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FoaEWARD 

This report is one of a series of evaluation reports by 
Management Sciences for Healt.h funded by the AID Bureau of Food 
for Peace and VO lun tary Ass is tance . The se r i es exami nes a sample 
of PVO heal th and nu t r i t ion proj ects wh ich rece i ve Match ing Gr C.n t 
funds from AID. The report was prepared for AID by James Sprague, 
MD, an ophthalmologist with public health experience in Asia and 
Africa, and Nicholas Danforth, an evaluation specialist and Manager 
of the PVO Evaluation Project of Management Sciences for nealth. 
They visited HKI headquarters in New York and Manila and the Sicol 
project site in the Philippines in September 1984. They were 
assisted by Jeffrey Hatson, HKI Project Director in the Philippines, 
and Edward Glaeser, HKI Associate Director in New York. Comments 
are welcome and should be addressed to Nicholas Danforth at MSH. 



I. EXECUTIVE SUMMARY 

In September, 1984, r,1anagement Sciences for Health (~1SH) 

evaluated a primary eye care (PEC) project in the Philippines 
which has been supported wi th AID r'\atching grant funds. The 
grantee is Helen Keller International (HKI), a New York bas en 
PVO dedicated to blindness prevention. The project goal was to 
integrate PEC into an ongoing primary health care (PHC) scheme 
financed by USAID/Manila in the Bicol Region. The evaluation 
was designed to review the overall approach of the HKI project 
and to examine the quality and effectiveness of its training 
corn po n e n t • Sin c e the pro j e C' t had m ~ y bee n i n 0 per a t ion c: yea r , 
impact of the training could not be assessed. 

The HKI project developed low :::ost training methods ann 
materials for PEC vlithi:1 the Philippine context. One manual has 
been translated in1:o 'che local language. The basic training of 
PHC workers was low in cost, and '3one prirnc-.rily by educators 
rather than by medical professionai5. The program usea an ad hoc 
surgical referral service and concentraterj on basic trajningOf 
vi 11 age he a 1 t h wo r k e r s rat her l han ex pan s i on 0 f h 0 s pit alb a sed 
surgical services. 

Evaluation of the training and of HKI's overall approach 
was strongly positive. The project stresses appropriate, rep­
licable teachLh:3 methods. It hopes to create a grassroots con­
stituency for eye care which will demand surgical services 
(primarily cataract extraction) in rural areas. The "vertical" 
eye care project has been well integrated into the "horizontal" 
PHC system already in place and seems to have helped improve it. 
The resources allocated by the MOH for eye care seem appropciate 
for the demand, and the MOH does not appear to be distracted froM 
other duties by the PEC project. On the contrary, the PEe training 
appeared to strengthen the general clinical skills an~ confidence 
of the peripheral health care workers. 

The project had not been active long enough to evalu:ttt~: 

systems for internal monitoring and evaluation of patient 
referral, in-service training, and clinical abilities of 
the trainees; 

surgical services; 

institutionalization of the training methods; 

sustainability of rural Philippine health services on 
whish PEe is dependent. 

Although we were not able to measure the quality of eye care 
services now tecoming available, we believe that the training pro­
gram is successful and should be' continued in the Bicol t'arget 
area. 
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Training activity should expand to new areas (such as Panay). But 
several improvements are needed in the existing project in Bicol, 
including: 

training host country counterparts to take over all train­
ing and project management functions; 

developing a health worker evaluation and monitoring sys­
tem; 

improvirlg the availability of surgical services; and 

developing a supply system for drugs and supplies to the 
health workers. 

HKI is well aware of these and other project needs and is working 
rapidly to remedy them. 
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II. BACKGROUND 

A. Helen Keller International (HKI) 

HKI was founded in 1915 by Helen Keller and other Americans 
to assist allied military personnel blinded in World War I. It is 
currently involved in internotional technical assIstance and 
development to solve ~orldwide problems of eye disease and 
blindness. Since 1972, HKI has introduced programs for blindness 
prevention in Latin America, Africa and Asia and has provided 
material and technical assistance to more than eighty countries. 
HKI first concentrated on xerophthalmia (nutritional blindness). 
Since 1976, HKI' s blindn0ss prevent ion programs have integrated 
eye care and basic rehabilitation services into the rural health 
and social service systems in developing countries. 

B. HKI Matching Grant 

In August 1981, HKI received a three year matching grant 
of $1,500,000 from hID for use in countries where widespread eye 
disease and bl i ndness ar e problems of publ ic heal th magn i tude. 
HKI projects supported by the matching grant are presently in 
place in four countries: Peru, Sri Lanka, Tanzania, and the 
Philippines. HKI also has projects in five other countries: 
Indonesia, Fiji, Papua New Guinea, Bangladesh and Haiti. 

C. Environmental CODstraints 

Recently, the Philippines has faced serious and well publi­
cized natural, economic, and political barriers to development 
which directly affect the HKI program. The Bicol Region is hit 
every year by typhoons. The mainstay crops of the area, coconut, 
abQ~a and rice, may be extens i vely damaged each year. Dur ing 
th is eva lua t ion the Mayon volcano ad jacen t to Legazpi erupted, 
forcing over sixty thousand people to evacuate their villages and 
move to makeshift refugee camps in Legazpi. Food shortages and 
unsanitary living conditions plague the areas. Roads between the 
larger towns and cities are quite good but roads to the municipal­
i ties and villages are poor and require the use of a rugged 
vehicle. 

The Philippines is undergoing a severe economic crisis~ 
With the inflation rate at 40 percent, food prices and the 
costs of basic commodities have sharply increased. Unemployment 
in the Bicol Region has been estimated as high as 60 percent. 
The conflict between the Philippine Constabulary Army and the 
opposi tion New People's Army affects many inhabi tants although 
the HKI project has not been opposed by either side. 

D. Health in the Philippines 

The estimated population of the Philippines is more than 
fifty million, with an annual growth rate of 2.4 perr::ent. More 
than 75 percent of the population is rural. The principal 
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causes 0 f morb id i ty' and. mortal i t.y are respira tory ailmen ts, 
gastro-intestinal disease and accidents. Low per capita income, 
lack 0 f food and wa ter, poor san i ta tion and hyg iene are associ a ted 
wi th preventable di seases. These fac tors also con tr ibu te to 
eye disease and blindness. 

The Government of the Philippines is developing rural 
programs to reduce malnutrition and to bolster preventive and 
curative health services to the nation's rapidly qrowinq at-risk 
population. Some progress is being made in improvinq the 
general quality of life in the Philippines. Life expectancy at 
birth is up from forty-nine years in 1960 to over sixty-two years 
in 1980; infant mortality is down from one hundred per thousand 
in 1960 to seventy per thousand in 1980. 

Government agencies, including the MOH, have had consider­
able budget cuts. The publ ic hospi ta13 now require chari ty 
patients to purchase some of their own medical supplies needed 
for treatment and/or surgery. Since most of the medicines used 
are imported, there is a shortage of needed suppl ies in the 
pharmacies due to foreign exchange restrictions. Hospitals are 
understaffed and lack much of the equipment necessary to treat 
patients. Most of the elective surgeries are not done because 
the staff can only handle the emergencies. The HKI eye surgeries 
are an exception. 

E. Eye Health and Blindness 

TL; prevalence of eye disease among the Filipino population 
is high. One estimate of the prevalence of blindness in the 
Philippines is 2.13 percent - among the highest in the world. 
It is estimated that over one million Filipinos are blind, and 
this number is expected to double by the year 2000 wi th aq inq and 
rapid growth of the population. The leading causes of blindness 
are cataract, ocular trauma, qlaucoma and corneal scars. Thirty 
to fifty percent of the blindness in the PhilipQines is thouqht 
to be preventable, and over half is remediable with surgery and 
visual aids. 

However, there is 1 i t tIe eye care ava ilab Ie a t the local 
level. Few ophthalmic specialists or properly trained paramed­
ical personnel serve the rural tJopula tion; the maj ori ty 0 f the 
350 tra ined oph thalmolog i sts in the coun try work in the Me tro 
Manila area. In theory, eye patients in rural baranqays (vil­
lages) are referred to the Rural Health l1nit (RHU) for simple 
eye treatmenc or referred to either a ~nvernment hospital based 
specialist (for charity cases) or to a t_dvate specialist (for 
I?ayi ng pa tien ts) . Mos t surg er ies are re ferred to Man ila and 
only a few are done locally. Vol un teer v illage heal th workers 
called Barangay Health Workers (SHWs) with limited training in 
basic curative and prevention medicine are supposed to make 
these referrals. Eye care is not presGntly in their curriculum. 
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F. Bicol Integrated Health, Nutrition and p~pulation Project 
(BIHNPP) ------

The HKI Matching Grant project integrates eye care into an 
existing PHC program, the BIHNNP, in the Bicol Region (see map, 
A~pendlx L). This US~ID-assisted project is specifically designed 
~o impro~c rural health services. Primary village level paramed­
ical workers ar~ trai~ed to provide basic preventive, educational 
and rural health care services. The health care administration 
and delivery system for the Bicol Region is shown in Appendix B. 
The project was supported by USAID from 1980 to 1984, and the MOH 
has agreed to continue the financial support of the project. 

