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Sappropriate treatment and!publi£c ai~warenes s'!of.the!!availability

0
of medical iassistance~i cani.significafiy prevent or ameliorate .- i !,:
 

installing a rural .primary'health care: fnfrastructure, This ;
 
infrastructure must°now be :istrengthened and. improved through
 

r~oj
Pi!i~ ct'Data:*
 

Pro ecct: 

4444 4 4.Bilateral 


i • Cst: Life,o 00:f 4 years; start-up: 2nid quarter FY 1987
 
Central Total.
 

S4Commodities 4058,900 - 4058,900

7" !: 
 4 4 

S Local Suppor Costs 267,700 231,000 2s398 700 
Jr+ 
 Technical Assistance 1,3174500 580,300 1',897,80
 
..... Trainfn8 
 525 600 - :525s600
S Evaluation 150:000 
 150,000
.,.Contingency/Inflation 1,280.300 
 J1,280,300 j
 

: "... Total Cost 9$5009000 8119300 10$31ls300O
 

' 
 'The Project Paper requests the Administrator to approve a
 
- waiver of competition, N source/orig'in of commodities$ and
 

source: of transportation services from Code 000 to.Code 935 for
 
thex
-::::oocurement of health worker kits and equipment set~s 
 "
 
I; 

requests tha Assistant Administrator for Asia and t:he Near,East
 

.<uppsi' Led :by U IC9F for rural health rfaciliti~es.-The paper also
 

•t~o approve a source/origin waiver for motorcycles.
 

4 
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AGINCY FOR"1NTXRNATIONAL OZVXLOPMKNT . 

WASINGNTON, 0,, 00@U3, 

Nsis f %nty/ttfrbm M fP90Ject:an a 

1. ftxst to basdos U*.3 ofti V lp hssetwm Act of 1961, as 
4100o= * AP1aMi do onk CU a ad sur vival Project ("the 

_WIZ VuwM = oOf'i imokva plu md obs 
-. i~ Ct..la am a amthe da oi~Iriamrm~Lhres yew

rduizatice oth v ofJ , accordarice-with the 

2. Ihs Projeact Will iji the eqwrnion amd bhe wmaint of the Dsrusse
cmntvmth can. vn i0s~! for izawtlon 

* ad the tector, Dorm in 1 beSm~n sswifOu1O
In the form of health kits, cold mauphin t WA aqipliast vaccines,
mteils for traiing avi Lqovson,= pirieasrm equimnt and ruralhealuth centr SMusub-ceter equpment. A.b. will ams support techni -Calserviesto due &s e Hlith Assistans Trining acbko an the Department

Haltof Halt's Ing-moionService. 

3. Mwe Project Agpemean dich may be negotiated and oxmected by the officer 
to 4=uw ch~*iw~~AL is ~ In accorancwitvfh AI.D regultations and 

leptic sw suntial termsof subject to the followng
a-Acovwwtsandm o ndon, together with such ohrterms and

conditions as AI.D. may desm appropriate. 

a. Condition Precedent to Enewtion of Proiect Aaremnt 

Prior to execution of the Project Agreement, the Coopwiatin Counry miat
furnish A.I.D. a written request for assistance. 

b. Source sa rsi fCxmoditis Nationali of 94hers 

Canuodities financed by A.I.D. for the Project under the Dollar Grant 
shaltl haetiaws anLd rigin inhe United $tates or in the CooperatingCounry wap ay . Ecept for oceanasA.ID. ffwv"apres in writing.shipigthe suppliers of comodities or services financed byA.L.D. uder

dieDolarGrant shall have the United States as their place Of nationality,
* cet as A.I.D. may otheridse agree in writing. 



4--2­

0cm LvS f inanced byr A.L.D. for*the Project unsder the Dollar 
7Grant shellI as A.Z.D. =Wy otherise ARSin Wunsb iacdon 

my e n t ocutriss in accrdancendetaen tkzited States or in third
with heprvisions of AJO.D. Handook 10. 

c. 	 Condition Precedent to Ds~s~ 

Prior to aydisbursmnt, or the issuance of any cowimentdocul"Ots under the uz;Jesct 'Agrmmt, the Cooerti Cowitry shall furnish,in bore and sibscance satisw 	 ta tfdni th
fgto A.I.D., lasttmtletiynth

Ispmiatonof the Project And-A _-tYresosbly1MOS% G"Lpt~r Idualsm in each such agencyor office responsible for caotoaents- and (2 a pln fo 
armurngthat -motd'r ct mdP are cleared throuh customsn intiel 81Mto station 9=4osptas =*~Al health centers, s"-centoe and

vlutary health worIrars under the Project. 

d. Coeat 

1) IhO Cwooprtin Country shall covenat that it shall process and clear
eiqWeIt~ulyl and store and distribute properly, all goods and comditee 

'
ii 4 ' :++ , t + % + : . r + ; , Y , :?b ;+ : '+', ::' +'* .,, =+"+:J : -!++ o: s 'p+financed under the Project. 

igCountry shall covenant that it shall ensure.%': ? +I_! 
,,3-k :+ -' -' .i;; :'}i!i 5 ,' ,. i, ' :.' !

-+ 
' . ' , I ? 

44' i2) It+ + !i i / # 
" 

( : : :{ - .- that ./the+4i;.'i
KUnistyr of or other entities of the Cooperating Cmytovchthe 

' 

8oods ane destined wlpany aid all taxes wddte nAID-tie 
: ': 

comwdiLes wndor exampt such codities from such costs. 
3) lb7 oe rtn Country shall covenant that it shall ensure that ach 

agency and office of the Cooperating Country responsible for carrying out the 
rect will cooert to te mdon extent possible with the Ministry of
Mth 	incarrying out the Project. 

* ***4) The Cooperatir.; Country shall covenant that All Positions to whichsalary support shall be, included in thes Projeact, if dared appropriate a&d
morthy upon the ooletion of the Project, will be continued and their costsfinanoced by the Cooperating Country. 

4. 	 Waivers 

Based upon the Justification aid findings set forth in the waiver
accoqanying 	thi authorization, I hereby: 

as Approve a waiver of source wad origin requirements from A.I.D.
Geographic Code 000 (U.S. only) 'to Code 899 (Free World) for the p r smnlt
of motorcycles and helmnets in thes wt of $350,000 andcetf t 
xclusion of prcurement frm Fee World countries other ta h oprtn 
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r
n roaeilhboring countries with lIow ipe capita :incomes, a tropical ••: 
env ......... of iclean •:-:poor !:sanitation f!.acilities, :ilack 	 water,undedeveloe comncainan rnsottinsstm 	 nrdominantlyv a,:rural• agricultural,: economy;:. Burma, :however,' 

assvea dvantge with: a hihltracy rate, f:eertile land ,­
a:ic atualresource base, : and r an :expanded rural basic 
heath rog am , supported:by th e V l a e P o l ' o n i s 

}.• : There !is a considerable amount of debate: about• the sae 
mortality and morbidity levels in Burma. The official ,infant 

mortlit eats per :thousand live. births;i however,.rae is50 

estimates
.::thousand. varyRegardless:f rom ::40:iof. to;!thegreater :than 1". deaths :&sctual .level 90of mortality, perf our 

( points can be made with confidance 	 ­
"r11 	(1) The majority of morbidity and• mortality in Burma " 

• 	 continues to be rconcentrated . in t:he 0-5 yearr age group and ' 
~among women :of reproductive age; : . ,, i 

to this''~ project paper
 ~4,' 
4
...-.. "(2) Much. of the .morbidity 'and mortality, in :Burma" continues 

r~o be caused by diseases ..which .arq largely preventable. The 
...:majo disease problems, as identified bythe SRUB, are malaL,ia,

•tubearculoisis (all forms), diarrhea, anemia, abortions,
~haemorrhaging due ito pregnancy and child bir~th, and early

chidhod uchas: tetanus, measles, typhoid, anddseaes 
~diptheria, It is estimated that 27% .of all infant and young

chl dahse du to tetanus, measles, and ,diarrhea and that 
30 OUt of ievezy 1,000 live births will not survive due to 
immunizable diseases. A productive-years-of-life-lost analysis
indicates that-the greatest reduction in mortality would be
made with planned Intervent ions in infectious diseases and
pneumonia in young children and infants. .It is likey that 
measles alone accounts for over 20% of all pediatric h~osp-ital
admissions and. at least,20% of all infant and .young chl'd 
deaths. Malnutrition plays a strong contributing role in 

.... 	infanti and child mortality;
 

mortality/morbid ity conditions within Burma •with the moot
 
r remote, underdeveloped areas usually being the worse off; and
 

Lo Se nternational Bank for Reconstruction and "
 

Chlden 198 a 'Annex: r table: 1A "'Basi 9eat dcators, 



(4) The infant mortality rate, even at 90 deaths per 1,000
ieibi4rthi,. -i-s-COrparativelylowgiven.-the--e4 -f-cnmi-.---,­

development'. 
 -*-*ee~o-cnmc
 

Access to and use of key services is still low. Regularuse of oral rehydration therapy (ORT) remains limited. Current

national immunization levels vary from a high of 39% for 3CG to

virtualy no coverage for polio and measles. Between 9% and 18%

of children under the age of three are severely malnourished
and 20% of infants are born with low birth weight. Only 38% of

urban residents and 15% of the rural population have access to
 
clean drinking water.
 

project, QualityThe .lanned Care for Child Survival,
cannot hope to remedy all of 
the health problems and

circumstances affecting the target population, i.e., children
in the 0-5 age group and women of reproductive age. However,

the project is designed to focus planned interventions in 

r support of certain of the activities under the SRUB People's
Health Plan which will have the greatest impact on the target

population, stress the improvement of quality of services
 
offered, continue assistance to improve the management

information and logistics systems, provide needed funding forl"demand creation" efforts and complement those activities 
currently being implemented by and through other bilateral
 
donors.
 

B, Description of The People's Health Plan
 

In 1978, the Socialist Regublic of the Union of Burma
(SRU ) embarXed on a new healtt care initiative, the People's
Health Plan (PHP). The purpose of PHP was to strike a better

balance between preventive and curative care and to extend

basic health services to underserved areas. The goal is to
reduce morbidity and mortality, especially amon ..,"infants,

children, mothers, and working people". 
 The Ministry of Health

is currently finalizing plans for PHP II (1986 - 1 90) which
is a continuation of PHP I and PHP II. 
Stated objectives are
 
to continue to focus on the reduction of morbidity and
mortality. This will be accomplished through further expansion

and improvements in the quality of basic health services.
 

Table 1 reflects the quantitative results of PHP I and PHP

1I as well as the projected accomplishments under ,PHP II.
 

..- " .. fY' 




-3­

---- -- Table -

PUP MANPOWER AND FACILITIES DEVELOPED UNDER 
P I AN~D PUP 11 ANDl PLANNED FOR.FHF 1.1 

MANPOWER PHP I PUP III
PHP II TOTAL
 

Basic Health Workers (BHWs) 14,800 2,280 5,100 22,180
Community Health Workers (CHWs) 14,000 22,400 28,000 64,400

Auxiliary Midwife Workers (AMWs) 4,600 5,900 8,000 18,500

Traditional Birth Attendants (TBAs) 2,500 15,000 4,000 21,500 

FACILITIES
 

Rural Health Clinics (RHCu) 1,267 140 140 1,547

Sub RHCs 5,219 520 720 (,459

Maternal Child Health (MCH) Clinics 336 
 40 - 376 
Urban Health Centers (UHC) 62 4 8 74 
School Health Teams (SHT) 72 16 - 88 

These are quantitative measures of health staff and facilities. 
Several assessments of the first two PHPs have praised these quanticative
gains but urged further at5,ntion to quality; PUC III reflects this.
subtle shift in emphasis. A
 

The Department of Health (DOH) defined four service programs and four
 
support.programs to carry out PHP 1I, and will follow this same course in

PHP III. The service programs are:
 

-- Community Health Care (CHC)
 
-, Disease Control (DC)


Environmental Health (EH)
 
-- Hospital Care (HC)
 

The Quality Care for Child Survival Project proposes to support

Community Health Care and Disease Control; the former cover che village

health worker pro ram, CHC support systems and health-worker training and

the latter cover Expanded Program of Immunization (EPI), Vector Borne

Disease Control (VBDC) Program and Diarrhea Disease Control, (CDD).
 

~Isee Oot, Fairbank and Baker "AReview of AID's Health Sector
 
Strateuy in Burma", February, 1985, and O'Brien, mays and
sit h rey Hods,
hCare I-- End of Project Evalation", February, 198
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responsibility for the expanded program of immunization, vector. 
borne disease control, tuberculosis, leprosy, acute respiratory
diseases , diarrheal disease, sexually transmitted diseases,
skin diseases, and zoonoses This project proposes major new 
support for the EPI and VBDC. Detailed descriptions of these
 
programs can be found in the project description.


* 'C. Organization of Health Services in Burma 

The pyramidal organization of Burma's health sector 
reflects the country's general administrative structure. The 

S country is divided into seven states and seven divisions. The
 , . divisions are the administrative units in the central plains
areas, whose population consists of ethnic Burmese. The 
states
 
are inhabited primarily by ethnic 'inority groups. Burma's 14 
states and divisions are sub-divided into 314 townships and13,756 village tracts. Each village tract is comprised of 
about five villages.
 

The Hinistry of Health, ultimately responsible for the 
nation-wide delivery of health services, is comprised of four

Departments: 
 Health, Medical Research, Medical Education, and
 
Sports ani Physical Education. The DOH which administers 80%
 
o the total HOH budget is charged with the design and

implementation of the People's At
Health Plan. the Central
 
level, health care services delivery is limited to tertiary
 
care hospitals and urban clinics mostly in Rangoon and Mandalay
(Seo Organizational Chart). 

At the State/Division level, health services are
administered by the State/Division Health Director with the 
4, assistance of public health and other personnel. 
 At this


level, curative services delivery is provided on a referral 
basis by the 14 State/Division Hospitals staffed by medical 
specialists. 

The Township Mledical Officer (TilO) is ina charge of the* Township Health Department and in some cases is assisted by a 

. . . . . . . 
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TownshipHealth Officer who supervises Public and Community
Health Programs throughout the Township. While curative 

seviesare p--rovided-through--TownshipHospitals, -which-are­
staffed by general medical 'officerssan have 16-150 beds, the

Township, Health Department also implements the* Basic Health-
Center network.' The average township population is 120,000.
 

Basic Health Services (BHS) represent the most peripheral
level of Burma's formal rural health sectdr -- that is, the
 
lowest level of the health delivery system which is financed by

the Government. In rural.areas, Basic Health Services are
 
provided by a network of 315 Station Hospitals plus 1,407 Rural
 
Health Centers (RCs) and 6,259 Sub-Centers. .Station
 
Hospitals, whose staff includes a medical officer, usually have
 
about 16 beds and provide curative services. Rural Health
 
Centers prov de outpatient health care, and are staffed by

para-professionals including a health assistant, one Lady

Health Visitor, one Midwife, and one to four Public Health
 
Supervisors. RHC has four (4) sub-centers on average each with
 

* a midwife.
 

The RHC is responsible for the provision of preventive

services, and an array of curative health services. It also
 

A acts as a referral mechanism to the Township level. Making

referrals, however, is often difficult unless the RHC is near
 
the Township Hospital. Therefore, Health Assistants are
 
charged with providing and supervising most curative medical
 
work in Village Tracts. On average, each RHC serves 20,000
 
people.
 

The final rung on the organizational ladder of Basic Health
 
Services in Burma is the Rural Health Sub-Center, For each RHIC
 
there are, on average, four satellite sub-centers staffed by a
 
midwife, and in some instances, a public health supervisor.

Sub-centers are often located in the homes of the midwives. 
 So
 
a Rural Health Sub-center services about 4,000 people.
 

The RHC and sub-center staffs make regular visits to
 
villages. They do not wait passively for people to come to
 
them. Normally the centers are closed three days per week in
 
order for the staff to make their visits. Where there are
 
VHWs, the center staffs visit them to check on their work and
 
to* provide advice.
 

Despite the existence of the Basic Health Services in
 
Burma, and the outreach service described above, rural villages

receive inadequate health carde. Large n;mbers of Village

Tracts are still underserved by Basic Kea,:h Services (RCs and
 
sub-centers), Insome cases RUC staff &re overburdened rad
 
short of equipment and supplies, thus limiting the efficiency
 

I i r / /~ i/ 
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otho-,s em in-. Metin -health-need. Mdj-traditional y, 
preventive health activIties have been over-shadowed by 

-~->--~~ curative activities* 

provide *Asaith services equitably to rural dwellers, Burma-~-To 

conceived a ne-4 tier of'health services termed primary health cre,
 
to be provided by community-supported volunteer health workers-

(VHWs). Tw~o new types of workers have been deployed at 
--

the village
level and village tract levels: Community Hea. th workers (CHWs) and 

- Auxiliary Midwives (AHWs). In addition a third co ponent of this 
health worker scheme involves the trainLng of traditional birth 
attendants (TBA). Usually elderly, TBA have been serving their 
communities in the absence of other obstetrical care. Only the 
CHWs land AMWe are truly "new" Volunteer Health Workers. TBAs 
have existed for centuries and receive remuneration for their 
servicds. 

-: - - --

Administratively, AHWi and CHWs are recruited by and are 
responsible to the lowest government administrative unit, the 
Vil age Tract People's Council. For all technical matters they 
are supported by the DOH health system and trained by and 

--------supervised by Township and RHC staffs, who have been trained 
for that function by their respective State/Division Training 
Teams and provided with equipment and initial expendable 
supplies,by the DOll. Funds for resupply and other needs are 
the responsibility of the Village Tract People's Council.
 

Community participation in primary health care
 
im lementation is encourged by the Govarnment of Burma.
 
Village and Villae Tract Councils are actively involved
 
through their Health and Social Welfare committees. People's 
Councils monitor and report on the proiress of implementation.
 
Such feedback is valuable in refining intervention strategy.
 

