled PC Class 6 could be delayed for two
to three months' (c) other adjustments could be made in scheduling, e.g.
accelercting and shortening the course or taking mid-term breaks during
which time centres could bring in practicing PCs for in-service training.
Tae in-service Recertification Course training fmded ~ under the project
in FYS4 for 33,750 practicing PCs, will require perdiem and travel
cos®m totailing & 292,500. Subsequently, PC Recertification training will
be required by the MHPC avery two yzars for PC re-liconsing.

d.{iii) Per diem =nd Travel for PC Thrice Yearly Meetings/

Con:inuing Educstion

Monitoring ani follow-up of the quality of care delivered by PCs
has besn iess than adequate. In order to facilitate regular MHPC reviews
of PC performance the project will provide travel and perdiem exoenses
for PCs to 2ttend tarice yearly meetings beginning in FY84, At these
mectings, TrAs and PCs will review patientc record books and discuss
patient referrals and problems. Total cost for travel .nd per diem
for three two-¢ .- meetings is § 292,500,
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e. !ddwifery/Family Planning (M/FP) Training for Female PCs

Rmral women constitute thc groum most in need yet least served by the
nealth delivery system. Social-cultural factors discussed in Part V.B,
The Social Soundness Assessment are nartly to blame. It is reasoned
that by increasing the mumbers of female health practitioners (female PCs
in this case) sexvices o women will also increase. The consultant study
of July 1980 confirmed that female PCs serve 2 greater percentage of women,
but their total paticnt ioad is stialler than that of the average male PC.
In order to motivate women practit.oners to exvend their female patient
loads and to give emphasis to these irportant areas of health care, the
project includes a comprenensive training program in micwifery and family
planninz. Activities under rhis progran include third country training
o trainers - 40 MIPC female physicians or higher levei varamedics - at
two six to eight week M/TP courses scheduled in the latter pert of 1982,
possibly in W, Bengal, India, at a cost of § 160,000, Two ten-day workshops
Will be held for these trainers upon their return from third comtry
training to allow them to develop and test a two. week WFP curriculum and
design and order an apprepriate M/FP kit.  Total cost of the workshops,
including a third, planned for August 1983 to finalize the M/FP course
curriculun and schedule, will be ¢ 12,009, Per dism, travel and other
course-releted expenses for 5000 PCs (180 classes) trained in M/FP in late
1983 end 1987 will cost § 350,000, Costs of teacher and student manuals
?nd M/FP kits total $188,500. Total cost for this training Program will be
D 710 500 '

f. lienuals. Record Books :nc_Equinment for PC Trainees

Supplementary materials wiil be 7iven to PC students who are trained
by & vrained 10 in <he regular or recertification courses, The

SUpp ementary mhterials are plood pressure instruments ($ 25.00 each),

BOG manuals (3 3.50), supplementary mznuals (5 7.50) and record books (in
which to record patient visits, § 1.00) for a total of § 37.00 ver technically
assisted PC or a total of $2 405.000 for the project.

g. Equipment for THCs

Audio-visual equipment momuals ‘or trainers and other suoplementary
teaching materizls will be proviled to 225 THCs with trained MOs. The
total costs for those materials will be § 213 700.

h.  Construction costs

Afer the total of 65,009 palli Chikitsaks have been trained . 74 permanent
Ceuties will continue to teach PCs ro make up for attrition. In addition, the
Centves w... Drovice to nracticins BCs the Tequired bi-amnual Recertification
Course. This will be o thrce wes: course.  In the 74 . .ament PC training
cenires, stulens “osteis will be built, These hostels w. i be ‘semi-pucca
(semi-permanent) . . -uctures designed and constru~ted by the MHPC Construction
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Unit, The BDG will provide the land and labor costs. USAID will contribute
to the costs of ths basic building materials, It is estimated that the USAID
contribution will be $ 15,000 for each hostel, a total of § 1,110 000 for

the constructicn program.

i, Evaluation

The technical assistance contractor with M{PC counterparts will carry
out interim evaluations of the various project activities.. In January 1983
the 10 trainming course will be evaluated and revised. In September, 1983
there will be 2 more comprehensive evaluation including a survey of PC
trainees and nractition:rs. A final project evaluation will be done in
the Spring of 1924 by USAID and the MPC. Short term consultants will be
eployed for & total of five and a half months to assist in these evaluations.
The estimated cost of these consulting services is § 55,000,

j. BDGAHPC Finencial Contribution

The § 16,562,000 expenditure by the 30G for the operation of the THC
training units and the training of the PCs is ilready substantial and
canprises the mzjority of the total project costs.

AID's contribution to the project will be & 6.9 million frem FY 1981
through FY 1984, The BDG contribution will be Taka 248 million (Us ¢
equivalent 16,6 million).

E. Project Relationship to Mission Strategy and Host Country Priorities

1. PRelationshin to CNSS

Dring initial project design discussions, USAID acknoviledged that
the project ¢ linkape with the !ission strategy as outlined in the FY82 CDSS
was mainly indirect. Nevertheless, USAID decided to go ahead with project
devalopment because, in the words of the PID. 'The Mission sees improved health
tare as 2 worthy go°l in itself, becausc it contributes to an nverall improve-
ment in the quality of life for Bangladeshi villagers. In this particular
case  we se2 o opportunity to assist the Bangladesh Government with an
InnovzTive health care prorram which is vholly Sangladeshi canceived,
receznizes the constraints of the Govermment health program and utilizes the
private sector to overcome them.

furing subsequent =roject deveicoment, hewever. the project has
undergone some wajor desisn cheness vhich bring it directly within the
FY83 (USS straccgy. First is incrensed cmphasis or family planning
in PC traininz, Th2 PCs are to becoms prirary family plenning as well as
health care providers. Potentially thzy will be contracentive -epot-holders
for the national famiiy nlanning program. As tre most readily available
source of both family planning anc health services, PC; .re expected to
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‘have a significant impact on rural contraceptive acceptance. (Since the
BIG has recently integrated its “ealth ard family nlarning services,

PCs as third-tier health/Tamily planning persomnel also fit well into the
BDG's new concept of integrated service delivery)

Secondly, the project places emmhasis on recruitment of women
as PCs and on special training for women in M/FP. This will result in
increased benefits for rural women as both participants and beneficiaries.
The importance of improving women's status as a necessary step in reducing
fertility has been stressed in the CDSS. This oroject will provide more
direct benefits to women through training and relevant, high-status
employment opportunities than any other project in the Mission.

2. BDG Priorities

The BDG's increased emphasis on rural health services is apparent.
The recent Country Health Programming exercise, the Alma Ata Primary Health
Care Conference, and the follow-on Asian Fegional Conference in Delhi have
made a strong impact on Bangladeshi health policy makers.

The PC program has had a strong BDG commitment. The program was
conceived, designed, and executed entirely by the Health Division with BDG
funds. In the first three years of project life all costs--including
curriculum design and textbook production, teachers' payments and student
stipends--have been assumed by the BNG, and funds have been budgeted for
expansion of the program in future years, The entire training unit of the
Health Division has undergone staff changes. including ampointment of a
special director for overall coordination of primary health care persomnel
training as well as separate directors for each program.

The budget already eammarked for this program and public statements
of high level orficials indicate the gcvernment's commitment to the program.
As implementation problems have arisen the BDG has Tecognized the need to
analyze and make program changes. Increasing the quota for recruitment of
indigenous practitioners from 20 to 50 percent, is an example of the
BDG's continuing comnitment to thc success of this program,

F. Project Issues

1. 1Issues identified in the PIN-

Viliager's need for and acceptance of PCs*

£quity considerations in a fee for service system:*
Govermment's capacity for introducing innovations in the PC
training program and PC administration:

d. Delegation to the Mission to approve the Pro,ect Paper (PP):
e. Eligibility for FY 1931 initial funding.

oo
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2. Issues identified in the PID approval cable (STATE 286929 of

> November 1979, Anex AJ

Inclusion of (emphasis on) family plannine services delivery:
Length of PC training course:

Participation of women in the PC program;

Continuity of trainers:

Length of project (USAID particination):

Mission staffin~ - capability to monitor PHW portfolio:
Potential contractor (for technical assistance),

A Hho un P‘m

(1.a. and 1.b.) Village Acceptance of PCs and Equity Issues
Through the study carried out in mid-1980 by AID contract consultants,

we confimed there is a need for a PC in the village and that villagers
accept the PCs as they are now trained, (Study: Annex G.) It was also
learned that there are inevitable inequtties in a fee for service system,
but that despite these inequities it is the less affluent who will benefit
most from PC services. (See Part V. A. Economic Analysis, also Ammex H,)
(It is specious in Bangladesh to make distinctions between the rural poor
and the rural middle classes, for these groups all live in abject poverty.)
Improvements in the training of the PCs, e.g. emphasis on less expensive
treatment, will result in lower overall costs (diagnosis, treatment and
drugs) thus minimizing incquities,

(1.c.) BIG Capacity for PC Program Innovations and Administration

The Government has participated throushout in the design of this project,
has reviewed and concaurred in this Project Paver. and has vroposed many
of the innovations which are described here, This is a large training program
for Bangladesh, but the MHPC has experience (shared by USAID and other
major donors) in managing such programs for its family planning workers,
This was an issue only because, when mentioned, it was still an. unknown.
We feel it is not now an issue.