G. Institute of Ophthalmology (10), (J:1iversity of the Philippines 

The major im,'~ I tutional link for HKI at the central J.evel 
is the 10, an autonumous u~it of the University of the Philippines. 
I ts of f ices are loca ted wi th in the compound of the Ph il ipp ines 
General Hospital in Manila. The 10 is concerned primarily with 
eye research. Its goal is to be the national center for research 
on eye heal th and eye diseases re Ie van t to the needs of the 
Philippines. Its main functions are: 

To undertake clinical, applied and epidemiological 
investigation of eye disease; 

To render tertiary patient care through referrals; 

To offer fellowship programs in the various sub­
specialities in ophthalmology; 

To collaborate with scientific research in other 
fields of medicine; 

To provide stimulation and assistance to any 
ophthalmic programs in the country; 

To extend facilities and expertise to outside local and 
foreign agencies. 
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III. HKI/PHILIPPINES PROJECT 

A. Project Development Process 

HKI's experience in the Philippi~es prior to this project 
was in training health workers for Rehabilitation of the Rural 
Blind (RRB) under an Operational Program Grant (OPG). These 
"RRBs" demonstrated more cost-effective rehabilitation tech­
niques than those currently used by the Ministry of Social 
Services and Development (MSSD). Using its experience in other 
countries as a model, HKI expressed interest in village-level 
prevention and treatment of ~ye problems, and was asked by 
USJl.ID/Manila to design a PEe component to be integrated into 
its BIHNPP program. HKI/NY staff made two visits to the phil­
ippines in 1982 to hire staff and design the proposal for 
matching grant funds (approved in December, 1982). 

B. ~0als, purRoses, Objectives 

The obj ect. i ve of the HK I project, as stated in HKI' s 
Operational Framework (1982) was "to integrate a simple straight­
forward pr ima::-y eye care and blindness prevention effort into 
the health care structure that is now being implemented in the 
Panay and 8ir.:ol areas of the Philippines. The project will 
initially focus on doing so in Bicol and possibly be extended 
to the Panay region." 

c. Strategies 

The principle activities planned were: 

eye disease assessment in the Bicol target area; 

curriculum development and production of training and 
public education materials; 

training of primary and secondary level health personnel 
and appropriate allied personnel; 

provision of medical equipment and supplies; 

logistical and administrative support. 

D. Inputs 

Full-time staff include the Project Director, a secretary 
and a driver. The Project Director, the sole expatriate, serves 
as technical and managerial advisor to the overall project. He 
handles financial support arrangements, aids in refining project 
plans and acts as an intermediary between the country project and 
the outside technical and ma~agerial resources available from HKI 
Headquarters. 
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From 1981 to September 1984, HKI spent approximatdly $103,000 
in the Philippine Matching Grant program: $53,000 in general 
operating costs including salaries; $8,000 for the initial assess­
ment; $11,000 on training of IJealth personnel, $11,000 to develop 
the training curriculum and materials and $20,000 on equipment 
and other s uppl i es for the pro jec t . (See pro ject costs to date 
.n Appendix C and training materials costs in Appendix K.) 

E. Summary of Project Activities 

1st Quarter (January - March 1983) 

HKI/NY plans trip to Bicol 

Meeting of NY staff with Project Coordinator 

2nd Quarter (April - June 1983) 

Preliminary assessment planned 

3rd Quarter (July - September 1983) 

Assessment of eye conditions in the Bicol Region 

carried out 

4th Quarter (October - December 1983) 

Presentation of assessment findings to HKI/NY 

Planning out of specific project strategies 

5tr. Quarter (January - March 1984) 

Follow-up of assessment eye problems 

Monthly eye surgery clinics begin 

Training of hospital staff workers who give ideas for 
PEC project 

Municipal level health workers discuss PEC project 
possibilities 

Regional and provincial health staff discuss PEC 
project possibilities 

IO/HKI complete BHA manual draft outline 

IO/HKI complete RHU manual draft outline 

IO/HKI complete Trainers Manual draft outline 
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6th Quarter (Apri~_=_~~~~_~~~4) 

Regional trainers receive PEC training given by IO/HKI 

Regional trainers revise manuals and develop necessary 
teaching materials 

Regional trainers/IO/HKI train Provincial trainers -
again revise materials 

Manuals and materials tested on BHAs and RHU staff 
experimental groups 

Forms for reporting, Training Kits, PEC Kits, flip 
charts field tested and revised 

Final drafts for all materials prepared for production 

All trainings scheduled 

Monthly eye surgery clinics continue 

7th Quarter (July - September, 1984) 

RHU Physicians and Public Health Nurses trained in 
PEC (52 MDs and PHNs) 

Seven of the ten groups of BHAs trained in PEC (two­
hundred-eighty of four hundred) 

Community eye care education materials developed and 
field tested 

Monthly surgical clinics continued 
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IV. RESULTS TO DATE 

A. Impact 

This evaluation occurred too early to assess the impact of 
HKI project activities on the prevalence of preventable or 
curable blindness in the target area. No statistically reliable 
baseline survey data is yet available in the Bicol~ a useful eye 
health survey was done by HKI at the beginning of this project, 
but it was not adequate in size or in design as a baseline for 
impact evaluation. 

Eventually suc!; impact may be verifiable; docurnenting change 
in the prevalence Ot unopera ted ca taracts (the major cause of 
curable bl indness), or in the Late of bl indness secondary to 
xerophthalmia, LequiLes a lar-ge survey. Such a survey could be 
attempted at the peesent time, pLior to the completion of the 
project. But this would requiLe a major s0mmitment of manpower 
and money and would have to be done despite growi~g problems of 
law and order, so it is unlikely that "pure" impact data can be 
generated for some time. 

Neverthel ess some in termed ia te i nd ica tors of impact are 
being collected by HKI and will probably reveal projec~ impact 
in the near future. These include the number of patients seen, 
referred, operated and the number with restored sight. For 
xerophthalmia, the total population reached by the vitamin A 
distribution program will be monitored. Other intermediate 
measures of impact might also be collected which might be 
val uable for long term fo 1) ow-up. These i ncl ude the inc idence 
of curable blindness, the cost of each patient served, the 
proportions of patients unserved, and the ?vailability of 
medical and surgical equipment. 

B. Outputs by Component 

1. Assessment of Eye Conditions in Bicol 

The first component of the HKI project was an eye health 
assessment of 2000 people in rural baranqays in Bicol. The 
major eye pLoblems encountered during th~ survey were errors of 
-refraction, cataracts and infection (sbe Appendix 0). Night 
blindness and xerosis were commonly found in the 0-15 age 
group. The prevalence of blindness in the area was 2.1)5 percent, 
1.65 percen t more than WHO's acceptable pre\! alence in a depressed 
community. The prevalence of low vision was also high at 5.60 
percent. 

2. Curriculum Development 

The HKI staff, in collaboration with the 10 developed 
separate eye care manuals for the BHA, the RHU and MOH training 
staff. 
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Only the most basic eye conditions found in the Bicol Region 
were covered in the BHA and RHU manllals. Signs and symptoms, 
decisions for treatment and prevention methods for each condition 
were included. The trainers' manuals contained lessons and activ­
ities for a two-day PEC ~ourse. 

The three manual~ were revised hy the Reqional Heal~h 

Training Task Force members who rewrote the manuals in their own 
style. The Provincial Health Tra.i.ninq Task Force then revised 
the materials further and helped in the translation of the BHA 
manual into the Bicol languaqe. 

3. Development and Production of Training Materials 

The TO/HKI staff trained the participants in P~C durinq the 
Regional and Provincial Health Training Task Force seminar. As 
the manual s were te sted, the tr ainer. s saw the need for tr ain inq 
materials to coincide with lessons and activities. Arl artist/ 
ill ustr a tor pre sen t d ur i ng the se semin ar s d ev eloped v ar ious teach­
ing aids to iml,>rove the learninq of the BHA ar.d RT-lU staff. A 
list of teaching materials produced during these seminars is 
included in Appendix E. The training materials ,ieveloped durinq 
the regional and provincial trainers' seminar were tested on ar. 
experimental group of BHAs, then revised, prior to full proouction. 

4. Training - Primary Level (BHAs & RRBs) 

Training inputs and .outputs are summarized in Appendix F. 
Training courses for BHAs were conducted by the prov incial traj ners 
under supervision of the regional trainers and IO/HKI staf.f. Two 
days of PEC training were given to ten groups of forty BHAs ano 
RRBs. 

Ref.resher and review lessons, which follow all traininq in 
the fHHNPP, are the responsibility of the 110Hi they are provj·.~ed 
by the RHU physicians during meetinqs every Saturday at the RH)~. 

5. Training - Secondary Level (Nurses, MDs) 

RHU physicians, Public Health Nurses, District Hospital 
chiefs and the head nurses of all the RHU clinics and hospitals 
in the two target provinces participated in the P8C courses. 
Regional and provincial trainers along with the IO/I1KI staff. 
conducted these courses using the teachinq materials that had 
been developed. Lessons ar.d activith'!s were similar to the RT-lA 
courses but somewhat more sophisticated considering the level of 
the participants. 

6. ~e Surgery 

Eye patients referred from the villages Clnd munici!1al health 
centers to the provincial hospital are screened by one of the 
local eye/ear/nose/throat (EENT) physicians. They are available 
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to these patients only one or two hours a day. If patients are 
able to pay, they are referred to the physician's private prac­
tice. These physicians have not performed surgery on charity 
patients in the hospital. Therefore, it has been necessary for 
the PEC program to bring in an ophthalmic surgeon monthly from 
the IO in i1an i la, to prov ide s urg ical serv ices for i nd igen t 
cases refet:red b~l the BHAs. This surgeon also trains local 
hospital pers,-:>nnel to assist in surgery and to follow post­
operative patients. 