The major responsibilities of the various health workers 
within the community are summarized below: 

Auxiliary Midwife
 

Antenatal and postnatal care;
 
Home delivery;
 
Communicable disease surveillance;
 

4 - ­

...... 	 Vital health statistics reporting;

Assistanc with immunization; and
 
Minor treatment, management of emergencis

referral of severe cases; 

-

Nutrition surveillance@ 
-

Dissemination of Healt Education; 
lealth 	Education in Family Health;2+H 	 . 

iiL 	 2+ ++:2+++ 	 + + 
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SouceCY1986"87 
978 988 999 oa
 
EPI 595 614 
 628 724 2 561
 

VBI)C ... 836 870 904 
 941 3,551
: Total DlOH a/ 4t031 4,096 4,J57 4t353 
 16,637
 

Comunity b/ 222130 22,J30 22,130 
 22,130 88s520
SAID I,500 3t500 
 3,500 1,000 -9,500
 
r.: N IC5t c/
IWH 2 ,389 ... 2, 505
-7 - 1,175 976 20'60O0 2,600 10 0,94
1,000 1000 4,151
 

:Italy a-/ 1,200 l,200
iC) 1,200 10200 4,800
 

:i: For-CHC includes recurrent cost~s of BHS employees and-ot~her
 
: :limited costs. 
 For.EPI and VBDC includes only recurrent:
 

Taken from P il xeuiv umay p., Asuin
 
~US$ 1,00 a 1X8.00..Includes ommunity support for CHC, but
 
: .... not: for environmental health*
 
' :£/ UNICEF--projected budget fo~r .health and nutrition, (SeeAnnex
 

~The The WHOelevelsoffundi.ngrrogram for-1988-89abovbeis onlyb inr the planningsumistage.
ta
WOunding levels will remain relatively constant,
 

• :e_/..This s the $6 PmilliLon 5-year NutriLtion Support Prolr"
joily monitored y URIOJCTED evenly pportioned by
 
year* . .
 

/: ~ Ti includes donor inputs t~o CHC,-EPI, and VDBC,. Thits
'r~ budat
CHC Itat:ondoesbyno6UN2C,Lnlud h su9or or envronmntal
,25on)
23.5 or th6Ausral2an
 

:. " Government: ($20.Omllion) over t~he PH III pero..
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Refrrl eere ilments t uni.t;1o nearesit :BiH:MotHivatio of: the community for :environmen1:alL :,il i :/:lsanitatio improvement incl.ud£,no vecor ontol; : .. +"::
iAssitance ,n communicable :dislese controli:ncluding : ! -:

nutrition and famlyahlth,iatiommofitye. mwi~fr niomna
:* . ~Assistaclnce, in: reportinrfamilly healthviai activities;.A ssisance n
Suppor lo ent s;and alevsrancelo he and,ther 


T ire ctor-Generl (d) of iDeH 


SB n B tit 

hasrespontrolttLy for 

mn ationand
impleDen1tmion of tho plannn which includeD*recor for Publio e Health Plean azofphea (1986-1990)Helth oveeal aBlcthe;ealth ServicesA 
(BHS)asisndian ,lth Crn (PHC) pro vwile thelects,
D.retAor iorDi e ase oroin rvil eor EPIand VBC.
 
the Director General
+: TheprojectsCentraleatHealtOhacdvEducationasisae BureauJ,DOH b1:he responsblitforG ofe has f-ocusl+ for: theo
support proiram cthin vthe DOH. 
As nover-all mnagr of the Prary Health Care II
 

provdng lade hip an 
 momuonu in acheving project purole
 
an for corinto of
ul"-fthePenrelevant: elementsl of.the: project Xv~hin
TeCalHealth People's Health11 Plan(]986)1990).
OfiducTH.Atinureu 
toe frous od
hathentr
DiretCoordia uonli he inermediet tnd periphral levlies ia 

(er ponPLlLtay oathe 
 oeshilrector who
roveorse bth sheTownthip redcolnOfilcer (TH) DiC 

andTownship 

a e entalrmaurisdco T extenlCo of herljhervicectorthevllaof level Pan.hehrough the tr&esnb end supplyroidCng M andi and rli himome on evruiguro ei profle.or h toein 
 al relntnnadluperv.oon of Volun:thry 
re snsbty-of the ruraltlh orle a Pla (he6alt9h
 

codIta a stod byt nrpme1th Offiphers and by itre fpDvli ofn/S TraLrsuotoreHeW and whirecto 

i oiees
ressblt Tnubli
e bohh ealt OfpervL(or) and
HealthOffricepecto fnthe vllaeevel throlte TdwivsYHoI) rural oalrh trainig andum f aeetl spl
nerters
 
whoet morersi are thoed
are thi n of vu npofs tbeI of theuoaleltTe orkartno Ishealth the
 

+ :++1++r *,as;'pi t d by T w s*:, ceL+nte* staff:J+ +... .1*+ He lt Of ic r and"byPa q%+4 +
cadre:i:.;.:!:: ++:: : . .::::: + 

U 

. ,.:,:.of Di i io / ta e Tr i er s pe y so s C'.i s and A'++.: "y:.::N:+ :+ : .+/s,++:i: 



:K
 

F''
!
 

:
'
 

Y
 
:
 

t
3
 

',' 
%

 
*43 q 

"
"
'' 

" 
3"-'3' 

.3-
'3 

'
,
 

-
-
,
"
'
3
 

" 
, 

:
,
 

"
 
4
 

'
 

,
 

' 
3
.
,
-

.32.. 

a 
U

 
' 

30-
3 

A
 

3
 

,-" 

.3.,'' 

.
.
.
.
 

3" 

... 

.
­

. 
3 

.. ,
."

a
,'"

 

o3 
CI
 

044 

D
 

a 

.
 

_
'
 

°
 

' 3' 

.
.
.
.
 

.
 

3 

_
 

* 
46 

4A
 

t. 

f. 
5
w
 

. 
,
w
w
g
 

IA
L

 

,
 

e
 

' 
3
3
:
*
 

lU
 

a 
U

~
 

Is 

U
. 

1 
W

 u 
64 

0
. 

-a. 

4
'
"a 

.4
 

* 
p. 

4 
"
 

p
.* 

. 

* 
4A

 a 
F

A
 

a
.K

~
 

U
.-

U
 

-
U

a;: 
6 

U
 .... 

4 a 
. 

* 

S
e
 

b
asS

~ 
* 

6. 

06 

aD
 

A
 

4 5 

v* 

to 



issues ito th tetoo h ouncils, swela 

maeras 1 m4'beo ­o -'ai 	 foruein t Cuc s ;a in brma ­r -,­
lve. iThEprojectwilleend pr .Sith dhe atites;oductioivefhealth!,po~m-
raisin and/o 
anay fundrway 	 o CH Ueica . . The
 

198;wA thoim-havSRB"ifi aryci~Hathi 1rering CHWand
 

projct inancenourlageeathe Cs to(?continuet b(482 ,0002)amoivatding vill0ager inoude bohcolctvidiniida 
i
saevied. Eompasi wilmbeondit e nt¢ve he alothprgr 7200m0s.
but inrdue 
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 ehia4sisaci 


h omo
 

ri /" ro D. ideastory AIovssnesnealthnn~ 	 ..
H mnof 	 drtcncl 

I 	 assistance•~ 	 ~ eue ino the ealt hs ectortin Burat in
 

already0 unerewaswithvied ofeUNCFadWOcah
asistreiance 

ID't of heat orar Hat CaeIn ( )Pojc 42,02 a
 

signed in 1980, and inclded fundin Ain thun pofie$4,720,00
(,amnde) i mpr com,3o0.000.( otlyueath woenr kthem) oand
 

r .... sistanc., inasiuppot of the le SRUBrmr efft. yeatvy
Sbut498,000dwee lo ptrovidchn ordeasitonefinc rthe ocofal-ctsinfnhalvth woires mut traning
o atcpn 	 i
 

preC1ibic heasupor t he SB rimaryi HelhCr ciiy
 
nrt management infon system and an
 

... Opportunity to assist directly in malaria training and support.

A -	 provided, attention to quality aspects oa-services
activities, In addition to expanding coverage ofthe progam,health 

?particularily to the and of supervision received,sealso an 	 amount typepoje project
 

E. Performance to Date
 
- 4 oit aio envisoned that this project will build upon the 4 

substantial progress to date in establishing and expandin then 

444 village health wokers roram undrP 
I and ri. iContianued
 

upot will be provide for the expansion of the loemn T 

nhealth care program through the deployment. training. and":equipping of additional volunteer health workers (VIes). .MoreLportantly, this poject will accelerate the effort 
initiaed
 

Sevaluation,C' 
+ 3 under PUfP No-and identified under the Primary Health Care
rvhquality of the PHP program. SupportI
 

will be provided ato inprove the managementscormatonuand

loistics systems oi 
 the CC, begun under the Projetwas

Carene PrOjecto and to do operatlonsrelearch. rjisor
 



initiatives are proposed in training, mass media and in, support
of specific diseasecontrol. efforts in BPI +andmalaria 
___control. 
 Under an amendment to the Primary Health? Cre II

-project, --- 9--provi'di ng s1;asifinc.e toexe cuted -n19 85T'AID-- is
the Vector Borne Disease Control Unit of the MIOH. However, it
is too early to tell what impact this assistance has had,
 

F. Relationship To S Priorities and AID Develoment
 
Assistance StrateRles
 

SX;A noted earlier, under PHP III the SRUB plans to continue
 
efforts to expand the Community Health Care program supported

under PHP I and II. However, as the CHC programhas already

covered some portions Of all townships by March, 1986 (about

130 of a total of 314 townships have 100%.village coverage),
future program plans place much more emphasis o: improvement of

quality of servi ces., In particular, the expansion of coverage
under PHP III will focus on major technical interventions such
 
as MCH services, nutrition surveillance, EPI, and ORT; and the

further 	reduction of morbidity and mortality of the problem

diseases 	of women and children.
 

This project has been designed in content and timing to
 
provide assistance which directly supports the PHP III and the
 
objectives described above. Project assistahce for the

training and equipping of VWe and for equipping RHCs is based
 
directly on needs identified in the PEP III plan, Other
 
roject assistance for CHC including the establishment of
 

vice training, improvement of CXC su port systems (MIS,
.loistica, and operations research) and the introduction of
 
medla campaigns has been designed in consultation with MOH
 
staff to address the central issue of PHP II1, specifically,

quality improvement of services offered.
 

The project assistance for EP has been taken directly from

& plon proposed by the EPI staff. AID assistance is in direct 
support of this major SRIUB initiative. Malaria control is also 
a SAUB priority program where more resources are being sought. 

The project clearly conforms to the Agency health strategy

goe1 of infant and young child mortality reduction. The focus


* 	 of CKC is to bring essential new services to infants, child:en,
and women in the rural areas where services have not been 
previously available. The priorities in this roject attached 
to improvement of quality of services and to I reduction ofspecific preventable diseases conform to AID objectives. The
in-service training program of the basic health staff is
 
designed to Improve management, supervision and service
 
delivery of key Interventions such as ORT, EPI, ante natal
 
care, and nutrition, These are Agency priorities.
 

++?+++++++ +++/++j++++ 1+ /+++++m++ + 1 Zi+ O+++b+ + ++ +k + +
m+++ - : + ? ++. + 
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:i!-!directly, in line with,!the..)AgencyE~prio iy re ,to,/ !l~tSAe~y+
, child 
+~
 

-istrong'~i interest indmadcreation< and soc.ial+ market ing ,'iThe i !
 
:pro ect support o malaria control also iconforms/ito + AID health ;'i+;+-+ <assistance ++priorities given? the magnitude of isthe+ malaria -:
 

i Tihe project 

" i institution building, technoloty transfer, 


i+i~i supports the feour initiatives of+the mAgency:. 
.and to alesserdegree,theprivate sector. policy .-dialogue,m 

Specifically:+
 

i( (1)+ Isui o Buidig .The in-service training program. is 
esine_ seci-ocally.?to+ improve supervision/management "andtser ce d eyof t health staff.
 
-(2)-T l Tra,nsfer - Through technical assistance the
 

folowig ehnooges will be introduced, into the PHP:
 
• management/isupervi 9'ion: training,+mass+ media campaign for +ORT­
......and EPI, expansion ofl a: modern+MIS, iand- improved manageent o.odchain logistics +and EPI evaluation.maaemn
 

.4 '- ! + ;.. ( o - The project provides assistance or two ;
 

activities of central importance that had not previousliy been
 
++ emphasized:, management< training forrbl mi
- staff and media campaigns hRTeforEPI andBasic HealthnThe introductionSevie +(BHS)of.. r.. ,+


these atvte is a result of negotiations between AID and 
SRUB. 
_______ i proit
___ ___die newit +th TheAgency roposes to work
 

oject +
+++.P++ + The+:r + supports+ the four+ initiatives of++the m4 : k+j +
 " Agency+ 

+ ;+:+;#+ institution+++ +:+ + + + +;;"++builing technology transferr '+ +: +
policy qdialogue,
;m /: : ++"+
 
i+?< /+<o<Burmesephysicans.and+<;to a. lesse degree<to, Dsuppo>:+ sector.,
,+ the private;+sorkshops on the case manaement
+ •+ + ++, + +


sofdiarrheal disease and the use of aRTu
+++';+;+ ++ ,++ k + :++ + } + ; +[ of; + + t +.. .
 +++ . : e+Sc i fi c a l ly:; , , + -+r: m
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V. DETAILED PROJECT DESCRIPTION
 

A. Prolect Goal and Purpose
 

*The overall goal of the project isto reduce morbidity and

mortality among infants, young children, and women of
 
*reproductive age caused by immunizable and diarrheal diseases,
malnutrition, malaria, and child birth. This can be achieved
by increasing the effective use of vaccinations, ORT,
anti-malarials; and by improving birthing, weaning, and feeding
practices. To achieve this the project will support the
 
expansion and improvement of the Comunity Health Care (CHC)delivery system, the Expanded Program for Immunization (EPI),

A ' and the Vector Borne Disease Control Program (VBDC) of the SRUB. 

The major new training effort will be to establish an
 
in-service training system for improved mid-level management

and supervision. This will complement the efforts initiated

under PHP II with AID assistance to establish state/district
training teams for improving the content and process of VHW 
training. The in-service training program now being proposed
is designed to improve the management and supervision skills of 
the mid-level RUC staff and to improve their technical 
performance, especially in priority areas of EPI, Diarrhoeal 
Disease Control (DDC), Nutrition, and Mother/Child Health ­
(MCH). This is an essential component of the MOH's effort to
improve the quality of supervision and services in PIP III. 
The in-service training plan has four distinct components

• addressing system, needs at four different levels, including:
(1) the establishment of in-service capability at the central 
level, (2) the improvement of planning and coordination of

in-service training at the state and division levels, (3) an 
increase in the numbers of trained supervisors at the township
level, and (4) an improved in-service training course for RIIC 
staff focussed on supervision and delivery of priority services. 

Assistance will also be 	 to establish
provided 	 a national
 
mass 	media campaign to stimulate the use of ZPI and ORT.
 
Specific messages based on behavioral studies will be used to

form the basis of a marketing effort to improve and increase
 
the use of ORT, to increase the acceptance of EPI and decrease
 
the immunization drop out rate. Messages will be simple,


S. 	 direct, and frequent. All possible channels of communication 
will be used including radio, newspapers, pamphlets, posters,
and word of mouth. 

Support will be provided to the national EPI program for 
the new Universal Child Immunization (UCI) Project. Under this 
very 	ambitious program the SRUB plans to fully Immunize 85Z of 
infants and 70Zof the pregnant women nationwide by 1990.Extra resources will be required. The project's focus on EPI 

A.u 	 o ~l­
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inboth needed and appropriate as it isestimated that almosttT~ ~D 
UCI. AIDassistance will -complement activities undertaken byUNI CFX-and-include -support-fo measles--vacc-tne 4i-d 

40%-of all infant deaths~@V~fledcan beprvnewihascofuwit a uc~essfl 

=c-i 
supplies and equipment, transportation, and training.
 

AID support for the anti-malaria program will be fortraining, anti-malarials, operations research, and technicalassistance to help the SIUB cope with the increasing malariaproblem. The program is faced with increasing drug resistance 
problems, growing insecticide resistance and with shortages of
trained staff,. Additional epidemiological and entomological
information is 
needed to improve the efficiency and 
effectiveness of control measures. 
AID assistance will be used
to strengthen the expertise of the staff and improve the
cost-effectiveness of the planned interventions.
 

B. Prolect Out-put
 
1. Expanded ComMnity Health Care and Basic Health Servicns
 
The proposed project will continue the support initiated in
 

the AID-assisted Primary Health Care I and Primary Health Care
I projects kor expansion of both community health care and
basI F health services in order to further expand the coverage
of these services. The outputs associated with this component
of the project are as follows:
 

(a) e-servc trining: A total of 3,000 TBAs, 3,000
AIWs and 0 - wl be trained to provide health servicesin the same number of villages, all of which are presently
without any trained health.personnel, Training for TBAs and
CHWs is of one month duration, while that of A Ws is for 6months. These numbers represent all of the TBAs and half of
the AMWs SRUB plans to train during the project period (thelast three years of the PUP 1987-1990) and half of the CHWs
planned for the two years from 1988-1990, 

b EguiDving ,ofViHs: volunteer
The health workers
trained by the project will also be provided with a set ofsupplies and equipment and, for Af4Ws and 
CBWs, an initial

supply of essential drugs. These kits are intended to 
be

provided upon graduation from training, The contents of each
it ar p ate to the function of each cate ory of
 
worker. Th are provided as a starter supply, with
replenishment to te arranted by the Village People's Councils
by purchase from Cooperative stores or 
from the open market
 

-
with funds provided by the community.
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F Rual Healt Centres.and . SUb-Centres w'illecF beprov
 

ic--q ip -k pp op t or -.'ompl
------ba -7--,-,---- en t -- ia e-,to er -- ek -- et-ion 

:institutions and be employe in Rural iHealth :Centres: and 
Sub-Centres during the :period of the projet


basi--euipent-kis-aproti-ae'--to thi tskr copasion
 

(fsA+Equi+ging R+Pural Centers and+ ~(d)~i: of :new Health Sub-Centers:+total of 105 Rural Health Cen corresponCt provided set 

supplies and equipment. These equipment sets are largely
 
faclities in whch the equipment will be used are provided by
 

R Ha will be dSub-bCentresappropriatet of wan 


essential non-expendable items and do not include drugs. The 

local communities, an arrangement which is said +to be: workingvery well, and are staffed by health workers assigned
ubesupported by the Ministry of Health. and
 
2. Establishment of an in-service trainindsystem 
for
 

taimproved mid-level manaement
and thpervisioe
 

bThe MOH is interested in "strenothening and improving the

_asi Health Services and staff" durin the thirdge
implementation phase tete Peoples Hothin. 
 improve

th quality of services provided, the Ministry has placed

particlar
wskillimportancent on supervision and service delivery
thearural health centers, 
 The Ministrys supervisory
 
system Ehasretanized inadequacies including staff shotaes,

,insufficient ie ng and poor coordination. Further, service
 
studies MO indicate the need to improve the technical
 
Brformance of basic health workers, especially In the areas o

immunizations, antenatal care, control of 
diarrheal. disease
 

and nutrition -/ improve supervision and
i The MOH planse to the quality of 


new potmfor nextservice aofduring the four yearsat theto rinclude level issupervisors township the establishmentIt 
envisioned that t o senior health workers, a health assistant
 
systemanda lady health visitor will be responsible fo the
supervision and training o rural health center stff in each
 
of the 314 toinships. i
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~The Mfinistry of Health staff at the central. leveliwill beresponsible for the development, technical direction and

coordination of this 'in-service training program which involves
orientati on--and--t raining--at-both- the-dii o tt~township levels. The project support for improvement ofin.-service 
training capacity has four distinct sub-components,

addressing the in-service system needs at different levels,

i.e., central, division/state, township and rural health
 
centers. Project support include
will long- and short-term

technical assistance, participant training, commodities and
local costs for field training activities.
 