(1.d.) Mission Authority to Aporove DP

Authority to the Mission for PP approval was granted: however, that
approval was based upon the project cost being below ¢ S million. The
cost of the project as finally designed is in excess of that amount, and the
PP will be submitted to AID/W for approval,

(1.e.) FY 81 Funding

FY 1931 funds are authorized by AID/W for project start-up costs,

(2.a.) Family Planning Services

Family plannirg and population control has been a su. ¢t in the PC
curricilum fre: o . beginning. It will be given increaseca emphasis in
() the trainin, of the trainers (0s), (b) the in-service training of
the PCs, and (c) the thrice-yearly one or two day PC meetings at THCs.
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(2.g.) Potential Contractor

Selection of Contractor for technical assistance: In the PID, MEDEX
was referred to, hypothetically. A number of US fimms have provided this kind
of technical assistance. We do not know of one with predominant capability.
We plan to follow, in accordance with usual USAID policy in Bangladesh,
campetitive contracting procedures leading to 2 host country contract.
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III. A. Summary of Implementation Plan

1. Curriculum Fedesign, M0 Training, and Recertification Course

The Implementation Schedule which follows covers a four yedr period
from March 1981 to September 1984. USAID inputs begin when the
project's long-temm technical advisors are contracted by the MPC.

The advisors, who are scheduled to arrive in Dacca in February 1982,

will establish a liational Trainingz Center and immediately begin review
and revision of the PC course curritulum and subsequent design of the
teacher training course for MO instructors. Teaching materials and
manuals will be developed. tested, revised, reproduced and made available
in Bengali for the 1983 PC Class and the eight MO Trainer classes. At
the conclusion of the MO teacher training classes the Mid-Project
Evaluation wili take place providing the information necessary to develop
the first PC Recertification Course. Prior to the start of this in-
service training, a workshop is plamned for the instructors to present
the course syllabus and materials. USAID financing of the in-service
training courses for the first four PC classes will ensure that they
also benefit from project improvements in teaching and curriculum design.
The new manuals and additicnal equipment and materials provided under
this Grant to PC Trainees, will also be supplied to the PCs attending
this Recertification Course.

Two additional activities included in this project to increase the
quality and availability of health care provided by PCs to their clients
are: 1) special training for female PCs in midwifery and family plamning
(M/FP). and 2) the introduction of a monitoring/continuing education
program incluaing PC reetings at THCs to review record books.

2. M/FP Training

After receiving training for six to eight weeks in a third country
i midwifery and family planning, forty MHPC female physicians or nurse
practitioners (FwV Trainers) will teach short courses on this subject
to ali female PC graduates and trainees. - Third country training scheduled
for two groups of 20 in August and November 1982, wiil be conplementer;
by three in-country workshops where course schedule, curriculum and
materials will be developzd and tested prior to reproduction. Training
of female PCs will begin after August 1983 with the women enrolled in
PC Clzss 5. Female PCs from Classes 1-4 will receive M/FP training in
conjunction with the Recertification Cousse scheduled in early 1984.
Midwifery kits and manuals will be given to all trainees as motivation
te tetter serve the rural female population.

3. Monitoring/Continuing Education Activities

In crder to assist the 4PC t¢ standardize its monitori..v of PC
activities USAID -1 provide record teooks for all PCs. Wor :shops will be
held with THAs anc other key MPC staff tc set up thrice yearly meetings
for PCs at Thans Hcalth Cerplexes. These ieetings, which will consist of
record book reviews and other educational activities, will begin during FY84



q, i3l Ce struction Activitiol

tie implementation schedule for the construction of 74 hos
Projzct Implonontation Litter, wild begin in 192

Dates

Feb 1981

March/Apr 1631

May/Junc 1981

July/Aug 1981

Aug/Sept 1931
Sept/Oct 1961

October 1981

Novarcber 1981

3.

5, IMPLETNTATION SCHENULE

Activitics

Project Paper completed
and approved by USAID

Project Paper approved by AID

Grant Agreement sipgned by USAID
and BDG/MIPC

BDG/!1'°C begins recruitment for
local Project Personnecl

. Evaluation Criteria cestablished

for hest country contracting

. REI™ | inclwling qualification

factors for contractor selection,
precpared for contracting
services of forcign consultants

TFIP advertised

Technical proposals received
and analyzed

Contractor selected by MHPC
and approved by AID

Invitation to negotiate and
contract preparation

Personnel

USAIDR

APAC/AID
MIPC/AID

BDG/MHPC Staff

AID/MHPC

AID/MHPC
MHPC/AID

MHPC/A'D

MHPC/AID
Contractor

tels, which will be detailed in a
2 and take approximately two years to corplete.

Outcomes

Project Paper

Project Authorization

Grant Agreement

Local Consultant

RETP

1}Y



Nates

Decerber 1681

Feb/Mtarch 1982

Harch/April 1622

May to Scpt 1¢62

June to Scpt 1982

Activitro:

10. Coatract ncpotiated betwecen HIPC/
Centracter approved by USAID and
sicned (copies submitied to AID/W)

1l.a. Contrucio:r's cxpatriate
persenrel in place (2 Advisors)
with csscntial equinment to
begin work:

b. National Countcrparts and
Adirinistrator in place;

c. Sccretaries. Clerk , Driver
in place:

d. Short-term Consultant for
HManuols and National Coumterpart
for Manuals employcd;

c. Femeining suvpplies and equipment
ordered

12. Contractor personnel begin work ia
Dacca: lational Training Center
established

13.a. PC curriculur analysis and rcvision
corpleted

b. 1D Teaclhier Training Coursc and
s:acuule developed

c. All training matcrials developea:d

14. Training Center classrooms and
1ab cquipped

Fersonnel

I4PC/Centractor
AID

MIPC
Team Leader
Health Bducators

llztional Countcrparts

Administrator
Secretaries
Clerk

Driver

_Ou Lconies

Contract

Shert-tema Consultant/

rfanual

Hatisnal Counterpart/

Menual

Contractor

Cor:tractor/H4IPC

Contractor/1iPC

“ean: Leader,
Mational Counter-
parts. Health
Educators

Office, training
center location
estabiished

Revisecd FC Curriculum

Teachicr Training
Curriculmt
Syllabus

Manuals, slides.etc..
ready

2 Classrooms §
Laboratory rcady

1¢



Dates

Becamber 1981

Aug/Sept 1982

Oct 19¢2

Oct 198z

Oct 1982
Hov/Dec 1982

Hov 92 - Aug 83

Activitics Persanncl Outcones

15. raterials Reproduccd
15, First YWFP Cousrse for TRainers *HPC
1o 3rd ceuntry

17. Progress Report subnitted to USAID Contractor Progrecss Report
and to vHPC

1. First 2 wk workshop for all Traincrs
14/FP course

19. D Trairing Course testced Contractor/i-HPC
20. Second 1//FI' Course for Trainers WMIPC
ir 3rd country
21. 1Ds Traircd according to schedule belo:: Contractor/tf{PC PC Trainers traincd

MO TRATNING SCHEDULE

1082-1083 ~
T |
‘ FOLITH N D !J F 4 A M J J
F* H [

T : { ’ [ ‘
Greuyp Thamber i ! ' , , ;

I (2 Crasses/Greup) | 1 ‘ 2 ; 3 1 5 6 i7 i’ﬁ i

! . ' | : .

L t : J T .l " |
tharher of MDs o i l
Trained 40 I 40 ' '40 |45 45 45 Jz:s |25

. N i :
L | l . l ?
Number of TICs l i ! [ ’ Lo
Scrved by Trained : | ; P I
MD ; i 40 ' g0 ;80 ! 120 | 165 210 x 2551 300
Evaluation and revision of M) Contractor Revision of trainer

Jan 1983 * 22,

training using prc-post-training data course curriculum

Contractor Copies of Manuals etc. for
all PCs and 0 Trainers

it



Datcs

Jan 19€3

v to Jun: 1983

lay/June 1% -

Ave/Sopt 1683

fag 1633

Sept to Tec 1953

Oct/Nov 1983

Dec 1983

30.a.Vorkshop held for PC Recerti-

Activitics

Sccond 2 wk workshop for M/FP

Course Trainers
laterials Reproduced for
iY/FP training

Progress Feport to USAID
and 13PC

Oni-site cvzluation of M)

Trainers,; new PC curriculum
and materials, sclected sample

of practicing PCs

.Curriculum revisions completcd

.Plan develeped for thrice yearly

PC mectings at THCs

Third workshop for M/FP Traincrs

Class 5 fale PCs receive ? wk

L/FP trzining

.PC Recertificatior Coursc

devcloped

.Orientation workshops for

I#PC personrnel developed

fication Course instructors

b.