From January to Set:tember 1984, 61 cataract patients and 
six pterygium patients Vler-e operated. The aver-age age of the 
cataract patients was 60 year-so HRI considers this monthly 
s urger-y to be il tempor-ary sol ut ion. The HKI Fr-oj ect Coord i n­
ator, the hospitals, and the 10 are all seeking the services of 
full time eye specialists to assume the EENT responsi'Jilities 
of the two local hospitals. 

7. Eye Health Education 

Eye health education is being provided in the project 
communities. Cloth flip charts on eye health have been printed, 
field-tested and distributed to each of the BHAs. Posters r 
calendars, rad io announcements, j i ng les, pamphlets and comic 
books are being produced by project staff. All materials are 
des ig ned to inc r-ease aloJareness 0 f proper eye heal th and the 
impor-tance of seeking early treatment from trained health 
per-sonnel. 

8. Eguipment and Supplies 

All BHAs and RHUs are provided wi th a PEC ki t upon completion 
of t~aining. These materials provide health personnel with 
basic eye health care supplies for simple diagnosis, first aid, 
and treatment o[ eye conditions. ThE: materials are contained 
in a portable case easily car-ried by the heal th workers. The 
provincial hospital has been provided with a slit lamp, ophthal­
moscope, eye surgical instruments and basic eye medicines 
needed before, during and after ophthalmi.c surgery. (For list 
of eye car-e equipment supplied by HKI, see Appendix G.) 

9. Patients Treated 

SHAs wi th FEC traininq have been see inq eye pa tients and 
referring them since January, 1984. 72 patients were operated 
(through September, 1984). 67 of them had cataracts removed. 

10. Patients Ref~rred 

The sicol PEC referral system is shown in Appendix H, with 
the referral pr-otocol and a list of common diagnoses and treat­
ments (Appendix I). Referral fonDS are being sent in, but it 
will be several months before analysis of the number- of treat­
ments and r-eferrals is possible. 
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11. Blind Persons Rehabilitated 

Under the previous grant (OI.JG) from USAIO, HKI trained 
seventeen Ministry of Social Services & Development (MSSD) 
Rehabilitation of the Rural Blind (RRB) workers in the Bicol 
Region. To date, less than 20 clients were assisted in rehabil­
ita tion. Upon comple t ion 0 f the RRB workers I PEe tra i n i ng , 
four of their clients were referred for successful cataract 
surgery. 

Accord i ng to 
from October 1982 
identi fied in the 

an earl ier eval ua tion of the 
through June 1983, 228 blind 
region and were being served 

RRB program, 
J!eoJ!le were 
as follows: 

115 - actively receiving rehabilitation services; 
13 - in follow-up; 
26 - rehabilitation completed; 
39 - rehabilitation discontinued before completion; 
35 - awaiting service. 

228 (8 month period) 
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v. ANALYSIS OF RESULTS 

A. Planning and Design 

The HKI project was carefully planned and has used local 
resources in an innovat~~'e fashion. The original log frame in 
HKI's matching grant proposal was not specifically adapted to the 
Philippines. Instead, project planning started when HKI sent a 
public health ophthalmologist and a general health planner to do a 
feasibility study on southern Luzon. Their report suggested 
three project outlines. HKI's Associate Director then visited 
the Philippines for further talks with officials and produced an 
overall operational fral,o.:work for the project. A prevalence 
survey of eye disease was done on contract. Only after analysis 
of these da ta was the Pr oj ec'" Di rector hired and the present 
project begun. Therefore, HKI was not committed until it was 
clear that a project was possible. 

After the decision was made to implement the operational 
framework for the PEe program, the Project Director was sent from 
the Philippines to a HKI meeting in the United States. He was 
able to discuss the project with headqua~ters staff, with project 
officers from other HKI projects, and with consulting ophthalmalo­
gists. This process identified many of the problems expecte6 in 
the Bicol project. It also identified for the Project Director 
sources of technical support within HKI as well ,'1S the administra­
tive system used by the home office. 

The Pro jec t Di rector de ve loped det:ai led ope ra t ional plans 
with schedules, tasks, targets and assignments. Experience gain­
ed in the survey allowed realistic estimates of the start-up time 
needed. The overall plan called for integration of eye services 
at multiple levels which included the duties of rehabj litation 
workers, midwives, public health nurses, and trainers as well as 
the re fe r r al cha in from the vi llage to the hospi tal. The plan 
included funding for inpatient surgica.l care, since ophthalmic 
surgical services were not available in the project area for the 
indigent. However, the primary emphasis was on primary health 
worker training. 

1. Field Office 

The Pr:oj ect Di rector is hard wor king, sens i t i ve to local 
needs and closely involved with the day-to-day operation of the 
program. His expenses have been appropriate and carefully con­
trclled. He maintains positive communication with both the local 
MOH staff and the AID office. In addition, he has been successful 
in promoti ng a young woman as his ass is tan t. She is expected to 
take over the evaluating and monitoring funct10n. 
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2.' Institute of Ophthalmology (IO) 

The IO was responsible for producing the plan for eye care 
in the Philippines published in 1979. Since that time, however, 
little has been done to implement the plan. This apparentJy has 
resul ted from lack of resources, rivalry among various factions 
int~yp~~ed in eye care and a lack of a clear initiative to d6 the 
work. The IO has provided assistance to HKI in collecting statis­
tics and in providing surgical services. Althouqh the IO's main 
role in the project had not fully begun at the time of this 
evaluation, it is clear that its commitment to the project would 
be vitally needed. 

3. Home Office 

HKI's New York office has technical depth focused on PEe 
training and education and clear organization. The Philippines 
project is directly supervised by the Associate Director, who has 
worked extensively overseas and has sixteen years prior experience 
wi th AID. The HKI home office has worked hard to find well 
qualified staff for specific positions, as in the recent hirinq 
of a public health trainer and a training and materials development 
specialist. HKI staff rotate among projects and have met in the 
United States to exchange ideas. 

Other HKI pro~ ects have provided training ma terials, oper­
at ional lessons ar.d program s ugges t ions appl icable to the Ph i 1-
ippines. For exar,lple, HKI has been one of a number of agencies 
interested in developing equipment used for glass production 
which would te appropriate for Third World technoloqy. This 
approach has not yet been tested in the Philippines; yet it 
should be directly applicable to the Bicol proqram. 

C. Quality of Training 

Although BHA training was not in progress during the evalua­
tion visit, '.,;e reviewed a video tape of training activities and 
materials. We' also visited the t~aininq materials production 
workshop, four RHUs, and six BHAs. There appeared to be reasonahle 
retention of the eye training by the BHAs, al thouqh the sample 
was very ~imited. The training teams were from the MOR, therefore 
the training was adapted to the local situation and institution­
alization was built into the HKI project. Similarly, the retrain­
i ng act i v i t y was b u i 1 ton the s y s t e m a: rea d y use d by the R H Us. 

A recurrent problem in most PHC pro)rams is worker overload. 
In the Bicol project, for instance, the 8HA has training in 
health care delivery, and is also expected to maintain vital 
statistics and provide basic sanitation education. Nonetheless, 
BHAs did not appear overloaded and seemed competent in basic PHC 
services. The 8HAs hired in Bicol, mostly females, were dispro­
portionally represented by midwives. This was due to more mid'..,ives 
being trained in the area than jobs available. For that reason, 
the Bicol BHAs tended to have a med ical background which comparable 
field workers in other provinces may not have. 
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PEC training may a'dd to the clinical abilities of wo'rkers 
Wi th non-cl in ical bac kg rounds. In B icol, the tra ini ng g ave the 
BHA a level of clinical sophistication which rivaled or exceeded 
that of midwives and traditional healers. Thi~ seemed to increase 
the BHAs' confidence, as well as their credibility and the credi­
bility of the system in general. Although information was not 
available about the proporti.on of 8HA.s who have dropped out of 
training or left their jobs after trainin';J (information which HKI 
should be monitoring), most BHAs appear to be pleased with their 
skills and community status. 

Eye care tra i n i n;J fo r the SHAs d iJ not appe ar t.l overload 
them to the detriment of their other tasks. Because eye care was 
added at the end of the five year BIHNPP program, it was not 
implemented as a verticnl program. 

The referral and record keeping system set up for the eye 
care pro j ec t is un ique to the eye patients, and allows bo th tra in i ng 
reinforcement and skill verification for SHAs. Reinforcement was 
also aided by a newsletter produced by the HK! office. This was 
distributed to all the BHAs and was used for technical information, 
schedule changes, award announcements, etc. 

D. Eye Health Education 

Public health education is a major part of the project 
design. The field workers are responsible for teachinq their 
clients basic health principles. They use specially made flip 
ct.:lrts which have been adapted for use in the Philippines. In 
additlon to Coheir interaction with clients, BHAs are expected to 
work with women's clubs and barangay health committees. They are 
also asked to interact wit~ local school authorities. Two of the 
BHAs visited had worked with the local school systems, others had 
not. It is not clear how strong this cooperation is. Schools do 
give some emphas i s to heal th on to wi.: eh an in teres ted BHA could 
add her- message. 

