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An evaluati'on such as this, in which a team of five consultants descends on a 
project for four hectic weeks, puts significant stresses on the recipients of 
this attention. The evaluation team would like to thank all those whose 
schedules were disturbed, who were subjected to seemingly endless questions, 
and who nonetheless provided great assistance during the process of the 
evaluation. 

We woo Id particularly like to thank Paul Hartenberger of the public Health 
Office in the AID Haiti mission. His tireless enthusiasm and interest in the 
evaluation process provided both information and motivation to the team. 

We appreciate the interest and concern expressed by Dr. Ary Bordes, Director 
eneral of the DSP, in the potential of the evaluation process for producing 

practical recrendations. We hope we have lived up to his wishes. 

And finally, we would like to express our gratitude to Dr. Jon Rohde, Chief of 
Party for the MS techdcal assistance team, for unfailingly providing us with 
any and all information, at virtually any hour that it was requested. 

We feel the lUDS project is fortunate in having individuals like this who take 
such an interest in its success. We hope this report will be both useful for 
them and able to stimlate further interest in others. 
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,O3MM MO=JT REVIEW AND EVAUATICIN
 



An evaluation of the Haiti lural Health Delivery ystan (ms) Project was 
carried out by a term of five independent public health specialists. This 
evaluation took place in F.Mruary 1983, three and a half years after the 
signinq of the Project Agrement between AID and the Dea t of Public 
Health and Population (MS). It was intended to determine progress toward 

the project IoMI of improved health status for rural Ba4tians, and the project 
urposs of health services coverage for 700 of the rural populace and 

reinforcement of DSV system needed to support these services. 

The NDS proiect was found to have been too ambitious r nd unrealistic in its 
original desiqn. It presupposed the existence of administrative capacities 
within the DSPP which did not exist. It also assuned a capac.ty for expansion 

and support which was abd is beyond the financial and human means of the ri--. 

Viewed in light of these realities, the NMS prolect has in fac. accoplishet 
substantial progress. More than 550 health agents and 350 auxiliary nurses 
have bo trained and deploy.dl 51 rural dispensaries have been, or ace in the 

process of being, renovated or built. Principal technical assistance efforts 
have been directed at policymaking and the developmnt of DSPP management 

capabilities, with slow but steady progress apparent. 

However, it is clear that the goal of improved health status has not yet been 
measurably realized; that the purpose of 700 rural coverage cannot and should 
not be achieved within the period of this project because of the certainty of 
outstripping the support cavpWlities of the DnP; and that the strengtening 
of administrative capabilities needs to be more. precisely defined. The goal 
is appropriate and deserves continued attWtion, but with a longer time 
borizon. 7he 70%coverage should. be revised dwmeard to 40%, including 

private coverage. DOP ad&inistrative-aareni1 ing continue to be the 

principal focus of activities. 

The NMW project, within recomended revisions, deserves ongoing support from 
AID. The overall approach to rural services being deveJxope is more likely to 

http:deploy.dl
http:capac.ty
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insgato of D1P leadership, andWithout the Active inVClvmnM of the 

Bureau of Health Planning and Evaluation (MU )* The DWP must internally
strengthen the EP before technical assistance there can be useful. 

In maagemnt and administration, a major project accomplieshnt is the 

creation of WM, which has begun to su ply drugs to community p1harmcies. 
G does not yet have the manaaerial coaetencv necessary for freestandinc 

oerationss full-time technical assistance and careful onoing attention by 

DP and AID are a top priority to keew this iwortant Proqram from going off 

the track. In other ahmnstrative areas, there has ben more progress in 

developing systems on paper than there has been in implementing them. Focus 

of the next several years of the vcoiect must be on applying these system in 

suviort of DSPP health priori tiesi the nutrition program is an excellent 

potential test case, and should receive malor attention. 

n finance, it is clear that .he DW is Pat. caable of stwportim ongoing 

3,eratinq costs of the ENDS Project. Consideration mst be. given to the fact 

that although the DSP receives an unusually high proportion of the national 
budet (15%), its resources are still less than $3 per capita. While a good 

deal could be done to iqpcove its efficiency, it must be recognized that the 

DPP is underfunded in an absolute sense, and will be forced to rely on 
external donor assistance for the intermediate term (10 year horizon). The 

pIDSproiect therefore. should halt current expansion of coverage to give 

time to de'welop strategies for increasing self-sufficiency. Assistance in the 
mnaqement of proiect finances should be encouraged to reduce the current 

serious delays which have hindered vrogress: cryuter applications may have 

substantial benefit. 

In, information system., the DWP is crrently collecting an exess of 

undigestible and unusable information. 2he focus needs to be on 

sinliication of systems to Permit the timely collection of the bare minimum 
of information necessary for monitorina and decision-makina. Priority health 

information should relate directly to the DS's six health priorities. 

Ymnaement infomation needs to focus on effective activities: while a number 

of thee system are in Place, DSPP leadership must show the Political will to 
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use them and act on them if they are to be of any Practical value Technical 
asidstce in the area of cputer appiceation as well as in data needs 
assesmnt and analysis are called for. 

in the area of training and manpower developmnt, most work in the project to 
date has been done in curriculum design. The modules developed for health 
agent training are useful and appropriate. The vroject called for activities 
il'i too many traigiM areas, which has led to dissioated effortss in the nam 
term the focus should be on evaluation of materials and methodoloqies already 
develd to determine their avpropriatenes to the field situation. Plans 
should also be develoved by the DSP, vossibly with technical assistance, to 
increasinqly involve the Bureau of Nursing in rural training and suervision 
activities. Manpower planning is an important need, but is unlikely to be 
accomplished without prior significant strengthening of WUPE; this is a 
necessary prior condition to useful technical assistance in this area. 
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les PURFDAJO E'4Xa!MD PROCESS Of IMM-T= M 

2he NIDS Project Agre mt signed on June 29, 1979 Called for an lent 

evaluation to be carried out after 18 months and subsequint evaluations at 

12-months intervals thereafter. This first DB evaluatior cam two yeaso 

later than originally scheduled, with just ovar two years left prior to 

project comletion, and less than nine months remaining on the current 

technical assistance contract. 

The purpose of this evaluation was to determine the extent to which the 

objectives of the RODS project have been achieved and to provide 
rmcmmendations for the continued inplemtation of the project. The eufasis 
was to be on identifying ways in which the project could be adjusted to 

achieve optimum health services coverage and health impact, while developing 

the institutional and financial capacity to sustain these services. 

The evaluation team consisted of five public health professionals. The Team 
Leader was Dr. Nils Doulaire, a public health physician who is Medical 

Director of Rural Health Associates, an international health coslting firm 
based in Vermont; he, is a Visiting Professor of Omunity and Family Medicine 

at Dartmouth edical School, and specializes in international primary health 

care. The Public Health ManaIemnt Specialist was Ms. MaHy Taylor, Executive 

Director of Rural Health ASSociates and an Instructor of Coumunity and Family 

Medicine at Dartmouth medical School; her area of specialty is public health 

system. planning and anagemnt, with special eiphasis on health systems in 
developing countries. The Financial Analysis Specialist was Dr. Bob't 

oland, a public health physician with extensive. training and experiec in 

finance, OPounting,m ent; he has been active for over ten years inand m 
inrationa cosutin for gov Iint, businss and. Wnited Nations. 

organizations. The Information Systems Specialist was 0. Kristine Olsen, a 

survey satistician working for the International Statitical Programs Center 

of the UJ. Consus Bureaul she has served as an advisor In the design aWd 

iple tation of AMD project monitoring and evaluationi activities in Sudan 

and Indonesia. The Training and manvower Socialist Hr. Michael Davies, 
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an assiate of the African Studies Center at UZeA he has worked in coummity 
organization and training of public health personnel for more than five years 
in West and Central Africa as well as in the Southwestern U.S. 

Starting in early ebruay 1983, the evaluation team spent four weeks in 
Haiti, researching and preparing this report. Interviews were conducted with 
a wide range of DSP, AID, MM and other personnel (See Annex I1Th 1); 
institutions and project sites were visited in a nusb'er of areas around the 
country (See Annex III A 2); and a substantial quantity of project and related 
docamntation was reviewed (See Annex III A 3). The evaluation team held 
regular meetings to coordinate their approach and findings, as well as 
frequently seeking out DSP, AID and mt feedback for specific findings and 
tentative recamendations. 

Because of the magnitude and scope of the FEDS project, it was Jqosuible for 
the team to examine every aspect of project functioning in the short tim 
available. Drumsis was placed oa consderation of priority issues, and on 
the development of practical short and intermedita ter recumndations. 

This genort represents the clear concensus of the five team merrers. A 
remarkable degree of unanimity was developed concerning the ;hms considered 
most izportant, as well as the major points of recoumendation. The team 
greatly appreciates the cooperation of all parties involved in making this 
possible; any errors or missions are fully accepted as the team's 
responsibility, and in no way reflects the work of others. 
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I6C VUl~ OhUERNZOF 1UTDES1I.~ PROESS. AND 

The FW project was designed as an abitious, all-inclusive apWoac to 

health care services fort the rural poor of Hat. It planned virtually 

coslete health coverage for 70%of the rural population, or 3.5 million 

people, using a cadre of 1500 newly trained agents de sante, backed up by 550 

awliary nurses working out of newly constructed or renovaed rural 

diopwsaries. 

Men rural workers were to be supported by an efficient DWp nagemnt 
structure, integrating all axist vertical health pcogrmo, while at the 

sm time decentralizing decisionaking to antcipated regional and district 
Ministative units. At the end of the pcoject period, the govement of 

Haiti was to be able to support all the operating costs of this syst. 

Uh-s design did not take into consideration the realities and limiatons of 

the-Haitian situation. It asumd a capacity for rapid and radical 
inttutonal change, the exstence of trained, skilled and motivated 

managers, and the availability of adequate goverWnMtal financial resources to 
pay for the recurring costs of this systm. hese anup'.ons were overly 

c, and the EHDS Proiect must be seen in light of revised expectations. 

The long term goal of the project, as defined in the Detaled Project 

Description vf the Project Agreewnt, is to improve signiicantly the health 

status of Haiti 's rural poor, as measured by decreased rateS, of sorbidity, 

sortality and malnutrition, and by reduced birth rates. This is appropiate, 

and should bc mtned as the underlying pcoject goal. 

UiLU* no,'detailed.ntonie health.survey was. conducted ws paut. of -this 
evaluat6no, as would be necessary to docmnnt any change -in health status, it
eened quite clear to the. evaluation term that the RMD oect has not had a 

sianisicont luvact on overall national. health status iDto this Point It isa 
our opiniOn that it has the potential for deonstrating such an ispect in the 
intermediate term (5 to 10 years), and that iqpct may be damntrated in 

limited target areas in another two to four years. 
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In order to.reach this iqtoved health status goal, the EDS project has two 

primwa purposes. The first is to provide acces, to basic preventive and 

curative medical services to up to 70%of the rural population by the end of 

the project. The second is to isprove the a8dnistrative and support 

capacities of the DSPP in order to fully supply, maintain, and oversee thes 

rural services. The original prolect design sicnificantly underestimated the 

couvlexity of achieving both these purposes. 

In terms of rural access, the project to date in phases I and II has built or 

renovated 8 rural dispensaries, with another 43 in progress. Approximately 

550 health agents have been trained or retrained, and about 350 auxiliary 
nurses trained and posted to rural areas. Given the rate of progress to date, 

and the constraints outlined elsewhere inthis report, it is doubtful that the 

70%coverage target will be achieved by the end of the Project. 

Were it to be achieved. through the construction of more facilities and the 

training of more Personnel. it is highly likely that the systeM would rwidlv 

collaose because of a lack of adeauate financial and managerial resources 
.needed to sumiort it. It will therefore be necessary to redefine this purpose 

to provide a more realistic target. A target coverage of 40% of the rural 

population, including coverage provided by private health institutions in 

coordination with the government, would better serve the long-term developimnt 
of health services in Haiti.
 

The majority of effort under the PADS project has in fact been directed toward 
the second purpose, that of improving DiP adninistrative and suprnrt 

capaities. The task here has been substantially more difficult than was 

foreseen in the Project Paper. At the beginning of the project there was 

virtually no existing capacity in the D P to manage and operate a rural 

health delivery system, and ve; little understanding of what this would 

actually require.
 

In the opinion of the evaluation team, the embasis which has been given in 
Proiect imlemntation to strengthening DSPF structures has been necessary. 

Progress has bee slow, but has clearly taken place. Within the context of 



activities aimed at the six major health pdoities defined by the DPP. 

continued reinforccMnt Of DW' Msnaaimt and VsWvot C40ilitill shoud 
r*main a rincival miolect urome for the rtmner of this srelect, and 

pceferably for the next five to eight yeWrs. 

In Im ryl within the term of the Project AgreMnt, the project should be 

revised to reflect more realistic intemdiate outputs. fhe le%range goal 

should remain the imepovemnt of health Status MIg rural Haitians. Hever, 

project services expansion should be slowed or halted to pemit the necessary 

suport services to catch up to current demnds. 

Clearer definition of eWected DSP admnIstrative dvlopments (as described 

in later sections of this report) should be a primy focus of ongoing project 

activities. All administrative develoment should be taraeted toward 

anticipated inract on the six Dspp health Priorities-in order to concentrate 

an aymopriate and effective activities. The strengthening of these targeted 

administrative system should be the principal project purpose over the next 

tw Y.a& 

Tue necessary inputs to accomplish this purpose are detailed in section 11. 

Specific recommendations for necessary ongoing technical asistance are found 

in Section ISO 
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I.D SoMWS OF rD A CoV9M 

in lieu of detailed project planning and a defined set of graduated 

intermediate outcomes, the IWDS Project Agreement establishes an extesive 

list of Conditions Precedent to Disbursemt. These CP's are reviewed in 
detail in Annex III A 4. 

in sumary, some of the CP's have been met but mny have not. Project 
disbursment has continued notwithstanding. The evaluation team feels that it 
is aromiate that the Ws have been less than rigorously enforced by AID. 
The failure to comply with some of the CP's does not reflect an onwillingnesa 
of the D&PP to adhere to the conditions as much as it does an inability to 
meet some of the terms set out. This again reflects the general 
administrative weakness of the DSPP, which this project has set out to improve 
rather than punish.
 

We recommend a full renegotiation of CP's in light of current realities and 

the experience in the prolect to date. This would assist the DSFP in defining 

which conditions are most immediately necessary for accountability, which are 

of priority for the development of functional administrative systems, and 
which are desirable for short and long term improvements in operations. Such 

revisions would also assist AID by reducing the quantity of futile paperwork 
which policing unachievable CP's entails. 

The first Special Covenant in the Project Agreement relates to project 
evaluation, which this evaluation fulfills. The covenant relating to 
utilization of equipment and materials is more appropriate for audit 

consideration, and was not dealt with here. The third covenant, relating to 

post-ooect support of ongoing coumiity health services activities by thle 
Sis.dealt with in the Financial Analysis section of this report, -and is at 

present time clearly unattainable. This covenant will require reconsideration 

in light of revised output targets and related financial projections. 



I B. TEaINIRCA ASSIMC 

In overall terms, the technical assistance provided to the MWDS project by mH 

has been of high quality, generally appropriate, and has made a substantial 

contribution to the progress which has taken place. The evaluation team 

recommends the continuation of the mw technical assistance contract. 

Backstopping for the TA team by Hal/Boston has been good. OVerall management 

of the Hal contract was not carefully considered in this evaluation, but 

appears to have been satisfactory.
 

HSU has had an extremely large long-term technical visistance team in Haiti,, 

with as many as nine full-time consultants here at one time. This was due to 

the broad scope of the original IDS project design, and its concommitant 

requirements for a very wide range of technical assistance. Given the 

coopletion of a number of these tasks and the reconowndation made elsewhere 

in this report for focusing the project, the team size can be reduced in the 
future without Jeopardizing project accomplishments. However, the termination 
of all elements of the technical assistance contract as planned for November 
1983 would jeopardize the sustinability of project efforts to date. 

Note should be made of the dilemma faced by the Ma team in the Ms project. 
During the course of this evaluation, criticism was voiced from individuals in 
the DSPP because some members of the MSH team were seen as taking too much of 
an executive rather than advisory role; counterbalancing criticism came from 
AID, wh ' felt that MH at times did not accept sufficient responsibility for 

implumnt g the activities it was helping to design. This criticism was far 
outwighta by the generally good working relationship that Ml has. established 

ith,both the DVP and AID, but-the. dilema, remains. To same degree it.is 
unavoidable in the nature of a TA contract, but there are a number of 

clarifications which might help to minimize its 
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1. TA is responsible for maximum effort in carryM through the
 
iNplementtin of recommNded 
 activities in clos cooperation with DSP
 
counterparts. This implies that;
 

a. Recommendations are practical, attainable, and appropriate to
 
the Haitian context;
 

b. The DSP assigns capable counterparts who will actually be
 
responsible for implementation, and these counterparts are willing to work
 
with consultants. 

2. TA is responsible for accurate and timely transmission of information 
regarding recommndations and plans to both DSPP and AD. 

3. M is not responsible for policing the terms and conditions -of the 
contract between DSPP and AID.
 

4. Mile TA is responsible for adhering to the term of its own 
contract, it should involve D P to the greatest extent possible in defining 
ongoing TA needs, and if necessary should request modification of contract
 
terms from AID.
 

There have been lapses in all. of the above areas, but in general TA activities 
have been carried out with a high degree of sensitivity to host country needs 
and AID'requirements. What is called for Iq simply refinement of this process. 

SPecific detailed discussion of technical assistance activities to date and 
recim__ation for the future are found throughout Section II. Major points 
are smarized belows 

1. The role of the ChAief-of-Party should be redefined as Senior Health 
Policy Advisor. This role should be maintained for another two to three 
years. Increased attention should be paid to coordinating TR activities 
towards the priority targets defined by the D.WP. 
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2. There is a serious need in the HD project for a full-time Health 

Planning Advisor to the Bureau of Health Planning and Evaluation of the DSPP; 

there is no point in adding such a person at this time, however, pending a 

restructuring and strengthening of the BEPE as discussed in Section IT A, and 

the assignment of a counterpart. It might be appropriate to consider bringing 

on a Health Planning Advisor in approximately one year. Three to four years 

of technical assistance would probably be needed. 

3. Manpower planning and financial planning are beyond the current 

capacities of the DPE. Short-term consultants in this area would be 

appropriate only for very specifically targeted needs. If the BHPE is 
strengthened, it would benefit from intermediate-term consultants. This is 

unlikely for the next year. 

4. Technical assistance in management to the DSPP is a top priority for 

the near term and will continue to require a full-time consultant. However, 

tasks should be separated between systems development in support of DSPP 
health priorities and assistance in fulfilling AID requirements. The latter 

tasks should be carried out by a full-time contractor to AID rather than a 
meber of a technical assistance team. AID should make arrangements for such 

a PSC within the next twelve months. 

5. Continued support of AGAPOD by a full-tim technical assistant will 

also be a top priority over at least the next twelve to eighteen months and 

should focus on issues of financial solvency and management capacity. Pending 
periodic reviews of AGAM financial and managerial capabilities, it may 

subsequently be possible to use. repeated intermittent onsultancies frm a 

single individual. 

6. A short-term consultant should be used for two to three months to 

conduct a crude time-flow analysis of DSPP sections in order to define the 

percentage of effort devoted to DSPP priority health targets. This 

consultancy would be dbsirable within the next six months as a baseline for 

future planning and resource allocation. 
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7. A short-term consultant could be used for two months to assist in the 
implemntation of the supply distribution system; if this is done, it should
 
begin prior to the arrival of the next major shipment of supplies.
 

8. Following an evaluation of the facilities maintenance activities in 
the South Region, assistance in this area should become the responsibility of 
the AID engineering section. 

9. While the need for continued assistance in the development of a 
transport system is clear, it would-be more appropriate to provide such 
assistance through a direct contract with AID. The transport advisor's role 
should be carefully defined to place emphasis on transport services in regions 
and districts rather than simply in Port-au-Prince. 

10. The need for ongoing assistance to the DSPP in the area of finance is 
clear. Repeated short-term consultancies of a single financial specialist 
over the next two years would be desirable. Financial planning, as mentioned 
above, is probably at least a year away as a practical possibility. The use 
of the computer has great potential value, and will be discussed below. 
Discussions between DSPP, AID, and MSH should take place within the next two 
months to define areas where assistance would be feasible. 

11. The value of a coqpter systems specialist in a diverse array of 
DSPP activities is apparent. Long-term technical assistance in computer 
systems will be needed for the next two years. This should be focussed on 
strategic planning and systems design, while actual programing and input 
should be turned over as rapidly as possible to Haitian counterparts. The 
need for an ordered and prioritized approach to systems development is of 
paramount importance for the continued contribution of the TA team, and should 
be a primary responsibility of this consultant. In addition to assisting with 
initial data needs assessment, the role of the computer as a financial 
accountability tool should continue to be expanded. The DSPP should be 
strongly encouraged to provide these counterparts at higher than a clerical 
level. 
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12. In cooperation with the cooquter specialist, technical assistance 

should be provided at this point in the design and analysis of information 

systems. An initial two month consultancy would be appropriate to define the 

needs and clarify the tasks of a long-term technical assistant in this area, 

who would optimally begin work before the end of, 1983. This individual would 

initially work with the Statistics Section of the DSPP, but -might transfer 

part of his role to the Evaluation Section of the EPE the recumendedif 

strengthening takes places. 

13, Ongoing long-term technical assistance in training would be 

desirable for the remainder of 1983. This should be focused on follow-up of 

training activities and careful evaluation of procedures and materials 

developed to date; further curriculum developent is of lower priority at this 

time. 

14. Short-term technical assistance should be provided to the Bureau of 

Nursing for an initial one to two month period by a qualified nurse-trainer. 

Based on the result of this consultancy, decisions should be taken regarding 

ways to strengthen the Bureau of Nursing with respect to agents de sante and 

auxiliary nurse training and supervision. 
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IMA HELTH POCC AMD PLM=I 
1,0 	Health Policy
 

1.1 	 General 
The FHDS Project Paper and aroject Agreemmnt based many of the 

planned activities on the asauwtion that policy goals had been clearly 
established and accepted within the DSPP. This was in fact not the cme, and 

much effort not anticipated in early project planning has been devoted to this 

end. A substantial portion of the technical assistance provided by the ME 
Chief of Party has concentrated on the development of coordinated policy as 
the foundation of a nationwide rural health system. Due in good part to the 

existence of the PHDS project, the DSPP has recently taken a major stride 

towards this end with the adopt:ion of ONouvelle Orientation", and the elemnts 
of top-level rcaitment and a clarified direction hold great promise for 
progress in health services in the comIng years. 

1.2 	Priority Health Tarcets
 
1.. Swunrv-of activities and current status
 

A review of documents put out by the DPP over the past decade 
reveal a lack of clear policy coordination and direction. 2he approach taken 
was generally that of listing a long series of diseases which deserved 
attention. with emphasis often on such issues as diabetes, cancer and heart 
disease. Primary causes of mortality and morbidity in the Haitian milieu were 

often not accorded great emphasis.
 

Sbtantial effort by the zDS technical assistance ten, especially the Cief 

of Party, over the first two years of their contract was focused on generating 

infomation and awareness goncerming priority health probl . Interest in 
thes findings by the DSP varied according to who wore presently holding the. 
positions of Secetary of State for -Public:Health and Director General of the, 

DSWP. Thus, for largely political reasons, progress was slow. 