Horkshops held for IHPC
personnel

Personnel
MiPC

MiPC
Contractor

Contractor/11PC

1310C

MPC

Contractor/MHPC

Contractor/M4IPC

Outcorcs
Curricvlun and material

ready for reproduction;
cequipment ordercd

Mannals ready

Pragress Report

Evaluation Report

Reviscd Curriculum

Plan fer PC mectings

F/FP traincd an? equinped
female PCs

Syllabus

%Y



Datcs Activitics Personnel Outcomes

Jant tc March 1924 31.a.PC Becertification Courses MiPC Recertified PCs
given (Class 1-4), and
b.l4/FP Coursc for female PCs M/FP trained and
piven (Ciasscs 1-4) according equipped female PCs

to schedule below:

PROPOSED SGMELULE FOR PC BIAMNUAL RECERTIFICATION AND FEAALE PC i4/FP QOURSES

Reccrtitf.cation " .
Coursc 1 JAN 1984 FEE 1964 i AR 1984 :
i ! :
M/FP Course : . !
: - |
PC Training Class y 1 and 2 . 3 | 4
; i 4
Murber of PCs ' 10,000 ‘10,000 } 13,750 ,
: Female PCs . 750 : 856 | 1000
i L e i !
] - | = —t
. Number of Training | 325 . 325 , 325 (
: Centers : ' i
‘ I i
. ' 40 ' 40 40 .
i | . 'y
T v ; 7' $
Ave. Number of 31 1 | '42
PCs per class ! ' :

14



Datcs

Jan 1984 32.
Apr 1984 33,
Mar/Ayr 1984 24,

Activities
Final Progress Report to
USAID and MPC
PC Class 6 begins training

Sumative Evaluation of
Project

Personnel
Contractor

MIPC
USAID

Outcomes

Progress Report

Evaluation Report
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3. Disbursement and Procurement Procedures

1. AID ecstablished disbursement procedures wiff1 be followed. Requests
to opern letters of commitment for goods and services will contain appropriate
certification that items listed are required for project and are eligible for
financing under the grant. Disbursement for local currency costs will be made
in a manner acceptable to AID.

2. The MPC will negotiate a host country ccuiract under established
invitation for bid procedures for the services of a8 qualified fimm or an
educational or international research institution which will provide for;
a) the long tem technical services as outlined in the preject proposal;

b) establishment of a training center including hiring of local staff; c)
procurement of commodities, workshops and training courses, and short term
consultant services. AID must approve the contract which will, in turn, be
financed under standard AID Letter of Commi tment:;,

3. Hostel construction materials will be financed in local currency
releascd to MIPC. At agreed upon intervals during the project, AID will
provide the BDG locai currency subject to satisfactory progress accorling
to a schedule which will be detailed in a P.I.L.

4. Cocds and services procured wnder the grant shall have both their
source and crigin in countrics included in Code 941 of the AID Geographic

Code Book and in the cooperatis g ¢duntry.

C. Monitoring and Peporting Arrangcments

1. The USAID Projcct Manager will:

a) Monitor and work closcly with MAPC and contract team leader
to assure provisions of Prcject agrecments, contracts, imple-
mentation letters and/or memorandums of underdanding are in
accordance with established AID guidelines and procedures:

b) Participste. as "ppropriate; in revews and evaluations to be
undertaken in this project:

c) Monitor use of AID financed commodities:

d) Coordinate witk USAID Training Office in <he menitoring of the
third-country training program atministersd under the project.

a) Review the 'FP( cost estimates for the building materials to be
used in hostel construction to insure costs conform to current
market prices in Bangladesh-

b) Assist o USAID Project manzaer in neeotiating the Project
Imnlementation Letter for hoscel constyuction to insure M{PC
designs, spacifications and schedules conform to PN standards,
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3. - The Contractor will:

a) Submit progress reports according to the project jmplementation
schedule:

b) Submit all required financial reports to USAID as provided for
in the temms of the technical assistance contract;

¢) Fulfill all reporting obligations to MHPC as called for in the
negotiated contract;

d) Arrange and deliver all evaluation inputs required for this
project to USAID and MAPC,

4, The MIPC will:

a) Provide AID an arnual report concerning project activities
and implementation problems;

b) Provide financial reports, as reauired, e.g. an annual financial
report on total BDG contributions:

c) Others as may be specified in Project Implementation Letters (PILs).
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IV. TVALUATION PLAN

A.  Sumary

Evaluations, which are scheduled throughout the PC pProject, will assess
the quality of the training components and the overall impact of the
projects' activities on PC performance. Two of the formative evalua-
tions-- (A) M0 Training Course Evaluation and (B) Mid-Project Field
Evaluation-- will be administered by the contracting team. These,
along with (C) the Midwifery/Family Planning Course Evaluation, will
measure the degree to which Eroject objectives are being met, identi-
fying strengths and wealmessess, and providing information for modifying
the training programs and/or reformulating strategies to assure achieve-
ment of the p.oject purpose. The fourth evaluaticn, (D) the Final
Project Field Evaluation, will be summative in nature and will constitute
USAID's final cvaluation of the cffectiveness of the project in achieving
its purpose and goal. The cvaluation framowork cutlined on the next
page identifies the objectives, methodologies, indicators and timing
of evaluations for each of the project components.

Evaluation schedule is as follows:

Evaluation Title Agency Responsible Dates

(A) M Training Course ContractoyMHPC JAN 83

(B) Mid-Project Ficld Contractor/USAIYMHPC AUG/SEP 83
(C) M/FP Training Course MHPC DEC 83

(D) Final Project Ficld USAID /MHPC MAR/APR 84



B. EVALUATION FRAMEWORK

COMPOHENT

OBJFCTIVE METHODOLOGY INDICATORS TIMING
1. MO Teacher --To assess the degree to Pre-test given to MDs --Changes in knowledge, --In conjunction with i0
Training which 0 course objcctives before training conpared attitude and skills classes: NOV 82--1113 (..
arc met with post-test given . (In- lepth analysis J/ul §
. after (A) --PC perceptions of --Mil-project Ficlé Fvi:
--To assess the effective- MD teaching skilts tion- AUG/SEPT §2
ness of Ms as Ficld Evaluation (B) --Final Field Bval-lAy.
instrctors
Field Evaluation (D)
2. PC Course Curri- --To determine the effective- Field Evaluation (B) --Changes in knowledge, Mid-sroject Fiecld Evaiv
culun/Recertifi- nuss of new curriculum attitudes, skills AUG/SEP 33
cation Course Ficld Evaluation (D) --Course content diffi- Final Field Evaluation-
Ourriculum culty and rclevancy MAR/APR 34
--Adequacy of learning
environment
--Teacher effectiveness
3. H/FP Training --To as=css .the degree to Pre and post tests -~Changes in knowlcedge, In conjunction with | /1"
(Female PCs) which t4/FP course given to traineces before attitude and skills Jclasses: OCT 83 - if= o .
objectives are met and after training (C) --Changes in female pa- . . pre
Ficld Evaluation (D) tient load/trcatments Final Field Eval.M¥//™
4. Oricentation Work --To assess the degree Feedback after each --Schedule of record Informal discussious &%:-

shops for MiPC

to wiuch yorkshop

workshop

review meetings

worksheps: OCT/DEC 35

Personncl objectives are met Field Evaluation (D) ~~Quality of record Final Field Evaluaticn--
‘eepang MAR/APR
--Other educational acti- /
vities undertzken
S. Monitoring/Con- ~-To ass2ss the quality Field Evaluation (D) --Attendance at mcctings §Pinal Field Evaluaticn--
tinuing Educa- of records kept and --Quality of record MAR/APR 84

tion Mectings

effectivencss of meetings
to review PC work and
offer additional educa-
tional experiences

keeping
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PART V: SUMMARY OF ANALYSES

A. Summary of Econemic Analysis

1. Introduction

The Palii Chikitsak program was develoned by the BDG/MHPC as an attemot to
provide static, curative health carc at the village level. The need for this
service has been described in the PID and in earlier sections of this document.
Alternative means for providing this service are (1) village-level practi-
tioners who are salaried emplcyees of the BDG and can nrovide services free of
charge; and (2) practitioners trained by the BNG but supervised and finenced
by the local commmity (e.g., gram sarkar or union parishad) through local
taxes or a community health insurance scheme.” These alternatives have been
considered and rejected on eccnomic or technical grounds.