The importance of the health education component of the HKI 
project is evident. HKI staff are mostly educator-si there are no 
full time staff physicians. The Project Director- in the Philip­
pines and rnost of ~is professional suppor-t staff in New York aLe 
health educators. Public health education is incorpor-ated as a 
major- component in training, not as an afterthClught. BHA.s do 
cons iderable publ ic heal th ed uca tion work, al :houg h the maj or 
focus of monitoring is on clinical r-eferrals. 

E. Quality of Eye Health Services 

1. Out-patient Care 

Patients seen by the BHA are examined using a visual acuity 
chart and pe:;nlight. Inflammatory disease such as aller'JY, con­
junctivitis arid nonspecific irr-itation are tr-eated with tetra­
cycline when available. Vitamin A appears to be usen fairly 
indiscriminately when available. Unfortunately most SHAs have 
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run out of ointment and Vitamin A. Foreign bodies are removed by 
the BHA without topical anesthetic. Patients who do not respond 
to treatment, have operable cataracts ot:" pterygia, unknown con­
d i t ions, or poss ibly pene tra t i ng i nj ur ies are re ferred to the 
RHU. 

RHU staff treat similar problems as the BHA, plus neonat-al 
ophthalmia. Treatment at the RHU level may be :n~~re effective 
since more supplies are availabl~ than at the BHA level. The RHU 
refers the following: lid and globe trau~a that r8quire suturing, 
painful red eye with visual loss, entropion with trichiasis, 
hyphe~a, tumors, cataracts and unknown or refractory conditions. 

The thi rd step in the referral chain is the hospi tal out­
patient unit, staffed by a physician with EENT training. This 
individual usually has a private practice and will operate cataract 
patients who can pay. He also operates emer-gency patients with 
lid or globe lacerations and most of the medical problems. The 
more di f ficul t med ical and surg ical problems are r'e ferred to 
Manila. Indigent cataract and pterygium ratients are referred to 
the HKI monthly surg ical cl in i.c (described below). Incurably 
blind patients are sent to MSSD. :?aying patients with severe 
refractive errors are sent to an optometrist. 

Each of these levels of service appears satisfactory but is 
not easy to quantify. The BHA training seemed adequate. However, 
any practitioner who does not offer services including medication 
is unlikely to be effective. At the time of this evaluation 
UNICEF had failed to fill orders from HKI, so the current lack of 
antibiotic ointment and Vitamin A capsules deprived the BHA of a 
credible clinical service. (However, supplies were recehed two 
months later, and HKI is taking steps to prevent future short­
ages. ) 

The RHlJ tra i n in.) also seemeci adequa te, ye t the record keep­
ing system has not been running long enough to e, .. aluate it. So 
far each R~U has seen approximately five new eye care referrals a 
month; not a dramatic impro '7ement, but adequate, and improving 
steadily. About seventy percent of the 3HA diagnoses appear cor­
rect. 

Physicians in the health units presumably have limited 
abilities in terms of specialty eye problems. PEC training was 
said to be very helpful in giving them a basic ability to handle 
oph thalmic proDl ems. In theor i the RHUs have a be t ter suppl y of 
medication, and therefore are better able to handle referrals 
than rural hea 1 th pos ts. In add i t ion, they seem to serve appro­
priat.ely as an entry point into the tertiary care system. The 
paperwork process between the BHA and the RHU, and from the RHU 
to the hospital seems appropriate for the system's needs. However, 
it has :lot been i1 operation long enough to be able to say that 
it is truly effective. 

The .8HAs and the RHUs 'are supposed to in teg ra te eye heal th 
education with nutrition education and hygiene. ~lthouqh included 
in the training, it is not clear if this integration is practical. 
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There has been no independen t eval ua tion of this, nor of the 
nutrition education taught in the schools. 

It is to HKI's credit that the BHAs' ability to handle eye 
pr.oblems after PEC training appeared superior to workers in 
higher positions who had not received the eye care training (e.g. 
untrained midwives and RHU physicians). The BHAs are also better 
trained than the voluntary Barangay Health Workers (BHWs) who 
have a shorter period of PHC training .. no supervision, and no 
pay. 

2. Referral System 

The referral system usually works from the BHW to the BHA to 
the midwi fe to the RHU to the provincial hospi tal, but these 
levels are not in place in all areas. In the first two months 
after training, RHUs were receiving approximately five eye refer­
rals each month from BHAs; the RHUs feel that approximately two­
th i rds 0 f the BHA d i ag noses are correct. Many of these were 
unt~eatable conditions. The paper trail appears to be well 
organized and is easy to follow. 

One problem in the referral system is that it works only in 
the area around Legazpi, where there is a functioning sur!) ical 
service. In Naga City, medications were not available at the RHU 
level and there was no surgical service. Poor patients were 
reluctant to take the day long trip to LeCJazpi for surgery. HKI 
recognizes this problem and is taking action to r.take surgical 
services available. 

3. Manaqement of Surgical Patients 

Some surgical patients present to the BHA for evaluation. 
The BHA checks the vision and performs a penlight exam of the 
antRrior segment. If the BHA feels cataract or pterygium surgery 
is indicated, she sends the patient to the RHU with a referral 
form. The evaluation is repeated by the RHU staff, which usually 
includes a physician. If the patient is still felt to be a 
sur.] ical cand ida te, he is given i nstruc t ions to report to the 
hospital two days before th8 surgeon is expected. The patient 
must provide transportation for himself and a "watcher". In 
theory, transport costs for indigent patients are reimbursable by 
the t1SSD; however, the delays and difficulties of getting reim­
bursed usually preclude this. 

At the hospital the patient is examined by an ophthalmologist. 
If he is still considered to be a surgical candidate he is admitted 
and examined by an internist. A chest x-ray, urincilysis and EKG 
are obtained. If he has hypertension or cardiac disease, as do 
20-30 percent of patients, he is given appropriate medication and 
usually is discharged from the hospital. SurCJery is canc~lled 
for those · .... i th un trea table problems, and pos tponed fo r hype rtens i ve 
pa t ien ts un til the i r blood press ure is lowered to sa fe levels. 
If approved, the patip:-:.t is operated. 'R.efr-action is performed 
three months after surgery for cataract patients. 
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Since January 1984 the HKI project has provided ophthalmic 
surgical services once a month at the Albay Provincial Hospital. 
The hospital has provided a room to be used as a ward, an operatinq 
room and the services of operating room nurses, anesthesiologists, 
internists and pediatricians. The IO in Manila sends one or two 
of it~i staff to sicol for five days a month to screen prospective 
patients, operate, initiate the follow-up care and collect data. 
HKI hus provided air fare, per diem and a stipend for the surgeons 
and has supplied surgical instruments, ophthalmic medications 
and ;ni scellaneous suppl ies. 

4. Quality of Tertiary Eye Care Surgery at Legazpi 

The quality of the actual surgical care in Legazpi is satis­
factory. There is still a low demand for surgery since this 
early in the project rdferrals are fe'''. Therefor8, surgery is 
being done on an interim basis using IO personnel. HOI·'ever, the 
surgical services are not well i .stitutionalized in the hospitals. 
HKI and the IO are s8eki ng ;'l local MD to do the surg ery ra ther 
than bringing in surgeons from Manila. More rapid, low cost 
surgical techniques will be needed as demand grows. 

In addition, the technology will have to be adapted to local 
conditions. At the present time, serne of the equipment for the 
cataract extraction is imported. Low cost, locally produced 
equipment can be made available once the cri teria for surq ical 
serv~ces respond to local conditions. Inappropriate or excessive 
surgical requirements of the MOH inciude: 

Overly conservative concerns regarding general anesthesia 
which affect patient selection. For example, ~ypertension is 
cons ide red a con tra i nd ica t ion for proced ures under local anesthes ia 
because intravenous Ketamine is the drug of choice of the standby 
anesthetist if additional sedation is required during the case. 
As many patients have high blood tJressure, this policy could be 
recor.s idered . 

A complicated hospital record is lenerated for each 
patient which includes a face sheet, consent form, orders, history 
and physical examination, OR preparation forms, anesthesia record, 
progress notes and discharge summary. Some charts reviewed had 
no entries. These records are on inexpensive papers stored in a 
non-retrievable system. They too can be reconsidered. 

Unnecessary in-patient follow up care is required for all 
patients. 

The surgeons use swedqed··on needles on two types of 
suture per patient and a disposable cryo probe per patient. Lower 
cost methods may be sufficient. 
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5. Provision of Glasses 

Ca tarac t pa tien ts opera ted by the fiKI prog ram are re ferred 
to a local optometrist for refraction three months after surgery. 
He provides glasses and is paid by one of six Albay Lions Clubs. 
The Lions pay the re ta i 1 pr ice of fi fty pesos for the frame and 
five hundred pesos for the lenses. The supply of aphakic spectacles 
is a problem. The Lions Club optometrist and the Legazpi Bay 
Lions Club orginally anticipated a very limited demand for their 
services, but are now concerned wi th the onqoing and presumably 
increasing cost. 

In addition, the refraction service offered three months 
post operatively makes no provision for broken or lost glasses or 
for chang es in refrac t ion. Since the surg ical t.:>chn ique uses 
buried, non-absorbable suture, it is quite possible that some 
significant change in refraction will occur after the first six 
months. One patient we examined in the field clearly r8quired a 
different vertex distance than was originally prescribed. 