The naming of Dr. Volvick Rbmy Joseph as Secretary of State and Dr. Ary Bortes 
as Director General in the past year has occasioned a major advance in the 

pursuit of a clear health policy. In the O"ouvelle Orientatioir, the DSP 

defines six ajor health prioritiess family planning, nutrition, diartheal 

disease, iaizuble diseass, tuberculosis, and malaria. The analysis 
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underlying the selection of these six priorities is clear and appropriate, and 
the limitation of attention to a sll and managable number of issues is of 
critical importance. Te DSPP should be applauded for this decision, and the 
FEDS project is in part responsible for it. 

It is noteworthy from AID's standpoint that the choice of these six priorities 
is in excellent concert with the recently published AID Health Assistance 
Policy Paper (which, was published after the development of Nouvelle 
Orientation). An excellent opportunity now exists to see the effect of such 
policies on a national level.
 

2. Probles and Constraints
 

a. Newly established policy, no matter how clear its benefits 
from an objective standpoint, takes time to become institutionalized. A 
sudden change of leadership of the DSPP in the. near future would threaten the 
survival of this policy. 

b. Lower levels of the DSPP (including various bureau chiefs) 
have not yet accepted and applied these priorities. Failure to do so, or 
significant resistance by the DSPP bureaucracy, will threaten the usefulness 

of this policy. 

c€ By assigning each of these priority areas to one specific
 
Direction or office, there is risk that DSIW as a whole will fail to assue 
"owneship' of the set of priorities (e.g., family planning is "Just a program 
that the DH is carrying out'). 

d. Current DSP budgeting priorities are not in any clear way 
tied to these health priorities, 

3. eoumnedaons 

a. For AID to the extent possible, current DIP leadership should 
be suppovted to provide stability Ad continuity for the positive stop taken. 
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bo For Dl)Ps 

i The leadership must recognize that policy must be 

vigorously applied throughout the various technical and administrative 

branches and at all levels, which will require continuous attention and 

pressure for the near future; the simple statement of policy will not suffice 

to effect change. The Bureau of Health Planning and Evaluation, if 

significantly strengthened, has the potential for playing an important role in 

this coordination of effort. The DSPP should undertake, using the technical 

assistance avail.ble to it from MS, a section by section study of the DSPP to 

determine the percentage of effort of each section devoted to the priority 

health issues. This would serve to inform DSPP leadership of where 

administrative attention should be focused and where possible cutbacks could 

be made; it would also underline the seriousness of the DSPP leadership in 

carrying through these priorities. ThLs study would be most useful and 

effective if carried out in the next six months, while the Nouvelle
 

Orientation is still fresh. 

c.- For MS 

i. The Chief of Party must continue to devote attention 

to the areas of health policy, but should increasingly provide technical
 

assistance in the area of implemntation strategy development under the 

direction of the Director General. If the DSPP accepts the recomendatir.ns 

listed above, and if they request assistance, W should use the short-term 

assistance available to itfrom the Management Specialist to carry out -he 

percentage of effort study; this would call for approximately three weks of 

home-office preparation time and one to two months in Haiti to conduct the 

study. 

1.3 ealth Services Stratew 

1. S mty of Activities and Current Status 

2he overriding design issue of the NIDS project according 

to the Project Paper and Project Agreement has been the extension of basic 

preventive and curative health services to 70%of the Haitian population who 

live in rural areas. The creation of a cadre of agents de sant was intended 

http:recomendatir.ns
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as the principal contact point between the rural population and the governuant 

health system. The assistance provided to the DSPP centrally was intended to 

support this system.
 

Although the extension of rural services has been a stated priority policy of 

the DSPP for many years, consideration of actual DSP activities gives a 
different imression. As discussed in other sections of this report, the
 

great majority of material, personnel and financial resources of the DSVP are 
expended in Port-au-Prince and other urban centers. Where these resources are 

expended on health services, most are devoted to hospitals, with the bulk
 

-going to the Hpital de l'Universit6 de lEtat d'Haiti (HUEB). This use of 
resources is justified as being necessary for a credible referral system.
 

What is apparent, then, is a stated centrifugal policy but a strongly 
centripetal orientation of the health system. The RHDS project was
 

specifically called rural to counteract this reality, but initial project 

plans were extremely naive in their anticipation of rapid changes within the 

system. There is no doubt that a substantial portion of project support has 
benefitted central rather than peripheral interests. However, it is also
 

clear that progress has been made, that there has been a gradually increase in 
awareness within the DSPP of the inportance of rural services, and that the 

political will now exists at the highest level to bring reality in line with 
stated policy. This impression is supported by the promulgation of the 
Nouvelle Orientation as well as by the actual practice which has been 
initiated by D&'P leadership. 

Credit must be given to the FD project for its contribution to this gradual 
shift og orientation. While the emphasis intended in initial ptnject 

documents has not been realized, it is.the strong impression of this 
evaluation ta that a shift is in fact taking place, that this shift will 

have important long-term ramifications, and that it is as much as could 
realistically and optimistically be expected, given political counter

pressures and the inertia of the system. The need is to reinforce this shift 
by appropriate incentives and disincentives rather than to criticize its 

tardines. 
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2. Problems and Co-straina 

a. Significant resistance to these changes in focus continue 

to be manifest among personnel at all levels of the DSP. In some cases this 

isdue to a lack of awareness of the issues involved and inothers to a 

conflict with perceived self-interest. 

b. At this stage, the single most critical factor in the 

gradual inpiaentation of this policy is the political will of the DSP 

leadership; a change of leadership bringing different priorities before these 

changes are effectively institutionalized would have a high risk of nullifying 

progress which has been made. 

C. A major internal and external counterforce, with 

considerable political power, rests with those whose orientation is towards 

the hospitals. At present, all inpatient services even in the districts, will 

tend to orient emhasis and resources towards the center - referrals for 

specialty care, ambulances to bring the sick from the periphery, the need for 

sophisticated and expensive technology, highly skilled and highly paid 

urban-dependent personnel. Given the extreme limitation of resources in 

Haiti, this tendency' could rapidly destroy any system of rural outreach. 

3, Recommndations 

a. For AID: 

i. Mile overly ambitious in terms of expectations, the 

underlying services strat.egy of the FMDS project is appropriate and should 

continue to be supported by AID, within the modifications recmend 

throuhout tthis report. 

ii. Positive reinforcenm must be provided to current 

trends, primarily through support of DSFP leadership. 

iii. Ongoing MW financial support should be provided in a 

more carefully targeted manmer aimed specifically at prodding and supporting 

rural services. Inpatient services at all levels and their related roferral 

systes should be separated from current project support Specific 



-22

recoumumendations for appropriate support are found in the following sections. 
Consideration should be given, as detailed in Section 11 C, to providing 
interim separate support for the DSP functions not clearly related to rural 

health. 

b. For DSPPs 

i Emphasis should be directed to getting a Phase III 
fully-functioning rural health delivery system isplanted in one area (perhaps 
Cayes Sanitary District) within the next two years to serve as a model. 

ii. Clear incentives and disincentives (such as vehicle 
use) should be provided to DSP sections as well as district and regional 
administrations to encourage expanded rural outreach ctivities.
 

iii. Salary supplements should be tied specifically to 
rural activities over a one to two year phase-in period. 

C. For ?W/DWP 
i. Technical assistance should be assigned to 

regional/district counterparts in addition to central DSPP counterparts in 
order to spend more time assisting in building peripheral level capacities. 

ii. All long and short-term technical assistance should be 
reviewed to determine its potential contribution to a rural outreach system, 
and. priority should be given to assistance most likely to contribute 
specifically to that system. 

1.4. Regionalization 
In support of increased rural outreach, the Project Paper called 

for an acceleration of the regionalization process. This has proceeded with 
the recent establishment of the West and Transversal Regions in addition to 
the already existing South and North Regions. A technically useful report on 
regionalization administrative issues was prepared by M1 consultant Paul 
Torrens, and a start has been made on providing mnagemnt and planning 
assistance to regional district leadership. But the r4DS project has had 

relatively little ispact on the pace of regionalization. 
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Regionalization does see to be a reasonable strategy from the star4poit of 

inproving rural servicess,but the issue was -not dealt with at length in this 

evaluation. Further discussion of its adinistrative ramifications is found 

in Section II B, and of training issues in Section 1I E. 

1.5 Integration 

1. Current Status 

Integration of DaF, SMW, and DON into the DPP is listed 

as a condition precedent to disburAment s ent to year two in the Project 

Agreement (Section 4,8), and is a stated policy of the DSPP. Nonetheless, DII 
and SNEK have remainded largely separate and pressure for integration, both 

from the AID and DsP side,. has remained minimal. This delay is reasonable 
and appropriate, given the slow progress of DSP administrative system and 
the 	high risk of losing functioning programs through a too-rapid merger.
 

There has been substantial integration, of the DON with the DSPP, in large part 
because major funding for the nutrition program now comes through the MDS 
project, as amended. This has in fact led to difficulties in execution of 

nutrition activities called for in the project because of delays in budget 
provision from the DW'. These management problems provide cause for concern 

regarding rapid integration of other services. Further t issues 

relatedto integration are discussed in Section II B. 

2. 	 Recoalvendations 
In a revised Proiect Agreement. cowlete integration should 

be removed as a CP. An annual review between D P and AID should be held 

cocerning program tords integration in terms of specific administrative 
cap ite of the DSVP, but at this point this Should be considered a 

seconikary Policy goal. 

1.6 	 Private Sector 

I. 	 Summry of activities and current status 

At the time that this project was being developed, 

relativeiy little consideration was given in project design to the private 

sector iq the provision of rural services. The Project Agreement called only 

for the donpilation of a list of PW's providing health services in Haiti and 
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the development of standard guidelines for PJ contributions in this area. Up 
until this past year, the issue of private sector involvament received little 
attention from the DSPP in the development of the MWDS project. It should be 
noted, however, that for many years a substantial number of rural heaith 
institutions have been mixed, most usually owned and run by a private group,
 
but employing one or several government health workers.
 

A number of important developments have occurred in the last year. The 
Association des Oeuvres Prives en Sante (ACPS) was formed in April 1982 at 
the behest of the DSPP (see Annex III A 5). This group comprises most of the
 
private non-profit health care providers in Haiti, 
 and its main purpose is to
 
provide coordination of effort between its various mmbers as well 
as with
 
government health services. 
 Even though still in its early phases, ACPS has 
established liaison between 214 private organizations, and shows substantial 
promise for extending rural health services through cooperation between the 
private and public sectors.
 

Another important development in the growing awarenes of 
the potential importance of the private sector was the preparation of a set of 
financial projections concerning DSP expenditures. This report, prepared by 
KS consultant Peter Cross in September 1982, is discussed in detail in 
Section I C. It makes it clear that the DSPP within its current financial 
means cannot realistically expect to support the kind of expanded rural health 
delivery system envisioned in this project. 

As a result, consideration is now being given to the possibility of turning 
over responuibilities for rural health services in selected areas to 
awcopriate groups, under the guidance of the DSPPO This strategy is still in 
its infancy, but holds promise for being able to approach the kind of coverage 
discussed in the NW.
 

2. Problems and-Constraints 
a. Many private groups are uneasy about governmental 

involvement in their activities, fearing the imposition of a cumbersom 
bureaucracy or a limitation of their scope of activities. 
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b. The DSPP, despite responsibilities of the Section of 
External Assistance and the Bureau of Health Planning and Evaluation, has no 
clear idea of how or where to utilize private organizations.
 

c. Dispensaries built under Phase x and Phase II of the 

RHDS project did not take into consideration the proximity of private 

institutions, leading in som cases to geographic overlap. 

d. AOPS does not have substantial funding of its own, and 

is therefore at risk of overrunning its resources. 

3. Recouendations 

a. For AID; 

i. Direct support for ACPS in terms of specific rural
 

activities should be a part of a follow-on project, but the remaining period 

of "thisproject should not be modified to include it. 

ii. Discussions between AID and DSPP should begin 

imediately concerning ways in which AID could provide interim assistance to 
AOPS in a manner that would not undercut DSPP efforts. 

b. For DSPP: 

i. Continue regular (quarterly) meetings with MAPS to 
coordinate services.
 

ii. Include the Section of External Assistance within 
Bureau of Health Planning and Evaluation, with primary responsibilities in 

planning and coordination; supervision of private institutions should rest 
with other sections of the DSPP as part. of their overall responsibilities.. 

iii, Develop a plan over the next two years to lease or 

lend .rural facilities which cannot be supported by DSPP to selected private 

organiza ions, with clear definition of mutual responsibilities. 
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iv. Do not build or staff any rural dispensaries or health 

centers within the same geographic area as existing facilitiess; overlapping 
facilities built under Phase I and Phase II of .RIf should be top priority for 
turnover to private hands, as recommended in (iii) above. 

2.0 Health Planning 

2.1 General 
In its original design, the major institutional focus of the 

REDS project was to be the Bureau of Health Planning and Evaluation. This was 
a logical follow-on to the Strengthening Health Services projects, and was 
reinforced by making the Chief of the BPE the designated counterpart of the 
technical assistance Chief of Party. For a variety of rea.ss, the focus of 
the actual project has shifted away from the DUPE. 

The former Chief of BDPE chose not to make significant use of the available 
technical assistance, and was himself involved in so many diverse activities 
that he did not have much time to devote to the project. Partly in response 
to this and partly because of an interest in policy formulation, the.MS 
Chief-of-Party became de facto the counterpart of the DSP Director General. 
This has led -to an appropriate emphasis on policy development, as discussed 
above, but also a lack of development of the capacities of the BHPE. 

The DUPE has not been improved by the BUDS project. It is weak and largely 
ineffectual. It lacks direction and a sense of purpose, and is understaffed 
to carry out the functions with which it has been charged. While its 
potential role is important for the development and oversight of DSP 
activities, this role is unlikely to be fullfilled with current personnel and 
staffing. These changes must be made by the DSP leadership prior to any 
major additional inputs to the DUPE by the mDS Project. 

2.2 Proqram Planning 
I. S mmary of activities and current status 

The general weakness of the DUPE has been outlined above. 
No significant health planning. translatable into action steps has been carried 
out by the Bureau. The initial project assessment and work plan developed in 
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December 1980 did not include substantive involvement or contributions from 

MPE, and no subsequent DSPP work plans were developed until the past several 

months. 

Program planning has now become an important priority for the DSPP, due in 
large part to the importance attributed to it by the Secretary of State and 

the Director General. The first really significant planning activities began 

late in 1982, and continued into early 1983 with regular presentation by all 

Regional and District Administrators of the 1982-1983 work plans in 
conjunction with their budgets. These presentations have taken place at the 

DS'P with attendance of DSPP leadership and major section heads, and as a 
result it is becoming clear to DSPP personnel that planning is being taken 

seriously. 

It appears that the involvement of the BUPE in this planning proces has been 
extremely limited. Technical assistance in planning from the HSU team has 
been provided at the regional and district level in preparing for these 
presentations, and the quality of presentations has reflected the willingness 

to make use of this assistance.
 

This has been an important Ievelopment in the progressive rationalization of 
the Haitian health system. It clearly indicates a commitment to the planning 

process by the DSPP leadership. What is as yet unclear is how these pieces 
will be appropriately coordinated without an active and capable BHPE whose 

role should be more than to sisply compile the plans prepared by others. 

2. Problems and Constraints 
a. Current planning activities depend on the continued 

comuitment and interest of DSPP ledershipl no.step have yet been taken to 

institutionalize this process. 

b. The WPE does not currently -have the capacity to carry out 
these activities, or to asist other DSPF entities in carrying them out. 

c. Technical assistance available to the DuPE has neither been 

welcmed par well utilized up to this point. 
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d. The 1M Health Planner has, for reasons outlined above, 
devoted the major part of his effort to activities other than health planning; 
a great deal of the planning assistance provided has actually come from the 
MSE Management Specialist, who is no longer a full-time technical assistant in 
Haiti. 

3. Recommendations
 

a. For AID: 

A limited number of priority planning areas (two or three) 
should be defined by AID through discussions with DSpp leadership; this 
limited number, rather than the extensive list of yearly CP's now in force, 
should be used as the basis for reviewing DSPP progress and co ekitment. 

b. For DSPPs 

i. Substantially strengthen M1PE. As outlined in other 
parts of this section, this calls for the appointment of capable and trained 
personnel to existing positions, and the expansion of the Bureau to include 
maiOWer planning, financial planning, facilities planning as well as program 
-planning and evaluation. A substantial portion of the effort of this revised 
*1PE should be spent inassisting regions and districts with their planning 

needs. 

ii. Utilize technical assistance more appropriately.
 
Short-term consultants could greatly assist recomnended new BHPE personnel in
 
defining roles and priorities,, conducting needs assessments, and clarifying
 
the planning process. 

ei.Continue the excellent progress made in regional 
and district planning, with a new planning cycle taking place before the 
simmer of 1983 in order to put together the coordinated plan and budget for 
fiscal year 83-84 well before the end of September 1983. 

c. For NM3I$ 

Technical assistance to the BPE should be a low.priority 
up until the time that the institutional strengthening rec(mended above takes 

placei at that time, assistance to clearly defined DUPE counterparts as 
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requested by the DWP should become a top priority. When this occurs, 
consideration should be given to changing the Job title of the-Chief of Party 

to Senior Health Policy Advisor, with the appointment of a Health Planning 

Advisor to work exclusively with the MIPE. 

2.3 Facilities planning and construction 

1. Sumuary of activities and current status 

A major element of the RHDS project as originally conceived 

was the construction or renovation of rural dispensaries around the country, 

as well as the construction of. central, regional and. district level garages 

and depots intended to support the rural health system. 

The original Project Paper provided estimated funding of $5.3 million for 

construction. That amount was subseqwntly raised to $6.3 million, which is 
more than a third of the total project grant. 

A site by. site review was not conducted as part of this evaluation. Rather, 
consideration was given to the planning process which resulted in.the decision 
to use BUDS grant funds to build 51 dispensaries, renovate another 28 (down 
from the 186 proposed in the PP), renovate 2 health centers, and construct 13 
garages and 14 warehouses/depots. 

Decisions regarding the site selection for the rural dispensaries were made by 
the former Chief of UPEI available documentation is lacking regarding 
criteria for site selection, consideration of other nearby health 
institutions, priorities for construction versus renovation, and coordination 
with other planned project activities including personnel training. As a 
result of this absence of careful planning, it is unlikely that dispensary 
construction activities to date have made an optimal inpact on the 
distribution.and availability of health, services. Their political impact was 

not studied by the evaluation team. It is impossible to estimate coverage 

from information available at this time (see Annex III A 6 for the most recent 

map of facilities). 
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An isportant change has occurred over the past six months. As part of the 
increased concern w th planning evidenced by the new Director General, a halt 
was called to new construction in Phase III pending a review of criteria used 
to select new sites. This has begun the process for establishing a rational 
basis for planning, and the revised sites in Phase III appear to have been 
more carefully selected. There is still little coordination, however, with 
other project elements, especially in terms of agent de sant6 training and 
manpower planning. 

The conscruction of DSP garages and warehouses/depots has proceeded as part 
of the EHDS project's efforts to reinforce the support structures needed for 
rural services. Garages were intended as the focal point for the newly 
designed transport system, while warehouses/depots were to serve as storage 
and distributior points for supplies and medications intended for distribution 
to rural facilities. Transport and supply system are discussed in Section II 
B. 

A major development in the FMS project which directly affects de6isions 
regarding the supply system is the new AGAPW drug distribution scheme also 
detailed in Section II B. With the adoption of AGAPe0, it is unlikely that 
the DSPP itself will continue to supply significant amounts of medications to 
the rural areas. This calls for careful consideration of just what items, and 
in what quantities, are expected to flow through the DSPP system, and whether 
DPP warehouses/depots will also be able to serve AGAPCD. The DSPP has not 
yet formally undertaken consideration of these issues. 

2. Problems and Constraints 
a. As discussed above, there is a general lack of facilities 

planning in coordination with health services and manpower planning. 

be There are a great many political considerations inherent in 
a construction program of this size which are likely to significantly outweigh 
tech ical considerations. 
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c. There is not yet a carefully devised scheme for how the 

garages and wacehouses/depots vil be utilised within the DWP transport. and 

supply operations. 

do There is not yet a DSPP mminenmnce plan for the buildings 

constructed under the MDS program. 

3. Reconmendations 
a. For AID: 

i. Given the need to sharpen the focus of this project, 

and limit the DSPP's obligations in terms of stalling and recurrent costs, 

careful consideration should be given to whether to continue construction as 
planned. While there are no clear technical reasons to continue construction 

at this point, there are a number of other considerations which favor 

continuation. These include the decision by DSP leadership to use more 

careful criteria for site selection, the fact that most of the remaining 
dispenary construction consists of renovation of existing structures, and the 

considerable political inertia favoring the completion of the construction. 

mis decision will have to be made on a policy basis. 

ii. whatever the decision on continuing the current 
construction program, no new construction should be scheduled for future 

projects without extremely careful coordination with financial, mmpower, and 

program planning. 

b. For DSPz 

L. Discussions with AID should be initiated within a
 

mnth to determine the future course of construction ectivity.
 

ii. The Bureau of Health Planning and Evaluation should 

conduct a detailed study over the next year concerning how to adequately 

staff, support and finance the health institutions already balt including 
consideration of which might be turned over to private organizations. 
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III. As celled for in the Project Agreemnt, a facility 
maintenance plan should be developed, based on an evaluation of facility 
maintnance activ.ties in the South Region to be conducted in the next two 

months. 

iv. Transport and supply needs should be realistically 
reassessed to determine exactly what the needs are for additional garages and 
depots, and future plana tied to this needs assement. 

v. Arrangements should be made with WmPM to share 
reft- '11 and district facilities, even though this may give rise to conflicts 
within the DSPP administrative structure. 

vi. Use should be Made of technical assistance in the 
analysis and planning aspects of the above points, but technical assistance 
should not be expected to be a decision making role. 

2.4. Financial planning
 

1. Current Status 

This capacity does not currently exist within the DW)P, 
although an important first step has been taken with the assistance of an MM 
consultant in the development of a set of financial projections (see Section 
IIC for details of the Cross Report). This report clearly underlines the 
value of financial planning for the DSP if it is to avoid unsupportable 
obligations. This task fits within the scope of the MEM, but is currently 

far beyond its capicities. 

2. Re dations 

i. The DWP should plan for the trining and posting of a 
long-term financial planner who would serve in the BDt! a reasonable taet 
date for such a posting would be threi to five years from now. 

LI. In the interim, short-term tecbLcal assistance shold 
continue to be used to pcoject financial lmplications of proqr decisions. 
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2.5 arg Planngl 
1. 	 Current Status 

Tbis is an area which has received virtually no attention 

from the DSP. No careful needs asesment has been done in coordination with 

services and facilities planning, and there is no clear picture of overall 

national requirements to support the rural health care system. The nmber of 

yearly graduates from the various schools appears to drive the system to 

respond, rather than the other way around. Nwly all newly graduated health 

personnel must be hired by the DSP, whether they are needed or not, and this 

continues to escalate personnel costs which are already unsupportable w.thin 

the DSP functional budget. 

A start has been made in considering these problems with the brief MU 

consultancy of a muwiwer planning specialist in .arly 1983 (Hornby Report, 

January 1983). However, this is jut an initial step, and it appears that the 

DW is not yet ready to internalize functions of maower planning. 