The first alternative, salaricd 3DG health practitioners, is simply
unafrordable to the govermment. Annual salaries alone for such a cadre of
health workers in 65,000 villages would cost over $ 31 million, and this
excludes other costs such as fringe benefits, medical supplies, logistical
costs, and increased numbers of supervisory persommel. This campares to an
annual recurrent-cost budget for the entire Health Division of under $ 35
million and a development (capital cost) budget of $ 38 million (1978-79).
The increased Ludget allocation for health which such a program implies is
not feasible, considering the many competing demands for additimnal budgetary

support.

In addition, sych a program would be extremely difficult to implement
administravively. Weaknesses in supervision technical support, and
logistical supply already hamer service -ielivery even in the existing BDG
rural health system. Tiese vroblems would te exaggerated many times through
an extension of the system to tke villages,

The second alternative, locally suvervised and paid nractitioners financed
through a village health insurance system, has acny advantages over the first.
The costs to the BDG would be no higher than those of the PC program. The
BDG need not be resrornsible for recurrent costs. Salaries and drug costs
would be financed by the commmity. That the commmity couli generate the
resources to pay these costs is confirmed in the analysis below (section 3).
Since the practitioner woull be supported by the commmity, he or she would
be resmonsibie and resnmonsive to the commmity, Finally, since a health
insurance program could be develoned which called for graduated premiums
depending upon the income level of the member, the nrogram theoretically
at least, would be affordable even to the poorest mcmbers of the commmity.
Thus from an equity standpoint it is preferable to the PC nrorram. The
problem with this approach is odministrative and cultural. There is little
sense oS cohesicn or commumity seirit above the para level: certainly not
at the village level. While some semblance of a village-level govermment
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The following analysis will sumarize bricfly the nmethocology used to
obtain the Winanci=l data on which the consultent < filings were based and
then will discucs each of the zheve questions based upon the feasibility
study's Tindings and USAI?'s ovr: analysis of the data.

2. liticdolosy for Collection and Analysis of Ecomomic Mata

Amex H ic the eccnemic analysis performed by the feasibility consultants,
To gather infor-ation on income and clientele of °7, items were included in
the survey guesticnmnaires for both PC treiners and the PCs themselves.
Trainers were asked which villagers would the PCs benefit most, The PCs
veTe asked how many patients they saw weekly and vhat they charged in fees
cnd medicine for three common rural cilments--diarrhea, prneuronia and skin
disease. It must bte cationed that the data, which are based purely on
verbal raesronses to vese questions are not entirely reliable. list PCs
maintained no Tecor’s irdicating the -umber of clients they saw, types of
‘dseases or fees chinrand, One r'oeild axect some umvar? exaggeration of the
nmber of cliencs seen, sincz PCs were eager tc appear successful to their
intervievers. One might alsn sxnect a low estimation of fees charged, since
PCs hot been instructas to claree no more then two Taka ner case. Unfortunately,
it wns not possitle for the corsultants to carry out any cross-chekcs* however,
they werc abl: to compare PC resnonses with data from other studies regarding
fees of indigerous practiticaers, and the data aprear to be consistent,

It st also be roted that total °C incame and average charges per visit
were based on the mumber of patients szen and fees charged for only three
categeries of dicecses--diarthea, skin Jisease and pmetmonia. Since the
PCs would likely have treated other kinds of common diseases such as fevers,
indigestion, and first aid cases during the same time veriod for which data
were collscted the incore ani caseleal data from the study are not comlete,
These three discase typcs wer: selected tecause thoy were among the more
common rural ailments and other data existed on fees charged by health
practitioners for these discase tymes. The feasibility team nsed these data
to corpare respenses as a way of substantisting them.

The dzte were analyzed in terms ~° fees charged by disease, by sex of P,
by sex znd age of client. by rlace of prastice versus home consultation, and
by consultation fees versus drug. charges. Since the progran emphasizes
training of irvdigennus practitioncrs as PCs, the analysiz also inciuded
comparisons of fees and clientele betwsen PCs who were formor indipenous
practitioners zn’ those who had no nrevicus health care experience,

3. Can the Comumity Sipmort = Palli Childtsak?

The Teasibility stidy estimated DC ircome. based cn survey Tesponses,
by multinlyin~ the average mumber cf patients seen per week by the average
fee (weighted by type anl! freauency of illness treated). This resulted in
an astiiated income of 250 Taka peor weel: or 1,075 Taka per month, Female
PCs tended to sce fewer clients thon the average; consequently, their average
income was sonewi:at lower at 735 Takz per mentn., PCs who were previously
indigenous vractiticners saw more patients than the avarage, so their inccme
averagsd 1 201 Tala arthly.
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The curvey alsc askaxl PCs what wordi be the minirum salary they would be
willing to receive in lieu of chorging for serviccs, Przsumatly this would
gpnronimats the amount actually receiveé in foes. The aversge response was
727 T=la ver mondh, or 75¢ Talza for male PCs and 630 Tako for female PCs.

Based on diiese recvmonses the siudy concluded that the monthly income for
the average DT was 750 to 1 200 Tala oov menth, Thus, the oroeram’s experience
to date indicates that casmmitiss have been zble to adequately support their

~
T
- ded ¢

4. Are the Palli iilitsaiss  fervices Affordabl: tc Most Pural People ?

Mhouch some TCs do maintoin their own supply of drues, many 4o not.
Fees for services therefors, were considered sceparately from charges for drugs.
This secticrn: deals only witli fees for services.

In their feasibility anzlysis, the consultants estimated the ner capita
nealth expenditimes for different exponliture groups in rural areas, based
on a mrciection of results from the BTG Pureau of Statistics Household
Sirveys of 1976/77 and 1973/74. Per canita annual health expenditures were
estimated for four expenditure sraums as follows

Average Annual Armual Per

Per Capite Tomendi- Zapita Health
Dpenditure ture, in Taka, Fxpenditure,
Graam 1579/20 in Taka
Bottom 40% 792 19
Lower i 4ddle 40% 1,151 37
Ummer [ddls 155 3 518 62
Top 5% 2,210 10C

(From Amnex H Taple Z.6).

It is irmortant to noic here that according to this cxpenditure
projzction even for the aroum classified as the wmper middis 15%

average per canite expenditure is only about 1 500 Taka or USS 100 annually,
By any standards {he uomer middle group is noor, The difference is
averarn zmrwal mer crpita exmendituras between this group and the lower
mid:'ie 40% is only cbout USS 25. In this case the terms low middle

and mper middle as used in +he analysis distinguish between relative
degrzes of provarty, llote also that the higher the expendirure: "level, the
greatsr the nronortion of tatol expenditure on health: thus, whilz the
“urper midcle 15% spend 32 nercent more on all items annually than the
‘lower middle 40% they spend 63 nercent more on health care.

As celenlated from the PC questiomneire rasponses. the averagse fee for
tlirce cormon disease cateqories (diarthea, pneumonia and siin diseases)
is 5.9 Taka (about 40 cents). This fee apmears to he a feasible expenditure
for the pcorest 40% as an occacinnzl exponditurs, and is certainly within
the expenditure rance of the lower middle 40%,
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For comparison purposes, the consultants compared PC fees for these
disease categories with the fees charged by other types of indigenous
practitioners for the samec diseases as renorted in other studies (See
Table E.1 of Annex H). The comparison indicated that PC fees were lower
than fees of PHysicimns trained in allopathic medicine and were only
slightly higher than or equal to fees of other indigenous practitioners.

Thus the fees charged by PCs are similar to fees charged by other
village practitioners and appear to be affordable to most rural
Bangladeshis. The conclusion changes somewhat, however, when the cost
of drugs is added to the eguation.

5. Are Drug Costs Prohibitively Expensive ?

The consultants' analysis of drug costs is based on survey responses
by PCs regarding the drug charges for the same three common disease categories
discussed above. Sixty six percent of the PCs provided drugs directly to
their patients.

Average drug charges were high, several times higher than consultation
fees. The combined cost of drugs and consultation fees averaged 36 Taka
for diarrhea, 27 Taka for pneumonia, and 30 Taka for the average patient
seen. Since this is greater than the total average annual health expenditure
for the poorest 40%, the total cost of treatment may be prohibitive for much
of this group. '

The high cost of drugs has long been recognized as a major constraint
to the delivery of primary health care. The BDG and WHO have prevared a list
of 31 essential drugs recommended for domestic production. Domestic
production of these drugs could reduce their costs. The BDG's Second Five
Year Plar states the goal of increasing production of these drugs through
Trdustry Division promotional prorrams in both the public and private sectors.
Gonoshasthya Kendro (The People's Health Center) has constructed a factory
for production of drugs which could begin overating within the next few months,
If these and other plamned programs are successfiilly implemented, they will
have an impact on drug costs.