(a) Increased capability of central MOH traininz and
supervision: 
 currently, in-service training responsibilTes

are shared by the Public Health Division and the Training

Division of the DOH. The Central Coordinating Unit (CCU),

established to support and coordinate the Divi sion and State
 
training teams, has representatives from both divisions and is

the link between service needs and training. During this

project the role of the CCU will be broadened to include
 
responsibility for development, coordination and evaluation of
in-service training activities, In addition, the resources of

the Unit will be extended to include a Representative from the
 
Medical Education Unit which has expertese in management

training and evaluative research. The most immediate issues to

be addressed through in-service training are supervision,

management and improvement of service skills related to child

survival, and maternal care, i.e., immunizations, antenatal
 
care, control of diarrheal disease, and nutrition, since these

issues have been identlfied for special emphasis by the CKC
 
Project during PNP III.
 

(b) Improved planning and cordination of
training at the .tattan in-servic
d di'vksiFn IMvA. The in"-.servite 

training and supervision of C taff by the State/Division

(S/D) staff is constrained by lack of integration, logistics

problems and unrealistic expectations for supnrvision given the

size and environmental situation of 
states and divisions.
 

The State and Division Training Teams (S/DTT), trained and

deployed during PHP i to 
have a role in training and
 
supervision, have suffered from the loss of personnel through

transfers as well as reduced productivity due to other

responsibilities. Since their deployment 
 S/DTTs have
 
concentrated their energies on training of trainers but they

have played only a small role in supervision. Further,

responsibility for supervision and technical training of RNC
 
workers is also held by the technical officers and specialists

at the State and Divisional headquarters. This situation leads
 
to a rather fragmented approach to in-service training and lack
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of attention to supervision, Therefore, as part of this
 
project, workshops will be conducted for the health teams at
the state and division, These workshops will provide the staff

with-an--opportunity -to-plan-and--coordinate manpower Aevelopment

and supervision activities at the state level so that
 
in-service training programs are integrated rather than

vertical and respond to community needs. The data
 
consolidation and analysis capabilities of State/Division

Health teams will also be expanded through these workshops.

These needs are the SRUB's priorities.
 

In addition to participating in the planning and
 
coordin~tton of training and supervisory activities 
the S/DTT

will link the central government with the in-service training

act:Lvities at the township level and participate in the
 
training and follow up supervision of the newly appointed

towiship supervisors.
 

(c) Increased number o! trained 8ugervilgor a1 lJhg
 
iswshiv leves: Direct supervision of the C workers is
 
currently t1e esponsibility of the Township Health Officer
 
who, although designated as the public health officer in charge

of rural services, is rarely trained in public health and has
 
limited time to manage the rural health services. His
 
add.tional responsibilities frequently include hospital

administration and curative services which he shares with the
 
township medical officer, the only other medical officer in

smaller townships. As a result, supervision of the rural
 
health centers occurs when problems arise or when the health
 
assistant makes his monthly administrative visit to the
 
township. Further, there are no supervisory protocols,

performance standards or assessment tools available to guide

performance monitoring and skill development among staff at the
 
rural health centers.
 

During PUP III the MOB is planning to emphasize the role of
 
the township in supervising, RHC by training and posting a
 
senior health assistant and a senior lady health visitor to the
 
township with the specific assignment for supervision and

Inservice training of rural health center staff, 
To provide an
 
example of excellence and a model for replication, the Hinistry

is planning to initiate this approach in the 60 Model Townships

throughout the country as 
a firot step in Improving management
 
•capab lit~es.
 

The proposed project will support this Inititive by

providing salary support, transportation, and training supplies

for supervisors in 45 model townships. In addition, all
 
township supervisors (628) will receive training in
 
supervision, health center management, technical skills and
 
appropriate training technologies. In keeping with the
 



ty'emha n
Min l I i el.and--child heaIth-ervices, -the­
triigwill stroe management and Imobilization for
immunizations including cold chain maintenance, management of
diarrheal diseases, nutritional assessment and counselling, and
antenatal care. Other important content areas 
include problems
of drug supply and resupply and information systems and


supervision.
 

mnna9e4enIN On,0 d glivr
y direct service or through the superviory chain, the rural

health center staff isa key element in ensuring the quality ofservices provided to the rural population. The staff of ti:
rural health centers provide services to their immediate

community, supervise the work of midwives at 
sub centers and
train and supervise voluntary health workers. They have been
equipped with bicycles which enable them to reach many
sub-centers and villages; but, during the rainy season and in
extremely difficult terrain, reliable transport is very

difficult and supervision suffers as a consequence.
 

The quality of services provided by RC workers varies
 
widely and is influenced by the quality of supervision they
receive, years of service, and time since retraining. Since
there is little opportunity for regular supervision from the
township and no routine performance assessment there islittle

documentation regarding the skills of these workers. 
A recent
study I" indicates that service performance related todiarrheal diseases 
needs improvement but most information

concerning the performance o? RHC stafr isanecdotal.
 

Renewed emphasis on the t:aining of REC staff has also been
stimulated by the Ministry's concern for improving the services

provided by the volusitary health workers. The Ministry is
planning to improve the training of VoWs in recognized areas of
weakness such as growth monitoring and nutrition education,

health education related to diarr.,eal diveases, personal

hygiene and community mobilization.
 

For these reasons, support in the form of local cost
financing for retraining of the REC workers will be included in
this proJect. The training will be conducted by newly trained
township supervisors and concentrate on four areas that have a
direct effect on quality of service. Performance assessment

and staff development (in-service training) as parr of the
supervisory role, work planning, management of health center
operations, and using information for operational planning.
 

/
i: Rview 9f..the Control ol Dtarihoeal-Disases in the-SRUP
 

" June, 195- Report of the Jon overnment,
Review Tom venn, O UNIE
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3. ImirovedIManaement Support Systems and Rese....
 
Ca abiit
 

(a) Improved health and manalement information a stems for
 

These efforts are aimed at simplifying and consolidating the
health information system at the community and basic health 
services levels, and its consolidation, use, and feedback at
 
township and State/Division levels. The main output will be a 
more rational and manageable health information system
throughout the country. A system which facilitates the
efficient collection and use of information by CHWs, A*s,
RuCs, and Sub-centers. This system will also reduce the number 
of overlapping forms and records now being used by these
workers as they strive to meet data demands from the several
 
poorly coordinated special programs, including nutrition,

immunization, malaria, trachoma, tuberculosis, and leprosy, in
 
addition to their own Community Health Care activities.
 

The data consolidation and analysis capabilities of
 
State/Division Health teams will also be expanded through these
workshops and by the provision of 10 data processors for 
electronic data management to those 10 States/Divisons not 
included in the trial initiated under PHC II, Technical
 
assistance in health information systems and in electronic data
 
analysis will be provided for introduction of these systems.

In addition, a management systems analyst will 'assess the
 
management information needs and assist SRUB in designing an

integrated health and management information system to support
community health care, using the State/Division electronic data 
systems as appropriate. Finally, local cost support will be
provided for three studies/surveys in areas of special concern 
to the Community Health Care/Basic Health Services information
 
activities to supplement routine data collection,
 

(b) uMugJX and distriu-tion-- -- e fo.r dru and vaenine 

rut;gog stcs anast, t sent Iinist: of Health 
logsti r ewed, and feasi le actions to 
improve It will be identified. As a part of this broad review,
particular attention will be paid to the resupply of drugs to 
VdWs, and an action research study will be designed and 
implemented to test the most promising options identified in 
this area. During the final year of the project, a follow-up
study will be undertaken on a national scale to determine the
 
current availability of drugs among CKWs and AHl, the sources
 
being used, costs, and the appropriateness of drug use by these
 

. I 
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.$t4 . workers r4' 4-eec ed4 n ctr.-od4. osaatd wl_ 

a basis f planning any neededmodifications in drug supply 

upaeche studies undertaen dr e in i286nd wriilal, provd 
areasis(c) fAHatke systemmentinanr0rsedarochnn moniialitieTsimprovemn u s annenpe,iear.sd 


th n e ectivenessesl ah services eula
 
)nvetment r esearch in areas on current
in health systems 


priority. The project will support local costs for three

studies, and provide the technical support of the health
 
systems research and evaluation specialist for 
the design and

analysis of these studies. A series of technical "gaps" where

further research is needed to improve quality has been
 
identified by the Community Health Care program. 
The studies
 
undertaken will be selected from these areas, which include

identification of optimal manpower configurations for Basic
 
Health Service institutions, asiessment of determinants of
 
health status (with emphasis on theteectiveness of health

service inputs in influencing it), impact evaluation studies,

cost-benefit studies on the use of VHWs (including perhaps a
 
comparison of their impact in areas with CIes alone those
vs. 

wit CHWs and AMWs), and studies of community financing and
 
organization (and their impact on the health of the community).
 

4. Mass Media Cam~ign and Informatio for Immnizati 

The three main health-education outputs will be to
 
establish and maintain a media campaign in support of EfP 
 and

ORT; to prepare and distribute health-education material to
 
health staff and public; and to introduce a nationwide series
 
of ORT seminars for both SRUB and private physicians.
 

(a) Establish and maintain a media camcaign for Epr and

ORT: The media campaign wil1 complement and strengthen the
 
helth-education work now being , done by VWs, and will 
reinforce and focus the training that MvWs have received
 
relating to EPI and ORT. The existence of this primarr health
 
care network makes an expanded use of mass media particula ly

appropriate at this time. Careful research has shown the
 
complementary relationship between health workers and media.
 

44 Both have' their own strengths-the media in disseminating

knowledge and awareness, health workers in changing attitudes
 
and behavior. Burma's centrally organized society, its high

level of literacy, its uncomplicated media situation, and its
 
commitment to self-reliance in health argue strongly for a

coordinated media campaign, featuring radio and print,
 

44 LExperience from other countries, much of that experience funded
 

44.:- ____ _ ­4 - < 4
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___by AID, has produced a body of knowledge _about health 
,-<ou 

Thiseapproach is characterized as a social-marketing approach,
centered on an understanding of the audience and seeking
specific behavioral change. 

+ , i:o-shd be i€ porate ythi pr, ect7 

The supply of OR? packets in Burma in adequate, due to the 
work of UNICEF and BPI. A goal of the media component is to 
stimulate their distribution an widely as possible.
Observations in several health facilities revealed large
supplies of packets and little evidence of distribution tomothers of sick children. SRU3D policy has not been clarified
 

.!i.:' " (b) Pride gg ain intib O2Ath gogcRio at rial to 
: health system. Thei + 

hat the communicationlackcomponent 
+of such can materialsaddres. is an evident gap 

tff nhe O seminars Por p yscans represent the/ huematsysem Theackoo0 aeilsIhnevdnof ther ealt pr ruotion he crdinacluh role in acare doctorsystem and the need to approach doctors in a 

Sprofessional way when proposing that 
 they change their clinical 
Sm anarrhea. theioamdilseminarscommunity dotorsbe wellthegeintreointiono These would 


gthey worked with and throueh the Burma Medical Asociation, the
private physician's organization that has reional branches 

throughout Burma. The Department of Medical Research, the
Department of Medical Education, and the Department of Child 
Health at the Institute of Medicine, Rangoon, also have skills 
that might be very useful for this effort. Particular 
attention will be given to the country's physicians. for whom 
the project will provide training and materials relating to
ORT. The use of internationally respected ORT clinicians and

the provision of u do-date OAT literature from equally
respected medical ournals will be the basis for these 
seminars. In addition, the seminars will put ten dozen ORT 
packets into the hands of each physician.
 

The media campaign for EPI will support the Government's 
ambitious new Universal Child Immunization Program (UCI) which
is described in detail elsewhere in this paper, 

5 Expanded Coverate of Effective !m.unisation Services
 

The Expanded Program of Immunization (ZPI) was initiated in 
1978 for the prevention of diptheria, pertussis, childhood 

L.
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___tuberculosis (BCG) and tetanus (Including neonatalttns 
--,vo-t Verole bjfiit&- - 0 y r.tln

(19784986) E has expanded to include 176 out of the 314Ithe 

townships in Burma (principally in those areas considered safe
frost insurgents). Polio immunization was introduced in 1982 
but its use has been confined to cities and large urban area.
Measles immunization has now been pilot tested and will be
introduced into the EPI In 1986.
 

The EPI is based on a National Plan of Action developed in1977, and revised in 1982, which provides an immunization
 
r ategy, immunization schedule, cold chain, logistics and the
financial requirements. The EPI is fully integrated :into the

PaC system to the village level.' The central management

responsibility for EPI rests with the Deputy Director
 
(Zpidemiology) in the Disease Control Division of the
Department of Health. The EZP unit consists of 38 full time 
staff. 12 at the Central Unit, 8 at the Mandalay Regional
office and 18 at the State/Divisional units. At the

state/division level the Health Directors are in charge of the 

rogram as are the township medical officers at the township
level. These individuals have many other responsibilities in
addition to ZEfand are usually able to spend only 25% or less
of their time on EPI.
 

The immunizations are delivered through village outreach
clinics initiated and managed frot the ABCs and urban health 
centers. Each center has two vaccination teams directed by aKA or a LIV and assisted by other 3S, AM~s or CHs. ElI
imunization sessions are held the first week of each month and
planned such that every village is covered at least once every
three months. A small portion of vaccinations are ierfovued at a limited number of fixed centers (Station Hospitals, YIUC with

electricity, and UtCS); however the program Is essentially an 
outreach activity.
 

Rational coverage rates are still relatively low, Recentsurveillance reports indicate that in the 176 program townships
vaccination coverage Is as follows: BCO. 791; diptheria.
pertussis, tetanus (DPT) (3), 26%; polio (3). 40.; and tetanus
toxoid (TT) (2) (for pregnant woman), 26,. However, when thereported rates are applied to the whole eligible population i,
Bura, Incuding the uncovered townships, the rates are much
lower. BCO, 412; DT, 14%; Polio, .03%: and TT, 16. Meashsvaccination coverage is effectively 0%. There is a tremendous 
amount of variation In the coverage rates among 01 townshipsin various States/Divisions. In the case of DPT the rat@e
varies from 85% to 0. 4. Drop out rates remain quite high in
Burmt: 46? of the infants who receive a first DI vaccination
drop out before the third injection and 31% of pregnant mothers
who receive an initial TT shot fail to receive a second. 

I­
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In late 1985 the SRUD decided to revise its plans for RI
-11O-and-acceleato. 
least 85% coverage by 1990. This major commitment called the 

- e -PHP forts it-o-O OiVt;tie-v 

Universal Child Imunization (UCI) Program, was announced by
the Foreign Minister at the 40th UN General Assembly in
September, 1985.
 

A detailed plan of action for UCI has already been

drafted. The specific goals include: (1) By 1990 to fullyimmunize with 6 vaccines at least 85% of children under age one
 
lear; land at least 80% of pregnant women wth TT in the 248,secure" townships which contain 901 of the national populaton;

(2) to establish a systee to maintain full RPI coverage after
1990; and (3) to use the infrastructure developed for UCI for
other primary health care activities after UC! is achieved.
After pilot testing the UCI in six townships in 1986; DOO plansto rapidly initiate the program throughout the country. UC1
 
will be phased in between now and 1990 by converting "normal"
 r .townships included in Pm Ir to UCI "campaign" townships
and eventually to maintenance townships. In campaign townships

five vaccination team will be established and all available
 
resources of the health sector, and other sectors if necessary,

will be mobilized to achieve the full coverage targets within a

maximum of one year.
 

Substantial amounts of additional resources will be needed
 to achieve the very ambitious goals set by UCI. There will be

needs for assistance with vaccines, syringes, needles, and

related equipment, cold chain equipment, planning and
 
management, Itranspor6taton, training, media and information,

and surveillance. The project provides for over four million

dosesof measles vaccine in 10 dose vials. Because of the
 
rapid projected increase in coverage levels and in program

toanships there will be 
a need for massive numbers of new
syringes, needles, and cotton wool and related equipment. The

project provides financing for measles vactine, some cold chain
 
equipmento, needles, syringes, and RPI kits.
 

Plans for AID assistance for PIN have been closely
coordinated with the other major donors, particularly UtJCZF.
UWICE will provide complementary assistance to ;Ds in 
.upport of other external, needs. 1IICEI has not yet finalized
Its next 3-year support plant however, tantatively they areplanning on providing around 55 million for the rPl during ipIII for vaccines (except for easles Vaccine), cold chain
equipment, coldroom storage, supplies and equipent, training
and planaig plane to support orientation training for*wO 


now RI township staff. Because of the timing of this project
AID commodity support to UCI will be restricted to the last two 
years o MIP 111, i.e, 1988189 and 1989/90. AID support for 
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o a 	 -be
local Cost Activities and technical assistance weill providedPeod-Otrewiyears -begInnI ng--in--the- second-year-- of-­the PRP III. Expected outputs are as follows: 

1 I fln 960-n 	 J 

•
w eeCtre rf erators is dependent on the availability ofuninterrupted electrical su ly; oever 184 townships stllhave electricity for less n 12 hours a day. FollOviug the
recommendations from a recent MUgCE/Centers lot Disease
Control Analysis, the DOE plans to purchase only compression
type cetrierators/freesers driven by electricity backed 
up
w th gasoline generators where necessary. Compressor drive

rerigeratorslfreezers will operate for year with 
little
maintenance with adequate electricity. in areas with the leastdependable supply of electricity the cold chain will be
organized around the gasoline generator based freezers and cold
box systems that are independent of electricity. 

In the past there has been inadequate transport forvaccines and transportation of State/Division supervisors. The
SRUB is requesting assistance for extra vehicles at the central
and State/-ivision level for ZPI supervision and vaccine 
transport. 

. AbC 	 YA: -nt# noodles. 

€natn.With the excep&on Of 3oX or TT, and so"e hIchor 
vs eon produced by the Sura Parmaceutical Industries (at acost much greater than the international price), vaccines havebeen supplied by UNICEr. There will be a need for purchasing

approximately 51.2 million of coasi## vaccines for PC! under 
the proposed project. 