2. 	 pW.-gilleions 
a. 	 for AIDs 

Terminate support for training institutions for which 

a carefully pcepaced needs assessment, including necessary skills and numbers 

of yearly graduates, has not been done; assist the DSP to develop the mans 

to conduct such an ausesment. 

b. 	 For DWPs 

Over the next one to two years develop a section of 

nmwovr planning within the which has the authority to determine the 

mer of yearly graduates from the various health training institutionsl when 

an Individual has been assigned this rponsibility, utilize available 

technical assistance to conduct initial needs -1 and medium tern 

(S-year) planning. 
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2.6 Evaluation 
1. current Status 

The DBf currently has neither the necessary information, 
persaujel or skills to carry out evaluatioa and coplete the planning& 

iplwmentation-evaluation cycle. This appears to be a low priority within the 

DSIP at this time. 

Little has been done to carry out internal evaluation of IEDS project 
activities to date. This is discussed in some detail in other actions of 
this report, especially Section I E. There seem to have been little 
consideration of the potential value of interim process or ispact evaluation, 

and this has been a general weakness throughout the project. Note should be 
made of a useful survey and evaluation carried out in 1982 in the Cayes 

District (Arniquet) which gives sae insights into the early imat of the 
agents de santG retrained in nutrition activitiess further selective studies, 
if carefully analyzed, would benefit the DSPP in its ongoing programing. 

2. Rhcmendations 

a. For AID& 
Process and ispact evaluation of the nutrition 

componwnt of the RODS project in the South Region should be planned for late 

1983 aNppoximately two years after initiation of the Nutrition Am dmmt to 
NIDS. Optimally, this would be carried out by the DSP and MH jointly, but 

if this is not possible it should be done by outside consultants; two 
ma~ nths would probably be aMopriate. The value of such an evaluation 

would be not only to determine the health impact of an iport* nt and creative 
strategy, but also to determine the systam constraints to carrying out this 
strategy. These constraints are likely to have similar effects on each of the 
other p iority health outreach efforts of the DSP, and will be useful in any 

necessary red sign. 
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b. For DSPs 

i. As a*above* 

ii. For strengthening EM evaluation capacities, a 

qualified head of evaluation with appropriate quantitative and analytic skills 

should be appointed. Details concerning useful information system needed to 

contribute to ongoing evaluation of program are discussed in Section 11 D., 

iii. After appointing the head of evaluation, utilize 

a long-term techmical assistant working jointly with SPM and the Statistics 

Section to help in developing the quantitative systems necessary to carry out 

these tasks. As mentioned in Section I1 D, the use of a computer in 

developing these analyses may prove to be a valuable tool. 

c. For NES 

i. As a. and b. above. 

ii. More careful and documented internal evaluation of 

activities swUpported by technical assistance is called for in all areas, and 

is discussed elsewhere in this report. This particularly pertains to process 

and outcome of training activities (Section 11 8). 

iii. Technical assistance to the DSP in evaluation will be 

a hig priority if the DWP provides appropriate counterparts; if not, KHM 

should cocentrate o on specific project process and impact evaluation (as 

in nutrition activities) so that important lessons are not lost. 



-36-


Il. B 

AND ADMINISTRNIM 	 HEAL?WWM NTEJ 	 OF THE MM DZQMW SS 

Many resources have been applied to creating and upgrading omangement and 
administrative systems in the DSPP. According to the Project Agremmnt the 
pupose of this is to strengthen the ability of the DSPP to administer a 
functionn, effective rural health services delivery. rytm natiowAde in 
Haiti. Project implementation was to be planned in such a way as to ensure 
operational administrative systems prior to increasing suppQrt services 
delivery. For example, supply and transport systems were to be in place 
before major quantities of drugs and vehicles were procured under pcoject 
funds. 

The Project Agreement sets out several objectives in the area of mnagmmnt. 
This section will discuss each area separadely, in term of smnry of 
activities, current status, problems and constraints,, and recommedtions for 
'future activities. Major manageent/administrative aceas includes 

1, MAPW Drug Supply System 
2. DWPP Supply and Logistics System
 

3, DOP Transport Management System
 
4. DWP Facilities and Technical Maintenance Sstem 
5. DUP Personnel Managent 
6. Mmagmt Training Seminars 
7, 	 General issues 

. Mnagemnt: of a Priority Programs Nutrition Surveillace Project 

11.. . P 

2he planning and iplemntation activities for WM have been undtaken as 
step toward achieving several objectives noted in the ftoject Agemmnt. 
Thee includes 
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(1) A plan for strenthening the DSP supply and logistics systm at a1 

lees, as well as providing adequate protection and accountability for 

c MPdities. 

(2) A schedule for orderingo receiving, and providing all drugs and 

medical supplies. 

(3) Evidence that drugs are being provided by the DWP to dispensarie 
and health agents... sufficient to maintain health services delivery at levels 

foreseen in the Project Agreement. 

(4) Conduct a pilot commnity Pharmacy program to determine whether 
certain basic drugs can be sold to rural clients at cost on a revolving basis. 

In sum, the DSP and the HE technical assistance team have maeo progress 
towards achieving project agreemnt objectives, A supply systm for 

mdications has been established at all levels with procedures that should 
ensure protection and accountability. liprovements should be me in 

scheduling orders and receiving drugs, though distribution mechaniss to 

regional and district levels have begun working It is too early to say 

whether the program will provide adequate amounts Qf drugs to provide 70% 
Coverage. 

M .does represent a cnmiity pharmacy progrm though it has bee 
instituted on a nationwide level and is not technically Oa pilot program' 

During the evolution of AM it was decided that experience in similar 
progras in other countries precluded the need to test the concept in Haiti. 

AGAPOO is in the process of submitting a manaemet proposal to USAiD which 

will be used to reork and justify this last objective. 

1.1 SUNK OF ACVTIS 

The creation of the Agence d'Approvisionneent do Pharacies Oamunautaire 
(MAVCO) was accowlished in October 1962 after two years of baseline studies, 
dN lopment of drug lists, and design of procedures for accounting, 



information and storage systems needed for drug supply and distribution. 
AGAPC was established by law as an atnitratively autonomous agency in 
order to procure and sell drugs in accordance with three major norms. First 
AGAPOD will operate on the principle of a self-financing distribution system 
based on comunity pharmacies (See Manuel Pour Le iQnd De RoPulemnt, 1982). 
Second, AGAPOD will procure drugs from a generically nwmed formilary in 
reaponse to priority health needs. (See Annex III B.1.l). Last, AGApaD will 
sell drugs in clearly labelled, pre-packaged unit doses. 

The basis of the AGAPW system is comunity pharmacies which are operated by 
community management comittees through a contract with AGAPO0. Pharmacies 
are located on the basis of a list of possible places developed by District 
Administrators and on co mnity response to initial contact with AGAPOD 
representatives, (See Role of Cmmunity Development in the Drug Sales 
Program, July 1982.) In some localities it has not been feasible to set up 
community controlled establishmnts, so institutional pharmacies operating on 
the same self-financing principle have been started in DSP health 
facilities. All pharmacies are supplied with an initial stock of drugs, the 
value of which provides the capital which serves as the basis of the revolving 
fund principle. 

Commnity and institutional pharmacies are supplied and supervised by regional 
depots. These depots may also supply drugs to appropriately authorized D'P 
personnel and to non-profit private institutions. 

Rugional depots are supplied and supervised by the AGAP Central office and 
warehoue in Port-au-Prince. MAPW Central tasks also include drug 
pYocua=mnt, packaging and storage (See Descriptions do Taches, Mvber 15, 
1982.) 

Perhaps the most isportant question that will face AGAPCO and the Dpp is 
4hether financial self-sufficiency can be achieved and if so, in the projected 
tiae frme, The MAPW cntxral office has the reeponibility of rigorously 
implmnting its supply and distribution system in this context, Further,, it 
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is expected to provide timely and adequate financial analysis and evaluation 

to permit appropriate decision-making at the highest levels of the DSP. (See 

Plan Financier de l'AGAPO2, August 31, 1982 and Financial Analysis and 

Financial Projections, September 1982). 

1.2 APC: CoRREN STATS 

The AGAPOD central office and storage facilities are currently located in the 

old DSPP depot in Port-au-Prince. The central office is fully staffed and has 

been operational since October 1982. Drug orders totalling $1,304,000.00 have 

been plaged from American Companies, UNICEF, and local Haitian companies. To 

date approximately $726,000.00 worth of drugs have been received. Procedures 

for packaging, storage, accounting, and distribution have been established ana 

are reflected in a series of record keeping devices. (See Manuel Pour Le Fond 

de Fwuemant, 1982) 

Three regional depots have been opened in Cap-Haitien, Gonaives, and Les 

Cayes. Each depot has been stocked with $15,000.00 worth of drugs. These 

depots serve 46 commity pharmacies and 7 institutional pharmacies whose 

initial stock totaled $1600.00 each. Accounting procedures and record keeping 

devices have been implemented as part of the overall AGGPO system. Regional 

depots are each staffed with one regional director. Community and 

institutional pharmacies are each staffed with a storekeeper who has received 

training specific to AGAP O. (See Regisseurs Training Course, 1982). 

Initial data on progrm implemntation have been received from the District of 

Gmaive for the time period up to January 1983.. These data provide 

information on: a) average price mark for drugs actually sold, b) sales volume 

of each drug, c) number of unit doses of each product sold, d) volume of drug 

sales fo each pharmacy, e) volume of drugs. bought to replace stocks of 

pharmciqs, f) salaries paid to storekeepers, g) other expenses (rent, 

tzrmnport), h) closing balances for each pharmacy for each month. 

http:15,000.00
http:726,000.00
http:1,304,000.00
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Analysis of some data has also been done for the first 4 months of AGAPCO 
central office 'operation. These data were derived from physical inventory of 
central warehouse stocks and from drug quantities and values noted in stock
 

control cards and accounts books. Di screpancies in stock value have been
 
noted and AGAPO) central is in the process of reconciling differences, and
 

making system adjustments to assure better financial control.
 

1.3 PROBLEMS AND CONSTRAINTs 

The financial plan for AGAPD projects self-sufficiency in 1986. This 
ambitious goal is based on a series of assumptions (losses, operating costs, 

etc.), which need to be continuously reevaluated. AGAPCD management systems 
also need to be rigorously implemented and continuously evaluated with clear
 
and timely adjustments made in less than optimum operations. Technical 
assistance has been provided inthe areas of overall financial analysis and
 
management as well as in regard to day to day functioning. AGAPCD central is 
currently staffed with personnel who have been adequately carrying out daily 
operations but technical assistance has taken the lead for financial 
evaluation. This overall task iscrucial for AGAPCV to reach self-sufficiency 
and is not currently being looked after by an appropriately trained AGAPCM 
counterpart.
 

The issue of self-sufficiency within 4 years has been discussed in great 
detail by the DSPP, USAID, and MSH. The attainment of this goal is based on a 
number of assuptions, some of which are questionable, and others of which are 
beyond the direct control of AGAPD itself. For example losses before sales 
are estimated at 5%and ithas also been estimated that an average 280 mark up 
on drug prices will cover losses, operating costs and stock replacement 
costs. Given the method for calculating self-sufficiency, higher losses 
(which would not be unusual) could have a significant effect and would require 
higher average markups. Also, funds must be made available and spent at
 
.annual rates described in the financial plan. AGAPOD depends on the DSPP 

financial! system for both Title I and dollar funds and the problems inherent 
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in that system have already caused considerable delays. (See Plan Financier 

pour 1'AGAPO0 and kinex 0IB In light of these problem USAID1.2). has 

already suggested quarterly reviews.
 

The principle of self-sufficiency raises another issue which needs to be
 

resolved after project development funds are expended. To date approximately 

60%of AGAPCD drugs have been purchased locally, while 40% have been procured 

on the foreign market. There will be significant costs associated with the 

foreign exchange needed for the purchase of this 40% of stocks. If the costs
 

cannot be met then the array of comfodities AGAPC) can provide may be limited. 

As an agency receiving drugs from many sources, AGAPW has reporting 

requirements beyong those that have been put inplace for internal
 

operations. While shipments are controlled and recorded as part of internal 

bookkeeping, standard reports are not compiled and routinely provided to USAID 

which has been responsible for the purchasing of a significant amount worth of 

drugs to date. As a result USAD has not been able to assure that all drugs 

-ordered-were received or received within a re.sonable amount of time.
 

A second constraint on controlling receipt of shipments grows out of AGAP(D's 
dependence on the DSPP for clearing custom. Under this sytm the custom 
agent inthe Section d'Achats must proceed through several time-consuming
 

steps involving DSPP administration and custom officials. He is hampered in 

his tasks by lack of transportation, by lack of original documentation from 

drug suppliers, and by the sheer volume of paperwork required of several key
 

DSP personnel. As a result drugs are not received and processed in a timely 

fashion. 

Maintaining adequate stock levels in the central warehouse has also been made 

difficult by extremely long lag times between placing and receiving orders. 

This has bee especially true of drugs ordered from American companies. 

(average 10.8 months delay.) This makes it necessary to plan orders nearly 

two years in advance. The capability of AGAMP to plan such orders, yet alone 

two years in advance, is questionable since technical assistance and USAID 

to* the lead role inplacing earlier orders.
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The internal operations of AGAP have received the greatest attention in the 
last several months from both technical assistance and DSPP/AGAP)C personnel.
Several problems have recently arisen and while they require quick resolution 
they should be considered in the context that AGAPM0 is a relatively new 
agency.
 

AGAPQ) is dependent on the DSPP financial system for release of funds to 
carryout activities. These activities include supervision, participation in
 
training, delivery of initial drug stocks, etc. 
 The funds have either not 
been provided or not provided quickly enough causing AGAPCO personnel to 
either advance personal funds or not carry out the activity. While other DSPP 
activities may suffer from lack of such funds, the impact on AGMC will be
 
increased operational costs and/or decapitalization.
 

Managment analysis and evaluation of AGAPOD has begun to concentrate on 
information gathered in monthly reports and-especially on reconciling cash 
books, stock cards, and inventories. Discussions with pharmacy, depot, and 
central warehouse personnel indicate that the concept of reconciling,these
 
different sources of information is not well understood. This is especially 
true of performing physical inventories. While training courses do cover
 
these topics, the use of this information iseither not acceptable or not
 
considered essential to pharmacy control. (See Section IIC.4.0) 

Rhcordkeeping at several commtnity and institutional pharmacy levels was 
reviewed for accuracy and completeness. Some discrepancies in sales and stock 
remaining were noted, and parts of cash books were misunderstood or improperly 
added. Storekeepers could explain recordkeeping in general but were not 
always clear about what they actually, did. There appeared to be a direct 
association between the level of accuracy and the amount and kind of 
supervision received. The only region that has been regularly supervised in 
Qonaives, where there is an exceptionally motivated regional director for 
GAPICO. She has rigorously reviewed requisition and monthly reports before 
selling replacement drugs and has visited many of the pharmacies to review 
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storekeeper activity. As a result organized and reasonably complete financial 

and inventory records for pharmacies are available inthis region but not in
 

Cap-Haitien or Les Cayes.
 

The issue of supervision at all levels has been addressed inthis year's work
 

plan and as a task in sme job descriptions. To date it has been discussed 

but little has been done to assure that itiswell defined and then
 

implemented. Budget levels for AGAPW supervision have been inadequate 

especially for those pharmacies that are newly operational. (This has been 

partialll rectified inthe proposed 1982-83 budget). Also itisdoubtful that 

the personnel currently assigned this task actually have or should have the 

time to perform it. Central level supervision of regional and community 

levels has been done by AGAPf's director and administrator. As central 

operations grow incomplexity and size these people will be required to spend 

more time inPort-au-Prince. 

Zn addition no trip reports of their supervisory activities are available. 
This isa loss of valuable information, necessary for correcting any problems
 

in program implementation. Some community pharmacists identified the MSH 
community development specialist as their su,ervisor. This MM advisor is 
primarily responsible for working with communities to start up their 
pharmacies. He iscurrently working without an AGAPD counterpart, and itis 
clear that many pharmacies may simply end up without a direct link to AGAPOD 
central.Also, no person at AGAPO) will have been trained in performing his 

tasks. Since AGAIOC's goal of self-sufficiency depends on reaching a certain 
level of drug sales, neglect of a major portion of retail outlets could 
rapidly decapitalize the agency. 

Apart from the type of analyses discussed earlier in this section a major 

problem isthe lack of assessement of the impact of AGAPCO. Types of
 

questions that are not.yet being considered includes 

a. What are the manageent implications of having different types of 
phamacies (institutional and community)? 
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b. Are DSPP medical personnel effectively using AGApw outlets? 
c. Does the lack of specificity in DPP drug sales policy result in 

confusion over selling or giving away drugs?
 
d. What are the health and economic impacts of establishing a pharmacy 

in a community? 

One problem that has been presented to AGAPD for solution is the issue of 
supplying village health workers with a set of 6 drugs. The current proposal 
is for community pharmacies to sell drugs to the health workers who will in 
turn sell them to patients. (See Proposal for Agent de Sante Drug Sales,
 

1982). This Proposal would have several constraints including;
 

a. Increasing operations costs f~r AGAPOO 
b. Increasing training costs. 
c. Increasing auxiliary supervision tasks. 
d. Changing policy of free drug distribution by Agents de Sante.
 

However, the only alternative options would be for the DSPP to purchase drugs 
from AGAPWD adding to the recurrent costs of the DSPP (See Section IIE) or to 
leave the Agents de SantG without access to their basic pharmacopia. 

1.4 BECONDATIONS 

AGPM represents. the DsP's comnittment to a responsible, low cost, drug 
distribution program. Its creation and subsequent support is a significant 
departure from earlier DSP policy, and its accomplishments to date have ...... 
established a good basis for further growth. In particular the comitment to 
purchasing generic drugs as a public health strategy is encouraging. As an 
agency that is managed like a business, it will be more sensitive to the 
inefficiencies that characterize other DWP administrative systems on which it 
depends. Any inefficiencies within its own confines will also be rapidly 
evident in monetary terms. As such the DSP should ensure that priority 
recommendations are well thought out and acted upon quickly.
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a. Recruit or provide training for a busines/financial analyst who96 

tasks will include financial evaluation of. AGA= operations, reviewing and 

updating of basic assumptions underlying AGJ , and inplmentation of any 

systems changes required by this evaluation. 

b. AGAP should provide quarterly and -annual reports and 

recommendations on all assuaptions for and piogress towards self-sufficiency. 

AGAP, DSPP, and USAID should meet quarterly to review reports and provide 
ideas for resolving any problems. At the end of each year projections for 

attaining self-sufficiency should be revised and IWDS (or subsequent projects) 
support should be programed to reflect these new projections. See Annex III 

BI) 

c, Use of foreign exchange for purchase of drugs should be quantified 
and reviewed in 1985 and options for meeting these costs identified. 

d. The Director of AGAP should ensure that his staff comile drug 
receiving reports and that they be provided routinely to USAID no later than 

two weeks after a shipment is received in the central warehouse. 

e, The Adinistrator of MAPO) should ensure that drug shipments are 
cleared through customs within three weeks of arriving in Haiti. Since AGAPMO 
k-ceives large amounts of drugs one of it's om administrative staff should 
immediately be designated custom agent and should be provided with the 
resources necessary to clear commodities. If the administrative staff does 

not have sufficient time to carry out these tasks, new staff should be 

recruited. 

f. Drug procurement lag times for American products should be reduced as 

far as is possible by Chemonics, the new DSPP drug purchasing agents, 

g. khe procurement specialist of MAPG should plan and place orders 
with appropriate specifications for this year's drugs within the next mnth if 

not soonep. The MM technical assistant should provide any necessary advice 

needed byhis counterpart. 
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hi be DW and USAID should initiate a revolving fund (based on about 3 
months of operating costs) on a trial basis for MAPO program functions. In 
order to obtain this fund AAPM must provide a detailed prospective budget by 
activity and must learn to process appropriate v;uchers. The AGAP Director 
and AWAistrator will be responsible for accounting for any such funds 

expended. Reibursment of the revolving fund should be dependent on 
responsible financial managment by mGAPC. HSH technical asistance in 
financial administration should be provided. 

i. Internal audit and reconciliation of books of AGAPOD central, 
regional, and coamunity pharmacies should be performed regularly. (See 
Section IIC 4) This activity should be done frequently at first (once 
monthly) and may be cut back as books are balanced. 

1. Supervision, (especially administrative) should be imediately 

improved throughout the MAP system as follows 

i, One to two additional central staff mebers should be recruited 
specifically for supervision and in-service training of regional and commnity 

pharmacy personnel. 

ii. Supervision norms and tasks should be defined in detail. 

ii. Work plans for carrying out supervision this year should be 
coleted with time frmes and perfomunce indicators, and rigorous evaluation 
of these plans carried out by the Director and Administrator of AGAPo. 

iv. Regional directors should be trained to do supervisory tasks 
and should be given the time (once per wek) and resources (means of 

transport) to carry thin out. 

v. Each community pharnmcy should be actively., monitored once per 
month for the first six months of operation and every 3 months after that. 

(unless there is personnel turnover) 
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vi. Each regional depot should be actively monitored once per month. 

vii. The central warehouse should be actively monitored in an 

organized way by the PGAP administrator at least once per week. 

viii. Per diem and transportation should be provided at levels 

that will support this expanded activity. 

ix. A sinple but useful teporting system for supervision should be 

developed and implemented as soon as possible. This system should include 

more information then is currently included as monthly report data. For 

example, qualitative information on topics such as physician willingness to 
prescribe generic drugs, patients ability to pay, etc would give a more 
complete background to the numbers that represent sales volumes. 

x. MH technical assistance should concentrate on helping to carry 

out these supervisory tasks. 

k. The DSP should immediately name a counterpart with appropriate 
community development training for the MM community development advisor. 

. The DSP, AGAPOD, and NHI should consider what operations research 
questions are important for evajuating AGAPOO impact and see what options are 

available for carrying the research out. (See Problems and Constraints) 

XIB.2. ME DSP SRPLY AND OMINICS SYST= 

The objectives that were set out by the Project Agreement for supply have been 

noted in the previous section on AGAPOD. Since AGAPD addresses these 

objectives only in part, they will also be considered here. In addition the 

following objectives apply: 

(a) for regional and district warehouses.., evidence that administration 

has been created officially, and that sufficient counterpart staff and funds 

have ben providd... 
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(b) A schedule for ordering, receiving, and installing warehouse
 
equipment.,
 

To date the NIDS project has not made much progress towards achieving supply 
system objectives aside from the AGLOW exaple. Proposals for warehouse and 
system administration exist on paper but have never been officially agreed to 
by the DVP or carried further by technical assistance. MAPOD has required 
and was justified in receiving major efforts to date but the time has come to 
define and implement a system to carry out supply functions not covered by 

2.1 SUeMMY Of ACIVITIES 

The DSPP supply and logistics system involves three sections in the central 
adminstration offices Approvisionnement, Inventaire, and Achats. At 
regional and district levels it involves warehouses and the staff needed to 
run them. Since the inception of the FHDS project, the chiefs of the Achats 
and Approvisimment sections and the MSH supply consultant have carried out 
several activities in an intermittent fashion. Abaseline survey of the DSPP 
supply system(including commodities handled, facilities and equipment) was 
carried out. A supply information system was proposed (primarily for drugs) 
and District Administrators were oriented to the new system. Descriptions of 
tasks for warehouse/depot personnel were written and equipment was ordered for 
the new storage facilities. The Inventaire section has been involved with 
Updating and coMutrizing some of their records with the MM conputer and 
administrative consultants. 