Alternatives did not appear to havo been investigated. For 
the short term, these include participation of other Lions Clubs; 
negotiaticn of a discount price; frames or spherical power glas­
ses; and repeat refraction during the long term follow-up. 
(Subsequent to the evaluators' visit, frames worth $300,000 have 
been donatee t HKI by an American manufacturer.) 

The long term solution is to include technology for the 
production of glasses within the project. fiKI has begun to seek 
solutions to these problems in association with the Christoffel 
Blindenmission and other international groups. 

F. Information Systems, Monitoring and Evaluation 

The project includes a clinical reporting system in which 
each individual in thp. referral chai~ submits a form to the next 
station along the way (see list of referral forms, Appendix .]). 
In the be:Jinning, the BHA fills out a form for each patient she 
feels should be referred to the RHU. This allows fer the monitoring 
of total number 0 f pa t ien ts re ferred, total n umber of pa t ien ts 
seen and followed and the disposition of patients keeping follow-up 
appointments. In theory, this allows follow-up of patients not 
keeping appointments as well. The form!:', appear to be well designed 
and fairly easy to use, yet do require more paperwork than other 
BHA activities. The system is currently monitored carefully by 
the Project Director, and will eventually be handled entirely by 
the Administrative Assistant. The project had not been in effect 
long enough to ensure the the system's effectiveness. In addition, 
some of the forms seen by the evaluators had vague diagnoses 
which may lessen the ir val ue in de termin i ng the et iolog y of eye 
problems. 

Data monitoring is encouraged by frequent visits by the Pro­
ject Director. It is also encouraged by the newsletter provining 
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field workers throughout the region regular contact wth the head 
office and with each other. Some inc! ntives are planned to 
reward particularly effective workers. The 10 is scheduled to 
become more involved with the overall data analysis as part of 
their contract with HKI.
 

Reports from the field to the home office were reviewed. These 
reports follow the AID logical framework ("log frame") format and 
provide a review of progress of individual problems. ,ecause of 
the standard format, a reader unfamiliar with the program could 
readily review its progress. 

G. Interaqency Relations
 

1. Ministry of Health (MOH)
 

The Project Director had good relationships with regional 
and provincial MOH office_.:s. In addition, HKI activity was well 
integrated into the BIHNPP. When the project has achieved more 
impact, more can and will be done by HKI to cultivate support for
 
PEC in the central MOH in Manila. Project materials have been 
delivered to the MOH, and HKI staff have begun to cultivate a 
personal relationship with high level MOH personnel.
 

2. Institute of Ophthalmology (10)
 

The Project Director has developed a functioning system for 
surgical service with the IO. HKI relations with the 10 have been 
good and have brought effective collaboration. HKI pays the 10 
for the surgical and statistical services it provides to the 
Bicol program. It is not clear how well the 10 can sustain those 
costs without continued HKI funding. 

3. Other PVOs
 

The project has worked well with the Lions Club in Legazpi in
 
establishing a system to provide aphakic spectacles to cataract
 
patients. Cooperation with othei- Lions Clubs is probable. Other
 
non-governmental agencies interested in blindness programs were 
named in the National Sight Plan. However, these PVOs seem to 
lack a cooperative relationship. It has been difficult for HKI 
to unite them behind this program, but an effort is being made by 
the Project Director. 

4. USAID
 

HKI's relationship with AID is strong, particularly because 
the project was initially considered for addition to the BIHNPP at 
the suggestion of the USAID Mission Director, and the Project 
Director is a former USAID consultant in health education. HKI 
has managed to avoid some of the bureaucratic barriers faced by 
many bilateral programs and contractors. This project allows
 
skill verification and ongoing education in a fashion USAID has 
found valuable in the past. There is strong interest in both 
USAID and AID in maintaining this relationship. 
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H. Costs and Cost-Effectiveness
 

Local costs of the project (Appendix C) have been 
moderate

due to the use of 
national eye surgeons, and to the limited

importation of "high 
tech" equipment for surgery 
or training.

Day-to-day management 
of the project has included careful cost

control by 
 the Project Director. 
 The training materials were

designed locally, and show that instructional programs need not.

require expensive teaching materials. 
 (For the costs of providing

materials for training, see Appendix C.)
 

Current costs of providing travel and per diem to eye special­ists and research analysts from 
the 10 to the Bicol Region are
 
temporary. The IO, HKI 
and the MOH are developing strategies for

bringing full time 
eye specialists into the 
Region. Start-up

costs were high because of HKI/NY szaff travel to 
the Philippines,

but these too were temporary, and should decrease when the project

is under 
way and fully financed and managed by the MOH. The
project seems 
well on the way to demonstrating that PEC training

could be feasibly integrated 
 into the MOH's PHC training at
 
little additional cost.
 

I. Institutional Development
 

The HKI project is basically a pilot project. 
 It has achieved

its primary goal of demonstrating how PEC services can be integrated

into the existing basic PHC program. 
There has been some government

participation; MOH personnel have been 
involved in the training

activities and have 
been able to support some of the out-patient

services. 
At the time of the evaluation, the training 
activities
 
had actively been handled by 
MOH tiainers.
 

The OR services of the government hospital have been coordin­
ated to provide basic eye surgical services. Without the continued
 
pressure of the project, it is unlikely that latter
the will be
well maintained. However, basic PEC training can probably 
be

institutionalized into 
 the MOH ongoing, health care 
 training

activities. Effective 
institutionalization 
of such a project,

however, requires 
demonstration of sustainability 
(see page 24).
 

HKI previously developed a project for the RRB 
which has
been well institutionalized 
into the [!SSD. This project is now

completely self-sustaining. 
 However, there is virtually no tech­
nology required and the outreach of 
workers trained and patients

seen is limited compared to that 
required by a PHC program.

Therefore, this model is not 
completely applicable to the insti­
tutionalization of PEC training.
 

A critical 
unknown for institutionalization 
is whether the
involved communities will support the 
project with their own
 
funds. During the AID-sponsored Bicol project, the salaries of
the BHAs were completely covered 
by the MOH. These salaries are

supposed to be assumed 
by the local governments in 1985, but the
 
extent and permanence of this financial support is not clear.
 

The institutionalization 
of the eye care project will be

aided by the enthusiasm for eye 
care 
shown by BHAs, midwives, and

the RHUs. The eye care training seems to have extended their
 
clinical confidence and they will probably support 
it.
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VI. CONCLUSIONS AND RECOMENDATIONS
 

A. 	 General Strengths
 

1. 	 HKI has used appropriate, low cost training methods and
 
materials to demonstrate the integration of PEC into PHC
 
training, services and referral systems. The training
 
has used pre-existing infrastructure and material re­
sources.
 

2. 	 Home and field office management and staffing have been
 
effective. Planning, cost control and reporting have been
 
positive.
 

3. 	 HKI's emphasis on high quality PEC health education and
 
training, and its experienced staff of health educators,
 
both seem appropriate for the preventIon of blindness in
 
the Philippines.
 

4. 	 The addition of the vertical PEC program to the pre-existing
 
BIHNPP has strengthened the skills and status of the BHAs
 
and 	the BIHNPP.
 

5. 	 HKI has developed PEC at the village level where it is
 
needed most, and at the secondary clinic level, to which
 
referral is necessary. HKI has not put undue emphasis on
 
building costly surgical services, but has tried to
 
improve them at the same time it improves PEC.
 

B. 	 General Weaknesses
 

1. 	 The pre-training eye health assessment was useful in
 
planning, designing curriculum and increasing awareness
 
of eye problems. However, the survey data cannot be used
 
as a baseline for later impact evaluation, and impact will
 
not be measurable for some time because in-depth monitoring
 
of field activities has only begun recently.
 

2. 	 Because of delays in UNICEF shipments from overseas and
 
logistical problems in the MOH, HKI has been unable to
 
deliver eye care drugs to BHAs. This limits the ability
 
of the BHAs and RHUs to provide basic curative services
 
and damages their credibility.
 

3. 	 Future MOH financial support for the BIHNPP (now inclusive
 
of the HKI program) is not guaranteed; thus the current
 
financial basis for the HKI project is not secured.
 

4. 	 The HKI project currently depends upon a system of eye
 
surgery which may have difficulty meeting the increased
 
demand expected in the near future. (The present supply
 
system for spectacles may also become inadequate as
 
demand grows).
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5. Although HKI is 
 far ahead of most PVOs in integrating
 
its activities into the government's, the project can
 
build more support for PEC at the national level. More
 
effort is needed to build a constituency within the MOH
 
and the 1O, and at the grassroots level.
 

C. Special Areas of Interest
 

1. Benefit Distribution and Spread Effects
 

HKI has developed a strategy for prevention of blindness
 
among previously unserved populations in rural villages desig­
nated as among the 
 poorest of the region. The project

directly benefits those at high risk of blindness from Vitamin
 
A deficiency (children 0-6 years, and those 
with acute con­
junctivitis). The 
average age of the sixty-seven surgery

patients (95 percent cataracts) operated since January 1,
 
1984 is fifty-eight. These patients are respected because of
 
their age an3 should have years of productive life remaining.
 
All are otherwise in good health.
 

A wide rarge of MOH and volunteer health workers, includ­
ing traditional midwives, have benefited from the availability
 
of eye health information. Fourteen provincial hospital OR
 
staff (including OR and ward nurses) 
have been trained to
 
provide special ophthalmic services. The eye newsletter is
 
unique in providing information to paramedics.
 