I i(l': nructiOn of new vaccines (seasea, 	*Aio 
alco 
 win MOMedules.l ta 

and ne i ation schedules, additiona outreach inics
and use of new cold chain equipment. it will be necessary totrain the state, township. IMS and VWV staffs on their newroles in rPX. The project will provide for retraining all 51S
and township staff on the PCI. 

(d) 	Inglrove j 1. lurvel llace, anid val io. 
; _The curveil 4 system neds to be semplit tooZI coverage. A more accurate monitocing of coverage

levels is needed to maximize the efficiency of IN pIogiin
planing and managemnt. It is likely that imunixation cards
will be provided to mothers as part of grovth monitoring 

4--­
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charts. Such a system should allow f iold workers to more
faeulymonito--he immunization- _tatus--of the- Utrget -­

population. A series of State/Divi sional and Towtnhip.valuation Workshops will be held to monitor and improve 
1erormance. The project will support 11,000 township and 700
 
tatlDivision workshops,, provide technical assistance and EPI


surveillance and KIS, and support three observation tours. 
* 	 Because of the tremendous variation in local areas around the 

country there is need to tailor the co.d chain and logistics
system's design to the local terrain, transportation and

Communication systems, and the health manpower situation. 
This

requires good planning and organization at the local level.
ro: this purpose the UCI is planning to hold 3 series of 
micro/planning workshops between the central BPI staff and the 
State/Division and township staffs responsible for EPI. 
Assistance is not needed for the special State/Division based
workshops. Technical Assistance for EPI micro planning will be
provided with centrally administered AID funding. 

According to the 1986 - 1990 People's Health Plan, malaria 
is ran ed as the number. one health priority of the top ten
diseases chosen to be tackled during the next four years.
Technical responsibility xor malaria control activities lieswith the Vector Borne Disease Control Program of the Disease
Control 	 Division, DON. Operational responsibilities are taken
by the 	State/Division and township health personnel and BUS 
staff, under the administrative direction of the health
director at each level. There are lO-12 full-time VBDC staff
at each State/Division level headed by a V3DC medical officer 
or a malaria (V3DC) supervisor. Below the township level,
nulti-purpose Station Hospital and Rural Health Center staff
and VHW have malaria control activities Included in their Job 
descriptions.
 

During the period of M I (1978/82) and PM It (1982186)

many reviously unipurpose VBDC personnel have been retrained 
as mu ti-purpoe Public oalth Supervisors. These PHS provide
the backbone of mlaria control skills within the Basic Heslth
Services. Durtnf ecent years, many of former VDDC staff now
responsible to Itate/Division and township health directors 
have Continued on salaries from the central VBDC project.
During the P1? 111 (1986/90) financial responsibility for these
staff will also be assumed by the Community Health Care
budget. Thus the Central VDDC Project is in the midst of agradual transition from a direct operational role to one of 
providing technical guidance, s ecialized support, and
supervision to State/Division health team and of monitoring 

12 
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7and 
 evaluating program strategies, achievements and
 

VBCactivities have received substantial external supportf r the early days of malaria efforts beginning in the1950's. As a result of country health programming activities
 
r-begun 
 in 1976 with WHO assistance, a new malaria control plan


'4 was developed in 1977 and amalgamated with other ve:tor-borne
disease control activities in 1978 in a common Vector Boene
Deseases Control Prolect, In addition to WHO and UNICEF 
support, CIDA has provided substantial assistance to VBDCthrough WHO for essential commodities such as drugs andinsecticides, spraying equipment, 
and vehicles. Continuation

of this support will be essential for further progress in
malaria control, particularly in the face of the high foreignexchange costs of drugs and insecticides. The JapaneseInternational Cooperation Agency has also indicated an interest 
in supporting the VIDC Project. 

Presently, the technical
long-term assistance of one
malaria specialist has been provided to VDC through WHO, withsupport from the Ao71a Dutch Government. However, this,malaria
specialist will conclude his service within a year. 
 VBDC is
also receiving some support from AID's Primary Health Care ItProject based on the Kay 11985 Project Amendment. This supportprimarily addresses the serious shortages of trained

entomological and malaria control staff identified during the
1965 WRO/CIDAJIJCA/AD program evaluation.
 

fans dar tablets to meet Bursa's estimated requirements for twoyears will be provided for, treatment of malaria cases not
responding to initial treatment with chloroquine. Drugs willbe supplied through VBDC staff to Station and Townshipos pitals and Rural Health Centers in areas where chloroquine
resistance is prevalent. 

(b) 1eArgh on SUA ent[21: ffew
 
approaches o ma ar a control troug more efective action bycommunities and basic health services will be developed,
tested* and evaluated. TVo to four Studies will be carried outon subjects such as comparison Of the effectiveness ofdifferent control mesursi 
in drug only and spray areas.

comparison of the effectiveness of different regiens forchemoprophylaxis in different population groups, operationalstudies to improve the effectiveness of basic and community
health services in carrying out malaria control measures,
studies of the cost-effectiveness of different methods of
"laria 
control, and studies of the effect of different malaria
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control interventions on malaria-specific and total mortality

and morbidity among infants, children, and pro nant women.
 
Inputs will include support for local costs and technical
 
support in the design and evaluation methods used for the
 
studies.
 

(c) Greater supervision of malaria control activities from
the toWnSAni LeveL: Forty motorcycles and xUU bcycles wilL be
provided for teS use of malaria inspectors and malaria
supervisors working at tovnshLp level to facilitate the support

and superviLsion of RHC and community health personnel engaged

in malaria control.activities including local environmental 
control measures, choteprophylauis programs included in ICH

activities and treatment and blood slide collection activities 
at all levels. The distribution of vehicles will be based on
 
the terrain and the type and magnitude of malaria activities.
 

(d) Seecielized malaria control trainna (local): Two
 
courses in control of vectors by blo-envlronmental measures,

three workshops on vector borne disease control for entomology

staff, one course in advanced medical entomology, and two

workshops for preparation and revision of operational manuals
 
for VBDC and basic health services staff will be supported.
support will include local cost support and technical inputs

for preparation and conduct of the courses and workshops. In

addition, a limited amount of participant training in 

entom oy and epidemiology is included in output no. 2 above.
 

C. Project Inputs
 

Technical Assistance: The ality Care for Child Surv.ival
 
Projeat WLL requIre an estimated 142 person months of
 
technical astance (of which approximately 103 person months

will be directly funded by the project). AID will provide a
 
full time trainLng advisor for two years (24 person sonths) and 
two r4e media specialists who will each sorve one I-month
assignment (for a total of 22 person months). Additional
 
short-term technical assistance totalLino 96 person months will

be requLred to support efforts in mass uedig,training EPZI,
VDSC, information and loLstLcs systems and research under the 
project. 

fTratnnt: It is estimated that 180 person months ofpartrailjiftratain wLlI be Lncluded under the proposed
Lroject, ThLs vLll encompass traLning for one P1 in Health 

Ucation, one WhP in Kanaont, two NIH in maternal sad child
health, two KNH Ln epideeology, two MSc in entomolosy, three
U? observational tours and seven managment/planning/
supervision tours. 

I 
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aA:TheCommod I t ' project will include commodities such as c,o nquit, vaeines,_and --vaccinesuppliee,. d "
 sterilization equipment, health worker 
kits, training land

supervision materials, data processing equipment, motorcycles,

vehicles and vehicle spare parts, bicycles, and materials in
 
support of mass media campaigns.
 

Local 
Cost SuDDrt: These funds will be required to

finance the anticipated costs associated 
with in-country

training, evaluation and planning workshops and the

studiestsurveys to be completed. 
Costs include salary support,
par 	diems, honoraria, transportation and related training

materials.
 

valuation: One of the critical aspe¢ts associated with

health 
Pojects in Burma is the lack of reliable baseline

data. f course this situation is not un:.que to Burma,

however, in order to properly gauge the affect, our planned
interventions are having, it is important that 
we attempt to

understand the environment in which this project will operate.

It is therefore recommended that a baseline survey be completed

prior to any contracting for services or goods required under

the project. The results of such 
a survey will direct the
timing and focus of our planned project inputs and provide us
with a reliable statistical base to measure the affect of those

interventions over the life of the proposed project. 
 The

project will also provide for one mid-term and an end of
 
project evaluation.
 

D. Project Beneficiaties
 

Building on the accomplishments of PHC I and PEC II, this
project will have a direct and positive effect on Burma's rural

population, particularly on Infants, children under five years

of age, mothers, and 
women of reproductive age. Collaborating
with the Ministry of Health's People's Health Plan III and its
 
comitment to universal childhood immunization by 1990, the
Quality Care for Child Survival project will train health

workers, provide national health education in EPI and OaT,

assist with ZPf, 
 and upgrade health support services such as

information systems, management, and training capacity.
 

The immediate beneficiaries of this, project include:
 

a. 
 Rural people in the 37% of all villages that are
 
currently without a village health worker, bringing

VKW coverage to 100% of all villages, covering the
 
entire population by 1990;
 

b. 	3 000 new AHWs, 7.000 new CKIs, and 3,000 TBAs who
 
will be trained, equipped, and mobilized;
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sub-centers to be upgraded and equipped;
 
d. 	 628 township-level medical staff to be retrained;
 

e. 	 85% of Burmese childred under 1, or 3,446,000 infants,

who will be included in EPI for six immunizable
 
diseases;
 

f. 	 80% of all Burmese pregnant women, or 3,000,000 women,

who will be vaccinated by EPI for tetanus toxoid;
 

g. Most of Burma's 10,000 public and private physicians,
who will be trained in OAT for diarrhea;
 

h. 	 One-half to two-thirds of all Burmese children under 
5, or between 2,357,017 and 3,142,690 children whose 
diarrhea will be treated properly with ORT as a result 
of widespread health education and health-worker
 
training; and
 

i. 	 Specific DOE staff who will be trained abroad, as well
 
as 
DOH staff who will be trained as coun*.vrpartf to
 
project technicians.
 

E. Donor Cordination
 

Donor coordination in the health sector in Burma is
 
excellent. AID/Burma works closely with UNICEF, WHO and CIDA
 
to ensure close cooperation. Donor Coordination in Burma is
made somewhat easier because all donors support the overall 
SRUB DOE program. Working from the People Health Plan, donors 
are able to support different parts of the same program.
Donors do not, as a general rule, have projects that are 
outside of the PEP.
 

All donors except the Japanese discuss their future program
 
with the others. Monthly meetings are held to discuss program
 
coordination and mutual cooperation. In the health field all
except the Japanese directly support Primary Health Care.
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VI. COST ESTIMATES AND FINANCIAL PLAN
 

A. Polc Co~~~s
 

The total cost of the project is the equivalent of

$133,702,000 as can be seen 
in Table 2, page 32. That amount

includes the dollar grant funds provided by AID directly under

the proposed project, the Department of Kealth's recurrent cost
 
budgets for BHS, EPI, and VBDC, the contributions of rural

communities which can be attributed to the project and 
the
 
inputs of other major donors supporting primary health care,

EPI, and VBDC programs. There are additional in-kind
 

* contributions of the SRUB and the community which cannot 
be
 
quantified.
 

AID will contribute $9.5 million in grant funds during the

first three years in support of the project. In addition,

$336,300 deobligated from Primary Health Care I and $320,000 in
 
FY 1986 OYB will be obligated under the Communication for Child
 
Survival (931-1018) and Vector Biology Control (936-5948)

projects in support of this activity. The Communication for
 
Child Survival project will also provide an additional $155,000

from centrally administered fundz in support of the

communication component of the proposed project. 
 AID's FY 87

dollar grant contribution is expected to be $1.5 million.
 

An estimated breakdown of AID project funding can be found
 
in Table 3, while Table 4 provides the estimated project cost
 
anticipated under each intervention. Table 5 provides 
a
 
projection of AID project expenditures by U.S. fiscal year.
 

B. Other Donor Assistance
 

Other donors in the Burma health sector include UNICEF,

WHO, the Asian Development BankI UNDP, and the governments of
 
Australia, Canada, Great Britain, Italy, Japan, and 
the

Netherlands. Of particular interest 
are donor programs like
 
UNICEF's and WHO's which complement AID's assistance in support

of PIP. Projected donor funding for PHP is included in Table

2. UNICEF is now developing its assistance plan for 1987-1990
 
and believes that its overall budget will be approximately $6.6
 
million a year which would include continued assistance
 
estimated at $1 million per year for the CHC, equipping 
and
 
training VIWs and helping to improve urban MCI programs. In

addition, UNICEF plant to increase its support EPI,
for 

providing up to $5 million over the next 
four years for
 
vaccines, cold chain equipment, supplies, cold stores, and
training. AID has closely coordinated with UNICEF in the

design of ,as support for EPI and CHC. UNICEF is seeking

funding for a 'noted' project on malaria control which CIDA is
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considering funding. UNICEF also plans to support other
 
programs including nutrItion, q'hhoo1 health.-water su ply and
 
#an tatio'n i-tiViiets. educati n, ORS production, ani social
 
welfare projects.
 

WHO's total budget for 1986-87 is £4,850,000 of which

$1,550,000 is for PHC, including support for FI, health
 
education, overseas fellowships, support for BUS, logistics

improvement, nutrition, MCH. 	 a
and WO is also providing

substantial amount ($600,000) or support for malaria control

training, evaluation, supplies and equipment, and one long-term

eutomologist advisor. 
 WiHO and UNICEF also administer the $6.0

million Joint Nutrition Support Program for the Italian


* 	 Government (See Annex D. table 10A. "UNICEF Funding 
for Burma"
 
and table 1lA, "WHO Funding for Burma").
 

CIDA and the Netherlands support the malaria cortrol
 
effort. CIDA has provided insecticides, drugs, and equipment.

The Netherlands has provided technical assistance for malaria
 
control.
 

Other donor support in the health sector includes:
 

(1) WHO administers U1*DP Projects including,

rehabilitation of the disabled $1,030,000; Hanpover

Development $829,000; Traditional 
Medical Manpower

Development $305,000; and Tokicology of Trtditional
 
Plants $690,000.
 

(2) 	Australia provides $5 million annually for water
 
programs with the development of wells and water
 
supplies in 3,000 villages covering a population of
 
2.5 million persons in the dry zone of Burma:
 

(3) 	Japan supports 'he Department of Medical Research,

Rangoon General Hospital and the nursec training

school with large infrastructure projects totalling
 
over $37 million and urban water supply development;
 

(4) 	The Asian Development Bank (ADS) supports the
 
-rehabilitation and equipping of station and tow.ship
hospitals with approximately 51.5 illion ind is 
proposing a S35 million loan for *xtenbIon of tht 
angoon General Hospital; end
 

(5) 	Save the Children Fund of the United Kialdox supports

the Expanded Program of 1mmuniz :ion (EPVt by

providing quantities of polio vaccine.
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The DOE does not have an amount specifically earmarked for

primary health care or counterpart funding for this proposed

project. The recurrent cost budgets for the Basic Health Staff

of CHC, EfP and V3DC total $16.6 million over the four year
period of the PEP III. This serves as a minimum measure of the
DOS contribution to the project. The planned total DOS
expenditures for public health over the life of PEP III 
is much

larger, totalling $75.6 million. 
This figure includes all DOE
expenditures for public health at the central, state/division,

township, and BHS levels both capital and recurrent costs.Over 8?i of the government's expenditu;es under the public
health budget are for CHC and disease control which are 
the two
 
programs supported by this project.
 

The SRUB budget projections for public health expenditures
are not unrealistic based on previous 
levels of central
 
expenditures; however, the actual future expenditures could be
 
less.
 

D. Community Contribution
 

Community financial inputs are an important component of

total public resources for the sector. While the 
specific
level of community contribution is not well documented on a

large scale basis, it Is clear that communities have been 
contributing substantially to the PHP as well 
as the
AID-financed PKC 
I and PHC I. These contributions are

particularly important in support of the community based VEW program, both through village contributions for the essential 
drugs for resupply through the VeWs and through village effortsin constructing. rural health center buildings. 
 Table 2

indicates a planned community input of the equivalent of $88.5
million over the four-year period. This reflects a significant

portion of funding for PoP II.
 

E. Assessment oftethods of Financing
 

It is anticipated that all contracts originating under this
 
roposed project will follow a direct AID contracting mode.
 
e financing method contemplated for a contract for long-term


technical assistance will be direct payment utilizing 
a PSC
 
arrangement, The short-term TA to be provided from "buy-ins"
from various S&T centrally administered contracts will be
financed 
by direct transfer. The remaining short-term TA,
which will be contracted on a competitive basis, will be
financed by a direct payment in the case of the Contractor 
bein$ a profit making concern and by direct letter ofcommitment-'4,(direct L/COH) in the case the Contractor is a 

! i 4 . . .. . .. .. 
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 or 
procurement services, the preferred method of financing the
 
commodities will be a bank letter of commitment (bank L/COMi),

due to the number of commodity items. The actual procurement

services will be financed by direct payment. Commodities
 
procured from GSA contracts, such as certain medicines and
 
pharmaceuticals, and UNIPAC, in the case of health kits, will

be financed by direct payments, The financing method

recommended for evaluation services and the generation of
 
baseline data under the proposed project is direct payment


S.utilizing either an IQC or PSC arrangement. Local support

costs will be financed by direct payments. It is envisioned
 
that AID wilt contract with WHO to schedule, conduct and
 
evaluate most of the in-country training in the form of
 
seminars and workshops included in this proposed project. In
 
so doing, arrangements to import training materials and travel
 
of trainers can be facilitated. To finance long-term and

short-term participant training, it is recommended that
 
standard S&T/IT procedures be used, or where S&T Bureau
 
centrally administered contracts are utilized, direct transfer
 
be the preferred method of financing. Table 6 on page 36
 
illustrates the various methods of financing contemplated under
 
the proposed project.
 

F, Audits
 

Responsibility for audits for all programs of the SRUB lies

with the Central Accounts Office of the Council of the People's

Inspectors. Representatives of, this office are assigned to
 
monitor financial and procurement activities of major

departments and Corporations of Burma. The SKUB is ready to
 
cooperate in any audit activity under this project with the
 
Inspector General's Office in Manila (RIG/Manila). Local costs

will need to be audited; however, there is no indication at

this time that this project will require special audit coverage.
 

€overa,­

.
* -p 
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Source/CY 1986-87 1987-88 19e8-89 1989-90 Total
 

CHC 2,600 2,612 2,625 2,688 10,523
EPI 595 
 614 628 724 2,561
VBDC 836 
 870 904 941 3,551
Total DOH 4.
4031 4,096 4,157 4,353 16,637
 

Community ,' 22,130 22,130 22,130 22,130 88,520AID 1,500 3,500 3,500 1,000 9,500UNICEF '" 2o389 2,505 
 2.600 2,600 10,094

WHO ' / 1,175 976 1,000 1,000 4,151
Italy L/ 1,200 1,200 1,200 
 1,200 4,800
 
Total .L 32,425 34,407 34.587 32,283 133,702
 

A/ For CHC includes recurrent costs of BNS emfloyees and other 
limited costs. 
 For EPI and VBDC includes on y recurrent costs. 
Taken from PEP III, Executive summary, p.4. AssumingUS$ 1.00 w K8.00, Includes community support for CHC, but not
for environmental health.
 