2.2 CU NMS5 

The development of supply system for the DSP has taken two distinct paths. 
GAPCO h4s become the only functional mchanim for drug supply. The DS has 

not had functional budget fundi available for purchasing commodities since 
last fall, hence the role of its internal supply systm has essentially been 
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narrowed. The three supply sections do process and store purchases, but the 

volume is low and related only to.funds available through foreign donors. The 

distribution system does not function effectively due to lack of means of 

transportation and other funds. 

Under the IeDS Project 8 warehouse/depots have been constructed or renovated. 

Six are either under construction or in Phase III plans. They have not been 

opened since equipment has not arrived or been purchased locally. 

Plans for reorganization of the new warehouses, strengthening the supply
 

pipeline, instituting a new information system have been proposed by the MS 

technical assistant but have not been acted upon by the DSPP. 

Several regional, district, and health center depots were inspected in the
 

course of this evaluation. Ingeneral, depots were illkept and disorganized,
 

and recordkeeping practices not well carried out. There was considerable
 

variation in how supplies were stored and controlled for different health 

divisions. For exanple, DHF material was often separated out and records were 

kept up to date. Not such concern was expressed about the status of the D P 

supply system since itwas clear that resources were not available to supply 

anything. 

The Inventaire section has entered a small percentage of its item on the MS 

coWuer, and initial lists have been printed with information on location, 

donor, and value of each item, 

2.3 MUM.D4S AND CONSR NTS 

The development of AGAPM and the FADS resources required for this development 

have causod the DSPP internal supply system to be relegated for later 

consideration. This has probably been justified to date but several events 

require emsdial action quickly, 
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a. USWID/MS purchased equipment for health establishoents is expected 
from JNXCE in the next two months. The equipient is valued at $145,000 and 
will need to be efficiently delivered to the appropriate facilities throughout 
Haiti. 

b. The D&'P is required by USAID to provide inventory control reports on 
equipment purchased with project funds. The USAID audit in scheduled for 
April. 

c. The new warehouses are scheduled to open inthe next three months (a 
soon as equipment valued at $181,000 arrives) and no official DSWP agreement 
has been given to proposed management systems. The new warehouses will 
require both inproved system design and retraining of personnel to operate 
them at all D6P levels. 

The role of the DWP supply system has been tacitly redefined but has not been 
officially recognized. Norms and tasks still relate largely to drug and 
medical supply distribution which were formerly the principal commodities in 
the system. Handling essentially non -cpendable equipment will require 
different kinds of procedures.
 

Shared use of the new warehouses by the agencies involved insupply of health
 
materials (AGAPC), DSPP Approvisionment, DF, DON, and possibly SM has not 
been resolved). APa central is in the old DWP warehouse in 
Pot-au-Prince. Approvisiment intends to move into the new warehouse in the 
old SM coaqound. No one has yet tried to define space requiremnts for 
either group, nor plan the met efficient use of facilities available. tis 
problem extends to the regional and district levels. 

The purchasing and supply system is a cumerome and time conuming 
bureaucracy. Decisiosaking authority is concentrated in the hands of a few, 
whether purchases are significant or not. The development of regional budgets 
to provide som of these commodities has helped but lack of sufficient funds 
force the problem back to the central level. 



One notable time problem in the Achats section relates to clearing commodities 
through custom. Its. stay on Port-au-Prince docks for extended period$ of 
tuie largely due to problems with documents and lack of transportation for the 

custom agent. 

The information links between the sections of Achats, Inventaire, and 
Approvisiornment are weak. hidle forms and receipts in theory pass through all 

three sections, corpiling of data and updating of master lists is not done. 
This is especially evident with the cooputer list being developed for 

inventory control. when an item is purchased,, Achats should send a receipt to 

Inventaire but no one knew how this information was to end up in the conputer. 

Info,.-mation links with health establishments are also poorly defined. 
Regional or district Chiefs de Bureau are supposed to report on items received 

or equipment that is beyond repair but no effective method of supervision of 

this type of reporting exists. The entire data system depends on the 
requisition process which has been set up on the basis of central office 

financial procedures rather than on the need for supplies to run a health 

system. 

Warehouses and depots are currently poorly controlled and storage and control 
procedures are not followed. Personnel should now have more than enough time 

to carry out these tasks since drugs are not being handled in any significant 

volume. 

Soe equipment that is needed for the daily operations of health 
establislments is not being wipplied by the D&Y or MACOD. This includes 

itms such a cotton, gauze, syringes, X.ray film, etc. Regional and district 
personnel have been purchasing this type of equipment with facility receipts 

but at high retail prices. 

The Appovisiormnt sectina is charged with the distribution of supplies but 
has not been actually delivering any of its omodities. TMe burden for 

procuring an item at the district level rests with the district administrator, 
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i.e. he goes'to Port-au-Prince to pick it up. Lack of means of transportation 
(vehicles, fuel, perdiaeu) has created a system that is expemive in teu of 
personnel time lost.
 

MM technical assistance for supply has been applied largely to WGAX. DSP 
supply has not actively called upon the supply consutants, nor have intensive 
efforts been made to push Approvisioment to isprove its operations more 
quidy. 

2.4 REZ)?tNDATiots 

a. The DPP should imrediately clarify its policy on the relative 
responsibilities of its internal supply system via a via pO, especially 
With respect to which conwodities are to be carried by which system. The 
purposes of the internal supply system and its Wmor tasks should be redefined 
accordingly an scon a4 possible. 

b. MM should provide a short term technical consultant (2-4 months) to 
DSP suply as soon as possible, to organize and implemnt a sinplified 
central system; this task should not be added on to the current 
responsibilities of the long-term advisor.
 

c. The MM short term supply consultant should concentrate his efforts 
on the AMovisicmmt section. Along with the chief of the section of 
Appovisionmnt he should redesign forms and procedures (using thosw already 
sistted to the DUW as a basis) for supply nagemnt in the central 
warehouse and regional depots. 

d. The consultant and the chief of section should retrain all personnel 
at central and regional levels in the new procedures before the new warehouses 
open. 

e. A plan for and norm of supervision for the center, regions and 
districts should be We as part of the development of the new system. 
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supervision should includes Recruitment, naminq and training of supervisors 

and provision of resources (transport, perdiaei) for them. Supplies should 

not be delivered to regions and districts if supply norms are not met. 

f, The sirple modified supply system should be installed and tested with 

the arrival of the USAID purchased dispensary equipment (expected in April-May 

1983). The Chief of Approvisioment and the M short-term supply consultant 

should fully evaluate this test operation and isplement system adjustments as 

necessary 

g. Aplan for the supply of medical materials (cotton, gauze) utilizing 
WGA P) should be developed and inplemented in the next year by the Director of 

APi and the long-term MSH technical assistant, 

h, Space requirements for DSPP supply (including DHF and DOW) and AGACO 

should be analyzed. Use of the new warehouses should be delegated accordingly 

though this should be done after the DSPP supply system is wel established. 

Sharing of space in depots at regional levels should be started within 6 

months.
 

i M couputer technical assistance should continue to enter inventory 

information but efforts should concentrate on; establishing systems for 

updating the information and on accurately entering equipment that is arriving 

for. 1H, 

j. Infomation requirements for inventory control with health 

stablislhents should be clarified and sisple reporting mechanims eotablishd. 

•k ft* custom agent should be provided with transportation from the 

central motor pool and should be required to clear item within 3 weeks of 

arrival in Port-au-Prince. (Consideration should be given to putting a 
wtorcycle in the pool, - 3 are currently in storage in the old DSW 

wrehouse) a sach delay beyond that should be investigated and the appropriate 

bottleneck elimniated with the help of the Direction General, 
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1. Options for delivery of materials to the regions and districts by 
Approvisiment should be listed and costed out in the next year. One option 
might be to schedule weekly delivery vehicle visits to each regional capital, 
and twice monthly visits to district capitals. These deliveries could include 
checks and mail as well as supplies, A decision should then be taken to 
follow the most cost-effective mechanim. 

3. Doi - MUORS ?SM! 

Objectives found in the Project Agreement for transport mnagemnt include: 

a. For Transport facilities at regional an& district levels: evidence 
that administration, staff, and funds have been provided to supervise and 
adinister the facility. 

b. A schedule for ordering, receiving, and installing all vehicles and 
garage equiprmnt. 

c. Evidence that a vehicle maintenance plan has been approved for the 
central DSP Garage and multi-regional garages. 

. d. Harge all health transportation system under DVP control, provide 
transport to the nationwide health systm, develop new operating procedures 
for the integrated unit and train personnel to operate the new system. 

To date, the NMS project has primarily made paper and not active progres 
towards these objectives., Procedures and systems as designed on paper appear 
to be sound, and in thoe areas that are starting to function they should 
pcovide the basis for good control. The major problem is a lack of political 
will to enforce the systems without that kind of suiort the system will never 
be c=urehensive and effective. The integration objective is not currently 
realistic and all parties including foreign donors should rsolve th 
financial issues that ispede it. 
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3.1 SUIAM OF ACfT TIES 

During the first year of MW the old DPP garage was closed down, cleaned up, 

repaired, and reopened under stricter supervision. Security measures were 

instituted and employee absenteeism reduced. The HSU advisor, the Chief of 
transport, the dispatcher and an NSH short term consultant completed a 
transport system status report including an inventory of vehicles. Based on 
this report activities to improve the transport system were identified. (See. 
Fielden report, 1980). The goal of all activities was to develop a motor pool 

system and a vehicle/spare part procurment plan for NDS. 

The long-term advisor went on to develop norms for preventive maintenance, 
allocation of fuel and vehicles, and maintenance of inventory. Job 

description,. for transport personnel were written and supervisory 
responsibilities identified. An extensive information and control system 
including 12 fors was developed, tested, and is currently being implemented. 
A system of weekly, monthly, and annual reports has been proposed and 
partially ilemented. Vehicles are being registered and entered into the 

central garage system and procedures for utilization of these *pool" vehicles 

have been established. 

Training courses were held for central, regional, and district level mechanics 

under the direction of the NSf vehicle maintenance advisor. One of the 

manae training seminars for district administrators included a transport 
pesntation (See 106). 

An initial plan for procuremt of vehicles was set forth and orders for these 
vehicles and se puts placed. .uipmnt for vehicle repair has been 

ordered to outfit the new garages (one central, 3 regional) that have be 
built with FM funds, A committee has, been set up to study and plan for the 

integration of the DPP, SIM1, and other DSP division transport systm. 
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3.2 W STUS 

The DSP central garage has been physically upgraded so that miniim repair 
work is being done . For example 65 preventive maintenance and repair orders 
were carried out. in September 1982. The dispatcher has been keeping vehicle 
use and repair records for those vehicles under his control. The January 1983 
report covered all pool vehicles. No regional or district reports are 
available and many assignedvehicle records are not being kept. A fuel 
allocation report for January was also made by the transport section though 
control of fuel distribution still rests at higher DSPP levels and vehicle
 

users often add it without noting in the records. Attendance lists have been 
kept and reviewed for garage employees by the chief of the transport section. 

Thirty four. vehicles have been procured through UbAID, 20 of these have been 
assigned to Port-au-Prince, 14 to the districts and regions. There is one 
outstanding request for 7 new vehicles for the DON. Initial shipments of 
$69,000 worth of spare parts have been received. $74,000 worth of spare parts 
.are on order. Garage equipment totalling $186,000 is expected to be received 
in the next three mnths. 

The number of vehicles actually assigned to the central pool was impossible to 
verify. At lemst 7 or 8 of the 20 vehicles in Port-au-Prince have been 
provisional ly assigned to DSP personnel and are not available for the pool. 
No information ws available as to bow many activities were not carried out 
because peromel were not provided with means of transportation. 

wo of the three norms packages for contral of the transport system 
(Preventive Maintnanc andM of inventory) have been officially 
appreed. Allocation of fuel and vehicles is currently agreed to *in 
principle. 60 central mechanics have been trained in Port-au-Prince and 30 
mechanics and chauffeurs have been trained for regional and district bureaus.. 
A diesl mechanics oume is scheduled to start in March for about. 38 
participants. The mt raining seminar intransport was carried out 
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and resulted in making district administrators aware of the new control system 

and it. also provided information for transport system managers (See Annex 
X1IB3). 

The transport integration committee (DSPP Administrator, Chief of the DSP 
transport section, Chief of the SNEM Transport Section, MSH transport 

consultant) has met 3 times and has raised several key issues. The SNDE 
system does work relatively well, while the DSPP system has not been widely 
iirplemented or in existence long enough to predict its outcome. The 
difficulties in releasing DSPP funds for procuring fuel, spare parts, and 
vehicles are far greater than those faced by SNEM. In addition the source of 
funding for SNE and DSPP activities require separate mechanisms for 
accountability. 

3.3 PROLEMS AND CONSrRAINTS 

While norms for preventive maintenance, etc., have been officially established 
there is no authority in the transport section to enforce them. This lack of 
.authority extends to ensuring the use of reporting forms for vehicle 
utilization. As is evident from the January 1983 report the section is 
capable of identifying central level problems but must look toward higher 
levels for making any systems adjustments, Since transport is only one of 
many priorities at this level, it is questionable whether rapid effective 
action will take place. 

The lack of regional and district reports and the fact that many have not been 
actively initiated in the system is another indicator of how slowly 

ialalmtation is, proceeding. To some extent there seem to be confusion over 
who, must povide detailed supervision. The amount of time that is required to 
isplement the new system seem to exceed that available to district 

administrators. 

Fuel allocation has essentially not been turned over to the transport system, 
There is a serious shortage of funds to purchase fuel and given that these 
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funds are released on a monthly basis, activities requiring transport have 
been severely curtailed. Vehicle assignment to the regions has been 
straightoward though decisions regarding utilization do not necessarily
 
follow .priorities. Vehicle assignment to the central pool has been
 
problematical since some personnel have vehicles on a 'provisional' 
 basis. 
Thus far, provisional has meant permanent assignment and this undermines the 

aspool concept as well removing the vehicles from transport section 
supervision. An inventory control system for spare parts and lubricants has 
been instituted and with the small stock on hand seems to be working. However 
careful supervision has been carried out primarily by the MM consultant and 
in the new garage will require much time on the part of a transport section 

supervisor. 

The imminent opening of the new garage, along with the arrival of expensive
equipment will pose a problem for the DSPP, Administrative systems are not 
yet operational in many cases and not enough central personnel will have been 
trained to carry them out. In particular the chief of the section has 
defined his role as technical supervisor. An administrative director has not 
yet been named. The lack of authority to enforce the new system in the new 
garage makes it nearly inpossible at this time to provide accountability for 
items received. 

The information system that has been designed for transport appears
coplicated. This seems to be especially true in the copilation of 
information and its presentation to help make management decisions. 
Somie policies necessary for a transport system have not yet been established. 
In particular there is no replacement plan for vehicles, either in term of 
what to do with old ones or what kind of new ones should'be bought. 

Integration of DI P, SND4, and DSPP divisions will continue to be a problem 
until financing issues are resolved. it is unlikely that they can be resolved 
solely by the work of the committee. 
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a. All transport reforms that have been officially accepted should be 

fully supported and strictly enforced by the highest levels of DSw starting 

iunediately. In those instances when procedures are not followed (information 

available from vehicle records) action to revoke the privilege of 

vehicle/gasoline use should be taken. 

b. Central level personnel should receive intensive training from the 

MHS transport consultant to operate the new garage management system and 

should actively participate in installing the system before equipnent and 

parts arrive. 

c. An experienced administrative director should be named and oriented 

to the new system before the new garage opens. (Estimated for May 1983). 

d. The highest levels of the DWP should require rigorous accountability 

of all systems installed in the new garage. 

e. Audits of equipment, spare parts, and vehicle use should be performed 

by an outside auditor every month in the first year of new garage operation. 

f. Any new vehicles purchased should be assigned to regions and 

districts for priority activities as identified in other sections of this 

report. No new vehicles should be assigned to the central garagbureau until 

administrative systems are functioning adequately. 

g. The supervision system of the new transport section should be 
clarified and strengthened as follows: 

i. Central level persmel should be given more authority and time 

to supervise administrative tasks. 

ii. One or two central level personnel should be named as trainers 

and supervisors (especially administrative) for the regions and districts and 

should be given the means to spend more than 50%of their time in the field. 

Their fi:rt task should be to isplement the new system in each area. 
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h. 2he M computer consultant should assist the transport section in 

si plifying swuimries of records so that they may be used for mt 

decisions. 

i. 2he DSPP should develop and officially recognize any policies still 
outstanding, i.e. fuel allocation, replacement plans before any new vehicles 

are ordered. 

J. Integration of SNM, VHF, and DSP transport systems should wait 
until financial issues are resolved. These issues need to be resolved by 
USID and the highest levels of SNEH and the DSP. 

4a DSPP FACILITIES AND TECHINICAL MAIZI'EANCE SYSTEM 

The Project Agreement is very specific about its facilities maintenance 
objective: Create an institutional capability at the DSP for maintenance of 

all health facilities serving the rural health delivery system. While som 
baseline work has been performed this objective has not been met nor is there 

currently a plan for meeting it. 

4.1 SUmemA OF ACTIVITIES 

A baseline assessment of all DSP health facilities in the North and South 
regions was conducted by the Chief of the maintenance section with the help of 

the MM facilities consultant. The consultant also developed maintenance 
dhecklists, workplans, simple training courses, ana job descriptions. 

Regional maintenance was to be acomplished by properly equipped tee., funded 
centrally, and with strong central level supervision in the form of 

inspectors. Tools and slies were provided along with at least one vehicle. 
for one regional team. Some initial repair work was done in the South 

region. Long term training of personnel for technical equipwmnt repairs was 

also undertaken. 



4.2 U sMUS 

The southern region has one facilities mainten4nb team consisting of one 

inspector, 3 technicians, and one chauffeur. No information was available as 

to how many repairs had been carried out, but no resources from central or 

regional levels have been available for the greater part cZ a year. The team 

was equipped with tools totalling $8,800 and a vehicle worth $12,000. 

The responsibility for ensuring facility maintenance is not clearly assigned 

to any one section or person at tbe.DSPP and no operating resources from the 

center have been allocated. No planning for ongoing maintenance has been 

done. Eight monovalent technicians for repair of equipment have been trained 

at Canidot with project funds. As of February 1982, 7 had been named to the 

NSP but they have not had resources to do any repairs outside of 
Port-au-Prince. 

4.3 PROEMS AND OCNTRAINTS 

The lack of resources made available for facilities maintenance has hanpered 

any activity in this area. The lack of even one person at the central level 

of DSPP whop responsibility is facilities maintenance indicates the low level 

priority assigned to the concept. 

The cost effectiveness of the Southern region team has not been evaluated, 

though agreement was reached by USAID, DSPP, and NS to do so. This 

evaluation should be an inportant basis for establishing maintenance plans and 
a,program for all of the health facilities built with MW funds. The 7 or 8 

technical repair personnel are not provided with the ability to do repairs 

outside of Port-au-Prince. This represents a heavy investment in training 

with no benefit. 

a. The DI with the 'assistance of an HS consultant should carryout an 

evluation of the costs, activities, and effectiveness of the southern region 

te within 60 days of the submission of this report. ai':re by the Dop to 

4.4 
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plan this evaluation within 30 days and carry it out within 60 days should 

result in the imediate cessation of RMDS construction activities to the 
extent possible by law. (See Section II A.) unti, such an evaluation has been 

conducted and findings reported to AID, 

b, This evaluation team should also review one sanple district's records 
to determine what repairs were done and at what cost, where a team was not 
present. If this information could be matched with the MSH facilities 
cnsultant's initial assesmnt, scm basis for comparing maintenance options 
might be obtained. 

c. The DWP with the assistance of !SH should'consider and formulate a 
maintenance 	program on the basis of several options such ass 

L Regional maintenance teams. 
ii. Regional-level inspe - who defines maintenance needs and 

contracts for local labor to do r..,irs. 

Any option chosen should include a central section with adequate suort for 

frequent and rigorous supervision of facilities. 

d. Technical repair needs at regional and district levels should be 
defined and prioritized. Based on the assessment the technical repair 
personnel should be provided with the transport, equipment, and perdies 
necessary to carry out priority repairs& 

IIB. 5PERSO 	 HNNGEM 

ObJectives pertaining to personnel maagment includes 

a., The DWP will develop an active personnel management system including 

standardized criteria for eoplament and performance evaluation, 
identification of health sector manpower and training requiranents, and for 

specifications of the functions and appropriate staffing of each section of 
the DSP at all levels. 
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functona statm 

and staffing patterns for the central DWP. 

b. Further USNID will be provided With aw moVe 

c. A list of positions within the national health system to receive 

project salary support 

Sam progress has been made towards these objectives thwo the time taken to 

make this progress seems excessive. In addition the outpfts (personnel lists, 

job descriptions, etc) that would allow evaluation of this progress are 

available only in draft form. 

5. SOMEW~ 2Z W = 81T 

Personnel management activities have focused on defining and. describing DPP 

jobs and personnel. A survey of existing personnel was carried out for all 

levels and in cobination with payroll verification has resulted in a 

comauterized listing of those paid through the functiinal budget. (See 

Section lID). This activity has been carried out by the DSP afinistrator, 

the Personnel Section, all regional/district administrators, the mW personnel 

consultant, and most recently the MI administrative consultant. 

The Chief of personnel and the MHI personnel consultant began to implement a 

manual of norms for personnel operations at regional and district levels. 

Also a system of recording eaployee attendance was instituted at all levels. 

About this time the addinistrative reform comission began to review the 

Baitian goverrant personnel system and the DSWP personnel section 

participated. After som time standard salary scales and professonal 

categories were officially defined, and are now being iupln under a 

policy called Oregularisation. 

To gain more information on personnel than was available from the compuer 

listing a system of personnel dossiers was instituted for all levels. The 

dossiers were to be part of a system of supervision and.performence 

evaluation. Other parts of this systm included development of job 

descriptions for each personnel category, and development at objective 

supervision reporting farm. 
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FMKshort term consultants also provided reooinndtin for staffing needs 
with respect to regionalization and the growth of DWP administrative 
systems. (See Torrns Report, 1982) # A mazqmwer consultant was provided to 
assess the DWP's current capabilities and recommend initial steps for 
building on personnel information available,to undertake effective mnr 
planning (See Hornby report, 19831 Section IIA). One of the district 
administrator management training seminars focused on personnel 1maement. 

5.2 M UM 

A cmqputerized list of personnel paid by the functional budget exists although 
it is not known how accurate and current it may be. Monthly reports of 
personnel changes are given to ME consultants and SISA for inclusion 
(personnel section employees are being trained to enter data). At district 
and regional levels, lists are being updated for 1983. USAID has also been 
provided with partial listings of those receiving salary supplements through 
AID projects. This list tends to be more accurate for district than for 
central level personnel. Personnel dossiers have been completed for the 
central bureau. The personnel section is in the process of collecting 
dossiers from the Port-au-Prince metropolitan area. Regional and district 
level administrators have begun to collect some of the information. 