2. Community Participation
 

The HKI project is integrated into the existing Bicol
 
Program structure, which encourages the participation of
 
Barangay PHC committees in program design, implementation, and
 
support. These committees are im place although their effect­
iveness is not clear. 
 At the time of this evaluation no
 
committee had raised substantial funds for the costs of the
 
BHA. HKI's evaluation of these committee's roles has not yet
 
begun.
 

3. Spin-offs
 

This project may benefit other health activities outside
 
its control. BHA eye care activities in the barangays might

possibly increase support for the non-eye care activity of
 
some BHAs. The most dramatic beneficiaries of this program
 
are often 
the most respected members of their barangays:

namely, older adults 
whose sight has been restored through
 
cataract extraction, usually after 
long periods of partial or
 
total blindness. Because the great majority of these adults
 
are otherwise in good health (they do not have 
diabetes,
 
hypertension, or TB), 
they also tend to be productive workers.
 

Although Vitamin A is included in this pLoject 
to pre­
vent blindness associated with xerophthalmia, it may also
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reduce overall childhood mortality. Recent data from research
 
in Indonesia strongly suggests that malnourished children
 
with Vitamin A deficiency are at greater risk of death than
 
children with malnutrition alone.
 

In addition, the HKI project has:
 

- stimulated planning of a similar eye care program by
 
the 10 in Metro Manila;
 

- improved school health education methods in the Bicol
 
through the development of curriculum materials and by encour­
aging BHAs to work with schools;
 

- improved the quality of care provided to private (pay­
ing) patients by private ophthalmologists involved in the 
program by providing improved surgical instruments and tech­
niques, 

- helred MSSo caseworkers to refer blind clients to 
rehabilitation services, and has reinforced their concern for 
the blind; 

- provided jobs in the private sector for the handicapped
 
by stimulating the demand for education materials and medical
 
supplies from local, private contractors.
 

4. Technology Transfer
 

Modern oohthalmic surgical equipment has been introduced
 
into one provincial hospital. This includes surgical instruments,
 
a slit lamp and a tonometer. Tetracycline ointment and high
 
potency Vitamin A capsules should eventually become available
 
in poor areas. HKI has inieiated plans for using appropriate
 
machinery for low-cost, local manufacture of eyeglass lenses.
 

Low-cost technologies for manufacture of visual aids for eye
 
care, training, instruction and public education have been tested
 
and implemented. For example, eye models are being created from
 
coconuts, and silk-screened cloth eye charts which last longer
 
than paper are being made in the BHAs kits. Finally, the Project
 
Director is developing a computerized data tabulation and analysis
 
program on his home computer for possible project monitoring use.
 

5. Sustainability and Replicability
 

HKI's Bicol project could become a model which the MOH should
 
sustain in the Bicol. and replicate elsewhere. However, the sus­
tainability of this project requires at least four simultaneous
 
features. First, there must be a constituency that supports the
 
project; second, the project must be cost-effective; third, it
 
must be inexpensive enough for the MOH to assume all costs when
 
HKI moves its staff to other regions; and fourth, the project
 
must have appropriate technology for both the resources and
 
services available to maintain it. HKI has met the last three of
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these requirements in the Philippines, but it still needs to
 
build a stronge constituency for PEC.
 

A consumer constituency must advocate PEC on its own behalf.
 
Expatriates working on eye care are 
not as effective as local
 
groups drawing attention to eye problems. A local constituency
 
could be built given the enormity of unnecessary blindness plaguing
 
the Philippines. Although many of the blind have been so for many
 
years, and have accepted blindness as a normal state, this may

well change with time. However, there are many health problems
 
other than blindness affecting a 
larger number of people. There­
fore, the project will require much nuturing until the success
 
rate of PEC treatment and cataract extraction has been documented
 
and disseminated.
 

A sustainable PEC program will also require a national polit­
ical action to provide momentum and protection at the planning

level. 
 This national interest may result from simple self-interest
 
or may occur as a political response to a vocal constituency at
 
the grassroots level. A national political commitment to support

this local pilot project had not been developed at the time of this
 
evaluation. Many other public health concerns attract more
 
attention than PEC.
 

There is no functioning blindness prevention committee 
as
 
advocated in the 1979 National Sight Plan. 
Eye health institutions
 
seem well meaning, but ineffective and divided. The HKI project
 
meets many of the requirements for eye programs laid out in the
 
National Sight Plan advocated by the 10 years ago. Yet the 1O has
 
provided only limited support to HKT, and has never 
been able to
 
implement such a plan itself. 
 HKI will have to work hard to ensure
 
that national PEC programs become fully institutionalized with MOH
 
and 10 support.
 

Under the circumstances, the early establishment of either 
a
 
grassroots or of a high level government 
constituency for PEC
 
seems unlikely. A partial test of the former will come in 1985
 
when AID funding is withdrawn from the overall Bicol program. If
 
the BHA stipends are assumed by local governments, there will be
 
some indication of real local ccncern for this type of health
 
care.
 

D. Recommendations
 

The following recommendations are based on our view that the
 
current HKI project provides a valuable pilot function and that
 
its achievements need to be considered before it is expanded.
 

1. HKI should work to institutionalize a credible, sustainable
 
project. The project should continue its activities in Bicol until
 
it is clear from monitoring and evaluation that PEC services 
are
 
available and effective, that drugs are supplied and utilized
 
properly, and that the surgical support services necessary to give

credibility to the project are functioning. HKI should continue
 
in the Bicol until the project can be sustained without its support.
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The project should not be replicated in Panay or elsewhere unless
 
this expansion helps to strengthen project sustainability and 
institutionalization by helping to build national support.
 

2. The project's information and monitoring system is incomplete

and needs to be designed and tested throughly now that the project 
is under way. The present system of referral has not been tested;
the quality of services provided by BHAs is not known; data are not 
yet available to measure the project's effective outreach or impact 
on blindrness. The project does incorporate independentan review 
of the statistics being generated by collaborating with the 1O to
 
analyze data.
 

3. The project has to identify the problems of supply of ophthalmic 
medications, such as tetracycline ointment and vitamin A capsules
 
to its field workers. Shortages or lack of these supplies, which
 
may recur in the future, denies credibility to the field workers 
in providing simple curative services, and might indicate the need
 
for alternative treatments (e.g. more nutrition education when 
vitamin A is unavailable).
 

4. The surgical services are provided on a western model with
 
stringent western 
criteria tor patient selection and anesthesia
 
use. In addition, the technology used for cataract extraction is 
unnecessarily complex; HKI should extend its appropriate technology 
approach to surgical services. 

5. The issue of a constituency advocating PEC should be addressed 
more systematically. The eye care in the Bicol need to be publi­
cized, presumably by someone other than the expatriate Project 
Director. This will involve action at both the local and national 
levels. 

6. After the information and monitoring system is working, it could 
provide many valuable opportunities for operations research in PEC.
 
It should be able to provide demographic and clinical data from 
sentinel barangays. Possible studies based 
on this data include:
 

- drug costs, logistics and other drug management 4.ssues; 

- use and effectiveness of nutrition services; 

- effectiveness of health education, including school health 
programs; and 

- epidemiological profiles of health care recipients and non­
recipients.
 

A fringe benefit of this use of the monitoring system would be 
the evaluation of the overall 
BHA program after the withdrawal of 
USAID funding. The eye monitoring scheme is probably limited 
enough to be used effectively for spot checking the efficiency of 
.the remaining BHAs.
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APPENDIX A
 

Persons Contacted During the Evaluation Visit
 

AGENCY 
I 

NAME OF PERSONNEL 
I 

DESIGNATION 

1. Ministry of 
Social Services 
and Development 

Mrs. Luvimin Custodio 

Mrs. Marita Capadocia 

Chief, Bureau of 
Rehabilitation 

Social Welfare Pro­
gram Supervisor 

Miss "Peachy" Assistant, Blindness 
Rehabil itation 
Officer 

2. Institute Dr. Rosie Noche Secretary of 10 

of 

Ophthalmology 

Dr. Alex De Leon Assistant Director, 
Institute of 
Oph thelmology 

or. Fatima 
Regala 

(Patty) 10 Ophthalmologist, 
Researcher 

Mrs. 
Tan 

Rosalita (Its) 10 Researcher 

3. USAID Mr. John Dumm Chief, Office of 
Population, Health, 
and Nutrition 

Ms. Joy Riggs-Perla Health Development 
Officer 

Mr. Bryant George PVO Projects Co­
ordinator 

Mr. Dodong Capul PUSH, Project Co­
ordinator
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AGENCY 


4. 	 Ministry of 

Health
 

5. HKI Office 


6. 	 MOH Regional 

Training Task 

Force
 

7. 	 Provincial 

Health office 

(PHO)
 

8. 	 Albay Training 

Task Force 


NAME 	OF PERSONNEL 


Dr. Jesus Azurin 


Dr. Restituto 


Dr. Santiago (Agoy) 

Casin 


Miss Yoily Velasco 


Mr. Gerry Vibar 


Mr. Joe Epino 


Dr. Aster Reganit 


Mrs. Lily Tino 


Mrs. Elena Real 


Mrs. Josefina Salvador 


Miss Gilda Es ipona 


Mrs. Jo Mendoza 


Dr. Jose N. Fernando 


Dr. Veronica Madulid 


Dr. Felipe del Rosario 


Dr. Rolando Romagosa 


Dr. Veronica Madulid 


Mrs. Anita Lanuza 


Mrs. Olga Belen 


Miss Imelda Bonaobra 
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DESIGNATION
 