A far more important factor, however, which affects both the cost and
the quality of health care, is overuse of drugs, particularly of antibiotics.
This was found with regard to treatment of diarrhea cases. On the question
regarding the mumber of patients seen weekly for cases of diarrhea,
pneumonia and skin diseases, PC responses indicated that about 64 percent
of all illnesses treated were diarrhea cases (Table E.4). The drug charge
associated with treatment was higher than the drug charge for either pneumonia
or skin disease. Yet cases of diarrheca can be treated less exoensively
through oral rehydration therapy (ORT). (For an adult with severe diarrhea,
oral rehydration treatment for four days would cost approximateiy 12 Taka.)
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To assess the PCs' curative skills, survey respondents were asked to
describe their trecatment for threc patient problems, one of which was a child
with severe diarthea. Only S1 pcrcent of PCs proscribed ORT. An additional
27 percent prescribed correct dasages of antibiotics, a much higher-cost
treatment. Five percent prescribed damaging dosages of drugs.

A second vignette to which the PCs were asked to resoond was a case of
pneumonia in a small child. 84 nercent of responses were corract, but most
-incorrect responses prescritnd overdoses of antibiotics. ‘

As these vignettes indicate, PC training must be revised to emphasize
low-cost therapy and prover prescriotion of drugs. .

The 1SAID inputs have been designed primarily
to focus on the quality of care issue, as brought ocut in the feasibility
study. From the standpoint of economic feasibility, low-cost therapy would
reduce the average cost of treatment for the diseases - which were "analyzéd;

Replacement of ORT for antibiotics as treatment for diarrhez, for
example, would reduce total costs for fees and medicine in Table E9 ic 18
Taka, which would in turn bring down average costs for the three diseases
to 19 Taka.

Since project inputs are geared towards trainer training, the emphasis on
low-cost therapy and proper drug use should be reflected in oractices of
MOs as well as PCs.

The consultants' analysis concluded that the combination of consultation
and drug charges probably placed palli chikitsak fees beyond the reach of the
poorest 40%. For the ‘"lower middle’ group, treatment was still feasible
but difficult.

With properly focused training, however, PCs can reduce their charges
for medicines for many common diseases, thus bringing the cost of treatment
within the range of many who have been unable to afford them up to now.

In addition, through improved knowledge of the use and dangers of allopathic
drugs, along with promotion of traditional, Ayurvedic and Unani medicines
of recognized efficacy, PCs will be able to increase the effectiveness and
reduce the costs of the drugs they prescribed.

6. Will the Market be Able to Support the Large Mumber of Palli
Chikitsaks to be Trained?

There are already large numbers of health practitioners in rural
Bangladesh, mainly untrained and non-allopathic. Two recent studies
carried out in different areas of the country surveyed existing practitioners
and found the density of allopathic practitioners (trained and untrained)
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to be .6 per 1,000 population and .7 per thousand population®. These
studies indicated that people prefer allopathic practitioners, particularly
trained practitioners. The only trained allopathic practitioners available
now, however, are the small mmbers of physicians, pharmacists, 'National
Doctors and a few medical § paramed:cal specialists. e.g. dentist, nurses,
who are neither readily accessible nor affordable to the vast majority of
people. Because PCs are trained practitioners whose fees are compectitive
with those of untrained allopathic practitioners, their practices are
expected to gain in size partly at the expense of allobathic and other kinds
of practitiomers in the area. (The BDG's recent decision to reserve at least
30 percent of 211 PC training slots for indigenous practitioners will reduce
this competition somewhat.)

The data fram the two studies cited previously would indicate that each
village could support its own PC, at least if the PC were the only allopathic
practitioner utilized. If the studies arc indicative of the country as a
whole, a population of 1,400 to 1,700 can support an allopathic practitioner.
By the time all 65,000 PCs have been trained the average village size will
be 1.380 or ncarly enough to support onc allopathic practitioner at the
income level those practitioners now achicve.

The feasibility consultants cstimated average village expenditure on
health care at 4,950 Taka per month. They concluded that the total was
large enoush that, as the village's most immediate source of trained allopathic
care, the average PC could =arn en adequate income.

* Chen, L. "Are There Barefoot Doctors in Bangladesh?"
Social Sciences and Medicine. (in press)

Claquin, P. “Private Health Care Providers in Rursl Bangladesh,"
Social Sciences and Medicine. (in press)
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B. Socicl Soundness /ssessment

The purpose of the Palli Chikitsak Project (Village Medics) is to
increase the availatility and quality of low-cost primary health and family
planning services to rural Bangladesh. Therefore, the purpose of this
Social Soundness Assessment will be to describe the manner by which the
projcct has been designed to meet criteria of sociai-cultural compatibility,
equity, and maximm potential for positive spread cffects. Project design,
and this assessment, arc based on a study commissioned by USAID/Bangladesh
and executed by Health Service Intcrnational (HSI)- during July-August 1980,
and upon the available literature on social and cultural aspects of health
cage En Bar)1gladesh and elsewhere in Souch Asia. (See List of References at
end of PP,

1. The Setting

Bangladesh, by almost any measurement, is one of the most desperately
poor countries in the world. The outline of thesc conditions is presented
in the Introduction to this Project Paper and will not be repeated here.
Over 90% of the population lives in rural areas; the economy depends upon
a basic subsistence-oriented rice agriculture; the mean per capita income
is ~ bout  $90 per year: and transport and commmications in a monsoon
delta cnvironment are extranely difficult.

2. Social Organization in Rural Bangladesh

Rural life in Bangladesh is built upon the foundations of the household
and the homestead of rclated households. Descent and inheritence are calcula-
ted through the malc line; women join the household of their husband at
marriage. The cffective unit of economic cooperation and social support is
the minimal homestead kin-group; beyond this, especially for women, social
ties are weak and unrecliable.

Homesteads are grouped into named para, ¢r wards, of a village. Within
the para there tends to be approximate equality of social status and, often,
religious or ethnic or occupational identity. The para may have corporate
ritual activities as well. Beyond the para, at the village level, there is
little social cohesion.

Administrative links downward from national levels beccine weak and
infrequent at local levels. Union Councils including several villages fom
a locus for political activity, but few formalitics relate para and village
to the wider society and its officialdom. 'Qutsiders', incEﬁa':Thg most
goverrment officials, arc often viewed with suspicion.

Within the village, most life revolves around agriculture. However,
many villagers may possess special health-related knowledge utilized by
their neighbors, such as bone-setting, midwifery, curing snake or insect
bites, or casting out demons. A few may eam a significant part of their
income from medical practice, based either on Hindu Ayurvedic or Muslim
Unani works, on homeopathy, or on a combination uf these with allopathic
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ideas and nostrums. These locai Practitioners are usually lumped together
under the term "quack'

3. The Quack and the Doctor: Social Roles in Medical Practice

Social analyses of the roles of medical practitioners in South Asia
are increasing in number and practical applicability, (Cf. Leslie: 1976
Or a recent summary.) There is general agreement that a wide range of
indigenous practitioners campete successfully with western-trained allopathic
doctors for clients. Those practicing medicine range from persons acting
intermittently and without charge in treatment of a singlc ailment to those
earning their total incomes by full-time practice. Theories and practices
stem from allopathic, Unani, Ayurv-dic, homeopathic, and shamanistic
traditions, often corplexly blendea in an individual's practice,

Most full-time allopathic practitioners are recruited from upper
income strata, in part duc to the time and expense required for medical
training. Most are located in urban areas (of the 6,216 allopaths in
Bangladesh, only a smail percentage are found in rural areas). The trained
“traditional" practitioner--the hakim or kobiraj--is often less well educated
in western tems and more likely to Iive and practice in rural areas, but
may only practice part-time.

Two recent studies (Chen; Claguin) have investigated the range of
medical practitioners found in rural Bangladesh. Both describe a large
number of indigenous specialists, often women, most part-time, utilizing
a mixture of shamanistic practices, herbal medicines, and elements of
allopathic, Unani, and Ayurvedic techniques. These persons, generically
called totka, zre often of humble status in the commmity, but are known,
femiliar specialists assessible both physically and socially., =

Overall . the picture of rural medical care is one with a very few,

- highly prestigious fuli-time pPractitioners--mostly allopaths--who are
approached by ordinary villagers only rarely duc to social barriers,
economics, and physical distance factors. They are complemented by a

host of indigenous traditional specialists, whose powers are more limited,
and whose status is less, but who are more readily available, approachable,
and affordable. As Islam (1980:25-26) notes, allopaths are consulted only
after more accessible remcdies fail. Since by that time the problems

have become more serious and treatment more difficult, skepticism concerning
the efficiency of allopathic treatment grows.