UNICEF projected budget for health and nutrition, (See Annex C)
 
The WHO program for 1988-89 is only in the planning stage. Thelevels of fundinf above are based on the assumption that WHO
funding levels wrll remain relatively constant.
 

A' This is the $6 million 5-year Nutrition Support Program Jointly
monitored by UNICEF and WHO, evenly apportioned by year. 
This includes donor Inputs to CHC, .I, Thisand VDBC. budget

does not include the support for environmental sanitation by

UNICEF ($3.5 million) or the Australian Government ($20.0
million) over the PEP III period.
 

i:'A 



EXPECTED-AID BUDGT
 

Total mount
1. Technical Assistance 

24 PH8slhn-term 200,000
79 PMI#short-term "$1,117t500
 

Total Technical Assistance $ 1,317,500
 

2. Participant Training

6 MPH degrees (108 person months) $ 259,200

2 MS degrees (36 person months) 86,400

12 short-term participants 180,000


(36 person months)

Total Participant Training $ 
 525,600
 

3. Commodities
 
Health Kits $1,503.000

Medicines, Vaccines and Supplies 1,205,300

Cold Chain & Miscellaneous Equipment 648,600

Data Processing Equipment 100,000

Motorcycles 339,000

Vehicles and vehicle spare parts 163,000

Bicycles 100,000


Total Commodities 
 $ 4,058,900 

4. Local Support Costs " 
 $ 2.167,700 

5. Evaluation 
 $ 150,000
 

6. Contingency &Inflation (approx. 15% of grant) $ 1,280.300
 

TOTAL 
 $ 9,500,000
 

an addtional 39 pm (estimated) will be provided from
Comnunication for Child Survival Project (931-1018) and the
Vector Biology Control Project (936-5948) from fundingrovided

from deoblreob ($105,300), AID/Burma 1? 1986 OYB (S320, 00) anddirect contributions from the central projects ($155,000 from 
Communication for Child Survival)
 

~"does not include $231,000 from deob/ceob provided to
*Comunication 
 for Child Survival Project (931-1018) for local
 
costs associated with campaign/research, media
 
materials/product ion, etc.,
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Table 4 
PROJECT INPUT COST PER CALENDAR YEAR ($000's) 

C 1987/88 1988/89 1989/90 TOTAL
 

Commodities 
 197 247 1,152 1,596

Local Costs 272 4479 1 230
TOTAL iso 1 , t52'
 

IN-SERVICE TRAINING 

Technical Assistance 45* 422.5 377.5 845

Commodities 44 
 126.5 126.5 297
Local Costs 152.1 197.3 179.8 529.2
Participant Training am 311.7 52.5 364.2
TOTAL Z,431 2,UMT 

IMPROVED MANAGEMENT SUPPORT 

Technical Assistance 
 45 90 127.5 262.5

Commodities 100 
 30 am 130

Local Costs 25 50 110 185

TOTAL 
 5 

HASS MEDIA & INTERVENTION CAMPAIGN FOR IMMUNIZATION AND ORT 

Technical Assistance * * *
 Participant Training 
 30 43.2 43.2 116.4
Local Costs *61.3* 
 61.3

TOTAL 1043 177
 

EXPANDED COVERAGE OF EFFECTIVE IMMUNIZATION SERVICES 

Commodities 743 596.4 84.5 
 1,423.9
Technical Assistance 90 75
Local Costs 45 210
61.3 63 
 10.3 134.6

Participant Training 
 is 15 154

TOTAL V79'0 
 TT'4 1751.3.5 

MALARIACNTRL 

Commodities 246 246 120 612

Technical Assistance * * * *
 
Local Costs 3.8 10 13.8 27.6
 
TOTAL Z49o Z353563.
 

*totals are greater than indicated as certain items partially or enti'aly
funded outside of the proj oct from deob/roob /Y L1986 OU8, and
contributions from contral ly-aministered projects totalling $811,300 
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Table 6 
METHIODS OF MIAKCING
 

Prolect Element/
)4etha o L-2ementacIon othod of Financing ApproxLate Amount 

Loan-term TA
 
(FSC) direct payment * 200,000


Shbrt=-term TA
buy-ins" direct transfer 790o300 

direct 
profit organiration direct Eayent 907,500
not-for-profit direct I6 
PASA 
 direct transfer 

Commodities 
GSA or UNIPAC procured 1/ direct payment 2,105,650
PSA procured bank L/COIO l,816,523 

Procurement Services 2/ direct payment 136,727 

Evaluation direct payment 150,000
 

Local Support Costs a/ direct payment 2,398,700 
S&TanIT arranged / direct transfer 345,600 

Part of Short-term TA Al direct payment 180,000 
Contingency and Inflation --- 1;--1,280,300 

TOTAL 
 $l0,3L1,300 

-1 Assumes that all the health kits and 1/2 of the medicines, vaccines and 
supplies will be procured through GSA and UMIPAC 
/ Asumes a fee of 7% of the commodLties not procurred by OSA/JNIAC 

V includes $231,000 from non-project resources 

Assumes that all long-term training will be implemented through 81T/IT 

Assumes that all short-term training will be implemented through
centrally administered contracts 
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al.---PROJEC'- ANALYS 
A. Techinical Analysis
 

Tr onmu:The SRUB's major service project for primary health 
ca omunity Health Care Project (CH), was initiated duringthe second cycle of the People's Health Plan (POP) in 1982-86. A

Stll review of M 1 indicated some shortcomings 4srkcially in

the areas of planning, supervision, technical stiles andevaluationk'. Bsed upon this review and others, the third POP
is placing great emphasis on improving the quality of
services. To date the CHC has committed its resources to e andinthe coverage of health services throughout the cocntr . During
UX an effective training system produced and deployed thousands ofvolunteer and basic health workers throughout the country. At this
time the CKC Project is interested in establishing a more effective
supervisory system vhich will be capable of iaproving 
individual
performance, ensuring adequate coordination, and providins training
and in-service training as a continuous and regular process
throughout the year.
 

Durinl PUP U, the CHC Project established one of the foundation
elements for such a system by developing and training the State abdDivision Training Teams (S!TTs). Although the SIDOTs team are a 
necessary elementn the Inservice training and supervisory supportstructure they are not sufficient In number, span of influence or
technical focus to meet the current needs.
 

In the third PUP the CHC plans include a continuing education
Stogram for the Basic Health Workers (BOls) and Village Health 
~or(ers (3s). 
 The traininj emphasis for BSWs is improvement ofskill and knowledge as veil as training in supervision andmanagement. The task facing CRC ts challenging since no supervisory

framework currently exists and supervision Is interpreted as
administrative oversight at most levels of the health system' 
 In
ordercto meet this challenge the CC project is planning to providetechnical direction and resources at four levels of the system I.e.Central, Division/State, Township and Rural Health Centers.
 

The major constraints to successful implementation of this 
effort include:
 

a*t, Rangoon, Mao13 The JCUP Task force (11) 

* . . . 
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Stheceni. ... uprtand coodiatio..i ievice taining at,Rllevelii 

Coordination between service 'eads and training is
accoulidhed by the Central Coordination Unit (CUT),hestablobed in 1983 to support the training of the SDTTs.itdraws its staff resources from the TrainingDivision, Public Health Division i.e. CHC ProjectNutrition unit etc. and the Medical Lducation Un it of the
Department of Medical Education. At this tine the, CCU isnot actively involved in development but serving as anadministrative unit for the $ s, In ord-r to mest thedemands of the new inservice traini prorm the CCUshould be revitalized. The project vi 1 support and equip
the CCU and provide technical &usiscanefor the designand development of training courses for supervision,
resourc mana ement, planning and management ofoperational systems such as drug supply and Information.The project will also support evaluative research 
assess the effects of training and supervision. 

to 

- ntegration of training and service needs at the
 
State and Division
 

Presently, training and supervision from the state to
tomships staff it interm ttant, The SMIT's primary
resPonsibility Is to train trainers of voluntary health 
wores, they have no responsibility for technical skill

training or supervision of service delivery. Technical

training and supervision is the responsibility of the
medical officers and technical experts in areas such as

immunization, nutrition, health education 
and disease
control. This approach has resulted in a lack of planning
for manpower development at, the stateldivision,.furher,In place of integrated planning and training activities
for EW's, training is often project related and funded,

troti. vertical program goals rather than service
ritegrations, 

tn order for in-service training and supervision
systems to be successful, there must be integrated

pla ning for Manpoer development at the Statel1ivision
level. in addition, Information concerning needs and resources must flow between the townships and states andbetween the states and central ministry, This projectwill spport , annual planning vorkshops for state and
division healtbh teas. 

- ack of Supervisors for Rural Iealth Centers 

. r 




Supe.. -of--oe .ion", ese l the 

responsibility of towniiship helth officers whose functions
also inlude many administrative and curative tasks.Supervision occurs In response to a Iroblem or during the
monthly township visits by Health Assistant# when reports,
pay and supplies are exchanged. Inthis environment itisuseless to consider effective supervision of the rural
health centers. During PUIII and CHC project plans to!ont two health workers, a senior health assistant and
idy health visitot to each township. They will be
specifically charged with responsibillty for supervision


and continuing education of the rural health center
staff. All of thesezvorkers will be trained and in place

by 1990 thereby establishing en appropriate personnel

ratio for effective supervision of the health center staff.
 

--Quality of Training
 
The hinistry has been involved inmanagement training
activities inRangoon and inthe Statesl/Divi ion* over the


last few year# and evaluations by participants have been

favorable. Management Courses for medical officers and
administrators selected from Central and State/Division

levels hie been conducted with support from WHO. In
addition, management training has rec.atl been added to
the curriculum for Health kssistants and Lady Health
Visitors. The methodologIes used for manalgeent trailing
Vary widely from participative problem solving approaches
to didactic presentations on record keeping and reporting.
 

Tie HOR is comitted to improving the quality of
perfoiance among basic health works and volunteers. Someof the orgainitlonal elements to support a supervisoryand insurvice training system are in place and the RB~h ti
Vlanntn6 to continue development during the next fouryears. AID assistance can make a difference in the rateof progress toward improved performance and isjustifiable

given the importanwe of well trained workers Inthe rural
 areas ad the potential for supervision and training to
have a sting effect on performance. 

Iroved Kanagement Sunppot SsteMs, And- ORa 

Health and Knagement ZnforIation Systes
 
This project proposes to continue the Inputs to
iproving the health Information which were begun in the


Ps8 It project and to extend them further to analyze the
 
mangesent lnformation systems needed for an effective 

~t ~ ; _______ 
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IVural- health- servi ce and s"uggest -ways- In-which-the health
and management infoemation systems can be best improved
and integrated. The activities proposed compatible
are


lwith current SRUl concerns about the development of a 
simplified health information system for monitoring
Conity Health Care/Basic health services activities,
and the eventual inclusion of other management information
 
needs as well, such as drug, vaccine and supplies status,

personnel, and finance.
 

The future direction of these efforts is under active

consideration at this time within the Ministry of Health.
which Is attempting to identify a minimum health

Information set for the peripheral health services. 
 This
effort is supported by technical inputs from PRC II, andinvolves all of the ain community health and disease
control programs operating in Burma. Because of this, theproJect has made ito best guess as to project future
needs. In the absence of definitive decisions at the time
of project development, the detailed inputs will need 
to

be tailored to the actual pace of developments closer to

the time of Implementation.
 

There is, however, an established and growing

micro-computer base in tho Health Information Service of
the Linistry of Health, which would be available for

central support to information activities. 
Staff training
of HIS personnel has been supported by WHO and other
sources* The extension of micro-computer based
information processing to State/Divisional levels raises 
some questions 
because of the limited and unreliable
 
electrical supplies, and low feasibility of a

well-controlled environment. However, portable, battery

powered systems which can be recharged intemittently, and
which are designed to tolerate the environmental

conditions found In Bursa, are now available with all
capabilities needed for data processing needs at
State/Division levels. These have been procured on therecommendation of PC 11 information specialists, and SRtBwill deploy 2-4 at State level on a, trial basis during
June/July 1986. Assunink success In limplementinS this
trial, its further extension as proposed in this project
is considered both feasible and desirable. 

-- Drug and vaccine logistics
 

The supply of drug @and vaccines in Burma is both 
complex and problematic. Problems in this area
Identified at the tine of both PIC I and PiC It 

were 
projects,and in subsequent reviews. Progress has been made in some 

I.

V ..
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arew -- the -­such-as.- development -of adequate -production

capacity for oral rehydration salts, but a 1984 review of
the resupplof drul to CIWs indicated that the situation 
isenot uly satisfactory, although the availability ofdrugs at the community level certainly been greatly

augmented by the previous expansion of Community Health

Services. There have been problems in standardization of
drug kits in different years and from different sources,

and excessive burdens placed on Central Medical Stores for
repackaging of kits which were 
not fully assembled for

distribution on receipt, 
 Nearly all of the townships in
which CHWs -were established for several years were

purchatiqg replenishment kits, but only half of those with
 
CH for only 1-2 years did so, raising questions about
the level of utilization, and possibly about the usable

life of some of the drugs. Experience indicates that some

of the poorer areas may not be able to afford resupply,

some contents of the drug kits may be inappropriate, and
replenishment kit procurement procedures (requiring 
that

BPI supply adequate amounts for replenishment) may be too
 
complex.
 

In addition to the specific problems of VEW drug

replenishment and procurement, 
the limited production

capacity of BPI and its selection of drugs in relation to
Burma's essential drug needs and distribution of drugs

pose continuing constraints on the effective provision of

essential health services. Both UNICEF and 
WHO are

continuing to provide some support to increase capacity

for drug and logistic support. The additional inputs
proposed by this project will be complementary *o these

efforts. Further progress area
in this is eascntial to

the effective use of the drug inputs supplied by the
project, as well as to the quality of care provided, with

particular attention to the provision of essential drugs

such as iron, chloroquine, penicillin for acUte
 
respiratory infections, and OIS for diarrhea. The
proposed technical assistance and the further studies

proposed are aimed at ensuring such progress.
 

-- Health systems research 

The SRUB and its health system have a self-estblished
 
capacity for credible health systems research. The

research and evaluation carried out during PEP 1 (1978/82)
and PEP 11 (1982/86) have made important contributions to
understanding and decision making in the development of

Burma's primary health care strategies so far, However,

most of the research to date has been descriptive. The
need for more analytic studies is increasingly recognized
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a7&s -'pca ea uIIteafor'-furthier developym-ents- in quality 'and­
effectiveness of the health services. While studies In
 
e.if ic areas are included in several other sections of
 

this project, the project will also address the need for 
a
 
more analytic approach by providing technical
 
collaboration in designing and analyzing several studies
 
aimed at assessment and evaluation of critical health
 
program areas,
 

Kiss iWA: 
The proposal to provide health education

through masi media rests on several existing situations in
Burma which make such a proposal appropriate right now. 
The 1.hh li erag [at, f7 among women and 86% among men, 
means that printed materials can be useful, even in rural 
village#. R are available in relatively few rural 
homes, 10-15%-but communal radio listening is widely
reported so: hat radio it another opportune channel. 
Wh ile the Central 3ealth Education Bureau has used radio 
in the past, experience from other countries now offers 
them innovative ways to broadcast messages, and to 
coordinate radio within a focussed educational campaign.

The -am- oo2 -.°in over 60% of Burmese villages and
 
the pro village coverage by 1990 represents

perhaps the most effective health-education channel in
 
terms of actual behavior change. These workers can be
 
supported mightily by print and broadcast channels. And,

finally, the orima 11 cS foreth re philosochy, argues
enabling people to+do as much for their own health care as
 
possible particularly preventive measures. Oiving people

I'nformation can do Just that -- alerting them to the use
 
of already available foods for better nutrition, weaning.

and ORT, for example.
 

The Central Health Education Bureau (CHEB), which will
 
provide counterparts to health educators provided under
 
this project, has been recommended for assi-stance by other
 
donors in the past, but none has been forthcoming.

Support for the C1UB is Ion$ overdue, and its capacities

have been diminished. At the start of this project, it

will not provide a strong institutional base. But it is
 
the focus of health education in the DON and its augmented

role is solidly backed by M it.
 

The radio section of the Burmese Broadcastin Service
 
(BBS) is the only transmitter within Burma and only

transmits a few hours each day. Accordingly, Burma ha
 
prticlaly uncluttered airwaves, in which lively, useful
 
ealth duction messages could clearly stand out. Like
 

the CUD, the BBS could do a great deal more in providing
 
health education.
 

• , •" i ,• +,
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0RT -seminare -for-Burmese~phyuicians will Address the
scientific basis for oral rehydration, to give doctors the

authoritative support they need to recomend this new
regimen for diarrhea management, a regimen that differs 
from their medical-school education and/or their
 
established practice.
 

Ib~caded Coveraes of Af ectlylegMunt o Serv 
The S program, now n is e g t years Is
established. A detailed Plan of Acti for Implementation
has been developed and, with a few exceptions, implemented

according to a time schedule. III is fully implemented
through the BUS and PlC system which enables the program
to reach the village level. Specific PRC staff have been
identif Led at the state/division, township, and IUC level
to be the focal point of the ZPX program. In over 1/2 of
the country's 314 townships an immunisation program for 
the prevention of childhood tuberculoses, diphtheria,

ectussi, and tetanus, including neonacal tetanus, has
 
been introduced. A polio vaccination program has been
introduced in the urban areas and a vaccination program to
prevent measles will be initiated in 1986. Hote than 60

of eligible infants and nearly 40% of pregnant women in
SLI operational areas receive their first dose of
immunization series. While complete coverage rates on a

national level are much lower, in 
some areas full coverage
is quite high. For example, in Iagve Division 857, of the
eligible population have completed the series of three DPTvaccinations. Ituch progress has been made with the cold 
chain and logistics system to ensure that program supplies
and vaccines are available when and where needed. 