Minister of Health
 

Regional Director,
 
MOH Region V
 

Project Manager,
 
BIHNPP
 

HKI Secretary
 

Artist illustrator
 
MOH/HKI
 

Driver
 

Chief, Regional
 
Health Training
 

Health Educator
 

Health Education
 
Specialist
 

Nurse Instructor
 

Nurse Instructor
 

Nurse Instructor
 

Provincial Health
 
Officer
 

Assistant Provincial
 
Health Officer; Head
 
of Training
 

Chief of Hospital
 

Provincial Health
 
officer
 

Chief, Trainer for
 
Albay province
 

Supervising Public
 

Health Nurse
 

Health Educator
 

Nurse Instructor
 



AGENCY 


9. 	 OR and Ward 

Staff of Albay 

Provincial
 
Hospital 


10. 	 MSSD 

Region V Office 


11. 	 MSSD 


Legazpi 

City Office
 

12. 	 Simeoun of 


Cyrene
 

13. 	 Camarines Sur 

Provincial
 
Trainers 


NAME OF PERSONNEL 


Dr. Jose Daep 


Dr. Purificacion 

Mendiola 


Mrs. 	Gloria Arcos 


Ms. Sonia Cueto 


Ms. Segundina Bajamundi 


Mr. Elvin Morano 


Mrs. 	Gilda Banastao 


Mr. Vincente Loduvice 


Miss Eadie May Raneses 


Dr. Josefina Cereno 


Ms. Emilia Acompnado 


Ms. Melba Vera Cruz 


Ms. Crispina Alcala 


Mr. Hermenegildo Asor 


Ms. Feliza Fortuno 


Ms. Angela Ogawa 


Ms. Leonila Obias 
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DESIGNATION
 

Chief of Operating
 
Room
 

Chief, Anesthesio­
logist
 

Chief Nurse
 

OR Nurses
 

Ward 	Nurses
 

Director, MSSD
 
Region V
 

Rehabilitation
 

Coordinator
 

Director, City
 

Office
 

Rehabilitation
 
Social Worker
 

Project Director
 

Project Nurse
 

Chief, Trainer
 

Public Health Nurse
 

Nutritionist
 

Supervising Public
 
Health Nurse
 

Health Educator
 

Supervising Public
 
Health Nurse
 

Health Educator
 

Health Educator
 



AGENCY 


14. Camarines Sur 

Regional
 
Hospital 


15. Barangay 

Health Aides
 

NAME OF PERSONNEL 


Dr. Olivia Gaerlan 


Mrs. Rose Gardoce 


Ms. Carazon Velasco 


Ms. Purificacion 

Baruedo
 

Ms. Luziminda Palatan 


Ms. Yolly Arena 


Ms. Haydez! Nocillado 


DESIGNATION
 

Chief of Hospital
 

Administrative
 
Officer
 

BHA: Daraga
 

PHA: Daraga
 

BHA: Camaligan
 

BHA: Maslog
 

BHA: Bagacay
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APPENDIX B
 

Bicol Integrated Health, Nutrition, and Population Project
 

Organization Chart
 

IMinistry of Health'I
 

MOH Region V r (Bicol) Director ['. 

Albay Provincial Legazpi City I Naga City Irisa City Camarines Sur 
Health Office Health Office IHealth Office Health Office Provincial 

Health Office 

jAlbay Provincial Hospital ICamarines Sur Regional Hospital
 

Public and Private Hospitals_
 
(150)
 

Municipal Rural Health Unit
 
(RHUs)
 
(52)
 

Barangay Health Stations with Midwives
 
(420)
 

Barangay Health Aides
 
(Clinics)
 

(400)
 

Barangay Health Workers (BHWs)
 
(2,000)
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APPENDIX C
 

HKI Project Costs (1981 to June 8, 1984)
 

--------------------.----------------------------------------------


LINE ITEM FIELD COST HEADQUARTERS COST TOTALS
 
AID HKI AID HKI 
 AID HIKI
 

1981-82
 

Personnel 
 -0- -0- $ -0- $20,250 $ -0- $20,250

Consultants -0- -0- 1,650 -0- 1,650 -0-

Travel -0-
 -0- 4,902 -0- 4,902 -0­

6,552 20,250 6,552 20,250
 

1982-83
 
Personnel $ 1,000 -0- $ i,500 $24,750 $ 2,500 
 $24,750
 
Consultants -0- -0- 3,200 -0- 3,200 
 -0-

Travel -0- -0- 5,600 
 -0- 5,600 -0­

1,000 10,300 24,750 11,300 -24,750­

1983-84
 
Personnel $22,500 -0- $11,600 $31,500 $34,100 $31,500
 
Allowances 5,300 -0- -0-
 -0- 5,300 -0-

Equipment/
 

Supplies 24,000 -0- -0-
 -0- 24,000 -0-

Office Expenses 1,700 -0- -0-
 -0- 1,700 -0-

Training 10,000 -0- -0-
 -0- 10,000 -0-

Consultants 3,000 -0-
 -0- -0- 3,000 -0-

Travel 6,000 -0- 13,000 
 -0- 19,000 -0-

Other Direct.
 

Costs 500 -0- -0- -0- 500 -0­
$73,000 $24,600 $31,500- $97600 $31,500
 

$74,000 -0- $41,452 $76,500 $115,452 $76,500 
------------------------------.- - -.-..- - - - --------------

August 1981 
August 1983 

- July 1983 
- Juiy 1984 

(Pre-Implementation) 
(Field Implementation) 

$ 17,852 
$ 97,600 

$45,000 
$31,500 



APPENDIX D
 

Ty'pv-s of Eye Problems in Ten Depressed Barangays in the
 

Bicol Reaion; HKI Assessment, 1983 

Eye Problem/Finding No. of Cases Percentage 

Night bl indness/xerosis 55 7.10 

Infections/Deformities of Lids, 

Sclera or Eyelids 70 9.04 

Pterygium 64 8.26 

Corneal opacities, mild 6 0.77 

Corneal opacities, moderate 9 0.13 

Corneal opacities, severe 7 0.90 

Staphyloma/atrophy of globe 12 1.55 

Lens haziness 5 0.64 

Cataracts 82 10.59 

Refractive errors and presbyopes 446 57.62 

Others 18 2.32 

TOTAL 774 
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APPENDIX E
 

List of PEC Teachino Materials Produces by HKI
 

Cloth Snellen Charts
 

PEC Flip Chart
 

Teaching Overhead Transparencies
 

PEC Slide Show for Training
 

Record Keeping Forms to RHU Hospital
 
Follow up BHA Follow up RHU
 

Referral Forms
 

Eye Models
 

Eye Posters
 

Anatomy and Function Learning Boards
 

Eye Diseases Simulated Glasses
 

Case Study Cards
 

Manuals
 

BHA PEC Manual (Bicol)
 
BHA PEC Manual (English)
 

RHU PEC Manual
 
Training Manual
 

-35­



APPENDIX F
 

HKI Training Inputs and Outputs (through September, 1984) 
z "Co':nty %.em.cbez" 


I) Eye Care treatment
 

2) Companion costs 400 BHA's
 

Inruts 


1) :ransrcrtLion costs 


0utrnuts
 
1) Two day 7E trainIng 	 I) Identify, treat or refer
 

2) BPA PEC its patients wlth eye prob2ems 
2) Teach coz.nunlty eye patien-ts3) 	Bt,PDC Manuals 


abcut ?roper eye care 
5) Eye Her.t". "-3ca-±cr, . -tin 3 :ee; reccrcs of ;atients see;, 
") flipchar-s 

4) 	 aewslet':r 


treated or referred 

7) Referral and Rezord Keeping Forms 

Rh-U's 
Doctors,

52 'urses-;..i dwives 
I .-ni ci-a! level, 

In.-ts t
 

1) 	 Two day YZ trair.ing 1) Identify, treat or refer 

2) RHU P7.' !ijts 	 patients with eye proble--s 

3) i.:! EZ 	 2) Teach cc-zu-it:: and Datie.nts: .:---als 
4) "ewpletters about rroper eye care 
5) Eye liea.t. Edu.;cation inforaaticn 3) Keep records of patients seenA, 

6) 1liFcharts treated or referred. 