4. Cultural Themes in Banglades'h Life

Life in Bangladesh is strongly influenced by attitudes, norms, and
values which stem from its long cultural tradition. In addition to being
an intensely conservetive Muslim country, Bangladesh partakes of the camplex
and rich tradition of the Indian subcontinent. These traditions inform and
regulate social life, especially among the less educated in rural areas.
Some important themes are outlined briefly here.

* I» Bangladesh quack is not pejorative. It's use does not imdicate
app oval or disapproval.



2. Rigid distinctions in social class 9

Lend control in Bangladesh is highly skewed. Less than 7% control over

30% of all faim land, and half of all households are landless or nearly so
(Jannuzi & Peach 1976 : 110). Control of lanc and capital allows the uppe:
income groups to educate their children, to travel, and to engage in non-
agricultural enterprises. Because of the education required, goverrment

sicions ever at lower levels tend to be ocaupied by persons with roots
in upper-income families. Both rich and poor recognize the advantages in
terms of prestige, wealth and power, which are derived from access to resou':es.

Yhile ther2 is no caste system per se in Bangladesh, society is rigid.y
stratified in temms of wealth and power, and interpersonal relations tend ti
be strongly hierarchical in content. Those who cammot, by dress and demeancr,
display prestige and command deference, are restrictad in their access to
resources and services. While giving lip-service to the formal equality
specified by Islam, Bangladesh rural society maintains a variant version of
traditional Scuth Asian hicrarchy. (Maloney et al:1980).

b. Personalism in social relationships

Bangladeshi villagers spend most of their lives with individuals with
whom they have grown up. Relationships are highly personal and intense--
whether positive or negative. Establishment of relations with parsons
outside this network is a process filled with tension and uncertainty, and
there is a strong tendency to personalize such relations if at all possible,
through us¢ of intermediaries, gift exchanges, and the like. The impersanal
doctor-patient role found in the West is neerly impossible to maintain in
Bangladesh, but the demands for its personalization meke it extremely uncam-
fortable for high-status, educated doctors who wish to avoid invelvement
with low-status clients. The result is often avoidance of situations where
such confrontations may occur, as in rural health-care settings.

c. Sex-role segregation

In Bangladesh, the worlds of ien and women ere quite separate. This
separation is marked physically by separate living areas within the home-
stead wherc strangers arc not admitted® separate women's sections on buses
and public areas; and the frequent use, by women, of the burkha (a symboli-
cally obscuring garment), outside the home. Women are viewed as inherently
dependent and subservient, as well as nurturant, and their restriction to
tasks inside the home often excludes them from the general work force (although
with recent decline in rural well-being morc women arc taking low-paid
agriculturcl or construction: jobs outside their homes. with concamitant loss
of family prestige).

The separation of the sexes results in limited physical mobility for
woren. In a land where water travel is important, most women do not paddle
boats. Many women never travel outside their thana areas. And many are
not allowed to go for treatment by 'outsiders’’ even to Thana Health Complexes.
The constraints of the purdah ideology prevent male doctors from examining
many female patients.
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5. Beneficiary Profilc

Two major categories of beneficiaries involv-d: in this preject, arn:
the village medics themselves, and their rural clientele. Characteristics
of these two categories are described briefly.

8. Heaith and the Villager

The Health of villagers in Bangladesh is poor. Pcor and inadequate
diet, lack of sanitation, the presence of a number of endemic diseases such
as malaria all contribute to illness. Every investigator's report repeats
dreary descriptions of morbidity and despair. Since three-quarters of the
population is composed of women and children, and they have relatively less
access than men to what little health care there is, it is understandable
that female and child health is worse. A major factor in lack of access is
‘physical distance from health care facilities; a second factor is the social
segregation of women through purdah. Provision of facilities closer to the
village, by a person of a known family may increase use of health care
services by rurzl women and children.

b. PC as Beneficiary

Village medics are recruited at present from educated segments of the
rural population. They arc usually male, mostly from middle- and upper-
incame households. and young (18-30 years). The initial group of PCs,
however, need not be representative of all P , Since the Government is
making serious efforts to recruit more women and more traditional practi-
tioners to the program. This becomes important, since the HSI study
indicated that activities of the first PC graduates (1979) are directed
most to men and that their current practices are still small. - The few
women in the program seem to be even less active, for reasons likely -
related to village custams.

The traditional quacks, who are also a target population for recruit-
ment.as PCs, face a dilemma in that they are alrzady in practice, in some
cases supporting themselves from it and in other cases working in combina-
tion with agriculture or other occupations, and are not in position to take
a year's time for attending training courses. From ‘1981 the MIPC increased
the quack quota to 50% and emphasises their recruitment. It is not yet
known if the quota can be met in full.

c. Benefits to the PC's Clientele

The PC Project not only establishes a set of better-trained private
allopathic practitioners in villages, but also provides a system for vetting
their capabilities, and informing them of improved practices and medicines.
The benefits to rural clients from this project, once it is established,
are manifeld. In the first place, most villagers at present lack ready
access to any medical care. Those who do receive care get it mostly from
poorly-trained indigenous practitioners.
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Special benefits will be received by wamen and by children in rural
areas, since they are notoriously under-supplied with medical assistance
of any kind.

The elderly, who often are reluctant to travel under difficult
ciramstances to distant and expensive health care centres, and whose
ailments often are chronic, requiring repeated attention, will be benefited
by the presence of a trained practitioner within easy travelling distance
from their homes.

A strong constraint in getting govermment officials to serve or
even to visit rural arcas is lack of available health care for themselves
and their families. Although they can often afford private allopathic
specialists, thesc are very scarce in rural areas. The existence of a
reputable; trained PC may make a difference in the officials' willingness
to take up posts in backward regions and, once there, © remain on the job.
This, in turn, will benefit a wide range of rural development efforts
currently hindered by lack of effective, functioning staff.

It is possible that, if indigenous preperations are to be used
for treatment, local preparers of these nostrums may find a lucrative
market with the PCs and their patients. Since many of those engaged in
the preparation of indigenous medicines are low-income individuals, mamy
of them women, this may add a modest economic impact to the project.

d. Who will suffer from the PC Project?

The PC will increase existing alternatives for good quality health
care in villages, and those who rcccive the training and support from the
PC project will compete at an advantage for clients. Less qualified, less
skilled, and less effective practitioners will find their services less
in demand. '

Hospital based practitioners, who often engage in private practice
at higher fees, 'may find thoir clienteles reduced. With PC services
in place, the ill and injured will scek aid in distant, expensive, and
impersonal centers only when the matter is too serious to be dealt with
locally--some estimate that only about 10% of all cases are of this sort.
The accompanying bribes to hospital attendants, doorkeepers, and the
like, will also be reduced.

Both these effects will be by-products of improvement in the availa-
bility, rcliability, and afforcability of rural health care through the
use of para-medical personnel performing on a fee-for service basis.

6. Equity Issues: PC Project

The PC Project does not seek to introduce an entirely novel
intervention into rural life. Rather, existing local health care roles
will be strengthened, while the essentials of the relationship between
locol health practitioners and their clients will be retained. Although
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ultimately morc practitioners will be produced by the PC program and itr
training, they will for the most part continue to perform in leng-estab.ished
fashion.

The differences engendered by the PC projecct lie in the provision of
more adequate allopathic training, tailored to the educational limitaticns
of rural practitioncrs, and aimed at treatment of a wide range of common
camplaints endemic in Bangladesh's villages. In this project, equity issues
rust be considered in recruitment of PCs: and in access by various classes
of clients to their services after they enter intc practice.

In its earlicr phases, the PC program required that candidates post ess
certain educational qualifications, obtain certification from their Union
Council Chairmen, and post a performance bond. These criteria constituted
barriers to recruitment of PC trainees from lower-income groups.

The social constraints of purdah have been another factor inhibitiny
recruitment of women to the project. In the initial trainee groups, less +han
10% have been women, despite a reservation of 20% of seats for them. This
shortfall is particularly significant because virtually all traditional
birth attendants, and those who treat women, are themselves female.

So far as can be detcrmined, there arc few if any cases of unequal
access te training on the basis of regional, or ethnic, grounds. These
might become issues later in the project, as morc peonle are trained, and
as the PC becomes recognized as a desirable and perhaps lucrative occupati'm
in rural areas.