The supervision/perfomance evaluation system now rests with the office of 
regionalisation. A simplified form and guide for its use are scheduled to be 
introduced to district administrators in March 1983. (See Annex IIBS). The 
job descriptions for all positions are in the final revision stage at the 
central bureau. The manual needs to be retyped and edited and processed 
through official channels for approval. Staffing needs for the regions have 
not been redefined by the DWP since regionalisation. The basis for muxower 
planning and proceeding with a manpower situational analysis have not ben 
extensively discussed with the DSPP. This seams to have ben largely a 
consultant activity. in addition to the informal training provided to 
,regional and district -adinistrators in the area of personnel nagen, the 

mgumit minar at Petit Goave was noted as an informative exercise. 
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5.3 lIKOD AND- OOO __ 

persmmel management has been a difficult and sensitive area to work with at 

the D=P since much information was not available and since people were unsure 

as to why it should become available& Since personnel do account for up to 

85%of the DSPP budget this information could be invaluable to the D!P7 for 

planning and resource allocation purposes. 

The co tterized list of pesonnel is useful but with its accuracy in question 

and the iack of an effective updating system it is nt clear whether it will 

even be usable. In addition DWP personnel section employees do not seem to 

have established ownership of it. This includes a general lack of 

understanding about why they are doing it. (Beyond the fact that they have 

been ordered to do so). District and regional level administrators seem to 

have a better understanding of their particular list's utility and it has 

provided them with an overall personnel picture. 

The current list only includes the functional budget. USRID and other foreign 

donor salaries are not included leaving the specification of all personnel 

incomplete. 

noThe personnel dossiers are kept at the personnel section but there has been 

link between them and an intended supervision system. For the regions and 

districts the response rate has been low and administrators repeat that those 

form that are filled out are not done well. There has not been any pressure 

from the central level to ixpcove the situation. 

The job descriptions have not been officially recognized so it is difficult to 

se- how the supervision form can be instituted as quickly as March. In 

addition it is not clear what actions can, may, or should be taken given 

=poor performance evaluations. 

With the develoemat of the peruonnel anagmnt system to date considexation 

of the issues of mwAMcwr analysis, planning, and develqpwt seem premature. 

As noted in the Norby report several information steps need to be taken 
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before any mar4?owr seminars are planned. it is essential to begin with 

tranmiting an understanding of the uses of sisple personnel information. To 
some extent this lack of understanding 1 caused by no cormnication links 

between the different 'sections involved with manper. 

5.4 FEaO ATIOuS 

a. The D8P with the assistance of HE and USAID should identify either 
a point in time or an estimated level of accuracy to designate the 
couputerized personnel list as a couplete baseline (See Section IIIml for 

rec andations regarding updating pcocedures). 

b. The DSPP should officially identify and provide personnel information 
from other budgets for the computerized list to complete the inventory of its 

persnl. 

c. The D.P planning and personnel sections, with the as tance of MSH 

'4=loud clearly define the uses of the personel information they are 

dollecting amd should widely disseminate an explanation of the uses to those 

involved with its collection.. 

d. The job description manual should be copleted and officially 
recognized by the DSPP in the next two months. 

e. The proposed supervisio/peformance evaluation system should be 
field-tested with documeted results in one district; before general 
application. 

6 )MJOEMM TRAINm m 

The Project Agreement notes that the DSP will provide basic and refresher 
training to all personnel respon ible for.., the administration of the rural 

health system. Several management seminars and much informal training were 
pcovided to district administrators to fulfill this objective. The 
educational quality of these seminars is discussed in section IIE. 
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Rour seminars were offered concurrent with district administrator meetings. 

They weres 
General Managemet March 1981 
Financial Planning Dcurbr 1981 
Personnel Manag&ment Mach 1982 
Supply and Transport anagmnt June 1982 

The chiefs of relevant DWP sections and MSH consultants in each one of these 
specialty areas planned and presented the seminars with support from the MW 
Boston office. In general, when asked in the course of this evaluation, 

regional and district participants reported that the seminars served the 

purpose of informing them about the PIDS project and its component systems. 

They did not find the seminars particularly useful in day-to-day work, nor did 
they feel that they had developed any new skills. Based on this response and 

the evaluation discussed later in lIE the recoendation is to: 

Use management/administrative training resources to provide informal training 

to build skills when and where (regions and districts) it is needed rather 

than using scarce resources to provide large group seminars as was previously 

done. 

xmG7 GENEAL ,ssuE 

Several issues have presented themselves during the course of this evaluation 

that pose inportant problems for managemnt and administrative systems. They 
are the new DSPP policy of regionalization and the policy of integrating DSPP 
systems with those of the iF,DON, and ,.UI. 

7.1. Recionalization 

By decentralizing the health system to the regions and districts it will be 

necessary to strengthen and reorient the administrative tasks in those 

offices. The administrators and bureau chiefs will be called upon to do more 

decisionMaking. They will also have increased responsibility for supervising 

new DSP system (transport, personnel management, etc.) This might require 
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additional personnel but most certainly will taquire the tim and effort of 
those at the center to help district aMnistrators develop new skills. The 
To'rins Report is an initial attmpt to identify some of the weds for 

regionalizing a health system. 

Recomminations 

a. For those managemt system being implemented in the DWP, more 
effort should be ained at installing these system at the regional or district 

level. For example, the transport section should adequately train and 

supervise regional/district mechanics, drivers, and administrators in new 

vehicle control procedures.
 

b. A managementadministrative task analysis should be done in one 

region or district to determine what type of strengthenin. needs to be done 

and to determine if staffing patterns are appropriate and adequate. 

7.2 Integration
 

The question of integration has been ongoing and is dealt with extensively in 

other consultant reports. Inprinciple it is appropriate to integrate the
 
normative function of the divisions in question. In reality most of the 
administrative systems being put in place do not yet have the capacity to take 

in these other functions. However, at some levels integration can take
 

place. For example, the computerized persomel list should include staff from 

all health related bureaus even though they may be paid from a different 

budget. This would allow for more national manpower planning. The time and 

op of work for this evaluation did not allow for an extensive listing of 

such possibilities, but with the planning of each major step in the 

development of managemnt/administrative system the possibility of limited 

integration should be explored, It is likely that at the very least in mny 

cases information can be brought together for analysis from the DWP, the DII?, 

the DON, and SNE!. 
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8. INAGE3W OF APR ! E2M: IMZM MrM AMZ LPRBCT 

2here is a need to focus the efforts that should be made in 

management/adinistrative systams for the 1MS. Given the "Nouvelle 

Orientation for the DW, these systs should be developed to give the 
greatest support to programs in the six priority areas. Nutrition is one of 

these priority areas and the project currently being implemnted in the South 
Rtegion provides an excellent test case for evaluating and improving DS 
manageMnt and administration. With a well defined framwork, the NIDS 

Project should assess the management needs of the nutrition progrmn, ensure 

that all DS'P system designed to date are implemented, and evaluate what 
happens. By concentrating on one discrete program, bottlenecks and problems 

can be resolved more quickly, and appropriate system adjustments made. This 

information can be fed back to the central level to help them reorient systems 

to be sore responsive to priority programs. 



-70

11 C Flui NAAM. A 

1.0 7JAM FROJEWZ FINANING AMfTIMES 

.1 ATI N OMBJ I 

Tis aid-project financial evaluation in February 1983 seeks tos 
a) E.anine the financial magemnt of the project related activities;

in-budgeting accounting, disbursement and financial control with special
attention to the probles of GO in obtaining timely funding of its relevant 
activities. 

b) Analyze the financing procedures of GOR ands 

I. Recommend specific remedial actions to alleviate its immediate 
financial constraints in relation .tothis project, and
 

2. &ggest possible long term financial reform and potential 
resources for future study. 

The evaluation involved discussions with staff mers fromu GO, DP, Ifi 
and AID and examination of the relevant financial documents and reports 
available. Financial data was reviewed for internal consistency without 
audit, which is scheduled for 1983 by AID auditors.
 

The evaluation concentrated on the NDS project and did not atteapt an 
in-depth study of DPP long term sources and uses of funds, started in the 
Cross Report of Septenber 1982. However, such a study for the period 1983/93 
should be coapleted before the decisions are made for poissible Title InI 
funding and possible extension of the NDS project 1984/9 

.2 M AgRM 

The NIDS Project Agreent wu signed on June 29, 1979 based on the Project 
Pepe No. 521-0091 dated December 14, 1978, which scheduled activities for the 
five yo horizon of February 1979 to June 1983. Original budgeted funds 
wraes AID 816.0K (Millions) and GE Title I funds $17.3K. 
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2he project objective was to provide low cost, preventive and curative medical 

services for about 70%of the Haitian ;ural population by 1990 and to 

strengthen the DSPP sufficiently to suport the F after termination of the 

AID Project. 

Subsequent to the signing of the Project Agreement, certain changes were made, 

with financial ikplications, either formally or informally as follows& 

a) The project horizon was extended (two years) to Jtme 1985 since a 
nutrition commoent was added and the project work started effectively one 
year late (Aug. 1980) 

b) The CP (Condition Precedent) for a Title III agreemnt which would 
provide high priority continuous funding, was informally waived in favor of 
Title I funding (Aug. 1980) 

c) The total funding was increased by the Nutrition Coqxxnt tox AD 
$17.5H and GOB $18.4M (Sept. 1981)'.
 

asd) A revolving fund of $0.3M was allocated from Title I GOH funding 
working capital for the AID Dollar Reimrbursable costs (Sept. 1981). 

e) Annual DSPP central staff salary supplements were paid from the NIDS 
Title I budget. Similar salary supplements for DSP rural staff were paid by 
a special additional Title I project (Total annual cost exceeded $1.0M) (Sept. 
1981). 

f) Another special Title I project was authorized to pay salaries of 
auxiliary nurses (Sept. 1981), 

q) The target number of trainees was reduced as followss 

RECT PROECT INF L 
PAPER AGREEME LIMITED 

, TAR= TARGET (1983) 

Auxiliary Nurses 
Health Agents 
Snita y Officers 

550 
1500 

220 

550 
1500 

0 

300 
550* 

0 

* 375 already existed before the project. (Nov. 1982) 

Notes. The Project Paper estimated no difficulty in DSPP being able to support 
=6 annual costs from internal fundin~gfter project termination. awsver, 

it failed to considers 
1) DaP chronic shortage of funds to pay current oparatinq expenses from 

1979 onwards 
2) The cabained effects of maultiple concurrent health projects which had 

to be suported as well as the NIDS project. 
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h) Phase III construction ($1.0M) was held pending investigation (Nov.


1982).
 

i) GO 
 (Title I funds) was subject to strict CP enforcaent for FY 83
 
(Jan. 1983).
 

1.3 FIMMNIG AGAINST TARGET 

The FDS inputs outlined in the project egreement (as amended) were as followsa 

ITEM AID.$MOMsH 

1. Construction and renovation 
 6.3
 
of dispensaries, warehouses,
 
garages, vehicle maintenance
 
facilities etc.
 

2. Drugs and Vaccines 1.0 2.5 
3. Equipment and Supplies 1.8 0.8
 
4. Vehicles and Spares 1.2 1.5 
5. Personnel 1.8 12.3
 
6. Training 2.0 1.3 
7. Technical Assistaance 3.2 * 
8. Evaluation and Research 0*2 * 

.TIrAL $M 17.5 18.4 

* Indicates less than $.M (less than $100,000) 

Up to Decaiter 31, 1982, about 300 of the project funds were actually
 
disbursed in cash as follows 

TOM'A, DISBURSED WOr T1r
PI CT IN CAS DISBURSED 

- AID (ANNEX III C3) 17.5. 6.5 11.0
 
- GM (A MIIEI C3) 18.4 3. 15.0
 

TOA, 39 26.0
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emnditure procedures involved several stages, and the status at December 31, 
1982 may be sumarized.as follows3 

AID GOB TO 

TOTAL P_., 
- Earmarked 12.8 5.0 17.8 
- Not Earmarked 4.7 134 18.1 

ToNAL $14 0 1.475, 

TOMA EAMRREDs 
- Earmarked and'disbursed 6.5 5.0 11.5 
- Earmarked, not disbursed 63 - 6.3 

DISBURSED AGAINST TARGETs 
- Target (Year II) 9.2 6.0 15.2
 
- Actual 6.5 3.4 9.9 

UNE DISBURSED $M 2. 

The actual disbursements to December 31, 1982 ($9.9M) compared with the target 

for Year III of the Project Paper ($15.2M) substantiate the reported delay in 

disbursements ($5.3M) discussed later in this report. Special efforts are in 

progress to accelerate disbursments in 1983. 

1.4 INAIAL PRIORITIES 

For the G0B funding contribution ($1841M) there appears to be some contrast in 

financial prioritiess 

a) The Project Agreement implies concentration of new funds on mainly 
rural rather than central health care systems and strengthening of central 
DSP to support the 11D after termination of the project. 

b) The DSPP appears to use such funds an eneral grast oe s o 
the whole DSPP because such ea=sw are not rovide for-in the Functimna 
Ki-.t This directly relates to the critiLcal shortage of DSPP resources and 

ta overall financial strategy. 

However, until regular reports of actual expenditure by geographical location 

and organizational unit become available (perhaps from FT 83 owards with the 

caquter) this contrast can not be well documnted, but it mun be clearly 

recognized.
 

http:sumarized.as
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2.0 FNmA KOO 

2.1 AG CNT OP PRO=I B E . AeaMWUW . .D14sARSEIMM- AND COMM 

a) Geerally 

The project budgets were divided as follows 
1. AID ($17.5N) 

-Direct Dollar Funds ($13.6K) 
-Reiiurdsable Dollar Funds to GOB ($3.9N) 

2. GM Title I Fund ($18.4N) (PL 480). The key stages in funding
 
are briefly illustrated in the Annes IIIC4.
 

b) AID Direct Dollar Funds ($13.6M)
 

-Thisbudget is for Direct Dollar payments to U.S. and Haitian suppliers fors 
constructions ($6.2N), drugs (8I.0K), vehicles and parts ($1.2K), equipment 
and supplies ($1.8), technical assistance (handlod by direct Federal 

Disburswent Contract) ($3.2M) and evaluation ($.2M). The usual AID 
procedures for authorization, earmarking, obligating, sub-obligating and 
expenditure were observed. 

The AID Dollar Direct funds were well managed. Difficulties arose ins annual 
availability of AID monies, suitability of certain limited expenditures for 
construction and vehicles, and long lead-tim in providing drugs for AGApCO. 

Av~opriate solutions to thee problems are being resolved by AID/Dw/5 
staff* 

) AID Reimbursable Dollar runds (33.9m) 

2his budget'is ma y for personnel costs ($1.9K) and training ($2.K) and my 
be reinbursed to the DWP enly after& a) coplianca with ppropriate alos, 
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b) authorization by PIL, c) diAbursement by D in cash, e) sub esion of 
appropiate verification vouchers. 

The AID Dollar Reimbursement Funds were ll manae, Difficulties arose ins 

1. Annual availability of AID's monies. 

2. Lack of an adequate DSw Dollar Advance from this budget (Title 1 
$0.3M funds were supposed to be used instead) 

3. Difficulties of satisfying Cp's quickly without extersive 
training of all DSPP mnages in AI requimen8. 

4. Failure of DSPP staff to submit the necessary plans, budgets, 
vouchers etc. for timely reimbursements. 

5. Significant reimbursement delays directly related to the need to 

maintain rigorous AID financial control. 

d) GM (Title I) Budget Funds ($18.4-4) 

Since the Title III agreement CP was informally waived, Title I =dies were 

budgeted as follost drugs ($2.5), vehicles spares including gasoline and 

maintenance ($1.5K), equipment and supplies ($.8K), personnel ($123M), 

training (SI,3M). 

However, oniy $3.4M was disbursed up to Decewber 31, 1982 of which $0.3M was 

used as a revolving fund for the AID Dollar Reimbursable Fund. Thus, D PP had 

only 83.1K against a target inthe Project Paper for Year III of $6.0m. 

The OM fFidng for NRD was subject to uncertainties includings 

1. Annual availability of total Title I food cmodies to Haiti 
and the ability of GOB to sell the food without delay. 

2. Agrement by AID that appeopriate CP's had been satisfied with 
budgets, plane etc., so that the Kinistry of Plan could transfer the money to 

3. 'Areinnt by the Ministry of Plan, after due review, to actwally 
request the transfer of the maney to DsPP. 

4. sabeequent normal MP control of expenditures, with the iniasty 
of Plan and the Nini try of iame. 
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Thus, G(Z Title I funds were not well manaed, Difficulties arose from: the 
annual uncertainties of funds actually available, the usual four months delay 
in payment after the start of each financial year, failure of Dsp to provide 
annual budgets for new funds and reports of past expenditures which could be 
clearly associated with the inputs specified by the Project Agreement, and 
finally complex GOH disbursement procedures. 

2.2 DELAY IN FUNDS AVAILABLE TO DSPP 

From the preceding discussions it will be apparent that the reasons for delay 
in timely availability of funds to DPP are complex. They are briefly 
summarized below: 

1. Failure of DSP to satisfy the Project Agreement requirements in 
terms of: CP's, PIL'Sf Plans, Budgets, etc, 

2. Failure to negotiate a Title III agreement and delay in the
availability of Title I funds

3. Failure to provide a Dollar Reimbursement Fund cash advance separate
from Title I monies. 

4. Failure to train DSPP accounting and managerial staff on the
requirements for reimbursement in the Project Agreement. 

5. Staff changes in DSPP central administration and allocation of 
responsibilities. 

6. Difficulty for the DSPP legal accounting system to provide routine
financial reporting in a form which could be related to specific Project
iputs 

7. Colexity of DSP multiple external financing sources. 

8. DWP chronic cash shortage. 

Notes No satisractozy GO Title I budget was actually received until Pr 83 
and concessions had to be made in earlier years. 



2.3 B Uxlnm I 

in comstruction,. Review the AD Direct Dollar fund pebilm areas 
vscles and drugs. 

2, Ne an AD Dollar Reimbursable cash advance of $,8M against a 
tal b of $3,9 to assist DSVP with ir aeeashproblem, 

and timely long term3. Consider a Title III agremnt for more secure 
funding. 

4. Renegotiate modifications of CPos in relation to the critical 
management problemsof D0P. 

5& Train DWP staff at all levels in the need for oorative 11fotts to 
met CP requirements by timely submission of plans, budgets, shedules and 
vouchers. 

6. Accelerate development of c based supportive Accountinge to 
provide the necessary budgets and r~s ;hich directly relate to specified 
project inputs, 

7. Consider appointment of a Financial Advisor as part of Technical 
Assistance (or French Ministry of Cooperation) with responsibility to assist 
DSPP administration in more rapid reimbursement of funds. 

8, Negotiate !rate Title . fundinq for the DSPP general operating 
expenses not provided foe in the annial Fuctional Budget. 

9. Avoid severs central rationing of gasoline and travel expenses for 
rural menagrs when it reduces their ability to maintain proper supervision of 
outreach personnel as required by CP's. 

I3.0 DSP FIWVIAL 2 INTRSI 

3.1 F, SB 

The DSP has a chronic rhortage of internal resources and its financial 

strategy is tos a) use internal funds (FY 82 Functional Budget $16H) for 

imdiate priorities, and b) use multiple external funds (FY 82 DevelnoI nt 

Sagt for major supplies of: construction, vehicles, equipment, drugs,$IN) 

general DOP operating expenses, etc. 
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fe Functional Budget expresses the traditional, political and organizational 

DWp prioritieg. It provides for personnel costs (partly), supportive medical 
institutions (partly), and the absolute minimum of operating costs (but no 

salary supplements. 

The Development Budget ($1814) supports the health system with external aid 
from& AID (ERDS, SNEM, DHP, APPUI etc.), PAHO, IDB# Japan etc., with priority 
for aary supplaents (50 to 800 of basic salary) and central rather than 
rural needs. 

hihs financial strategy has led to som* interesting DWP practices: 

. Some resources allocated to central rather than rural priorities 

2. Central institutions maintained at high cost for clinical rather than 
public health objectives. 

3. Priority to pay salaries and salary supplwents to preseLve the 
structure. Acceptance of multiple checks for special staff mubers as a 
normal Practice. 

4. Expansion of health services on external funding to provide immediate 
cash benefits even though this may put an intolerable burden on future 
operating costs. 

5. Financial administration of uutiple programs, donors and 
requirements, which makes the accounting coMlex, and the coMutation of total 
health service delivery costs very difficutIt--

6. Political and organizational rigidities as a response to changes in 
the general. Administration of the DsP each year. 

7. Acceptance of unctainty in future specific funding, with the 
general expectation that somehow, total funding will become available because 
of the multitude of international donors. Ho effective difference between
"donations' and "loans". 

8. Aceptance of relative faial crime from natural disasters or 
inflation, since resources are x M to he aimit whout eee. 
However no technical criticism of the personnel who n tw me de with 
miniml operating expenses until adequate supplies are available from external 

Notes 0l isits by the evaluation staff to Hinche DistriZt revealed 108 
out 140 OWP District staff either in the District hospital or closely 
associated with it. 
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fthu, the DSM financial strategy is to eqmnd its health cue structure 
tomds 1/2000, but it is _ot planning a self-sufficiento health system, due 

to the absolutely low level of internal resources available. 

3.2 PUT= WNSMAIMS 

The Cross Report, initiated by NoI in Septmer 1982, attmted log term 

proJections on the effect of externally funded healt ', developmet projects on 

DP2 recurring annual costs. For the DS project, at full capacity, it 

forecasts extra recurrent annual costs of about $5H by 1985. (Amex III C5). 

Similarly, 	for all projects and for the chronic DSM shortage of central 

operating costs, the Cross Report forecasts extra total recurring annual costs 

for the DEP about $14M by 1985. Annex III CS). 

Since the Functional Budget (S16K) cannot reasonably increase to suliOrt these 

costs (plus inflation), m immediate and longer term financial constraints 

are appropriate. 

For proper 	understanding, however, of the D l long term financial problme, 

the Cross Report forecasts must be reworked with a variety of alternative 

specific asswptions for the ten year period 1983/93, to test out alternatie 

financial strategies. 

3.3 RESI93DATOW4 FMR SHOM TERM RELVW 

I. Accelerate reiml ser nt of Project Funding by timely compliance with 
the CP's required by the Project Agreml. 

2. 	 Oxtinue the NDS project for 1983/4 with mhasis on consolidation 
epno with retraining of existisg DP peromsW car 

U1V~ovWhe 	 LthMowe vcivity, 

3. Negotiate possible modifications of CP's required by the Project 
Agreement which sese unreasonable to the in nagmnt poblem. (AnnexzzzCS). 

4. Consider . dispensaries and health centers to groups of 
Iwi's or the Priva- F= MAR DEW overall control. 
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5. Continue user .aes for services and drugs, with local authority to 

use these funds for local rural priorities, 

6. Strict manpower olannnq to take up the existing health agents andauxiliary nurses on to the regular payroll, but without increase in the total
overall.nuier of personnel in the years 1983/84. 

7. Q with all of its operating and development costs and
maintain srifi naniic ial control to prevent unforeseen sstni losses.
 

8. Early payment of salary supplents or increase in petrol or travel
advances to reward performance in terms ofs ismnization, supervision etc.

Thus, try to find 'motivators' towards imroved health systm performance

which do.not requi~e addIMI funds. 

9. Negotiate a Dollar Reisbursemnt cash advance of S.AN (total budget

$3,9N) to ssist the DSP critical cash shortage. 

100 Accelerate computerized tive Accountina" to provide: a) datafor external funding relbrswie and i)heath service delivery cost data
 
for *cost effective' decisions-making,
 

3.4 ROMMM ATIONS ?OR TERM SUDY 

1. Negotiate extension of the 8 Project for the period 1984/9,includings consolidation without expanion, concentration on ost
effectiveness and focus on the key Pior !a s, develolpmt of ne regionas a model of "ideal R-DS' with highstai dW technical and financial 

2. Develop annually a ten year financial forecast of Dsp health sourcesand uses of funds for proper long term financial planning of internal and 
external funding. 