In late 1965 the SRUS established the Universal Child
Immunization (VCI) program, revised the rLI plans under
PUIP 111, and raised its target coverage levels to 85%.for
all six vaccines for infants and to 70% for TT foepresnant women by 1990. It will take a major effort to
achieve this very ambitious goal as coverage levels will
have to increase during the next four years by a 
measure
 
of magnitude well beyond previous increases. While it's 
true that the ,IPprogram is well established as pointed
out above, there are still major program needs forincreased provision of manpower, transport, and financial
 
resources. 
 In addition the cold chain, logistics, and
 
technological systems need strengthening. There needs to 
be more training, better supervision, and Improvedplanning, An information campaign should be mounted. 
specifically, the major contraints to achieving UCI
 
targets include the following:
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++mana ementi and +lolitics; :.:
However,+ local+ +planning?+,++i•+++++

Scapabilities+ are wa,in	 Te eta safi pann
seies 	of +jo
 t micro/planning workshops. lni
 

+ i +(3).Theilcold chain sysem must be r+apidly expanded and + 
improved+ to +handle the more+ sensitive vaccinesr like 	 : 

have ca : dependable: electrzical supply+,• gasoline fuele+generators will b sda bc pt ensure +that'+ the 
vaccines +resmain~i suff iciently cold.: It+may,+however,+ be + 

+ 	 difficult to obtain patrol wahen ,it is needled."+This is

another area where ,Partysupport+could mak the +difference.
 

+ ~(4)A +strong in.formation campaign needs to be + ..
 
+ established. Without, political seuport such a campaign
+ may +be r estricted to the DOH education +breau which has

~~limited resources for such a program. 
 ++
 

(5) The SRUB budget has provided limited resources for+ 
: + +PI. MorHe m is needed for( supervision, transport of 

- vaccines,. and +maintaining the cold chain.
mangeme, oractblt and Hwv foitc...rr loc plannin 
- +:These constr+aints make t-he UCI targets somewhat 

optimistic. With AID and+ UNICEF assistance the EPI 
program will have a greater •chance +of achieving its+	 hveo sadepndble eliecticlspy
e...+ ++ 	targets.+generators+AID assistance gasolineofuledon/ +... b 	 andwi l++"++1::;+use can,bac1make a difference is+ 	 as 
 to++en.+++s that the
Justifiable gliven 	 up+++: ure" : ++ +/+++"++++r424# :+++. + '++ "J+:+++/ '+++r5++:'"(1) 5.the+ +" magnitude+ ++:++++ + of +the problem of the,	 +:++"P+ ++ ++ +: ;+ : ;: + + : +
'i+ immunizable diseases, +(2) the existence of+ a +proven +
 

:~echnology that can+ save thousands + of lives, +and (3) 
 the~~existence of ,ac€omprehensivedificut t obai 	 delivery+ system Lextending topetrl weniti nedd T i ],i++++ +++
the village level.: Clearly this important program is a ..anothe +++++ +::+++++++re~q 	 +
area+whe+ Party++++:'++:++++ +++t coul""++ ' ifferenc. :+ ++
a 4-46- ccordin to t 1 

++ priority for AID assistance.++# supr++J+++++d+++ ....make thd ++% ''++'+++
 

nfomatin
(4) stong cmpain neds o b
Popa WHealth Planmlaria istanked as henumber one
hal 	 Wh top,r othex ton diseases chosen to be
cle durinl t o 	 The pelent malria
etfr years.
ortol acivhtiev ae basedt uponstratification-of the
 
)countryinto eas dtn only)darea (hi h
5 trateic a ( n 


ifpopulation) e area
tpra (high prevalence accnessble,
 



if ra\tp4 ,oig-la _-opul 
inigi f two year 14% 

trnsisio -- 97 fpplto)*hssrtfcto

i!i ;i:of.Lio;,,,population);, +.and,, or iginalymlra reae
 

urvein
!b!:!}':i~i batedllastrucetureapaccessibiity,t;on and resourcei.{,was epidemiologiThe existiagm fatr, etingdeelpment :of :healthaavatstratificationi 
 rviewdand
 

suggestions for revision are planned inthe near future. 
S fThe key malaia control aroaches arafe dea 
and otreatment, -alaria chemprophylaxis in mhigh isk 

and/ , :groups,environmental methods.measures expansonan ati-vector With theutilizing+ insecticidesof BHS and
VHs, annual blood slide examinaton rates have increasedin recent yearsc indeed they oaten exceed thelaboratory
capacity fo timelyiexamnnation. Questions rew ed agthe r regardin the appropriatenesstimeo o review 

,.+of+ present. levels of case slideexmntoactivitiesad+.++.+.++ particularly oc blood pactivedetection in 
vigilance areas. The questionsare being addssedin-the
re-stratiication,-r. measurs utilizin insecticides
an Theepidemiology odmalariai undepgoing of aEsad
 

result afnu blod activitssuch as rural idamconstruct i andme clearing toa oest areas wor uel and

timbere Thefrequent population movements particularly

from vigilancev ofsurveillance area into drg and spray
paeas place futther importance timely
on case
 
iginv eaon Theresent, DDT has been the only
 

,; ,i : _insecticideincreasingevidenceused by the program. However, thereo significant DDT resistance,is 
particularly ofAnnulari.. It is planned to initiatetrials with alternative insecticides in selected areas

dustrinuPp Ia. However, no upport arom this projecfomwill u
going into any sprlaying activitieo.
 

ill! / : Anotherincreasin major L control problem is the evidence of inchloroquine eitance. Ad hoc seven day
inv tests have been carried out in selected areas and­ins estinus al o being undertaken on a limited 

+ is::/+::i: +It apparent thatin mostiaeas ofBumao r eilstantt P. facgay occursHwevsn dD resis tance
itvari ale although RIX level is increaine andresistance atRIII level ha been eported, both pigns ofi Ancrotaing eriounes tr ha s also been noted that the 

... ca sreported198 ratesisort lthincreasid b etw e nalit . a a h in p ntaandc1 984 ou th hosJpitaller us 

o clinically tlariaican selupecaed as reduced. Ths 
isy aribe Increas el it oro/uindLaduelto crasin. a, 

incroasigseriouness. Ithas als benntdta h
 

reported case fatality rates for malaria 
in hospitals +¢++£+++++++c++: '+rstcLRZle hsbn ere bt sg o
 



em, tu
aes to na ith e actual
 
in~ta~ 

....
istnead the posiiltyoffutere p ntutio o
the,: s rea o reitnetruhwdseaprophylact ic 

retitdto pregnant: women and selected high riskworkers and not to .children and workers iln general as Issometimes thecase. m o-hl
 
The main drugn used or chemothera y ero n ine
 

and amodiaquine, which are available at alllevels,
 
: including recentto be clear VBDC
uidelines on treatment regimens, the
CHWs,- Although. thelre are+said review 

workes 
.... ndicatesan otto cildre aend dkesineneao sic€ontinued eseiull wthe presumptive .treatmentrather than usetherapeuticof low .dose chloroquine
eindicated, n the poghtbithe opresent occurence 
of
 

that hos f riuesn e g an
chloroquinepitaliresistant hr haphazard thati
. r ar . I"t• uc also noted:,roriate drus fortreatin resistant cases of malaria
 
ou be mre widelyavailale . This 
roject directly


smaddr es the availaly of secdi drug including
quinine andi Fansidar, efor ctreatin chloroquine reitant
 

S cases. 
 uTheVBDC, as parteo its onlong technical
 
guidance,will need to take aurther
steps to ensuce that
 
uthedoctors at townshp and station hospitals uing these
 

drugi know how and when to use them properly Dependint
 
upon the evolution ofutha dru resistnce fituatioqand in

iparticular the signs ofincreasing resistance to Fansid 
r
 

198 i(a ss- resistance at note
rstudyshowed Fansidar 

level inKaren State), the drugs proposed or this project

*should be reviewed a athe tim an d
vain of procurementl


• + consideration given partial substitutionof Fansime thamayaobintionneed- to beincludondto mneduinc,a newer
 
antimalarial of potential valuein Fanidr resistanct
 

icases Appropriate attention will need to be paid by the
 
'Ministry of H~ealth control• . ... +tocarefully the use of-these@+ 

• second-both SRUBlinearetinanddrugs,.Stte)Alvo,thelwider education is needed forlvlIn o drugs,rin the props use ofeprivate physicians hoe poecthilroec + 
these drugsto avoid excessive d ru  prossure theendin 
uaccentuathe to development o resistance which is aleady
recognized to esloquin, as well esito Iansidar ns.dar 

to Av,evel supervision bvis needdfo
contributeseodln torg. ship wide edctot prvision on
motorcyclesand bcycles or alaria e o
nsp i andc
 

reonie o ltoq n,++ as wellus to Fnsida:
 



e r amalri Suerisrand ill uppot se l: pe r l iti.!!na 

ivarious levels by s}:upporing s:everal' l::ocal- :!coursesI in:.: 
elntomlog and lvector c:ontrol for State/Division,. township- :­
and BBiS saff ::as- well "as :-by !supporting participant: "" 
trainingIn pdmooyadetmlg.Alo 	 hsefforts atempt to msreonzdneeds: within the VBDC: 

andthDpatmntof. Health .which are not being adressed
by. other inputs at prevent, .. 

• ::- B'. &,Moot Analysis 

~because 'the calculation of :economic benefits ;requires
" .:"accurate masures of the health, impact of various project
:.	 interventions. :Dat~a Jfo "t'his -kind of !analysis are not
 

available. :There are virtually no reliable data on health
status -and changes in. health: status,.)FrhmoeitI
 
-:.not posible to atrbt pecific efforts or change to 
- .. .- toJect inputs. ...The project proposes to support the

.hprOvement of management information systems to improve
 
- :.:the availability of .data,. so better data for evaluation


4,! 444:. 44 44g~ill: be :available in the .future.
 
" 
Thus, because of the-lack of data,-a formal compearison"
 

. of. costs and-.benefits cannot be attempted. I scer

however, from the. preventive nature ofthe interventionIs
 suppoIrted,, that the potential beeisoh project: far 
outweith the. costs. Alternative approahe of dealing" with the same public healthproblemI are more costly. forexaple inthecase of.mase vaccination-whichcot 

-- lost than -a couple- of dollars per infant, the costis of .. .
treating, an unimmunized child with measles :or the much 

:-.... oreB( seious pIroblems that frequelty follow. mea sls 
exceeds .the cos of immunization.- This is also the case• ,.-. with polis vaccine where tihe cost of vaccination can be" ... compared, to .the. costIs of lifelon lameness to the 

, ...... Individual .and society it is, Iuch lost .expensive to .. ii. rovi de at p:acket ,of &optlOSfor dehydration than to se~eman 

fo .-c	osts~ oieef the p~revention of Ialartii versus the e~ffect 
thatthe ise sa on worker's productivity 

'4L 	 JZcOnomic viability can also be assessed by ilooking At- . -. the relative :cost-efficiencyv- of .the .course of. actioni::.i:."proposed. The. PEP supported :by this project, is based on , 
!..!::::..-.the ! deployment .:of volunteer, non-governmental, ViIWs to .- -i 
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extend basic health services to all villages, S4i4'The VEW has 
limited iuitial and reu i4-costs and- co t .relativ~ly__zi
7litli vpanid'to hesubstantial investment" alread mdin establishing and. maintaining the 335 structure. Afterinitial deployment, recurrent costs for which the DOH isresponsible include in-service training for VHWs andf o rtraining V l replacements, the costs of handlingreferral cases, supervision of V Ws by BHS staff, and thecosts- of program administration by DON headquarters. The

proposed project will attempt to improve the cost
effectiveness of the PEP by establishing a strongin-service training program for the BHS to improve its
management/supervision capabilities and technical skill of
its personnel for key preventive interventions.

Furthermore, the project proposes to 
increase utilization

of the 335 by stimulating demand for services through anagressive media campaign for EPI and ORT. The EPI programis able to take advantage of the substantial
 
infrastructure of the CRC without additional
 
costs to delivei services. staffing
 

The initial costs of establishing the in-service

training program and mass media campaign are in excess

the recurrent costs necessary 

of
 
to maintain these


activities. The PIPprogram will continue to havesubstantial recurrent foreign exchange costs mostly for
vaccines. However, the substantial benefits of +I

provide strong justification for support in this area.
 

Costs borne by individual communities are modest when
 
disaggreg&ted, as AMWs AND TBAswell. receive a modestfee for each delivery and the communities make small
donations per family to replenish the CIW's expendable
supplies and drugs as well as provide a stipend when they
are away for training. The supply replenishment costs
have been estimated at kyat 600-800 per CIW per year and
kyat 300-400 per M annually.
 

In sum, with the exception of recurrent foreignexchange costs of EPI and malaria control, the SRUB andlocal communities will be able to shoulder the recurrent 
costs of primary health care services once established in ­
each township.
 

C. Financial Analysis
 

RlSVren During four year period
Jqtl: the
1930 1981 to183-1984, while the DONtotal recurrent

budget increased by only 8.7% per year, the total BasicHealth Services bud get (health services at township level

44 ++ + ++ 
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and below) increased by 10?. yearly, More importantlybudgets ;o_ the g1im l azeczl a1- -. 
to t..success of thu Peoples Health Plan increased at
 
rates. well exceeding the DOE average: Rural Health
 
Centers - 11?, lICH Centers - 17%., and Station Hospitals ­22%. A number of centrally managed programs which
 
benefited the PIP II rural target population also had
superior rates of growth: Environmental Sanitation - 26%.

Health Assistants Training School - 15%, Nutrition Service 
- 14 and Malaria Service - 13%. In contrast, funds
allocated for the Health Information Services were

increased by 4%.per year and 10% for the Central Medical

Stores Department (CMSD). The CMSD budget actuall
 
declined by 5%?over the last two years following a
 
gain the previous year.
 

The DOE budget for PIP III shows only a 3% increase in
 
recurrent costs for BHS staff salaries between 1986-87 and
 
1989-90. The Public Health Budget of DO which inctudes

all planned expenditures for Co C and Disease Contret at

all levels is projected to increase by 5.5. over the same

four-year period. Most of 
this budget is for recurrent
 
costs. The Government budget for recurrent osts for EPI

and VDDC are projected to Increase by 22% and 12. over the

four years of PEP III. During the same period the DOB

hospital care budget is projected to increase 25%. Much

of tho increase is in capital expenditures and increased
 
recurrent costs associated with the opening of a largse new

urban hospital in 1987 - 1988.
 

It can be concluded that the SRUB is continuing to

direct increased resources towards the rural population,

especially for EPI and V3DC. However, the rate of

increase of providing additional resources to rural areas

through CHC seems to be leveling off during PEP II. On

the other hand, resources for hospital care are proposed

to increase rapidly during PEP I1. Furthermore, the
 
hospital care progran will increase to 65%.of the DOH
 
budet by 1990 while the budget for public 'ealth will

decline from a level of 33. in 1986 
- 1987 to 30% of the
total in 1989 - 1990. Even with the projected decline in
the pro portion of resources for public health programs,

the SRUB 's contribution to public health will continue to
 

* . increase.
 

The SRUB appears to be capable of covering the 
recurrent costs of the primary health 
care program and
 
numerous programs which support the primary health care

initiative, such as Rural Health Centers, MCK Centers,

Station Hospitals, nutrition, malaria and Environmental
 

: I. .. : LP1 r+k' Ji
-



'41' T- 4..-..-4, ..... -52 

Sanitation services. A.nagging problem remains in some4rural townshiP$sp however i4i_ Atiigeasuppi
p.t. I 

.of'drugs through CMSD or the Cooperative Stores and not 
Neer Ou" roblem often tbe'actual aval ability 
the availability of funds. Communities are able tosupplement what is available from the SRUB by purchasingin the open market but at significantly higher cost. 

JEU Spndig Jell: 14A in Annex DO Table r s+ a summary of of SRU1B expenditures on
health during the past decade. It is evident that
although per capita spending has increased 2 1/2 times inthe decade, the level of spending relative to gross

domestic product (GDP)and to the total state budget hasbeen relatively steady. SRUB spending for health has notbeen far from 1% or (GDP) or from 8% of the total budgetat any time during the decade. Chances of any appreciable
increase in these levels in the future are reported to be 
slim,
 

D. Social Soundness Analyeus
 

The utilization and provision of health care services
 are affected by Theravada Buddhisa, the dominant religion

of Burma.. Burmese Buddhists believe that one's present
state of healthLand well-being are the results of actions
in previous incarnations. Health in this context includes
 
physical, mental, and emotional states of being, as well
as spiritual health. This view of 
health status is
coupled with the Buddhist concept that suffering is aninescapable, and essential element of life and that there
 
are few events which are not painful. The inescapability

of disease and pain does &U, however, deter the Burmese
from seekin,1 treatment to alleviate pain and other 
symptoms of disease. Thus, demand for medicines is high,and village people seek services when they are ill, or at
the time of birth (delivery). However, there is less
demand for prevention services. 

The planned EPZ program, to which this project willsubstantially contribute, apparently runs counter to theBuddhist belief that Illness cannot be prevented. To
date, however, EZP efforts In selected townships allaythis concern -- In fact, coverage rates seem to vary
accordint to the usual variables of cold chain, vaccineavallabi ity, and access. Project monitoring should bealert to this Buddhist belief as the rI dieolops and, if 
necessary, theiz media component addriss thecan issue+w ith rellgious spokesmen, if possible. The same 
applies for other preventive measures, like ORT. 

- '4 
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rot Buddhists, the provision of health cares is a. 
___meritorious act. I udIdhit,-Culturs-.Iike~uzma animportanit i-alament of reincarnation consists' of merit or ---­kuth earned in voluntarily providing1 a service to thecommunity. However, volunteertsm In the Burmese context

simply meant Independence from SUB payrolls, not 
*. ++ necessarily the absence of any remuneration. In fact,Villge Tract People's Councils (VPCs) do pvidesomefinancial compensation to volunteer health workers. Host


ANs receive payment in cash or kind comensurate withremuneration paid to the let-th, or traditional birth
attendant. Status In the community is also a powerful
incentive to volunteer one's services.
 

Practitioners of traditional medicine in Burma include a variety of therapists ranging from licensed (7,000) andnon-licensed (18,000) Ayurvedic practitioners. herbalists. 
and birth attendants to faith healers who reciteIncantations. When illness occurs, the Burmese choosefrom available indigenous and western practitioners. Evenif rural Burmese know they are sufferilg naturally causedillnesses, they frequently do not consult western-style
practitioners, in part due to their scarcity in rural 
areas. for mild disorders, and in areas without modern
medical facilities, the traditional practitioner is the 
only source of health care.
 

The focus on self-reliance that characterizes theBurmese primary health care program also characterizes the
p[olicies of the Burmese.Socialist Programe Party (BSPP).
Rcent experiences of subjugation by the British and theJapanese have given the Burnese the determination to settheir own path according to their own interests -- as
Indeed they have done with their Burmese Path to
Socialism. Therefore, the project supports further

self-reliance in the health sector.
 