7) Referral 	 and Record Keering Yorrs 

~Eos .ltal -'_";.T's 

:nOu r3uts
 
jcT€7.ca_. Uai:.enT. I) Screer, treat and reez
 

2. 	 %mtlla. patients with eve prcb2crs 
,- htha.l7Osco;c 2) Tench patients abcut pro.er 
Tcno- e.tcr eve care 

- :.-.c e':c redicines 3) Zeer records of *.atients seen, 
V ",zua' aids for teaching treate: an referred 

A) IEcfcrraa an, -- rc eei Forr-s )zlowur oF t4cr after 
surrery
 

aoI..... n .~ci rstute of 	 oa lcta: 	 '- -~~res
P;~~~Y/. er ic cter~i -, .~ 

7_7._--I-s f.- o.an _C .~a 1 	 efer:: g I efczral , ...... c l al e, r..:: __T_____) Rug 

2) 7E. :--ots Z2 	 Doraticr, -Instrtt=-ents ral 

by sfuss - r;. sur r1iesz 

___- :.kanua 	 for glas-.2) ,.0 /HKI su-crt;es. 3. Fac 'cz.:.a 
e;o'letter ses. 3 }osaia' tacilitios: 

E Eealth .n 3) Discount -Oper:-. nj Rocr Ou-tuts 
rvcatlt '-' .	 nC:roam-l 7) eferral Fnd record fror. o;- - 72'rses 1) Patie 

keeir fc-.s ~ tom.'rist - d N rses 
- - -F-ooc 

eutrr-cre -Z(I 	 ser-is Faci2itie: 
_:Cn.,f-y prob,. 7)' ofrrcrs of ': teve sr c in 


fHA or 	 hrundled "c 1 Srical su .. r 

local cor- 2) :raininr of h:s­
& refer to 

2L each co:. 	 ahout r r eye care y ;ital staff.; c" e r) 	 Facilities re.dyvto h 	 nle3 	 Z:e reccr;:r,of 

?artcnts seen and
 
referred.
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APPENDIX G
 

Eye/Care Equipment and Supplies
 

A. 	 RHU and BHA Kits:
 

-- Vision Testing Chart
 

-- Care Board E
 

-- 3 Meter Measuring String
 

-- Ocluder
 

-- Penlight and Batteries
 

-- Gauze
 

-- Cotton 

-- Plaster Tape
 

-- Eye Patch Pattern
 

-- Eye Shield Pattern
 

-- Vitamin A Capsule
 

-- Antibiotic Eye Ointment
 

-- PEC Flip Chart
 

B. 	 Hospital Supplies: 

-- Slit Lamp for Provincial Hospital 

-- Tonometer 

-- Ophthalmoscope 

-- Cataract Sets and Surgical Supplies 

-37­



APPENDIX If
 

Bicol Primary Eye Care Treatment and Referral System
 

INSTITUTE OF OPHTHAL-


MOLOGY HKI
 
MONTHLY SURGICAL CLINIC
 

OPTCMETR I ST 

-,'. (LIONS CLUB SPONSORED) 

ARANGAY 	 PROVINCIAL
 

RHA CRH U 	 HOSPITAL - PRIVATE EENT
 

EENT
 

MSSD
 
REHABILITATION
 

TERTIARY
 

OPHTHALMIC
 

FACILITY
 

I,0. 



APPENDIX I
 

Bico Primary rye Care Referral Protocol
 

1) Corneal scratch I) -ld conjunctiv~itie (sore eyes)

2 Lid laceration 2 Vitarin A deficlency

3) Burns after es.ing 3) Removable for e-. body
 
4) Laccration of eye

5) Conjunctivitis in Newborn
 
6) Corneal ulcer
 
7 Advanced Vit. A deficiency
 
8 Pritnfua red eye with visual loss
 
9) Inward turring eyelash 
10) Ptery..uz arrroach-rnC pupil11) CRT-cract
 

12) Suspected tu-or
 
13) Hy; h-ma
 

Re fers: 7-rc zts:
 

11 Conditions thct are not improving 1) Cc-junctivItis ,

2 L ceration of lid 2) Vitr-in A deficie=cy

3) Lazcration of eye 7) Ycreig- body

4) Painful red eye with visual 2cer 4) Ccrnea. scratch
 
5) Ptcrygiu. a;prcaching pupil 5) ams (initiaa t-earnnt)

6 I.at re cataxacts f) Cc=4uncivitiE in ::ewbcrn
 
7) b'irpected tu-=i
8) E vTherm
 

9) Sevcre eye burnsi0) %n--aning eyelash= 

1) K:tIr Iate-r-cts 1? Cor.!,tons that are not im;roving
giumre.- oacng pupil 2) Laceration of 3i 

3, P ip patients 3) Laceration of cyc
4) !zrcrs of refractic= 1) TPainfu2 red cy. rith visual loss 
5) YIind patie.ts (.SD) 5) Dye burns 
6) riifficZlt csseE 6) Inward tu-ninE eyelash

7) Sone caTaract cLses 
8) a;rrsh pu;ilruerygu: 


T ass IT~ irrs 70 I ayine - F rid:gernts with: 
pa-.ients refracticn Patier.ts I) .ature"u:!eations 


cataracts
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APPENDIX J
 

Bicol Primary Eye Care Referral Forms
 
!e F~rM Title of F. :o 

BHA --ve "Pterral IN to tic 

t11UU Forr to the IM 

IA-; Veturn slil fro= 
otache .Y .
 

A- 3 List of all ey 
91ue netient seen by Bp.

Pink 

B-1 Wi!U Eye 'leferral 
Yorm to the HlospitalGreen ZET pecial 

B-2 List of eyv patientn

Pinl referreri Uy BHA 

Bnk rnfeen ' 


Ble and seen in P1113I 

C-1 

hteospitalWht T 


Copi. to be. 


received
 

4411 

I 

althly 


Fny
c:c.piL,0, EUNT"carrid 


Pao 

mntl 


I monthly 

Refrred Agency 


r 

- Optometrist- I.O./HKI Clinic 
- ;SD RRB 

TinA-, p 

Patienta before 


cataract ex-

traction 


Referred Person-

nel: -EENT

-RHU; -HA 


-Optometrist 


Pat:'ntn zfter 

cataract 


extraction 


Hi an a litL 8 a l sof backlo 

o aitiste Pa­
t enta 


ruitted
 

h- tht 1'1. .,Ih-r. relerp 
1.1'.' ion '~ ­

the - idU 

carried byt . n 

theUC M te 'Ise "a-
ient for de', n 7 

by 24A to tht ; ,' _n! 
the mnd of the -nuzth 

nlU to 

by patient) 


by .MU tn the P!O at 

the end of every 


mouth 

by 4ospital .117I{to 


inL7 for referral or
patient after screen-


treatment 

by FZT to patients 


referred to I.O./HKI 

urr-ry 


by surgeon to phtient
who have had nurgery 


by aurSeon to patient

after surCerv anng 


with forn C-3 


y *?:." o :
by EflT to :1
 

____ ____r___ __need__ 

" :): 

~ UbcctRIM batk to 3'1, 

kinds or eye pa­
- seen bye3HAmonthly
 

RHU to :*oo],.ta] Moni­
toring
 

and kinds of ye pa­
tients referred by LHA
 

who were 8een at tho
 
H
 
;rpainsefrl 

bye atients refeel 
{I een hy the MN.T andby P2IU who were actua1l 

hero they o from here. 

Patient arrenean of wh;,t 
in to be done before 
surgery. 

?o tell the pernrnel
 
what follow-up is re­ouired for, the pationt
 

t
te surery
 

ktient asvreness of
 
whxt they after the
 

surgery
 

o provide weitli:-t of 

C-2 


White 

C-3 


White 

•___" ___ 

C-4 

%ite 


D 

screening 


Instruction: to 


Patient before 

Operation 


Surcesens Eye Refer-

ral fors for follow-

up after surgery. 


Intructionr. tn pa-

tients after opera-


tion. 


List of patients
withut ace sseary 


forms seen by lopi
tal F T 


101, for 
to fo' 


6 

*ck. . HA 

to encn RHU 


5n 

to each "M 


200 

EN
for Hospital. 

EENT 


500 


for Hospital 

ZEZ!T 

200

for surgeon 


- I 


5 

for surgeon 


10, 


'orospital
..
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APPENDIX K
 

Costs of PEC Training Materials
 

1. RHU Physician and Public Health Nurse Training (52 MD; 52 RHN)
 

Item 	 Unit Cost
 

Pesos 	 US$ * 

Training (2 days) 230 16.43
 
Training manual (1) 36 2.60
 
PEC Kit (without medication) 154 10.75
 

P420 	 $29.78
 
x 104 RHU Staff
 

$3,097.12
 

2. 	BHA Training (280 of 400 Trained as of September 1984)
 

Item 
 Unit Cost
 

Pesos 	 US$
 

Training (2 days) 150 10.71
 
Training manual 36 2.60
 
PEC Kit 
 154 10.75 
Vitamin A/Tetracycline ** 380 20.71 

P720 $44.77 

x 400 BHAs 

$J7,908.00
 

3. 	Artwork/Production
 

Renewable Trainers Kit 
 P4,000 	$285.71
 
x 2 kits for
 

each province
 

$571.42
 

4. 	Training of Trainers (20 trainers)
 

Pesos 	 US$
 

Training (3 days) 300 21.42
 
Trainers bag 75 5.36
 

26.78
 
x 20 trainers
 

$535.60
 

• 1 US$ = 14.002 Pesos
 

•* 	Each BHA should receive 500 Vitamin A capsules
 
100 tubes of Ophthalomic Ointment
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Costs of PEC Training Materials (Cont't)
 

5. Institute of Ophthalmology Staff
 

Pesos US$ 

Ophthalomologist (1) 
Researcher (1) 
Travel expenses (2) 

450 
350 
280 

32.14 
25.00 
20.00 

$ 77.14 
x 5 days per month 

$385.70 

6. Medicines and Surgical Supplies 

Pesos UiS$ 

Actual Cost of Articles bought 
Approximate 

228.42 
560.00 

16.32 
40.00 

$56.32 

* 1 US$ = 14.002 Pesos 

** Each BHA should receive 500 Vitamin A capsules 
100 tubes of Ophthalomic Ointment 

-42­



map of 

APPENDIX L 

the Philipines Bicol Recion (Shaed) 
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