7. Equity Issues in Treatment of Clients

The HSI study indicates that for low income groups the cost of medical
treatment and medicines is very high. For this reason, and for treasons of
limited physical acress and social distance, the poor make little use of the
extremely limited medical facilities aveilable in rural arcas. The charge for
services is zbout the seme for PCs as for other allopathic practitioners,

but thc cost of medicines remains an issue, °

One suggested approach to supplying medicincs at lower costs to PC
clients is through an arrengement with a local €leemosynary operation such s
Gonoshasthaya Kendra which has recently begun a pharmaceuticals manufacturing
facility. This operation would supply good quality medicines at lower costs,

Another
element mzy be posting and publicising prices of medicines, to overcome
inflated markups by PCs as well as other practitioners and chemists' shops.

By comparision with the existing ovcrall system of medical care in
rural areas, where the pocr have limited and infrequent access to qualified
practitioners. the PC project appears to offer a feasible and potentially
effective system of rural health care. In 2 limited fashion, it is working
already under the strcng sponsorship of the EDG. Improvement of training
and supervision of PC performance are the keys to dncreasing quality of care.
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8. Diffusion of Project Effects

Assessment of project impact must take into accounit the diffusion of
project effects beyond the initial target groups--the PCs and associated
adrinistrative structurcs. cnd the clientele of the PCs in rural areas--
tc the wider society. This assessment is necessarily tentative and speculative,
Hcwever, it may identify poteniial areas for direction of the project, and
areas which may create problems in the future. Another element considered is
the durability of project impacts: how long, as well as widespread, might
they be?

The PC project will hy a foundation; in training materials and physacal
support facilities, and in en overall system for providing them, which wisl
centribute to establishment of the PC as a significant element in rural health
care in Bangladesh. By fitting into an established, familiar role for he:.lth
care providers in the village, the PC may be expected to win ready acceptzace.
By virtue of better training amd preparation in meeting client needs, the
PC should cormpete successfully with other, established rural practitioners,
upgrading the overall level of health care in the countryside. By being
available and accessible, as well as affordable, the PC will be of especial
benefit to lower-income groups, wamen, and children, on a continuous basis.
The results of this might bc seecn within a period of a very few years to
diffuse widely throughout the country, and perhaps in low-income urban
arcas as well,

Since the PC project activities fit into rural social systems in a
mamner highly compatible with existing relationsldps and norms for health
carg, and the PC is expected to remein in the private sector--it may be
expected -to diffuse widely in a short period of time--five to ten years
subject to the ability of the BDG to train PCs in sufficient numbers. But
the durability of the project in continuing to achicevc an overall trans-
formation or the rural health care scene must also be examined. How
thoroughly might the project inputs--material, technical, and social--be
expected to penetirate and transform the existing system?

Two existing factors in the PC program should contribute significantly
to its durability., The first, again, is its overall compatibility with
existing social relations and cultural traditions. Since the PC role will
constitute a more effectively functioning variant of a long-established
element in rural village socicty, PCs will not disrupt existing patterns.
Individuzl PCs may be expectcd to utilize their growing prestige to gain
influence in local affairs, but this marks no overall structural change.

At the same time, however, health care for more people will show marked
improvement, with consequent effects on productivity, employment, reduction
of morbidity and mortality, and overall quality of rural life.

The second factor increasing the durability of spread effects of the
PC project is that one importent cutput is creation of simplified, compre-
hensible training programs and materials, which may be modified by experience
while retaining basic outlines. By this process of ''routinization'’ expan-
sion and longevity arc enhanced.
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C. Technical Analysis of Educational Technclogy

Increasing the availability and quality of low cost health and famiiv
planning services to rural Bangladeshkis will be done by training effectirely
a cadre of village practitioners who will deliver these basic services.

This project will not attempt to introduce a highly sophisticated educat:gnal
technology but rather one which is relatively simple and has been proven
effective in health «ducation projects in other developing countries.

1. MO Training

Simple slides will be taken of local patients who present clinical synptoms
of common illnesses and disorders which are visible, such as scoliosis,
malnutrition, signs of dchydratien, woms, skin diseases, etc. The value and
importance of using culture-specific materials canmot be overemphasized vhen
one considers the resulting high levels of distractibility created when c¢+her
caultural factors are part of the learmer's visual field. Simple-to-opersve,
battery-powered ' projectors will be used by MOs to show slides to supplen-~nt
field work and textbook assignments.

To assist the MOs in learning the mothodology of teaching physical
assessment, interviewing and observation, a portsmak cassette videotape
recorder will be used. The equipment is easily transported, simple to
operate, and produces low-cort tapes vhich can be erased. Video is preferred
to movies because the costs of movie films arc often prohibitive and usually
unavailable on the needed topics. This technology is used currently by RDRS
in Lalmonirhat (Rangpur District) in its training of village health workers
with much success. Maintaining the equipment has not been a problem for ‘he
RDRS project. ’

It is the plan of this projact to produce teaching materials which can
supplement textbook learning. The field investigarion which took place in
July and August 1980 revealed that patients were often unavailable for PC
student learning cxperiences, and, if they were on site, they presented
disease entities which the students were not currently studying. It was
concluded that the logistics of exposing 50 students to specific patients
with specific diseases on a daily basis was indeed difficult and that
alternative approaches werc needed if the application of theoretical learning
to a clinical situation were to occur.

2. PC Curriculum Revision

This project paper proposes the creation of 2 national teacher training
center where MO's will be introduced to the PC Program and trained to teach
the PC curriculum. After completing the field work for the PC study, the
consultants, whose report is included as Arnex G, addressed the issues of
what changes could be made to reduce the errors made by PCs, and what changas
were necessary to increase the retention of important knowledge, understanding
and skills by the graduating PCs. The elements which should be emplified,
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reduced or eliminated and the program objectives which were central and which
were peripheral to the program were also studied. The conclusions of the
imvestigators which are summarizcd below address the feasibility of selected
curricular elaments.

a. The aurriculum should be viewed, clearly, at a technical rather than

at a professional level. For example, the hours devoted to theoretical c.ntent
should be tailored specifically in enatomy and physiology of the skin to the
diseases of the skin found in Bangladesh, the effects of phamacological
solutions on the skin, »nd the effects of nutrition on the development of

skin disorders. Detailed content about disease processes and theoretical
teaching of pathology are not necessary at this level of practice.

b. The study of drugs should be related directly to the disezse processes
studied, and should also include the traditional approaches to pharmacy use
in the country. The importance of calculating the proper dosage, especially
for children, must be reinforced throughout thercurriculum. At this level,
repetitive attempts must be made to transfer a respect for drugs; their
toxic effects, side effects, potential for stimilating allergic reactions,
and contra-indications,

C. The importance and timely administration of tests to serve as a means
for discriminating ae between content levrned and content not learned must
be reinforced along with the understanding of the remedial value of tests.
Quizzes or tests should be used readily and frequently in order to identify
difficulties in comprehension, understanding =nd/or transfer of learning.

d. At a technical level the program emphasis should be on the direct
application of principles. Field work is the heart of this type of anriculum
and should be carefully monitored and supervised, For each theoretical lesion
a clinical application component should be identified as well as the necessc.y
psychamotor skills essential to that experience,

€. Each student should keep an accurate student record of clinical symptoms
seen and treatment analysis completed in the field or reviewed through
slides. The eligibility to sit for examinations should be based on the
successful completion of a predetermined number of clinical experiences.

f. The curriculum should be designed to provide for' modules of packages
of content which are comprchecnsive, stress principles, including examples,
and use oral-visual and auditory exercises to reinforce principles and to
identify and analyze major symptoms and treatments.

The technology and paramedical training curriculum presented here are
part of the standard equipment and strategy used in similar programs of
other developing countries. With care and proper maintenance, the suggested
equipment can produce effective and low-cost teaching aids that will complemer-:
the curricular model. '
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D. Administrative Analysis

1. National Level Orecanization

The Palli Chikitsak Progrzm is administered by the Health Division
of the MHPC which is responsible for both oreventive and curative health
services. Within the Health Division under the Director General for
Health Servicas is the Director of Heaith Manpower Development (DHD)
(see Figure V-1) who is responsibie for training activities, including
those of the PC program.

The Naticnzl Training Center (NTC). which will be estabiished
under this project will also fall under the overall authority of the
Director Gereral and the Di#M. The long-tem contract tcam, which
will be employed under the gemeral terms and conditions specified in
the host country contract, will work with its designated counterparts:
the Advisor/Team Leader with the Director of the PC program; the Health
Educators with the two MHPC Health Educators assigned to the NIC,

The Building, Planning and Designs Unit of the Ministry of Health
and Population Control is responsible for 211 the Ministry's building
programs. This office is staffed by the following professional level
bersonnel: Superintondent Engineer, Architect, Executive Engineer,
four Assistant Engineers, and four Sub-assistant Engineers. The Project
Implemcntation Letter on construction will describe the designs,
specifications and comstruction schedules for the 74 thana PC student
hostels to be built as part of this project. Authority for contracting
and procurement will be delegated to the Thana Health Administrator (THA)
who will report directly to the Building, Plenning and Design Unit staff
on the construction orogram. The Assistant and Sub-assistant Engineers
will insurs adherence to Bangladesh Goverrment specifications for
buildings of this type. They will certify building completion and orovide
copies of the certification to USAID according to a2 schedule, and in a
form, which will be agreed to and described in the PIL.