The use of the mass media, recomended heavily in thisproJect for the first time, also. contributes to adecentralization of health knoledge and & promotion ofself-reliance. The media complement the healtb education
being done by US5 and VWs while giving encouragement andS+support to the health staff. The print media take full
advantage of the high levels of literacy achieved by the
Rationat Literacy Program of 1972 and the high enrollment 
levels in primary school.
 

The project strategy of ithndl

In ex a the availaibilit of
healh sevicethru steAsing t quantity of &IV
and AM, sad improving the quality of care tney offer 
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th~rough regular in'servies training, improved supnervi sion,and media support wlll._x ardrz-bat
si~f~iirzomtion -o these worers'I activities andtheir recruitment by the Village People's Councils will

enhance their acceptability. 

Of the 314 townshipsaIn Surma. appyroximately. 250 areconuidered secute by the .RU.. Acti ngly, the projectwill restrict itself to those areas considered safe by the 

Irkua woanconstittea largeproportion of teruralhealth services, cadre. AM#, hdwives, and Lady XealthVisitors at* the backbone of maternal and child healthservices. Since rural Burns* women prefer to receivehealth services from women. it is expected that
ttilisation of AMII~ for ante-ftatal, delivery, post-natal,infant and child care, for nutrition and growth
surveillance, and for treatment and cont:ol of diarrhealdisease will continue to Increase. MIothers skilled. atmothecraft at* also being enlisted by CHWs and Ali~e toserve as Information givers, educators and-healthdemonstrators of effective techniques for treating -andpreventing infant and child diarrhea, for sound feedingpractices, and for the interpretation and application ofgrowth-chart data. 

Several traditional child care practices, such -as
universal and extended breastfeeding and the giigof
breast nilk, other fluids, and soft foods to children withdiarrhea, provide a sound basis for mothers to understandmote about 01? and proper feeding during diarrhea. Thesubstantial minority or malnourished children, on theother hand, argues for -further about weaning-education

foods and nutrition.
Ia8 seI Generally, from some field-.. e8.nom~ohe.t edcaor,observation, lack of food in the hoe is not the problem;.
the roblm is lack of understanding what to feed thechild 
dVr~r Ee~c:v ehiue o-Ce~* .nThe recruitment of women as AMie, and as an increasing
 

- - number of CKlls, Isn antconsistent I sound ­with the generally highestatus of women In Bura. Burmese women re equal to menunder all apcts of the law. The feale is dominant In
the househol. Women geanerally control the family economyand most of the retail trade throughout the country asveil. female literacy rate Is 70? compared to 6e for 
"ales. 



Women e oaccepted into All sector of the economy

including education, l commerce,entionrgresands


agt1ia~tri~aii~l md no.uTraditaonafly. however, 
women doctors concentrate on obstetrics, gynecology, and
pediatrics. Today, women make up half of ll medical 
studentsv and fale doctors are no longer confined to a
 
restricted range of specialization.
 

There appear, however, to be few women Health 
Assistants, Public Health Supervisors, Township ZMedical
and Health Officers, or District Health Officers. Also, 
women seldom appear as members of People's Councils. It 
may be possible that women Wi increasingly: f lter intoleadership roles as a result of their eoduicational progressand the personnel requirements of an expanding public
health system.
 

sy Iheihn: The concept of a co rmunity-supported
volurt ier mary health care service is already wellrooted infBurma. Villagers participate actively In the 
actual conduct of the program. Thus, the project is

socially feasible and will directly benefit Burma'@ rural

population. Proposed strategies are socially sound and
 w 11 be effective in helping to improve the role of
vollageulvel workera and to into rate appropriate

concepts from western medicine into te health system 
-a
system that has reached much of rural Burma and, duringthe third People9 , Health Plan, seeks to reach all secure 
areas of the country. 

In addition to the Buddhist value of volunteerism for 
arning merit and the long tradition of local healerst,Burma,s emphasis on education for children, literacy for 

a and vilage-level leadership provide a solid basisfor Primary Health Care. PIP I and PEP II testify tothis.0 An adroit integration of social, cultural, and 
political tradition and philosophy has 'brought about goodworkin relationships at all levels of the health system,$and thin the People's Counclis and the BSPP itself.
This integration has In fact smoothed the way for what hasbeen a gradual introduction, over the Years, of western
approaches to the prevention and care of disease. At a
similar measured pace, PEP III will follow this proven

Course#
 

Z. Ingtitutional Aalysis

COrg
 

mi pnatat 4 of9mgOent Principalcoordinatiye and budgo r responsib y ~or the projectList with the Mfinistry OPlanning and Finance, and In
,4.1 f
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Articular With the Director General of, the Foreign 
______oomi Relations DPRt~ MtA rsoih~ 

Department of Halt~o One Of four departments within the 
Ministry of Health. The Ministry will assureimplementation coordination with other departments within
the MIOB and within other ministries.
 

a* 
 : Goods to be
Purchased om are estmate at current prices
provided by UNICF multiplied by a factor of 28% forfreight and insurance. Other goods carry estimated prices
plus 28% for freight.
 

b. Zgu il lglance: *The cost of the long-term
consultant 11 CalcilAtid At $100000/year. This includes 
costs for salary support (including post differential),
international and in-country transportation, shipment of
personal effects, education allowance, per diem expenses
and insurance. other costs associated with the long-term

advisor I*., housing costs, vehicle, etc., are included in

commodities. Costs of short-term condultants are
 
calculated at $15,000 per month.
 

C. ZArtiAgL0 in*9 : Costs for long-termtraining in the United States are S2,400 per month and
 
short-term training is budgeted at $5,000 per month.
 

d.. jl gsj: All travel, per diem, and salary

costs arecalculated on the basis of expected level ofactivity times established SRUB rates by grade or category
of staff involved. Costs of materials to be purchased-or
produced, construction, or rentals are based on estimates

provided by the DOE according to its experience.
 

F. Environmental Analysis 

The proposed project will strengthen the existing
basic health care initiative by expanding the geographic
focus of the program, Improving the uality of health care
and by strengthening AID high-priority child survival
 
elements such as oral rehydration therapy, immunization
and malaria control. The project will also include aninitiative dealing with health information and health
education 
system through mass media channels. The

activities of the project Include a great deal of training
and retraining of various types of health workers through
in-service training programs, training in new technologies 
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such as oral rehydration therapy workshops and similar 
_____initiatives. Anoth r_ac ILvi-,health--ppin

IiiIi-tWif lj0d-iv- -V-& types of health kits containingmedical instruments, supplies and medicines (tablets to be
taken orally). A third activity is expanding existing
Immunization programs by Increasing geojraPhic coverage
and introducing new vaccines. An a fourth activity
envisions the design, production and dissemination of
health information and education programs through printed
matter or through a radio programing. Additionalactivities include malaria control and management support

systems and research.
 

To the extent that environmental protection measures 
are required within the project, such as ensuring the safe
 
delivery of vaccine to project areas, these measures will
 
be built into the project.
 

The project will not finance any insecticides or other

chemical agents, and no activities in vector control such
 
as spraying will be undertaken under the project.

Hovever, the project will provide technical assistance and

training to the HOE entity involved in the use of chemical
 
agents in vector control.
 

The disposition of disposable syringes and the

safeguards needed be to that
to taken ensure proper

sterilization procedures are carried out during

imnunization programs are concerns which must 
be

addressed. Burma, like most underdeveloped countries, has
 
a culture which appreciates the value of almost all
commodities,, even those designed to be disposed of after 
use, The use (or in this case misuse) of intended medical
equipment can produce, problems related to the spread ofinfectious disease. AID/Burma is aware of this concern 
and has budgeted for syringe sterilization equipment,

training and for monitoring of sterilization and
immunization procedures within the proposed project.
These materials are already used by.personnel at the levelwhich will be deployed, so there is no new introduction of
disosable syringes here, only the assuance that the 
syringes are disposed of in the appropriate manner. 

The Vector-Borne Disease Control Section (VBD) is a 
unit of the Disease Control Division of the HO., VBIC is a well-established, mature organization that has had & 
reat deal of experience and involvement

nternational organizations. 

with
 
At present, VBDC has a WHO


long-term resident advisor and receives support from the

Canadian International Development Agency (CIDA) and the 
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Netherland9s, Other international donors, including AID,have peuiodically participated_ n,-valuations and revie-,-.
and ito activities. 

In odrtoenac th intttoa cpcty fVDC, the project will provide the short-term services of 
a bio-environmental control trainer under the project, and

the project,will support training including two courses in

bio-environmental control and workshops on improving

VBDC's entomology staff. These activities will be
 
monitored and evaluated along with other project

activities as project Implementation progresusa.
 

Based on the for.qgoing analysis the project as

envisioned will not have any significant, foreseeable
 
effect on the environmeot or Burma or the international
 
environment. Consequentlv, an initial environmental

examination (IZ1) indicatR a negative determination is 
recommended (see Annex K).
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.... IL. IZM TT0N AN ONITORIN PA 

Pro-Qbli -ion ctn: The project is designed with 
a four-year Implement on period. It i expected that

by AID/ eauthorization
ake place not lator than the

end of September, 1986, leaving at least three months forAID/Burna to negotiate and sign the project agreement by
the beginning of the second quarterof
1Y 1987. The project's PACD would be December 31. 1990. 

There are several actions that 4ID/.urma will

undertake between the dates of project authorization and

obligation that will yive the project momentum for
expeditious implementation. These will be routine actions 
that, with the exception of (a) below, will involve no
expenditures or comAtments by AID. Such actions include 
but are not limited to the following:
 

a. AID/Burna has already authorized AID/W to
issue PIO/Ts to obligate funding from A D/BturA fY 1986
 
OY and deob/reob to Communications for Child Survival and
 
Vector Biology Control projects;
 

b. Identification of trainee candidates:

AID/Burna will work with the NOR, to begin the process of
identifying screening and selecting qualified candidates
 
for long-term and short-term training positions;
 

c. Preparation of PO/Ps for long-term

training: This L- particularly important if University

level trainee are Intended to begin with the start of the
1988 Autumn semester. The EDO will ptepare detailed
descriptions of trainIL3 to be incorporated into P10/Ps
and sent by the Training Assistant to the Office of

International TraininlA. AID/H, as son possible toas 
ernit placement of t ese candidates before the semester
 

d. Agreement with the NOR on the terms of
reference (TOR) for the short-term and long-term Technical 
Assistance Advisors;
 

a. Preparation of a PIO/T for long-term TA. A

CID notice will be drafted requesting expressions of
 
Interest to be submitted.
 

f. Preparation of PIO/To and a request for
technical proposals (RIT) for short-term technical 

f 3 3 3 

-/ 

| • | 
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assistancei and procurement services. AID/Burma will seek
the- assistance of the ACO in Bangkok, Thailand todeeo__

7 -a--rP1r h pouteto 	 e rvies 

go Preparation of specifications -for bicycles,
motorcycles vehicles and vehicle spare parts;,
 

fo * h. The drafting and prepositioning of PI0/C's
forthehealth kits to be procured from UNIPAC;
 

Calendar -of 4aLo Events. Following is a table major
implamentation events and the approximate time they willoftake place
Suin the date of project,agreement signature as 4 reference: 

gti~nTiming (months)
 
Pre-Obligation Actions 
 -6

Project Authorization 
 -3
 

. Negotiations with SRUB 
 -3 to-0-
Project,Agreement Signed 
 -0­
.. Conditions Precedent Satisfied -
Issue P0's/Contracts to unilaterally obligate funds 

+1
 
+1
 

Issue PIO/T for baseline survey 
 +2
issue Pro/T for Long-Term TA consultant (PSC) 	 +2
 
- r Issue PZO/T for 8(a) PSA services +2


Issue PIO/P for long-term training .4.

Issue PIO/C for health kits 
 +3

Advertise in CBD for TA contract 


, Contract (PSC) for baseline data survey 	
+4
 
+5
 

SER/CM negotiate and Award PSA contract
 
with 8(a) firm 
 -+5

Issue PIO/C to SA for cold chain and other equipment +6

Issue PIO/C for vaccines and supplies (GSA) +6

Issue PIO/C to PSA for bicycles, motorcycles


and vehicle spare parts +7

Receive Curriculum vitaes for long-term TA iSC candidates +7

Receive and analyze baseline data 
 +8

Arrival of short-term consultants 	

­

+8to +45
 
Kft./planning/supervision tours (7) 	 +10 to +42
sNegotiate/Award/Sln TA PSC 
 +10

Arrival of health kits 
 +10

Arrival of Long-tarm TA (PSC) 
 +12

Convening of evaluation workshops 
 +13 to +22
Arrival of first Media Consultant 
 +13 

-

Convening annual State/Division planning workshops +14 to +38

-Arrival of cold chain and other equipment +15
 
ZI Observation tours (3) 
 +16 to +40
Arrival of vaccines and supplies
!'-Arrivalof Short-term TA (training) 	 +16
 

+17

Arrival of bicycles, motorcycles and
 

4++++
44-- -4,..,+++ 	 +:+D+)]
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vehicle s lare......., 
Begin prcessing sort:term training +18_to +42

ii -- nio-eD -oin-oservicedteraingproitramat CC- + to +Departure of long-term trainees (Autumn 1988) +21
Departure of first Mledia Consultant/Arrival


of second Media Consultant 
 -. - -+24 

M
Hid-Project Evaluation Commences +24

SDeparture of second Media Consultant +35
 

Long-term TA completed +36 to +32
All long-term trainees complete training +396o 3
Project close out procedures initiated +42
End of project evaluation ccmmences +45

PACD 
 - +48
 

B. Project Manazement
 

Four major participants in project implementation and

monitoring are envisioned: AID/Burma, the MOH, the long-term 

- consultant (Contractor) and AID/W offices which will administer 
 "
 
and program ictivities directed from cenkral projects in
 
support of this proposed project. The roles of these major

participants are discussed below:
 

PAhiiiBml: AID/Burma will assign the Health Development

Officer (EDO) as the project officer. He/she will assist the
 
SRUB in project implementation, oversee project monitoring,

work closely with counterparts in the MH and be the main
 

. .
 contact point between AID/Burma and the long-term consultant.
 
The HDO will assist in developing a detailed project

implementation plan and will monitor project progress based on
that plan. He/she will be assisted by the AID/Burma Project
Development Officer as well as regional personnel.
 

It is expected that the ff0 will carry out

epro-obligation actions, will work to see 

-all
 

that conditions
 
precedent are 
 satisfied. and will. assure ex2editious
 
implementation of procurement and training plans. He/she will
 
work closely with the HOH in identifying and screening
 
-candidates or training. The HDO will -work with the long-term
consultant and be responsible for internal project progress
 
reports. 
 -

zIinl gnoi&IR/W l seitinc Project implementation,
particularly initial7implamentaon actions, will depend

greatly on assistance to be provided b the Reglional Legal
 

-Advisor -(RLA), the At*& Contracting Officor (ACO), the 
-Controller's 
 Office (O/FIN) and the Regional Commodity

Management Officer (RCHO). The RLA is located inColombo, Sri 
Lana; the ACO, O/flu and RCKO are located in Bangkok,
Thailand. They will provide timely assistance in their areas
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short-term., In addition, 39 pm of short-term TA will beprovided- and funded under the Communicationi for Child Survivald~Vect o-iolo CnrtPbjttdbjifiij
AID Burma FY , 986 0!) andK direct resources 4from the
Communication for Child Survival Project. Appcoximately 14 pm

of additional short-term TA will be directly financed under the
proposed project with additional "buy-ins" into the REACH and 
Technologies for Primary Health Care (936-5927) ,centrallyadministcred projects. The remaiiing TA, approximately 65 pm,will be procured on a competitive basis.. The floigibrief discussion of each of these approaches. 	 is a
 

(a) Personal Services Contract
 

The one long-term resident advisor (24 pm) team leader and
training and management advisor will be procured under a PSC 
arrangement. This is contemplated because of the. SRUB refusalto 	permit a long-term consultant to be attached to the Ministry

of 	Health. The Mission had considered a JCC arrangement but

~determined that such a position could not be supported by
Mission 0E funds.
 

It is envisioned that AID/Burma will prepare a PIO/T, and
in conjunction with the AC', advertise the requirement in the
Commerce Business Daily. Upon receipt of completed SP 171s and
curriculum vitaes, the ACO will negotiate/award the contract
for 24 pm of effort.
 

(b) Buy-ins into Existing Centrally-Funded Contracts
 

Approximately 53 pm of TA will be secured through buy-insinto four existing centrally funded contracts: Communication 
for Child Survival (HEALTHCOM); Technologies for Primary Health
Care (PRITECE), and Vector Biology Control (VBC), and the REACH
Immunization projects. Of this total, it is estimated that 39 
pm of assistance will be provided to the project from AID/Burma
FY 	 1986 OYB, deob/reob and direct contributions ($155,000) to
the project. Eportise secured through buy-ins will include
the two 11-month media consultants. A minimum of 14 pm ofshort-term advisors (who will visit Burma for short durations
of 2-3 months) in the areas of management services, mass media,
research and evaluation, oral rehydration therapy, malaria
 
operations, bio-environmental control, medical entomololy,
malaria immunology and immunization cold chain management and
logistics will also be funded from buy-ins. 

o 	r or to project authorization, AID/Burma will prepare one 
ormre IO/s for "buying Into" these contracts. Once.PIO/T(s) are processed InAID/WI, these services could be m=deavailable readily thus saving the several months itwould take 

2!+++v+i i :4',+to procure,O !~thesel servicesL +Iusingll normal procedures.p !dJ i + :/i:5J++ 	 t U t !. +i +l l .tl . i+++>: < ! 
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;i isease otroel s,iii Vector: ;i-bon~e :A ervicre (p or aptota i.Oiachl 6 ofcontracts. CDC is well-knowni 18l:bpouedma otinedIn teand well-respected ip Burma, an!m) b ente afor iebase ControllBurmese officials have indicated a preference for its services.
 ......... ) in Atl~ana, ther
S Geonra, hroughs a artpicationgo
(d)Competitively Procured Services
 
The remaining short-term TA services (approximately 65 pm)
will be procured in one package on a competitive basis and willfollow standard AID contracting procedures (i.e. publication ofnotice in the Commerce Business Daily (CED), issuance of REP,
evaluation of proposals, selection, and contract signature).The procurement will be undertaken on a competitive basis fromfirms and institutions (or joint ventures of firms 

*: . i institutions) of U.S. source and origin. 

These services will include a variety of short-term

consotltantg in management training, course design, material
development, health information, electronic data anal vhamanagement system analysis, drug logistics analysis, anhealth
 
research and evaluation.
 

Procurement ervCe A ent (PSA): the-- Given expected typesof equipment and commoiies required under the project (with* .the exception of the health workerkits), the contract forprocurement services under the project has been designated as
 an OW opportunitX, As such, it is recommended that theprocurement of aSA contract follow informal competitiverocedures where a reasonable number of capable and experienced

(a)-designated firms compete for the contract. 
AID/Burma will
 preare and issue the PO/T for contracting by AID/W with the 
...... s
a e Administration.
 