Na I lcy requirments for finencing recrring costs includes a) Anpolicy framework or a clear mvemnt toward such a policy; b)
assurme that recurring costs sqxot has a higher develmnt impact thanmw investmnts; ) LnabilitY of the hosot country to undertake recurring
Cost fine;cingl d) a carefully phased plan for shifting the etire burden to 
the host govermnt, 

Notes wth the DWP shortage of internalchronic resources, health decisions
became directly related to financing and cost effective alternatives, The
World Bank could possibly be apSroeched to evaluate and finance a School of
Public Health (associated with the University edical School) to tralnhsicians an mnagers with finmial skills appropriate for the DMP* 
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3. kegotiate a OB/AID Title III Agreement including provisions fors 
external auditing, a Financial Advisor and special funding. of continuing DP 
central operating expenses with planmd phase-out over ten years in accordance 
with AID Policies. 

4. Simplify external financing by consolidation of multiple projects. 

5. Consider use of international volunteer staff (French ministry of 
Cooperation# Peace Corps, etc.) in acoun jn,computers and finance. 

6. Develop special planning for improved mnpw er productivity (with 
ssstan of WHO) to achieve a 20% personnel reduction over 1984/9. Thusm, be 
able to develop a balanced Functional Budget' as a stop toward 
self-sufficient DGP health sym in the future. 

4.0 FINMCI COML Op MAGpm 

4.1 

The AGAIW comimity pharmacy systun was set up as a legal entity in September 
1982 with a capitalization of over $1.O from AID and GB Project Funding, to 

provide drugs for resale in 100 pharmacies. The phamacies were not designed 

to provide free vaccines or drugs to health agents. 

Operations began rapidly in Septsmber 1982 and b December 31, 1982# AGAPM 
capitalization was $1.0K, consisting ofs drugs received $0.7 and in the 

pipeline S.A. Three regional wa ha been stocied ($.,IN) and about 60 

community pharmacies (N.). 

Notes If a.U the relevant seb-up costs for AM could be accemlated froa 

the m funding sorces, they might well exceed S.A. 
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A mark-up of 28% on costs was taken by AGPM to cover its overhead and 

potential losses. However although AAPM salaries and expenses are charged 
to the DSP Develcpment Budget, substantial loses ($.2M) are anticipated from 
operation of the first three -yearsuntil break even is achieved. 

A mark-up of 100%on cost was provided to coammunity pharmacies to pay for 

their own personnel and overheads; they were expected to be self-supporting 

immdiately. 

4.2 R 

Financial probleas to date includes a) only 11 out of 60 pharmacies have 
achieved timely adequate reporting of sales, costs, cash flow, inventory etc. 

b) losses of central warehouse inventory, c) accounting errors, d) failure to 
establish monthly financial reporting procedures, e) internal audit procedures 
not fully operational, and finally, f) failure by DSP to provide adequate 

petrol and travel costs for supervision of the 60 community pharmcies. 

4.3 

1. • all costs (salaries, training, epenes etc) to WaGPLO 
and not to W iev QpW Budget to show the total financial costs and 
viability of A O 

2. Quarterly review as to whether margins are adequate to cover exmes 
and potential losses of s cash, inventory, shipmnts, accounting qrrors etc. 
Maintain an i ital for each pharmacy clearly in the accoutig 
system to InItIaL capitalization from subaent profits or losses. 

3., MLyLcymonthly reporting by the 10th of each manth for eachGOaMMtty .MNN7 

4&. Zimediately hire two internal auditocs to audit each cmunity
pbamacy wnthly, until monthly reports'ace satisfectory, and thereaf 
quarterly. The audit program should includes verificaon of shipnts from 
the .regional warehouse, physical inventory coopared with inventory records, 
acconting records, cash countsp profiloes coptatiom reconciliation of 
intsraunit accounts and verification of monthly reports. Similarly, do 
internal auditing for the central wrehouse and the thes regional
Wersdtses. (Estimated total cost $20,000 per mum fat salary wd travelexpene). 
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s. xternaauditing of MPO for -the purpose of published asLe 
j finnial statmtsp by a firm of public accants accreditj " 

* cos$10,000 per annum). 

6. Since ACAM is by design a cmmrcial business entity one of the 
senior. management must be an expmerienced businasmaw financial controller to 
ensure its financial viability and continuity. He should be responsible for 
preparation of thly incom stm ts and balance sh ts and finfaiial 
Iforecasts. 

7. Develop five key=Lrat ratios as siqnle indices of perfomance
(gross profit to Sao$, stock rurnoverp inventory losses to total inventory
etc.) to encourage good financial m m ent at each pharmay. Arrange
meting&of the pharnscy staff in groups to dwMsmn-tiual problems. 

Since this is a very isportant part of the IDS project, it is vital that it 
should not sustain significant financial loses. 

5.0 TEBINCAL ASSISTANCE INVflICE 

5.1 OB37CEIVES AND ORIGINL WMRPAIN 

Previaus technal assistance in finance by.AID projects to the DOP. has 
result d in analysis, manuals and rerts but little effective change in the 
financial systm. This was probably due to multiple factors includings veU 
established DSPP financial practices and priorities, organizational rigidities 
and legal requir mnts, high priority for "cash budgeting of scarce resources" 
and low priority for health service delivery cost data. 

The major outputs of the Project Agroemmt for adanistrative/anagemat 
sytm requireds ovmnt of the financial Systm and preparation of 

Notes The cost of such internal and eternal financial controls is probably 
imterial o atred with the potential for sigificant financial losses in the 
fut.,re (Peat NIrick and.lNitdell &Coo have experience in this field and 
ae available in laiti). 
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ThO first ftehdical Assistance Finance Work Plan at out a program for 
study and change in budgeting, a u i, s ient, financial reports, 
internal audit and developmnt of regional accounting. The problems were well 
docusented and a chart of accounts developed but little change in procedures 
could be achieved. This processiwas repeated with the second Technical 
Finance Work Pl4n in 1981 which terminated in 1982. (Annex.IIIC8). It was 
extremely difficult to achieve change in DSP financial system before change 
could be achieved in DP organization. 

5.2 M5 .DEW-ENEfX SXNE 1982 

In 1982, MSE introduced three very significant and creative contributions to 
the finance area: 

a) The Cross Report on the long term financial iplications of the
aLtiple externally funded health development projects. 

b) introduction of computers, initially for personnil analysis to
satisfy a CP, and subsquently for budgeting and supportive acounting. 

) Cla and acceptable assistance to DOP in satisfying cp's for more
rapid tiriursem t of project funding. 

The new Technical Assistance Finance Work Plan (Annex IIICS) appears to have 
good potential but it should be recognized that it takes several years for new 
budget and accounting systems to becom institutionalized and effective. To 
date, a budget has been prepared using the copute*r facility, and program are 
being written for financial accontin and reporting. The value of these 
systeme is not yet proven but they could be asociated with appropriate Dop 
lonw term financial reforms. 

5.3 m4 t 

. Recognize the rigidity of the MP legal accounting system and
develop coqter based "8'ixprtive Accounting" to provides 

a) ealth service delivery cost data for @cost effective' decision 
makinq i.e., alWyeis and reporting of actual cost eqpnitures, 

b) 94portive data for external funding. 
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2. Zpmnd c mter aalcat s a 'Pycolgical Batty PointO to 
notivote change in.organization. 2hd is not dvious or purely tednmictl'. 
it involves 8atic lannin of the we -romp ts to dtermine 
wm € iatel 	 .es" e &W in finance. It is essential 
to CeCogniZe CealitiJe8 Of D6FP MWgQ t problem and thu to chooe 

.that are imle and low risk, 
initially e.g. analysis of ctual es ewe 
applications of the compute : 	 at lest 

3. Continue assistance to DWP in lam term financial Plannin using the 
computer (SuperCAlc and other packages). 

4. 	 Support tr nn of DP msnages at all levels ins
 
a) A D funding requremnts.

b) Practical use of coWte outputs.
 

5. Consider concentration of Tchtnical Assistance 1983/84 to the Uimited 
fields ofa cacpu f~i'n7s1, 8and health planning support. 

oU& Specal mar"'-' must be made oft 
a. e high level of M Dofessionul cametence in the areas of finoe, 
b-1 sming and computer 

ba. 	 2Me helpful opeainprovided by DEW, -r and AID staff mobetse 
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11 Do SYSTE 

In the course of this evaluation the inmatio systems used and developed in 
relation to the MS Project by the DSPP and by the technical assistance 
Contractor, NM, were reviewed. The focus of this review is on detmining 
how the iformation system could be ippoved to provide useful and timely 
health and inagemnftformation. 

eveopg infor ton spests to enhance and support DP eratin such as 
planning evaluatio and aon has been a high pciority AD concern 
sine the project pewer ,W qpcoved in August 1978. This docuant astzd 
the need for the technical assistance of a statstiladvisor to the DWP 
Statistics Section (36 person-moths), to ensure that the EWS project got 
necessary epidemiological baseline and foLlow-up data. This data wuld be 

used to evaluate project health impact and snmitor national health status. 

System exhaized were national health infornmtion, pogrm budgetAng, and 
active Personnel finagMmnt. ajor develgr mnts in the area ofino atn 
system have centered on the need to prepare detailed budgets and reqon to 
A onditons Precedent, such as providing information on staffing patterns 
for the central DEW, and a list of positions to receive project funded salary 
q- ort. Substantial tim and effort has been required to obtain and organize 

the iomaon required by these conditions, and the KmI tean has taken the 
lead role in organizing and cputeizing the data. Althoug ms work has 
been done in the health infemton area, sstemsagemntinfotion have 
reCeivWd greate attention as the pojet has unfolded. Thes two ystem are 
dismued sparately below. 

1,1
DII
 

8Mamejoc acconlidmnts baye bewemad in developme-t o foan 
8r* . epieially during the six months precedin this wlain hs 
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accomlineks include u ta progres in dpveloping cauarized 
systme for& 

a) producing a file of health establidtNents (including public and 

private "mixed" heath care eau1aumnt,-Ds regional and district 

offices) and creating a unique ide ica n system foe each entablihment 

which is to be used to Link other inforation files (such as the inventory, 

vehicles, personnel, budget files)l 

b) producing a file of DSP Persmnel (as required by 4.6 of the 

Codtion lPrecedent in the original Project Agremn), storing and 

developing a system for updating this personnel information; 

c) recording yearly DSP b e information for three budget sources (the 

functional budget, the Title I budget and the reibursable project budget) 

with details about amuts budgeted to each.rubrtique (category) of each budgetp; 

d) recording the amaunt for and the recipient of each DPP chec ritten 

and the exact budget rubrique appropriate to the check; 

e) recording information about inventories of equimnt such as desks, 

:efrigerato r, scales, sterilization equiptent available at each health 

itablialuentso 

f) reordin o on abot the location and status of vehcle 

available by each DOP section or regionta/disrict bureau. 

y) prcessi georts sitted to the central flOW drug swily off ice 
e sales, releipts, requisitions. 

Addiatna details abaft each of these c puterized data files ace ctaied 

in Amu 111-Do 
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staff have taken the lead role indeveloment of inagmnt infermton 
systes due in part to a lack of DSPP counterparts assigned to work full-tin. 
ancoapiling, verifying and organizing the data required for these stem. 

cOpiling and verifying information for the financial/c--- peronnel, 
inventoryj, and vehicles files b s been an extremly time-consuming effort for 
tchnical aistance staff, since adequately documented operat manual 
system were not inplace. 

An approach has been developed using Radio Shack RS 80 ricu s to 
store and process the data for sam of the files, and DP staff are being 
trained to enter data as prescribed by specifically progqried mwm. Theuse 
staff are also being trained in production of computer-generated reports using 
available data. 

The addition of two syste analysts to the Mtea= in the past six months 
bas added significantly to their ability to develop user oriented systaos and 
to take on new tasks. Uhe tasks include training somestaff selected by 
1bIm in data entry and production of the keyed data. Staff from the DSWP 
inventory office have been trained to enter data on the inventory file, and 
AGUCO staff have been trained to enter data to produce swothly APW 
accoui~ng~reports. 

1.2 ]0EU ONSTRAINTS FOR I MDU1 IN MT SrXMoo= 

The inor problm di&wre uing this review has to do with the Lack of 
DO involvumn In and ownrship of the m ngmt irnfmtiOn systeMs 

When cWAuerized system have been develqpd in the cocs of this pioject 
(e.g.l,ponnel, e stblimft, b0dget, eqndture, d operty control),p 
it has been M staff who took the mjor role, Adequate planning for 
tecolgy transfer ad the institutionalization necesy for DWP's 
long-term Wntenoie and Ma of the rtl in the D at various levels 
(central, district/tregional, health care establitteIn ) been lacking. 
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creating in the Dw the capacity to a) update the informtion in these 

systems, b) tailor the system to fit their needse e) use the information to 

itq full potential for planning, monitoring. and evaluation activities and, 

d) add additional com ts to the systm(empecially health services 

statistics) will requre continuing technical assistance. It will also 

require a chane in the current relationship between DSPP and M to 

drastically increase DSP participation in the devel -nt, maiteance and 

use of thee system. DUP has virtually no institutinal experience in 

oqxterized data processing activities or use of computer outputs, and has no 

trained programers or systems analyst on its staff. 

7hus, if the technical assistance did not continue and if the available 

machineryl, data files and software were turned over to DSPP today, none of. the 

7 existing computerized system would survive. Of course, the technical 

acontract is to end for seven m but it isnot scheduled ,nthap 

unlikely that the situation will be drmtically different at that time. 

Contiirii technical assistance in the area of innagemt inforation system 

will be essential if the work done thus far is to have any impct beynd the 

life of this project. However, the technical assistance nist be accompanied 

by substntial, full-time counterart Involvgnt. 

The two Radio Shack VS-80 Hodel 11 Kicrocouters which H staff have used 

in developing the data sets now available are both lcate at MW offices 

(only a soect walk from DW but still pysically separate). One of these 

shinee was purchaed and the other ws retd. Sme mor plaming 

decli s will be mde about the -s of the compter soo whic m Y result in 

the Furased micagwoeer being relocated within a OW office (althoug 
W Icpaiticular office and which activities wii be undertaken there are not 

Cle r). 

O er problm includes 

a) ae infoation reqired fec budge/persennel data syste has been 

exemely difficult to obtain and verify because of reistance within the DSP. 
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b) mnual information stem containing required data are often 
unavailable, incoeplete, or not clearly doc mmwted, and therefore difficult to 
ccqPUterize in a satisfactory fashion. 

c) Target PWiulations are not identified and indicators of succes in
 
realing target populations or ircoving health care services, are not
 
determind. us, the data collected are 
not focused and the reports are not 
generally useful. 

1.3 I=A M-R WNW= X amTIOt STDIS 

1. Foc€s on the most _nVortant data needs only and define hw data are to 
be used. Wlich MYstem are top priority, what decisions require accurate and 
timly data, what outputs would be mest useful, and how often are tbese
 
outpum nmed
 

2. Det.erina long-term Plan for cmuterization of Dp infomation 
systm and determine project equipment, otwre, staffing and training needs 
at DP.
 

3. 	 Focus on institutiona lzing mintenance of priority systm within 
mad provide assistance in turning ov vyst to DSp. mm t 

4. Deve1DClear 49Ocation of oiueriued andmanualsvut. 
Defie uses and outp . 

S. Train DS staff in w 	 anof 	 C'oer-qmrated 

d. DIwolve regions m4ivq ,4 rjc in feedack about resuts of using 
omuter myst.., and train them to use outWts. Conidec posiilities of 
'MMting 4 ut teminals in Cegio/dintricto in the future. 
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7. Couoter-qenerated data does not necessarily represent --d -ata 

Build in quality control Procedures for data collection, data entzy, data 

editing and data manipulation such as use of test data and cr-mpqhecks with 

manual reeords. 

b. Aj-pA)W 

1. auimort develotnt of automated iformation systemnmnafmt at 
DW anct irovemmt of manual systems. 

2. Increase technical assistance in the area of information ristem 

development, doowientation and training activities. 

3. Focus on training needs of DW staff and train more than enough 

peole to take on needed wrk at each level (e.g., data entry, progrmer, 

system delqpers). 

4. Consider hiring a full-tim com uter expert consultant for DGP to 
asist inabove activities for 2-3 years with short-term consultants 

thereafter. 

11 D 2 HEMM IMPOWTIN EMu 

2.1 SUN=~ Of ACT=mS AND CMRUM OIA1=3 

Ourently regular reports are rposed to be filled out at every level of 
balth care delivery-agent de oante, dispmmyr, centre de sante, hospital. 

Ihe repots include montly reeords of activities and tpes of patients 

seen. (See Amex II-D-2). 

uoqiitals and centres de sante are also sunoed to submit wekly comnicsble 
ineas rcports to the districtor regions which are to m rvise thek. (See 

Annex 11-0-3). e regular reports are &4posed to ove in roughly the 
omner illustrated in Table 4. 
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Regions are becoming more active in the area of aumiry reporting. Report 

from the North Region .for 1982 was recently reiesed as its first annual 

report; the South Region has been publishing annual reports for the past 

several years. 

Some district heads are required to write reports concerning the health 

establishments in their areas, although the contents and period to be covered 

for these reports are not yet well defined. Some admAnistrators say that the 

Bureau of Health Planning and Evaluation dictates the subject, while others 

say the local district or regional administrator decides. 

The central Statistics Section has the reqsonsibility of preparing a composite 

national report for the first six months of a fiscal year and again for the 

entire year. The Epideolology Section is charged with preparing reports every 

three months using weekly (and very inconplete) tcanmisaible disease data. 

Thd MWE prepares reports primarily concerned with data related to tinily 
planning. Data sources are often the sam as those used for the DSP 

Statistics Section Reports. 

it is estimated that at least half of the rural population receiving primary 

health care services receive then through private establir'uments. Thee 

-establiuments are requested to provide regular reports to the district or 

region in which they are located. Cooperation is highly variable according to 

regional statistidians who tabulate this data. 

1CEMO Ah1S2.2 A 

in order to provide infomtion about budgets and personnel, the health 

statistics information system was given relatively little attention by the 

technical aistance ter. The detailed*analysis of the prl m of the DWP 

Section Centrale de Statiatique, by the technicel assistance tew in, January 

of 191 reflects pclem still found in the health information system. Thee 

peblms includes imcIstee data (generally 400 reeponse to inthly required 
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reports from health units), inconsistent/inaccurate data (due to varying 
perceptions of definitions or simply filling the report in order to receive 
one's paycheck); unused data; unavailable required data; and no feedback to 
lower levels concerning the use and interpretation of the data. Peripheral 
levels do not see the data as meaningful or useful and often do not report. 
These problems continue to cause major limitations in the usefulnes of- the 
reports generated through the Section Centrale de Statistiques. 

Additional problem of lack of supplies (especially reporting form), lack of 
orqanization, lack of trained staff at many establishments, and delays in 
receiving funds for purchasing forms and equiument are often cited by the 
Chief of the Section, who realizes many of the limitations in the data now 
collected and used in. reports. 

Currently there is no central source of information concerning what data are 
needed, what data are available from whom, how the data flow, how the data are 
dissem ted, and how they are used. Such a central source is necessary so 
that efforts are not duplicated, staff know what sources of data can be used 
for their work, lessons learned from previous data collection efforts are 
incorporated in future data colleetion, and the combinations of available 
information are known. This centralization'of information concerning data 
sources (and knowledge of who can gain access to data sources) will become 
increasingly important and useful as the various systems are computerized. 
For exuple, under current plans it is likely that ftles bill be able to be 
linked by use of unique coding systems so that manpower available at each 
health establisimnt could bw comaed to service statistic to evaluate 
manpwr needs. and evaluate establishmnt performsnce. 

The central source of information about previous, current and planned data 
collection activities could provide a useful demonstration of the benefits of 
integration of various DWP organizational units. This source could itself be 
w*ll-suiWte to couterized filing so that changes, additions and corrections 
emld be mmily made and the status of each output (e.g. report) easily 
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deternimd. The central source could include descriptions of data resources, 

what is to be produced from those resources, scheduled outputs and how to tap 

those resources if additional information were required from or about them. 

There is a majoe problem in the reporting system which contributes to the 

underreporting and unreliability of the data obtained. The data are not seen 
as useful to those who are to collect and transfer the data to highor levels. 

For exmole, the reports are not analyzed for examining health trends in one's 

own area, measuring performance of subordinates or for the health team or for 

examining retraining needs. 

Part of this problem has to do with lack of training and experience in 

analyzing the meaning of reports, and part has to do with the fact that 

targets are not set, Thus the data collected have no context and no standard 

by which to be judged. There are no set sanctions for non-reporting, although 

in nom areas requiremnts have been established for report subdiion before 

paychecks are distributed.
 

Target populations are not identified and indicators of success in reaching 

target populations or isproving health care services, are not determined. 

Thus, data collected are not focused. 

2.3 Cw TrONS 

a. General 

The D P central, regional, and, district office administrative staff are aware 
of- many, of the deficiencies in the:current health information system 

operations as are HEa staff. 

1). The problem require a concerted effort to define the priority data needs 
for each level of the system (central, regional, district, establishment, 

health worker, client) and to develop a workable system to provide valid, 

reliable data on a timely ato affordable basis. (See Figure III D-2 for an 

exmple of the product of such a systematic assesmuent.) 
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2) Rather than sinply adding to the problem of the current system by 
creating new forms, a .very focused approach which considers the specific needs 
of different levels, the technical eqaihast of the various actors and the 
array of data sources which could provide the necessary information should be 
taken (e.g. from DW data sets, from Bureau of Nutrition surveys, from 
Institut Haitien de Statistiques data sets, from studies done by international 
organizations such as PA and UNESC) Before adding any additional form or 
even a&iy item to the infomation already required from health .establishments, 
the data already available should be reviewed r the specific data use shoud be 
well defined and docunented, the level of precision necessary and time frame 
for usefulness should be determined (i.e., Could the information be obtained 
once a year rather than once a month, every month? Could it be obtained by 
examining a sample of records or by a sample survey rather than thragh 
contant reporting?). 

3). Any new or revised data collection instrument should be pretested in the 
actual type of situation and by the actual type of staff who would be using 
the instrument. Procedures and written instructions which document 
definitions of terms should also be tested. 

4) Training and supervision needs should also be planned, and the actual 
performance of the data collection effort should be evaluated and documentedo 

5) Reports from central district and regional levels should be reviewed 
for analysis and meningul interpretations and uses should dictate their 
contents. 

b. Ue Mmmdations for G -RAW 

1. Concentrate on defining priority data nel for each level of DSP 
staff and best ways to-obtain and use data. Har administrators at each level 
meet with the information systems technical assistant to define jointly what 
is used from the current system, what is not-used, and what is not available 
but necessary. anghasize the use of data at each level rather than just 
satisfying requirements for those at higher levels. 
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2. imit what is collected to what is to be.used 

3. Plan ahead for analysis in the design of form and concentrate on 

priority health areas. 

4. Review data needs and data collection efforts regularly (e.g. once a 

year) to determine their relationship to quality of data provided and use of 

data. 

5. Always pretest, form in the actual field setting, with the 

appropriate field staff using the proposed form, before institutionalizing 

it. This will allow early discovery of many weknesses, sources of confusion 

&-d error. 