2. Thana Level Organization

The MIPC is in the process of integrating health and nopulation
activities and to this end. at the national level, one Secretary has
becn appointod to be responsible for both sectors. Persomnel at the
thana level and below are also being effectzd by this integration
process. As scen at Figure V-2 changes Rawe bech meda’in job titles
wich will be accompanied by subsequent changes in job responsibilities,
Supervisory duties have also been reorganized but these changes are
not experted to impact negatively on the PC progrem or the MO training
component. In fact, as the THAs assume increased responsibilities
as THFPAs. thc projcct proposal to train MOs as PC teachers and to
give the M0s the responsibility for PC program coordination, is viewed
by MIPC as an acceptable administrative change.
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3.- Current Project Adninistration

Consultants visited THC training ceaters in July and August 1980
and met with PC trainees in Class 2 as well as graduates from Class 1,
More recently USAID persomnel have visited some of the 200 currently
operating training centers where Class 3 PCs are enrolled. In all cases
Classes werc in session and PCs were receiving stivends of 100 Taka
according to the program plan. Medical kits were also provided but
educational materials in many cases were not available. The MHPC, aware
of the weaknesses in curriculum design, educationzl materials and quality
of teaching, has specifically requested assistance to make needed improve -
ments and will fully support the NTC and proposed project activities.

4, Contractors' Administrative Responsibilities

Under the host country contract the long-tem advisors will assume
‘much of the administrative work of the project including materials

- reproduction and commodity procurement. The entire NTC operation including
MO training courses will be administered by the contractors.



E. Financial Analysis

Total AID inputs for this project are $

6,932,000,

The budget by

project camponent is 2s follows (based on detailed budget tables of

fnnex C):
USAID Inputs

Technical Assistance(Foreign Advisors)
National Training Center Operation
a. Staff

b. NTC Rental and Furnishing
3. PC Core Training Improveament.
a. Trainer Training

b. Orientation for senior MIPC
field staff

¢. THC Training Equipment

d. " PC Training Manu~ls § Equipment
MCH/FP Training for Female PCs

PC Recertification Course

. PC Thrice Annual Meetings

Hostcl Copnstruction

Evaluation

Contingencies (10%)

TOTAL

60

(_$000 )
FX IC  |To.al
89.1 72.9 364.9
. 52,9 123.1 176.9
- (27.4)
(52.9) (95.7)
1,763.1 918.2 | 2,681.3
- (58.5)
- (4.1)
(138.1) (75.6)
(1,625.0) (780.0)
310.0 400.5 710.5
; - 292.5 292.5
: - 292.5 | 29:.5
| - 1,100.0 {1,10C.0
. 55.0 5L..0
. 30,7 326.5 628 2
3,318.8 3,581.2 | 6,900.0
( 482 ) (52 %)
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47.9 percent of USAID inputs are foreign exchange costs and 52.1 percent

are local currency costs. The largest component of assistonce is improvement
to PC core training (38.7%) followed by hostel construction (15.9%) and
foreign technical assistance (13.9%). Supplementary 4/FP training for
female PCs constitutes 10.2% of total AID inputs.

The BDG contribution for the four-yecar project period, as shown in
Amex C, is § 16,562,000, covering 2ll recurrent costs of the PC training
program, including honoreria for trainers, student stipends, and basic trainipg
materials. This budget doos net include the in-kind costs of MHPC personnel
involvement in project adminiSTration and training and other overhecad costs.
Addition of these in-kind costs would substantially increase the BDG
contribution.

The BDG will be able to continue financing the en-going costs of the PC
progran 2fter USAID inputs are completed. The BDG is aiready financing all
recurrent costs for the program. By the end of the project, all 65,000 PCs
will have undergone basic training, the esrlier classes will hzve received
recertification training which includes skill upgrading, and all female PCs
will heve received supplementary “7"/FP training. After that point, the only
annual recurrent costs for the BNG will be occasional PC courses to replace tho-e
lost by attrition, biemninl recertification training, and thrice~ammual thana.
meetings, Assuming A 5 pcrcent annual attrition rate, PC core training will
cost opproximately $§ 250,000, Thrice-snnual PC meetings will cost $ 300,000
and recertification trnining $300,000 annually, for o total anmual recurrent.
cost of $§ 850,000, The YHPC is awarc of this modest recurrent cost and has
planned for it.
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F, Envirarmental Analysis

L Examination of Nathura, Scere and idagnitude of Eaviroamenta! Impacts
A. Descripticn of Project

‘The Bangladesh Covernmens kas iniBated a program to train oge
individual from 2ach of tha 65,000 villages in Bangladesh as a primary
bealth care practitioner, kaown a3 "'palli chikitsak' or "village medic",
These palli chikitsak will be trained to treat the majority of comrnon
village diseases, ic give f=ost aid, to provide information oa hygiene
and other aspects of preveativs hezlth care, to provide family plazging
information and servicas, and ic refar cases whick they are unable io
treat to the neares: gcvarament haalth facility, They will ba paid by
their commuaities ca & fee for service basis, To the 3realtsst extent
possible, the government wiil attempt to recruit women aad indigencus
village health practitioners fcr thkis training. The program has been
underway for about a year, . The first fifsy training centers have been
opened, each with a class of up tc filty students, Tke Falli Chikitsak
Project will assist the geveramans to improve the guality of palli
childtsak trairing through techaizal 2ssistance, teacher training,training
materizls production, and other Squipmeant and supplies, By the erd
of the project, the goverament will have increased capability to expand
the training program so that its 3cal of rationwide health coverage can
eventuzlly be reached,

B. Ideatification aad Evaluation of Eaviroameatal Impacts:

Since this project is a Guman rescusces and training program it
does oot have a direct irmpact on the eaviroarment. If the project is
succassiul in the loag tarm ic ieacing to improved health and coasequently
lower mertality ia rural Bangladech, it Imay have one indirect adversea
caviroamentzl sifect by aliowiag for 24 increased Population growth rate,
thereby increasing the pressures oa the land. This adverse effect may
be counteracted, however, by the fact that palli chikitsak will make
avallable coatraceptive informaticz and services acd by the probability
that decreased mortality mav raduce tke villagers' perceived need for
=aay ciildrea.

I. Recommendatian fer Eaviroomental Acxon

The project will cot hawe a sigzificant effact on the eaviroamesat,

Theroforz a Negative Determinatica i3 recormmended,
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‘INITIAL ENVIRONMENTAL XL MINATICN

Project Location : Baagladzsh
Project Title: Falli Chikitsak (332- 90G55)
Fuending (Fiscal Year ans 4 Teunt) : FY 81, 35,606, 600

Life of Project : Fv 81, FY 23

IEE Prepared by : Vivikka Molldrem LCate: September 17, 979
Eaviroamental Action Recr;mmendec,i ¢ Negative Retertninztion,
o e T T ; See Paga 2 attached.
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PART VI: PROPOSED CONDITIONS AND COVENANTS

The following conditions and covenants will be written in the
BDG/USAID Grant Agrecment:

A. USAID. Subject to the availability of funds, AID will provide
the resources in the amounts and according to the schedules described in the
Project Paper.

B. Government of Bznoladesh (BRG/*#PC).

1. The BDG will provide the budget in the amounts and on the schedule
shown in Table C-1].

2. The BDG will assign counterpart persomel as follows: Two MHPC
health educators will be assigned as permanent employces to the NIC

who will be qualified by education and experience for their counterpart
assignments. Except in extraordinary circumstances they will not be
transferred during the course of this projoct. If transferred, they
will be replaced immediatcly. Following the temmination of technical
assistance, thc BDG counterparts will be assigned to the Health Manpower
Development Directorate of the MPC. The Director of PC program will
work parttime with the Consultant Team Leader to ensure project coordina-
tion at all levels,

3. The 325 MOs trained in this project will be assigned to Thena Health
Complexes in which PC training is taking place. They will be responsible
at the THC, for the coordination and implementation of all PC training
activities. From 1985 onward, the M) trainers will be assigned to the

74 permanent PC training centers, not less than two per centre.

4. Palli Chikitsnks will be required to underso bi-annual.: in-seérvice
training (two to three weck program) as a condition of their recertifi-
cation.

5. Palli Chikitsaks will be private practitioners, entitled to charge
clients reasonable fces for their services.

6. Female PC students will bec zdmitted to the program without regard
for their marital status, » married, widowed or divorced,
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