6. Provide a long-term data analyst (1-2 years) as a technical assistant 

to work full-time with the Statistical Section on needs assesmnt, target 

aon, indicators of progress in priority health areas, planning and 

reviewing all DSP reports which use health data. 

7. Plan for eventual coPuterization of processing in Pll forum 

desiqned. Have all forms reviewed by a progr mr before pretesting. 

Determine priorities for automation (See Annex III D4, A discussion of death 

certificate information which is currently under study). 

8. reate one single system for flow of data, 

9,., Owtider the information needs of private istutons and feed back 

reaults to them to encourage use of information and continued reporting,. -

Avoid having two parate reporting aystems developed; if private insttutons 

find the, DSP system unreeponsive to their information needs, they will 

develop a parallel system. 



-98-


IU D 3 Cc= S'S S BR MY 5M SY O ROOM8R3M!_s 

3.11 Current Status 

The Bureau de Service de Sante Regionalise has worked with Mon a system for 
rating each estalshmnt based an objective criteria such as presence of 
filed monthly reports, job description information on file for each opployse, 
status of equipment and drug supplies. 

The purpose of the form will be for use in periodic supervisory visits to 
health establishments by regional and district level teem. The form are to 
provide an objective basis for peromance evaluation and for detecting 
establishments requiring a more frq ant supervision. 

3.12 Problem and Constraints 

Uses and outputs from the reports have not been defined. Who will receive the. 
data? In what form? *at decisions will he made based on the data Do the 
reaponses require additiolo explanation rather than just a point systm grade? 

3.13 'oamdatiow 

Pretest the system thoroughly in one district using the type of staff who will 
conduct the supervision visits and also using the staff who developed this 
system Plan how the data would be presented and used. Refine the plans and 
data collection form before usinq it in additional areas, 

3.21 =urrentStatus 

Very little work has gone into imrovment, of the vital events registration 
system. under this project. There have bein efforts to locate, register, and 
t O.traditional birth atte (matrones) to report all 6irths to agents 
de Sante and disaisaries. A preliminary reporting system (monthly form using 
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pictures) denates the nwber of births-asisted by the matrons. This form in 

brouht to the dispenry during the matrones meeting with the auxiliary (to 
receive supplies such as soap and discuss activities). 

Registered deaths constitute only an estimated 15-20 percent of all deaths in 
Haiti and these are almost exclusively deaths occuring in hospitals. 

The NM Administrator indicated that this was an area known to require 
technical assistance.
 

3,22 Problems and Constraints 

There id very little incentive to register births or deaths. Developing a 
working registration system would requiLre technical assistance and 

coordination among several agencies--DSP, Institut Haitien de Statistiques et 
d~infomatique and the Registrar's Office in the Ministry of Health. 

3.23 Recowondations 

Development of a workiij vital events registration system is not a high 
priority within the goals of the NIDS project. Inproving the health 

information system and building relations amng matrones and dispensary 
auxiliaries could be expected to result in better information about births. 

The DiLector of the Institut Haitien de Statistiques and D'Informatique 
indicated that a national mortality survey was planned for 1983. Results from 

this survey, if it is carried out, plus isproved mortality data frcm the 

health inormvion sr' could provide needed information about deaths. 

Thus, althogh building the vital events registration systin may be a very 
isportant activity the resources. required to. focus additional specific. 

attention on developing this system may be beyond the focus of the RD 
project. 
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3.3 5AING ROMS -m=IS DE S 

3.31 Current Status 

very little information is available centrally concerning trainn, carried out 
wider this project, for agents de sante, district supervisory tem are
 
st e to keep information about who has been trained, 
those in training and 
plans to train in the future. Generally it appears that this is done. 
TraLning team do not systematically provide information about thetz 
evaluations of the training sessions. Although a form was developed and sent 
out, no responses were received, virtually no followup was dor and there is
 
no 
formal mechanim for obtaining 'Participant ivaluations for the trining or 
determining the relationship of the training to actual Performance or 
day-to-day activities in the field. 

3.32 Problms andConstaints 

Needs for data have not been defined. It has not yet been coidered 
isportant to evaluate the training in light of performance and actual 
activities required on the job, or to have information at the central level 
about nusber of persons trained (See Section II E for details) 

3*33 Paeomenations 

ap rviso training tern should determine a sisple, systmntic way .to 
obtain, use nd retain information for easy refrwence. Data likely to b 
required includes 

Available
WiMer of Agents de sante trainedsNew vs. zecyclage and theb 

location k 
Munber of agent de sante in trainings now and recyclage nd 

their pCopaod locations. Yen 
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8siple report concerning problem identified in each 

trainingwhich could be used to feedback 

to those who write/review training. and for 

making local training adaptations as neoesaY Te 
Probles identified in supervisory visits, from auxiliaries 

cmuits requiring special attention in training and 

in sqprvision. No 

edac from agents -de sante about training after te susion 
and after a period of work Io 

information from observing agents de sante in action which 

indicate where training wes weak, inappropriate 

or not available. No 

This list is just for exasple purposes. Specific data needs should be defined 

carefully and only information that would be profitably used should be 

collectedo 
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fhere is wide acknoledgwmnt of the primrdial role of training and mupwar 
dvelopent in prirary health care projects such as the (lDS) e An aabitious 
purpose, such as "the iuplmentation of a nation-wide, low-cost rural health 
delivery system concurrent with the strengthening of the DW to manage that 
sym.. '(Project Agrewmt, G:O/Us5XD)', dqpns oan a strong, 

dAertrmt- ide training oqp~net for any degree of success; weakness or 
gape in that component rake chances for long-tern upgrading of service 
delivery and mmnagmmnt slim. 

To this end, $2.009 million in aid was budgeted through the Project Agreuunt 
( with an additional $1.296 million in OGM contribution) for training 
activities for medical and para-medical personel, including long and short 
term training in the United States. Technical mistance to the DWP in 
training and manp'wer develcien has been provided by HSU through 24 person 
/anmths of long-term technical assistance (a training specialist fielded in 
February 1981), as well as through short-term consultancies in training and 
mnpower develoqpmnt (well over 8 pers bncnths to date). 

In addition the other principal areas of technical assistance-health qystm 
planning and managemnt, transport, supply, information, nutrition-have 
included training activities to varying degrees. The situational analysis set 
out in the NEH "InitialAnalysis and Work Plan' of Decuber 1980 described 
several key problm are in 'training mng thum 

"Ueoo has been little'effort to base any.,, training activitieson cleaw 
job descriptions or ... task analyes. 

*Basic training at all levels occurs in relative isolation from other 
personnel cmVpising the health tern'. 

The mnil. noted Oy training ')rograms in MCBIP abd DOt; training in 
nutritiod for doctoca, nurmte, auxliacries and healt agents while further 
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noting a certain lack of coordination between DW technical services. Some 

allusion was made to the responsibilities of the Division of Nursing and the 

Section of Medical and Para-medical Training. It concluded that 'a 

coordinated training# continui% education an on-going supervision strategy 

is- vital to inprove the efficiency of the health and administrative 

mnmuumr." Tis strategy was to be developed througb-priority setting as a 

way to make training task-oriented so that it "result(s) in specific job 

activities whid can be objectively supervised by selected indicators.' 

1L IRMK OF ACfITIS 

Health Agent Training 

By late 1980, as a result of previous pilot projects and P'O activities, as 

many as 376 health agents had been trained and. fielded in the North, South, 

and Atibonite regions; of these. perhaps 330 were active. Tui corps of 

health agents was far from hoageneous in term of training received, work 

patterns, and responsibilities. Style and regularity of supervision also 

varied widely from zone to zone and from project to project. 

an the basis of an MS -onsultancy (Sept-Oct 1980) the initial point of. 

intervention chosen was that of curriculum review and develqpment, and the 

chosen agency, was the DSP section of Medical and Para-medical training 

(SE) (which, it appeared, would be transformed into a fall-fledged training 

md continuing education service). The DSP had already produced a training 

domnt in 1977 for health agents-Guideline for the Training and Utilization 

of-sealth Agents-prepared by SW,. Do, DS& and a.IO consutant. 

The choice was made by SDW in late 1980 to develop a new set of training 

docmnts, with a module formatp based on health agent task analysis. In 

Januazy 198. a -central commtte. s-.organized'through SEDP to define health 

apnt taks and coordinate the delqlent of training modules. 

ieesentatives from af?, DON, DSI, SNEM and the Tberculoeis Monitoring 
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Office made up this central cmmittee, along with HE conultants. initially 
ten modules were foreseen (see Annex XIII), corre , -ndingto ten tasks or task 
areas, and work groups for the developmnt of each module were organized and 
worked through Feburary, March and April of 1981 to produce the modhl. it 
is worthy of note that MW conultants (Drs. Rohde and Genece, Ms. 

Prysor-Jones) formed the majority of five of the ten groups, forming half of 

three others. (At least one m consultant was present in all ten groups). 

Before the comletion of all ten modules in April, two of the draft modules 
(Comunity Diagnosis and Diarrhea) were briefly field tested in health agent 
training in March in Jacml. These were the only modules to be pre-tested. 
in1981 the draft modules were presented to regional and district personnel
 
involved in health agent training at a 4-day Seminar-Workshop in Cap-Haitien, 
Training teams from the North, South, and Artibonite region were present, as 
were representative from the Districts of Croix-des-Bouquets, Jacmel, and 
Petit-Goave. After some re-editing, the modules were printed in August 1981 
for use in training of health agents; and their supervisors (auxiliary 
nurses)* Companion documents (aide-memoire) were also published in French and 
Creole for health agents., In addition, eight forms were develoi.ed and printed 
for health agent work--census, daily activities, monthly reports, supervision 
check listso-to coplement the training documents. 

These modules have been used in health agent and auxiliary/supervision 
training sessions, since that time. Health egent training is carried out in 
three-mrnth sessions at regional or district heers; 
auxiliary/supervision retraining is done either during or subsequent to health 
agent training sessions in the some sites, but these sessions are generally no 
longer than a week in duration. The. DOW accepted recom--atins from HS to. 
redefine the training strategy set out in the Project Paper. -ather than rely 
on centrally-based mobile training team, regional and district 
tsLnW,superviuion teas wer.to be establisbed, with SW responsible for 
the training o tee team@. 

http:develoi.ed
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Training teams already existed at the regional level in the North, South and 

Artibonite; district team were established in Petit-Goave, Port-de-Paix, 

Hinche and Jacmal as staffing of the District office permitted. A 

district-level team at Croix-de-ouquets was already operative. Training of 

trAners-the training and supervision teams-will be discussed in detail 

below. 

Som retraining of fielded health agents in the North and South Regions took 

place Ln 1981; 35 new agentswere also trained in 1981 but not with the entire 

ten-module program. From April 1982 to February 1983 there were seven health 

agent training sessions which trained a total of 178 new health agents. 

Perhaps half of these agents have actually been fielded; the others await 

official assignment and supplies. Same further in-service training was given 

in short smion, to health agents, in the North and South also in 1982. 

While the training modules describe means of verifying participant 

owprehension, and while all sessions seem to have included some form of 

post-testing (after each module or at the close of the three-month period), 

there is no standard coavetency test in use at this time. 

AWaL NW SWRVSORSs RMRANM 

The fielding of health agents creates a new area of supervision, and since 

heaL'th agents are tied to a dispensary or health center, the responsibility 
for iocal supervision, falls on the auxiliary nurses. This change in the role 

of the auxiliary would necessitate a review of the present curriculum of the 

auxiliary ,rsm training schools as well as the retraining of auxiliaries 

staffing. the fac1ties. with health agents in their zones. To this end, 

wackshaps..have been. organized torinfom auxiliaries. of the healtb'agent 

progra and of their role as supervisors. During 1982 this retraining became 

more systematic, as the district training teans. moved into action and new 

groups A health agents were trained. 

SM has developed a. supervision form for auxiliary supervisors which is 

aoopan!ed by a paqilet,'A Guide to Health Agent Supervision. This guide 
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was not ready for distribution while most of the above retraining was carried 
out and it is not clear c4 ara auxiliaries actually have this guide in hand, 
or how many regularly use the SEW supervision form. 

Then workshops for auxiliary supervisors have generally been limited to 5 to 
6 day sessions. SEW has developed guidelines for these sessions in a guide 
for Di trict training tea, Whble in sme area (South Region for eple) 
there have been follow-up sessions, this remins a very weak pillar of the 
health agent program. t proposed supervision schedule--a minimum of one 
field visit per month per health aqent (by the auxiliary or auxiliarep) Plus 
a monthly meeting of health agents at the base diopensary or health 
center-has been difficult to i m tent,and few auxiliaries in the field sew
to have a very clear understanding of the role of. supervision i.e. in what way 
they are to supervise health agents. 

7RAnM~or NRS 

Ax stated earlier, the initially proposed strategy of creating mobile training 
tam for health agent/auxiliary supervisor training, was modified to one of 
building up Regional and Distict training and supervision teams. This 
strategy recognizes the int4matt relationship between training (especially 
in-service training) and supervision at the field level, but this requires a 
great deal more investment in training of trainers. That is, rather than 
train three national mobile teams, it would be necessary to train fourteen or 

Activities in this area began in May 1981 with the Cap-Haitien sedn during 
which the draft health agent training modules were presented to the 
functioning training team of North, South and Artibonite Region. Late in the 
am year, with the printing of the coopiled modules in a trainer's guide 
(Septare) ,W (assisted by the M training consultant) began to work 
diectly with District offices;-to organize training and supervision tearm.. I, 
the course of this-work S has developed a guide to the preparation of 
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District training and supervision tern (lVrepadion des Mpipes de pormat on 

et de Supervision au niveau des District Sanitires) which ouline the stp 

involved. District team established through this process are row in place in 

petit"Goave, Port-de-Paix, Hinche, and Jacm. 

According to tI - SM document (OPreparation des oluiupes..') the pcepaation 

of training and supervision tern in a atter of 5 to 7 days intensive work in 

five stagesp. 

The structure of the District
 

tominity motivation and health agent recruitment
 

Budgeting (for activities)
 

Retraining of auxiliary supervisors 

Health agent training 

This 5 to 7 day pceparation sets out very anbitious training objectives (m 
annex 11132), and it is not yet clear how effective it has been. nc 8agn, 

no'systematic evaluation took place at the time of this training at District 

level, either of trainer or of Particimt reaction and Derformnce. Close 

monitoring an tollowem of District teams at least during the initial year or 

two of oeration. seems essential, - owever, SEDP has not been able to do 

this. Primarily because of severe personnel constraints. 

Iwo S IM Sys=

*port for the udmmity sd activities of S must exist at all levels, 

frm District up to central level, and this normally would mean orgnsation 

of training activties-not only for managemen personnel, but also for key 

technical services such, as transport and logistics. our nt training 

sednars vere organized through MM for District adinistrators, chefs de 

bureaux, and central level (DSWP) administrators, Health Planning and 
Budgeting for Regions and Districts (8-11 Decub 1981 at Qam Beach) j 

Personnel mnn int(25-26 Na rIM P t-0wra)'v-"Vg up1YA'Shnt 

(15-18 April 1982 in Port-au-Prince)I and Transportation System INgment 

(LS-18 June 1982 in Port-au-Prince). 
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lUle reports from these seminars are surprisingly incouplete, it is fairly 
certain that the great majority of District level participants attended all 
four seminars, with central level Dap participation varying from seminar to 
seminar. Once again, no systematic evaluation of these seminars, or need
 
assesunts for partcipants were zarried out.
 

Beyond these more formalized sessions, there are now weekly meetings within 
the administrative division of DsP involving the five service 
chiefsa-Tranipor, Personnel, Archives, Inventory, Supply. Beginnig in late 
1982, a planning exercise was instituted wherein District ad sators,
 
normally two per week, present their annual work plans and budgets to the
 
Secretary of State, DG, and divisional and service chiefs. With the
 
introduction of coaputer technology 
as a managN - nt tool (by H4H) in -1982, tiw 
arM of training will be opened up. 

Tranmort and vehicle maineance has kept a strong training cooponent in 
FWDS. hile the Transport, Seminar (June 1982) focused on preentng and
 
explaining the new systems of vehicle use plans, 
motor pool strategy, and
 
vehicle maintenance plan, the bulk of training has actually been focused on
 
mechanics3 67 DOP and SNM mechanics have been trained in preventive
 
maintenance; with the SNEH mechanics also trained in diesel 
engine mechanics, 
Admnistration and organization of a garage are included in the coure. At 
the regional ad district levels, 25 mechanics and drivers have received 
training in siple repair and maintenance. The succeas in this particular 
acea of training is largely attributable, to not just the excellent technical 
aia , but particularly the fact that it clearly responds to. the
 
pcofesional 
 needs of its target group.. 2bere is no lack of motivation to 
attend, and to actively participate, in training activities. -

fintenanc training manual has been proced and is in use. 

'Training Ln logistics and supply rte has been almost exclusively focused 
ofr the drug supply system, MGA 'In particular. The creation of camwnity 
phawmaci through AMOW requires training of clerks (proposed by their 
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respeative comunities) to operate them. Training methods and practice have 
evolved since the earliest session in 1982, due to a backlog of communities 
ready to open pharmacies, 40 clerks in South Region were trained at one 5-day 
session. At the present time, the training of clerks closely follows the 
commuty organization procedure. Once a cmmuity takes the steps to create 

a pharmacy and propose clerks (AGAPO suggests 2 per pharmacy), the training 
is immediately carried out, with the hGAPM commity organization specialist 
training no more than 4 clerks in one session. Of the five days of training, 
fully two are focused on AGAPM bookkeeping and pharmacy operation. This 

initial training is then reinforced by a full-day of review timed to 
correspond with the actual opening of the pharmacy. Supervision schedules 
have, however, not been copletely worked out, and follow-up of trainees is 
quite weak. A check-list type supervision form has been developed but has not 
yet been approved, for regular use. The form would be the only available means 
of evaluating pharmacy clerk training. The document produced in this
area-the AGAPCO accounting ia1nual-was. not designed to be a training manual, 
Xt neither can it serve as much of a guide. Several clerks admitted freely 

that the manual did not seem to be adapted to their educational background. 
Observations during field tours raised serious doubts about cmpetecy (but 

not level of enthusiasm) to operate pharmacies without decapitalization an4/or 
resupply problems. Prospects are dimmed further by the fact that the close, 
regular supervision necessary for the success of the program has not yet been 

fully planned, much less ilemented. 

TAXNIM IN fl S 

The reorientation of the national health delivery system through MW would 
almost. inevitably generate the need for som reorientation of basic training 

provided by the medical and paramedical training institutions. 7here are a 
number of possible points of intervention here-curriculm review/develpmnt 

and field practizms being two of the primary ones. 
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Technical assistance in this area began in December 1980 with a review by Dr. 
R. Northrup of the auxiliary nurse, hospitiJ nurse, and medical school 
curricula. Review of 'the nursing and sanitation officer training programs was 
continued by the long-term MM training advisor in early 1981 with a view 
toward establishing learning objectives for the various field practicums. A 2 
1/2 day seminar - Journees d'Etudes'-on field practicums was organized in 
April 1981 in Port-au-Prince which brought together representatives of Sm, 
DSI, Do, DEP, and Bureau of Nutrition along with directors and teachers from 
the auxiliary nursing school, nurse- hygienist school, and sanitation officer 
training schools of Port-au-Prince. Objectives, methods, and organization of 
field practcums were discussed, as were necessary resources. Work in groups 
produced individual plans for each program-auxiliary, nurse hygienist, and 
sanitation officer-consisting of objectives, methods, and resources 
required. These workshops were to lead to the establishment of a permanent 
ccadttee on field practicums chaired by SM. It is not clear whether this 
canittee has remained functional Of the seven problam/action areas cited in 
the concluding statement of the seminart, material needs (financing, lod*Jg, 
Veicles) account for three; two are specific to individual schools; and but 
two are clearly technical-lack of sufficiently trained supervisors and of 
effective orientation sessions to precede practicums. These expressed needs 
should not be ignored in future discussions of assistance to these 
institutions in terms of the material/technical mix. 

Pat a nmber of reasons, some of which will be discussed below, in the 
Problem and Constraints section, activities have been quite limited in the 
wake of that seminar. A review follows by instittions 

One of the results of the April 1981 seminar was the organization of work 
groups to produce eight ommunity health practicum modules for the month-long 
rural stag in the auxiliary progrank _This work process met with i . less.. 
swcess than did the healtr agent modules. The Division of Nursing (DSI) 



reained unconvinced of the need for revision of the curriculum and amP's 

role (and mandate) was thus brought into question. Thus resistance to general 

curriculum reform (as proposed by Dr. Northrup and SEKP) carried over to 

reform of the field practicum. Work has therefore been slow and ammmptance of 

the modules questionable. It should be noted that DSI, aided by a Vwl/PAgo 

consultant, had revised the auxiliary curriculum in 1979; Bureau of Nutrition. 

and-ME had also revised the nutrition and family planning couponents of the 

program, working with teachers in the schools, in the, intervening period. In 

any case, after extensive re-editing, the eight Community Health practicum 

modules are now in press (February 83). The title of the modules are listed 

in annex IIIE 1 

RMEITAL NURSES 

IV.was thought by SEW that the eight modules could also be used by these 

nursing schools as well. This also remains to be seen.. Presently this 

category of personnel is not seen as a priority, given its hospital 

orientation, in terms of the RHDS project,. 

,SIZTATION OFFICES 

Interest has been renewed very recently in revision of the sanitation officer 
curriculum, due in large part to the scheduling of an Mm consultancy in this 

area of technical assistance. Meetings within the DEP (Public Hygiene 

Division) are now being held to discuss curriculum reform and learning 

objectives in light of the role of sanitation officers in IDS and a revised 

Job description. As. overextended as SEW is at this m, it is.difficult to 

see who will follow-up this consultancy.and participate in .work groups during 

the -process of curriculum review and revision. 

IDICAL-SCOM 

The Faculty of Siicine has remained remrkably.closed to DSP attempts to 
crizni about a review of curriculum. The situation has been further 



complicated by the inauguration of the year of Social Service for phsicians. 
While this Social Service year created the need for sound pro-field 
orientation sessions, attemsts by MS to develop such sessions proved to be 
abortive. However, a very useful study was carried out by DMP .hrough EM 
which evaluated, with full Social Service physician partcipaton, the 
experiemce of the first class (1975-81) to be fielded under the Social Service 
decree. This evaluation and the laudatory initiative of the Director General 
(DS'P) in associating the Haitian Public Health Association in further study 
of the mtter, give some new hope for new directions in the community health 
orientation of physician training in Port-au-Prince. 

PIUMAEDDICSTRATION HEALTH CEIR (Petit-G-oave) 

The Project Agreement (Version Francaise, annexe 1, p. 3) speas of a pilot 
health center to be built in Peti.Goave to serve as a rural health training 
center. Little interest in this cocponent is apparent, and very little action 
has been taken, by any party, to pursue it. 

OVERVM TMNI 

The Project Agreement also speaks of establishing an exchange program with an 
accredited university for public health training, No preliminary agreement 
with such a university has yet been established. Some steps have been taken 
to develop an overall DSP maqmw assesmnt and staffing plan, but this 
task is far from coplete. None of this training has taken place through NDS. 

- OMA SUILMC PMAM 

By Project Agreement ammnmnt No. 3 (25 August 1981) an expanded nutrition 
comonent was added to NS. The operational expression of this component has 
been a pilot nutritional surveillance program established in Cays District of 
South Region. In its first year of operation (Sept. 81 - Sept. 82) the 
component included a nuber of training activitiesi 1) Revision of curricula 



for health agents (this was accoaplished in the nutrition module), 

auxi iaries, and nutrition monitors. 2) In-service training for field 

personnel in the pilot zone on a-regular basis. 3) In-ervice training for 
agricultural agents (15) to help them assist health agents and monitors at 

rally points and dmonstration center. 

In ill, ;4 health agents, 14 awliaries, 15 doctors and nurses, and 12 

nutrition monitors received training. Rally posts-organized gathering 

points-were set up in over 50 locations for regular nutritional surveaillance, 

with associated nutrition demonstration centers. At these centers, monitors 

present demonstration of food preparation and conservation, provide nutrition 

and health education, and food distribution. This amounts to a short course 

for mothers of children referred through the rally point nutritional 
surveillance. Training with agriculture extension agents has focussed an home 

gardens, food storage, and goat breeding. The ipact, of this training is not 

yet clear, nor has the training been formally evaluated. 

There is good indication that this pilot program can effectively demonstrate 

the viability of rally points and dAmonstration centers as an approach to 

rapid extention of nutrition education and surveillance. A listing of 

training materials produced can be found in annex III.B. 

ZZ I STUS 

In order to discuss, current status, moving from the preceding sumay of 
activities, it is necessary to have some gauge, a guide to measure progress in 

iulemuitation. Nomally, the logical frammeork found. in USAID Project Papes 
would serve the Purpose. Uortunately, the logical framework found in the 

En Project Paper is not reflected in the IUDS Project Agreement, the only 
binding document, relative to all parties to the Project. The Project Paper 

not only differs from the Project Agreement, project description (annex I of 
Prog) in significant tern, it also sem to have been little influenced by 



the reilities of the present Haitian health service delivery system and its 
capacity for rapid transfomation and for absorption of new structures. This 
raises questions as to the degree of DS1 Haitian parccpation in the
 
formulation of the PP.
 

While Project Papers and Project Agreements never correspoMd exactly (they are 
indeed documents of very different natures) normally the 
goal-purpose-output-igput structure is nevertheless shared and consistent i.e. 
the goal and purpose, end of project status,. quantifiable outputs, etc. are 
the sam in both. This is not the case for NHDS. Thus, to measure current
 
status, one is obliged to select one or the other 
as a measure-necessarily,
 
the Project Agreement can be the only acceptable measure despite its
 
shortcomings as an evaluation tool.
 

Satisfaction of Conditions Precedent for disbusment of funds would not 
normally be a measure of Project achievemnt;, the degree to which Conditions 
Precedent have been met, however, has greatly influenced the progress made in 
different ares of training and therefore current stats. 

2he Project Agreement describes five Conditions Precedent for disbursement of 
training funds (Proag Article 4 Section 4.5 a-a) corr o to the 
following categories of trainings health agent training, auxiliary nurse 
traiining, sanitary officer training, other in-country training, overseas 
training. As of 30 December 1982, in the opinion of USAIL/, conditions 
precedent have been at least part¥ialy satisfied for health agent, auxilary 
nurse, and other in-country training. This reflects rather faithfully the 
priorities chosen by SEW during the first 30 months of the Project. Since 
that date, saw further action has been taken in the ares of sanitary officer 
and oversas training. 2he SAD docwmt stating its view on conditions 
Precedent as of 30 Deeuber 1982 should serve as a basis for discussion with 
DUP for an update and for further negotiation of disbursements. 
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A mmary of current status, by Proag category, followsi 

HEAYAI G! PROMAM (Proig Target Numbers 1500 by Project end) 

Presently there are aproximately 550 trained or retrained health agents, nost 

of whom continue or have taken up service. A goodly number well over 100--of 

recently trained agents still await an official prise de service and necessary 

supplies. With the exception of Artibonite Region, particularly O.D.V.A, 

these agents are assigned on the order of three to four by health facility 

Auxiliary nurses working in those facilities have with few excptons, 

received some degree of retraining relative to their new role as supervisors 

of health agents. The effectiveness of this retraining,, and actual 

supervision carried out, varies widely from district to district, both in 

regularity and in quality. An estimate would be that 150 auxiliaries have 

received -re-training. 

District or Regional training teams presently exist in two regions and five 

district:s, with expansion possible into 3-4 more districts (Jeremie, 

Hiragoane, Belladere, Gonaives). The quality of work provided by these terms 

also varies, and remains to be systematically evaluated. 

The support system for the program descends from the FDS Project 
JLnistration Office at DSP through DSI and SM and other technical 

services of the DWP (personnel, tranport, supply), At this tim this 

support system is being put to a severe test, given the drmticaly increaed 

need, for health agent sqpplies and salaries, for supervision (personel,. 

vehicle, per diem), and for health infomation col tion a analysis. 

MANING INSflITUMONS 

Intervention in the area of training institutions has been limited by a number 

of factors. The choen point of intervention-field pcacticm-eeme 

techically (and politically) most pramisinge A set of field pcocticum 
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modules has been produced which remain to be introduced into the auxiliary 
nursing schools. There is a matter of interpretation here of the ProAg target 
output - 550 auxiliary nurses trained for service in health agent program 
areas (275 facilities x 2 auxiliaries.) The auxiliary schools continue to 
train auxliaries at a rate of approximately 200 per year (Port-au-prince 
slOO, Ca*yes 50, Cap Haitiens 50). Indeed since 1968 these schools have 
trained over 1400 auxiliary nurses (DSi figures, 1968-1982). it is thus 
arguable (by DSI and the District training tam) that the intent of this 
output is being satisfied in that the target number will be reached before 
ProJect end.The 'eal problem are 1) assuring that basic training responds to 
seryice needs (cf. role as supervisor of health agents) and 2) that 
auxiliaries are posted on the basis of priorities of the oDS program when 
possible., Iprovement in basic training#, especially the field practicum is 
both desirable and feasible. 

Sanitation officer training has not seen any real FS influence up to this 
time. Present efforts at curriculum review and development will be plagued by 
personnel constraints at SEIP, The PMAG does not specify a target output$
 
hover the school in Port-au-Prince turns out approximately 50 santation
 
officers per year who are being assigned at commne 
 level in rural area. 

Intervention in other medical training institutions is not clearly defined in
 
the ProRg, 
 but in any case these remain in an embryonic stage. Intervention 
in the field practicums of nursing schools and orientation for Social Service 
is possible. Overseas training as foreseen in the Proft is tied to a 
prelii~n~arAgrement with an accredited school; this agreemnt has not been 
established and will remain an obstacle until such time as the coqpwmt is 
redefined and ame of the conditions. precedent renegotiated. 

MRNWM DEEWtSO AND PMI? 

Nlapvoe devel mm4. requires cloe coordination of plannLng, training, 
personel and field operational units-and thus# normally, a plans Such a 
plan in urn requires precise goals and information about current staff as 



well as future staff needs. Csrtain elemnts of this omation are now 

available-personnel lists, job descriptions, qualifications of staff, 

curricula of training institutions, Tese remain to be centralized and 

analyzed. A recent MSH consul'tancy, the Hornby Report (Jan 31, 1983) is 

useful here in analysis of the present situation, 

The pilot program in Cayes District has been established in the zones of seven 

facilities. Health agents have been sipplied with cbemdn de sante' charts in 

sufficient nwmbers, scales, and Shakir strips. Auxiliary nurses have been 

retrained in supervision of health agents, rally post activities, and 

nutrition education. A nutritionist has ben detached from the Direction of 

Nutrition to serve at the regional level. Planned expansion into another ten 

sectors of Cayes District, and sqervision of present activities, have 

suffered greatly from lack of Direction of Mtrition partipati n.D has 

been without funding and without road-worthy vehicles for a nuWer of months. 

Thus while the effectiveness of the pilot program in seven sectors of Cas 

District is beginning to be clearly demonstrated, its efficiency (costs of 

dmnstration centers, food distribution) needs further studys and the 

possibilities of diffusion of the pilot to other sectors and district 

therefore greatly copromised. The program has closely followed the 

description of activities contained in the Prog amandeet except in the areas 
of nutrition research and national nutrition policy and planning. Preliminary 

st have been taken in those areas, specifically in the development of a 
statistical,base for nutrition research. No quantifiable outputs are defined 

in the Prong Amennt 

A IVB 011 P10MACI'VTZS 

With the notable exception of Deech llee District (where a health agent 
pCogrm nong other commity-based progrm has been in operation since the 

early 1970'a)#, P activities and participation in EMS have been extremely 



limited. The DS has taken action to encourage p10 participation, beginning 
with a conference in April 1982 to discuss FIDS and possible PvO roles. This 
in turn led to the establishmnt of AcS (Association des Oeuvres privees de 
Santo) by PM's as a coordinating body. The exact role of pO's and the 
Coordination/integration of efforts rwemin to be-negotiated. S would seem 
to prefer to work on a facility-by-facility basis to develop cuamity health 
services, PVO's tend to focus more on Volunteer/collaborator rather than 
salaried health agentsg RS is also moving in this direction through the 
health agent program, and this presents a good opportunity to share 
experience. Very basic questions-training, supervision, degree of 
integration, levels of coordination-renain to be negotiated. There is a
 
constant risk here of duplication of effort in field services and health
 
information collection and analysis and thus inefficient use of resources. 
But the posSibilities for iziroved coverage and expansion of PDS are equally 
rich* 

Discussions here will be confined to problm and constraints which affect 
future growth and/or consolidation of gains. Categories used in the preceding 
discusio are collapsed into the primary foci of the training coqionent of 

UH AGM PRCCMAN 

Any further expansion in the health agent program will be severely hampered by 
unresolved questions of support. The decision was made at project inception 
by DSP that health agents be salaried wployees and yet to date not a single 
health agent salay is paid from the DspI budget...and nearly 100 new health 



agents will soon enter the payroll list. It would be exceedingly difficult 

for DSP to absorb the present number of health agents, even in a phased 

arnner over a period of two to three years. The target of 1500 health agents 

added to the DSP payroll is sinply out of the question. Fortunately, to date 

this salary situation has not been harmful to health agent field performance, 

as salaries have been regularly paid from outside the functional budget (See 

Section II C) Serious problems in supply, however, have affected health 

agent morals and performance in some cases. Health agent supply system 

suffer from confused lines of responsibility and high costs/low availability 

of supplies. Confusion of responmbility is a direct result of the lack of 

DSI integration in the health agent program. The lack of 

coordinatioVinformation flow between SW and DSI is evident. 

Beyond this, and due to the fact that health agents dispense free health care 

and free drugs, the program is creating a heavy burden on DWP stocks of drugs 

and supplies without a cz;esting generation of funds. The vast majority of 

health agents in the field soon depleted their initial allotments of drugs and 

-have at.present, and at best, incoolete stocks. It is not at all certain how 

and to what extent newly trained health agents will be supplied with medicine. 

Thus, in the overall picture, the curative services provided by health agents 
could become severely limited. What this will mean in t erms of commmity 
perceptions of health agents, in terms of their own self-perceptions, and in 

tems of health agent/charlatan conflicts is not clear, and deserves urgent 
study. 

Support at a number of levels of the health service hiearcby for the curative 

aspect of health agent work is ,lees than whole-hearted. This has been 

mmnifest in reactions to a recent proposal that MAPOD supply health agents 

through cumnity pharmacies (with the health agent selling an initial 

onsiumnt of drugs at cost to clients and replenishing his stock with 

revenues from these sales). Leaving aside the resistance to this proposal 

based on financial questions (added burden to AGAW, a high risk of 
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decapitalization), it has becme clear that AmM itself aa serious 
questions about the role of the health agents, and whether curative services 
and the provision of medicrtions should be a part of that role. 

Health agent recruitment, training and performance are not being 
systematically monitored-indeed at present no consistent mans exist to 
evaluate them. This is a critical flaw present throughout the NIDS traininq 
systems Eight different teams have trained health agents, and while they 
have all used the same basic training docunent since late 1981 the (modules) 
evaluation of the modules and of the actual training has been either aneodotal 
or left to the individual teams. A proliferation of form has certainly rot 
resolved the problem. One of these form now available to District team 
(since Sept. 1982) "Evaluation do la Formation des Agents par lea Modules' 
(SMI se annex Iia- 4) is a case in point. A large volume of training had 
alrea4y taken place before the form was made available and thus trainer 
responses to many of the questions may not be very accurate. Beyond this, the 
questionnaire only indirectly addresses the training needs of trainers. it 
focuses almost exclusively on the modules. Granted that the modules will need 
periodic revision, the major focus of evaluation at this point.must be how 
effectively the modules are used by trainerls. 

The training and supervision teame, and not the modules, have c me the 
critical element in the training coxonent of the health agent program. Ian 
of the current obstacles to systematic evaluation could have been avoided with 
clearer guidelines written into the modules for proe and post-testing of 
participants and for evaluation of training by both participants and 
trainers. T:nical flaws here. mirror the generalized problmem encountered in 
the developsnt of a health information systu for NMS. Without sound 
evaluation tools neither the effectiveness of training nor health agent 
o. and performmce can be measured. 
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The level of motivation of health agents following basic training em quite 

highl a number of health agents would am to be performing in excellent 

fashion-these are no mall accoiplishm8nts. But what docmtation will @how 

this? 

b. SstWE SIN AMD SUPPOR SYSUI 

As health agents and couanity pharmacies have om into action, the crucial 

role of supervision and support system has becme obvious. Supervision 

suffers at two levels--one logisticalp the other technical. 

problem are numerous and form a familiar litanys shortage of road-wort4 

vehicles; shortage of fuel, lack of fupds for perdiems. Indeed, 1982-43 

budgeting was such that the bulk of this funding for supervision and training 

was to come from dollar reimbursable sources. Tis is equally true for 

Direction of Nutrition training and supervisio-with an equally disastrous 

result. Delays in turn-around time in this form of financing generate even 

longer delays in availability of funds and materials locally. And s 

Districts do lack vehicles for direct supervision. 

Beyond these material problem loom technical ones. Even where supervision 

both by auxiliary nurse and by Regional/District teems sm fairly regular 

(eg, Cayes District) there is a clearly incoeplete understanding of the role 

of supervision and what it entails, Supervision visits to health agents 

generally mean sharing his or her work for the day or schedalig vaccinations 

to coincide with the visit. Tbese supervisLon activities mast be co pleted by 

advising by professional develo tI activities. This requires trainer 

skills, the ability to analyze mnthly report and census data, ptoblm-eolving 

skills, and observation skills. Such skills can only be developed through 

regular in-service training sessions and training contacts. Sw training 

documtsoules, "aide-smere', guidee-re full of guidelines and 

ediortation. eM are at best a bae froi which field experience and regular 

training contacts can build. 
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Because of this incORPlete supervision activity, the Practice of auxiliary 
nurse oupervision of health agents has not really been teMed Questions of 
auxiliary authority and professional coMetency raised a priori cannot yet be 
answered. No doubt experience will vary from District to District, and even 
from facility to facility. It is necessary to study the reasons for that
 
variation, 
 and these findings should be very useful to disousion of the
 
Imedecin de commne concept.
 

Programs should develop through these overlapping learning stages: 

1) lea"ng to be effective, 2) learning to be efficient; 3) learning to 
expand. rS cannot fully learn from its first 30 months of experience
 
without sound evaluation tools built into its training and sWqrvision
 
activities., Until NIDS can 
learn how effective it has been, it cannot leoar
 
how efficient it can'be nor can it meaningfully study progras options. 
 2he
 
entire package of FDS coq nts-health agents, commnity pharmacies, 
District training and supervision team, nutritional surveillance must be 
fully in place and closely monitored in the present Districts before any 
serious thought be given to gradual diffusion elseemhe. 

C. SMIOMU 

I. Preene health agent trainingl concentrate effort and resources on
 
i'eving the sup1y and suPort system of the 550 health agents already
 

trained and in the field. his would means 

- me mast devote itself to monitoring and aisting the District 
Training and Supervision eaM. Each tern should be visited at least oce per 
year (2 day sessions at District ) during 1983 and 1984. 

- MW should integrate DS into this monitoring activityl for 
ecle the asistant to the Director could join the SEW tern for this 
purPose. 
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-A seminar for District Tam should be organized, focussing ca the 

developmnt of needs assessment, tainirsg, and supervision skills. This would 

include elements of statistical analysis of reports. 

- A concerted effort within DS'P must be made to assure timely 

provision of irputs for supervision activities, beginning with a st l 

of the dollar reimbursable process and a precise inventory of materials 

(vehicles included) available at District level. Detailed supervision plans 

and budget are to be required from each District (these could be expanded from 

District annual work plan). 

- SE, DSI and the Regionalization office work with deliberate 

haste to develop and field test a standardized evaluation fotm for health 

agent performance based on selected indicators. 

2. Studies of commity perceptions of health agents and community 

willingness to pay for health car* services an4/or drugs are urgently needed. 

Haitian rural sociologists and medical students could carry out the studies 

with limited technical assistance. 

3. The Nutritional Surveillance program should continue in two clear 

directions&S 

- xpand the rally post concept to other health agent zones in the 

South, gra&ualUy introdtcing the activity, as suplies and training resources. 

pGmit, to other Districts where health agents operate. 

- MEpore the posibility of staffing nutrition 0m:wtration 
centers with personnel in place locally from under-utilized 

seVic -CIEMW ,OPC, DMNDR, as well as with volunteers; this to study 

the extent to which these personnel can replace present monitors. 
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4b Quarterly evaluation meetings at District level should be 
institutionalized. The meetings would be chaired by the District team and 
attended by auxiliary nurse supervisors and health agents. (Not all health 
agents would attend each quarterly meeting ; of the four operating in a given 
dispensary catdchmt area, one health agent would represent the others, on a 
rotation basis.) This provides opportunities to discuss problems and local 
solutions, share successes and experience, discuss reports (feeback) and 
assess training needs. 

5. The new Health Education Section, in order to develop effective 
articulation of efforts in RDS with SM and DSI, should orient itself toward 
training activities for DSP field personnel. Development of health education 
methods and training skills amwq field personnelis, crucial to any subsequent 
mas ca paigns, and must accai way any production of health education
 
materials.
 

6. PV role in UMDS: Every possible measue should be taken to avoid 
-duplication of effort between public and private facilities; Therefore: 

- Coordination functions, questions of territorial coverage, and 
collaboration in training efforts must be thoroughly negotiated before 
launching a wave of PVO activity. 

- In the essential area of inform an system, standardized 
Information collection and anal feis protocols must be negotiated, again, 
before any eVxpade activity. 

Problem and contraints in this area of NEDS training interventions grow out 
of the hoeen yWfor intervention - SM. in attauting to transform W 
into a contnuing education service, while retaining its.traditional function 
as initiator of insttutiona curriculum review and developuent, REs has 
severely overextended the material and human resource of the Section. This 
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overextension would not be so damatic if there were close collaboration 

between SEMP, DSI, other DSP technical services, and the training schools. 

But this is not the case. Inbility to invest the time and resources in 

cultivating that collaboration (due to press4res to reach unrealistic target 

outputs as well as to quickly produce materials and due to lack of personnel) 

has produced the current situations training materials have been 

developed-but comitment to the use of those materials is limited in the most 

crucial quarters: DS and the. field. As right as the concept may be, i.e. 

that field practicums must be adapted to better meet training needs, 

implementation requires active sq port fra all parties to the changes in 

program. This applies equally across proposed reforms in nurse and sanitation 

officer training. 

Another factor linked to the accepane of reform is that of an appropriate 

mix of assistance. between technical and material. Judging from the final 

report of the TJournees d'Etudes" on field practilcus there was a general 

consensus that under present material conditions, technically sound field 

practicums sinply were not feasible. Proffering of technical assistance to 
tighten up field practicum programs with new documents does not respond to the 
problem. Tle excellent field training oportunities offered by active RHDS 
zones (especially CaYes District) cannot be exploited if necessary mterial 

resources for schools are lackinq. 

in a, an the acting Chief of S~E has, so rightly observed#, SP cannot 

operate effectively without the active sPrt. and collaboration. of DSI, the 

training institution, and the other technical services .(Des, D , Direction 

of Nutrition) who. train health personnel. This uniqy of effort, and 

oordinaton of activities, has not yet been achieved. 

I 0 oLQ 

. It is desirable that a4ublic health nurse consultant be cotracted to 

work with SEW. and DSZ to effectively develop the practical training (and 

field ptacticuss) dne in the vatious nursing schools, Thus& 
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Possibilities for exploiting the use of field training sites in Cayes 
District should be fully explored (both for.nursing schools in Cayes and for 
nurse lygienist field training) 

- Seminars to introduce the eight field practicum modules could be 
organized at each of the auxiliary nursing schools as starting point for 
renewed analysis of field practicum izprovement. 

2. Any further effort in reform of Sanitatio Officer training curriculum 
should be the object of appropriate technical assistance to SE2 and DE ; if 
the present long-term assistance cannot be augmented in this way, or if SMa 
does not receive additional personnel, it is recanended that work be 
postponed until such time as it can be effectively done. 

3. It is essential that adequate material for field practicum-at the very 
least, cauping equipment for stageares and one vehicle (CJB) per school for 
supervision-be provided. Camping equipment (beds, lamps, kerosene cookers) 
would be be stored at all Regional (or Central for Port-au-Prince) warehowgs, 
thus also being available for other field training sessions. Provision of 
this equipment (and vehicles) can be made contigent upon detailed program for 
field practicums site selection, check lists for supervision, learning 
obJectives, supervision scbedules, orientation and debriefing sessions, 

budget, etc. 

4. U tI and DWVP should rengotiate the Condition Precedent for Overseas 
Training. assigning the primary rs-bitty (to DPF or USaM or HBO) in. 
establishing, an agre-mnt with an accredited school of public health. Account 
should be taken of the SEW (Dr. Donhomme) effort of matching projected 
posting needs at regional and district levels with training requests. 
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iii. .WOM DEVELOPM MND PLUNMMl 

The framework for ma er manag t from which- the DSP could more 

systemtatically train and appoint persomel remains to be developed. Hornby 

cites two major problem: 

U.. absence of a ccoptehensive picture for all staff training needs. 

related to ... Jobs' and 

... absence of a detailed development plan which would permit a 

meaningful schedule of priorities .for trainingg. 

He goes on to describe the type of information needed to fill in this picture 

and develop such a plan. He also points out the absence of a post within 

DSP"$ Planning Office with the specific responsibility for zowr planning. 

.2=u, lack of relevant information in a centralized, accessible format, and 

lack of a DSPP post with full-time responsibility in the area constitute the 

principal obstacles to further progress. Degree of DSPP coamitment to
 

progress in this domain is not yet clear. 

• mom4u -o~s(From Honby)
 

1) Create a separate unit for mmoer within the planning office at 

DWP, beginning with at least one full time senior staff mwber with 

secretarial, support. his is an essential first step, and a necessary 

condition for any. ubseuent technical assistance. 

2. The DsWP iupm planner would then lead an asses-met- of the total 

postbaic training needs of DUP beginning with professional grade staff.
 

This would includ, collection of all available mwioe data in view of a
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maower situation analysis, which would show types of DSP personnel by 
geographic distribution. Incomplete data could be improved through quick 

sample surveys (guidelines available from wo0). 

3. A seminar could then be organized (manpower planning workshop) around 
this situational analysis, inviting relevant DSPP, AWeS, and GOB officials. 

HO, again, has developed a workshop framwork for this purpose. The product 
of the Workshop-the frmework for an annual manpower plan--would be a step 
towrd incorporation of a marower plan in the 1983/84 DW annual plan. 