All contracting actions under the project will beundertaken by the area contracting officer (ACO) stationed in
Bangkok, Thailand, on behalf of AID/Burma. AID/ offices such
 as AX/PD, ANE/TR or SER/AAS will assist as may be requested by
S;AID/Burma and the ACO.
 

The MOH has agreed to provide all expatriate technicalassistance personnel, 
both long-term and short-term, with

office space, office furnishings and equipment, secretarial and
S . .administrative support, fuel, drivers and in-country travel
 expenses. This applies to TA personnel whose services will besecured through buy-ins into existing contracts and to those
selected on a competitive basis*
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Housing, household furnishings, and a vehicle will be

provided under the project for the ne long-term PSC (3v )sor
 

- ~heehCUmay-b e-'Sed--fo tfeersnal useof the long-termadvisor; however, operating costs identified for personal usewill be collected and- payment made to the US Embassy. Thevehicle will be imported and registered by the MIOH. Thisarrangement in necessitated by the difficulties and long delaysexperienced in importing privately-owned vehicles into Burmaand the extrel high custom duties and import charges (300%)imposed on incoming vehicles (as all project vehicles will
enter Burma under the Colombo Plan, no duties will be assessed
 
to the implementing agency).
 

Commodities and Vehicles: Commodities will be divided into

four groups for procurement purposes as follows:
 

(a)Health Worker Kits
 
These include community health worker (CHW) kits (7,000),


traditional birth attendants (TEA) kits 
(3,000), immunization

(EPI) kits (860). auxiliary midwives (AMW) kits (3,000), health
assistance (IA) kits (130), 650MW kits,,and 335 LHV kits, with
 
a total estimated CIF value of about $1.1 million (excluding

freight costs). These kits have been obtained through the

United Nations Children's Fund (UNICEF) in the past. Burmese
health workers at all levels are familiar with the kits andhave used them effectively. Although It would be possible to
 
obtain similar kits from U,S. sources., it is doubtful, given
the number of individual Items contained 
in each kit, whether

this could be accomplished on a timely basis and

reasonable price. 

at a
 
In addition, switching to a new kit, which
 may have a different size, color and configuration, may be


disruptive to relatively unsophisticated health workers and may
require retraining or at least reorientinj them in the use of
 
new kits. This would 
rob the project of valuable momentum.

Consequently, all kits under 
the project will be procured

through UNICEF using a PIO/C. 
 Waiver requests of competition,
of source/origin, and of source of transportation services are

included in the project 
paper for approval (by the

Administrator since the value is 
over $1 million) at the time

of project authorization (see Annex 1, "Waivers").
 

(b) Medicines, Vaccines and Vaccination Supplies
 

.edicines to be procured under the project consist
exclusively of second-line anti-malaria drugs used 
to treat
referral
S.r cases that do not rapond to first-line druta 
and
 
suppressants. 
 These include quinine tablets and mpu e and
 
faraider and fansimelf tablets.
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inAjPoximately 4.4 million doges 0* mssNG vaccine 	 mree 
m tdole, vials will.beprocured under the 	 I 

nd_
 
~ additionT7,n- assorts' 

syin8661 Will,tbe 'procured to deliver'th vaccine. 
It is not clear whether measst vaccine will be available 

from U.S.< firms. Although one tU.S. f irm, Karck Sharpe and
Donne, has been the only American producer Of measles vaccinein recent years, this firm has ludicated on several occasions
that it would be unable to provide it for some Africa Bureau
projects. There are no known code 941 (developing) countries
producing measles vaccine. Alternatively, UNIrCE is.a possible 

S r.source for quality, reasonably priced and readily vilable 
measles vaccine. 

it is also not clear whether any U.S. firms currentlyproduce anti-malaria drugs, and there are no known code. 941
countries which do. Several European countries, however, doProduce it, particularly Switzerland. . Until furtherinformation is available, no waiver request for this item is
 
included' inAnnex 1, "Waivers".
 

These medicine# and vaccines, estimated to cost $600,000
each, or a total of $1200'000, 'will in the first instance beprocured from U.S. firm,. if any manufacture them. If not, 
L rocurement from UNICEF or competitive procurement from Code699 countries by the GSA under a PIOC i1 be undertaken. Itis likely that prices offered by overseas suppliers may be
substantially lower than prices charged if procurement is made 
through U.S. agents of these suppliers (i.e. U.S. source). GSA
will bet instructed by AID to limit eligibility to products
which meet stated quality, safety-and efficacy standards and to
companies with responsible representation in he U.S. Where 
necessary, a procurement source waiver from Geographic Code 000

(U.S.) to Code 899 (Free World) will be required. 

Vaccination needles and reusable plastic syringes are 
manufactured in the United States. However, recent Africa
Bureau experience has shown that vaccination needles can be
obtained from code 941 source and origin (India) at

&proximately 10% of 
the cost of the best available U.S.


rfco.Similarly, reusable plastic syringes may be availableCode 941 countries (Kexco and Brazi ) at approximately
25' of U.S. prices. Handbook 1, Supplement B, permits
procurement from Code 941 countries for goods for which thelowest delivered price from the U.S. ti reasonably estimated to
be 502 or more higher than the delivered price from Code 941
countries. A waiver requestto permit the procureient ofvaccination needles and Iasposable syringes from Code. 941 is
Included in Annex 1. 'Again, it'will be considered approved 
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e(d)Bicycles, otorcycles,Vehicle and Vehicle Spare Parts
 
r It Is estieteed that the project will require el,00
bicycles,kero tov es, oefrierated trucks, and onen 
proect vehicle for the PSC long-ter advisor bdes vehicle 
spare parts to enhance the outreach capabiiy itvhe projec. 

Arl bicycles il be Procured o the Ug.S. on a
opetlitive basit, i le. a bicyclespocured
If eposs mdeally, nl 

wor the project irn U.S.tupplite shouldhreflect the
sutseaesnbled bicycles in specifications so that the
 
wvailbolity of are par ll 
 noe become a er probles.

Tha:urll bicycle Industry, bacmically one prastata , cannot

aoemblethe quntity of bicyclel requested in this project.
I n addition, sthe Vehicles epare parts are Vor US-Spufactured 
Joe is pparts are onlyexcsusivedy, Itsay be posible that thete
available ,d13 ne U.S upplier, Aerican otoru Cor oration.
 

requiedhThe estimCtedthencosta of thesourcebicycles and vehiclewill bespare 
ts to 
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Therefrigerated trucks wi be needed aee e 
eat 	 sub deots At' ton

State/Division or sub regional headqibUrter and enhance the 
cold chaindistribution system It is estimated that such

vehicles will cost Approximately $48000 and are available f ronD. 	 Trafln P-n.

V'S. suppliers.
 

ipani tei envisioned that training under the projectwil "i--t-otdnaedthrough Office Internationalthe of
Training, AID/Washington. Some training may be arranged and
administered through S&T Bureau's centrally funded projects

which are supporting this proposed activity,
 

D. 	rAininjlLM 
-a AID/Bura will work with the MOBI=* ela ftewr authriaton to identif~y as many of the. 

eight long-term training candidates as possible at the earliestpossible Every effort will made to admit those 
candidates Identified and judged to have the required English
language proficiency to appropriate U.S. training institutionsas early as possible. It is anticipated that all and idateswill be selected for study beginning the fall semester of1988. Those candidates who do not have the required Englishlanguage capacity will be provided some short-term training at 
the expense of the MOB. The AID office will prepare P1/Ps to cover all long-term training and the Office of international
Training will assist in pocessing and backstopping these 
candidates. At present, t is not anti ipated that te TA tem
will be involved in placing the long-term trainees. 

Q1 OApproximately 	 seven
Candiate$ rom e mnstry O Halt will be selected forshort-term training and five for observation study tours.
Short-toe training wi. involve perLods anywhere from 1-4
months per person, and will Include academic courses, seminars
conducted by other than universities, familiarisation tours,etc. Tho exact training vehicle will be selected to meeot theparticular requirements of the candidate and the training
objective. 

The 	Burmese process for identification, selection andplacement flo$
 
1987 feb/Mtarch Call for Applications
 
1987 Sept/Oct Selection
 
198 	 Jan. TOhrL 
1988 feb 	 Submit Applications to U.S.

1988 	Sept. Start Stu y
 

.7 r1990 June 	 End of Study 
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o te tanHwever, short-term training will be
i:::!i i~ dai~'termfor..logtr riig ;descri bed:earlier will apply 

rof the MOH anAdtheTA team, The TAteam will
conducte in accordance withatann lnbsdo h 

beoffcersosbefralsottermwill assist in the identificationtraining landsuitable cenhomeadtheirand observation study experiences and eoriert iniapl
 
possibilities to meet thewoalof the- training.lShort-term
tranindu could be conducted in the US. orin third onte 
it andicipated that the majority of this trainin will takebiace in theU.S A list of articipant training can be found 
inAnnex F. ..
 

E. Evaluation Plan
 

• The evaluation plan for the Quality Care for Child Survival
i(QCCS)
Projec wil include several evaluative activities
 
undertaken jointly by AID and the QCCS ranagement
to ather
essential data. 
The Project will alo benefit from independent

evaluations by ontractos who willeork in support of the QCCS
 
Project through centrally .administered AID projects.: The .plan
o rwill :depend f~ mnost of its'.data on. information which is
routinely,system beingavailabletestedatfrom a national health program monitoringithalor yofthe Xnstry of Health
 
with the .operation Consortium
and assistance of the Western
f or the Health Pionpfnsor under the AIDf inanced Prvimary 
Health Care wi
Project.
 

The major users of information collected under the QCCS
 
will be: () the various teachinll
elements research and operations
(both interated and -vertical)of the cinisthe pa
 

Heath;(2) the various teaching, , research, andelements of the Divisional of Health Offices; (3)opera"tonsfo ther donors
 
an their counterpart oranization involved in the People's

Health Plan; (4) project maaeent; (5) AID/Burma; and (6)
 

rD/Washinoon.
 

ProAe t oals. Puerofses ce
l ind Outnut 

The g2"of the project in to reduce morbidoty and
 

caueed (by
itnizable and diarrheal diseases, malnutrition

alari;a, and child birth.
 

nTheirouet orgni
Health Parn (C4) -very ans in improve the Coeunity
ystem, the Expanded Proram for
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Immunization (EPI), and the Vector Borne Disease Control 
Program (VBDC) of the SRUB._______ 

rollowing are the Project ou~puts:
 

1. Expanded community health care an4 basic health services
 
(a) Pre-service training for a total of 3,000 TBAs, 3,000
AMWs and 7,000 CHWs.
 
(b) Provision of volunteer health workers with a set ofsupgplies and equipment appropriate to the function ofeach category of worker.
 

(c) Provision of a total of 335 Lady Health Visitors, 650Mfidwives, and 130 Health Assistants working at RuralHealth Centers and Sub-Centers with basic equipment
kits appropriate to their tasks.
 

Wd Provision of 105 new Rural Health Centers and theircorresponding 525 Sub-Centers with an appropriate set
of basic supplies and equipment.
 

2. Establishment of an in-service training system for improved
mid-level management and supervision 

(a) Increased capability of central DOH training andsupervision through broadened responsibility for theCentral Coordinating Unit (CCU) to support andcoordinate the division and state training teams and 
.tV i 

develop,
! ? '/! 

coordinate 
i ., . .* .... . and ...... evaluate:: their activities.:- .•$. .i ' ' . . -:. , .. .


(b) Improved planning and coordination of in-service

training at the state. and division level through
tiraining workshops designed to provide opportunity to
staff to plan and coordi!nate manpower development and
supervision activities at the state level.
 

Wc Increased number of senior health assistants. lady
health visitors and township supervisors (628) trained
 

$ in health center management, technical skills and
appropriate training technologies, strssing
management and mobilization for immunizations
including cold chain maintenance, management ofdiarrheal diseases, nutritional assessment an~d
counselling, antenatal care, drug supply and resupply
and informacion systems, and supervision.
 

(d) Improved performance of rural health center staff inmanagement and oupervis ion of VHWs and health care 
r
k2 i . 



delivery achieved through training of VHWs in growth 
____monitoring and nutrition education, health, education- ..

e~attodirt~iIar sen, personal, h oine and
community mobilization. The trainin w 11 also 
concentrate on: performance assessment and staff
development as part of the supervisory role, workplanning, management of health center operations, and
using information for operational planning.
 

3. Improved management support systems and research capability
 
(a) Improved health and management information systems forcommunit health care at state/division and townshiplevels (A system whiah facilitates the efficient

collection and use of information by CiWs, A2IWs, RMCs,
and Sub-centers: and reduces the number of overlapping

forms and records now being used by these workers).
 

(b) Supply and distribution system for drugs and vaccinesto BHS and VUWs atialyzed, and alternatives identifiled
and tested through an action research study, which 
tests promising options for modifications inthe drug

supply system.
 

V(c) Health systems research capabilities increased andresearch studies completed for replanning in critical
 
.; : problem areas, e.g.:
5-44 < :,: : :- .- > r -:j > " : :.' / . ' . : . > .,7 - , c' . .;..,i 
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for Basic Health Service institutions;

(2) assessment of determinants of health status (withemphasis on the effectiveness of health service inputs
ininfluencing it);

(3) impact-evaluation studies; and

(4) cost-benefit studies on the use of VIIWs

(including pDerhaps a comparison of their impact in areas with CHs alone vs. those with CIWs and MWs)and studies of community financing and organization 
(and their impact on the health of the community).


4. Mass media campaigns and Information for immunization and oralrehydration therapy Introduced
 

(a) A media campaign established and maintained for EP! and OR?which maximizes a complementary relationship between health 
workers and media.
 

Hbealth education material prepared and distributed to
health staff and the public.
 



____ 

(c) Training in OAT for SRUB and private physicians Implementedin OAT seminars for pjscan t h-theBumae1c1
 
A-n(h-wil'iput ten dozen OAT packets


into the hands of each physician.)
 

5. Expanded coverage of effective immunization services as follows: 

1986
 
1986 Applied


Applied to whole
 
to Eligible


Area Pop. 1990
 

BCG 79%; 41 % 85.*
 
diptheria, pertussis, tetanus
 

(DPT) (3) 26%.; 14 %. 857.*

polio (3) 407: 0.03% 857.*
 
tetanus toxoid (TT) (2-for
 

pregnant woman) 26% 16 ,. 75%**
 
measles 
 0 % 0 %. 85%*
 

*85 of children under age one year

**80% of pregnant women in the 264 'secure" townships which
 
contain 90%.of the national populaton;
 

Related goals:
 

(a) Establish a system to maintain full SPI coverage after 1990:

(b) Use the infrastructure developed for UCZ for other primary


health care activities after UCI is achieved.,

(c) Expand and strengthen the cold chain and logistics systems

to ensure timely, safe delivery of vaccines to all 314 
townships on a regular basis. 

(d) Adequate supplies of measles vaccine, needles, syringes,.

and rEI kits ensured for Universal Child Immunization (UCI)

campaign. 

(e) In-service training to township and BHS staff on new
 
UCI Campaign provided.
 

(f) HPI
MIS, Surveillance, and Evaluation Systems improved
through a simplif ied surveillance system which focuses 
on 3P! coverage; more accurate monitoring of coverage
levels; provision of immunization cards to mothers as
 
part of growth monitorin; charts; 700 state/divisional

and 11,000 township evaluation workshops; observation
 
tours; and better adapted cold chain and logistics
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_ 6. Increased availability of malari treatment and malaria 

(a) Supplysof quinine tablets and injections and fansidar

tablets adequate to meet Burma's estimated

;equirements for two years for treatment of malaria 
cases not responding to initial treatment Wit. 
chloroquine. 

(b) Operational research on new approaches to malaria
 
control through more effective action by communities

and basic health services developed, tested, and 
evaluated. (2 to 4 studies on subjects such as
comparison of tne effectiveness of different control 
measures in drug only and spray areas, comparison of 
the effectiveness of different regimens for

chemoprophylaxis in different population groups.

operational studies to improve the effectiveness of
basic and community health services in carrying out 
malaria control' measures, studies of the
 
cost-effectiveness of different methods of malaria

control, and studies of the effect of different 
malaria control interventions on malsaia-specific and
total mortality and mortality among Infants, children,
and pregnant women.)
 

(c) Greater supervision of malaria control activities from
 
the township level.
 

(d) Specialized local malaria control training. (2
 
courses in control of vectors by blo-environmental
 
measures, 3 workshops on vector borne disease control

for entomology staff, I course in advanced medical 
entomology, and 2 workshops for preparation and

revision of operational mesnuals for V1DC and basic
 
health services staff completed.)
 

Hanaters, Priolity Ouestion
 

Goal Level:
 

To what extent is the project contributing to reduced 
morbidity and mortality among innfants* young children, and
pregnant women caused byimmuniuble and diarrheal 
dieases, malnutrition malaria, and child birth? Can/will
the progress be maintained/sustained? 
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a 

1. In ihat ways and to what extent is theprjcxnandint the Community Health Care (CHC) delivery system, 
D $easiedZmnato (BPI), and the Vector BorneDise Control (VBDC) Programs of the SRUB? 

2. In what ways and to what extent is the project
imorovint the Community Health Care (CHC) delivery system,the F~IXnded Immunization (I), and Vector Borne DiseaseConr?(BC Programs of the SRUB? 

4 4 4 4 

4444 

4-, 

1 4 ',4 t ' 

Output-Level: 

1. How are community health care and basic health services 
being expanded? 
(a) How many of the 3,000 TBAs, 3,000 AHWs and 7,000 CHWshave received pre-service training? Are theyretaining what they have been taught and ustng the newskills acquired intheir work? 

(b) What percentage of volunteer health workers have beenequipped with a set of supplies and equipment? Arethe supplies and equipment approprilate to the functionof each category of worker? Are the supplies and
ejupmntbeing used appropriately? Is there an
efctive resupply system? 

(cp) How many of the 335 Lady Health Visitors. bSfl
Mlidwives, and 130 Health Assistants receiving trai'.tngunder the Project working at Rural Health Centers aacSub-Centers have received basic equipment kits? Arethe kits appropriate to their tasks? Are they using
them apo ritey? I there an effective resupply 

: ; ,: L L ' - . ' , ~ i . , : ; ' :i ' ,' ;! " ' ' i 
' 

; ' 

,- ,} ,{ i- . % .. , . , ": ' *. . ; / ' -
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(d) How many of the 105 new Rural lea.th Centers andcorresponding 525 Sub-Centers described In the Project
have been equipped with an apprcpriate set of basicsupplies and equipment? Are the kits being used
appropriately? Isthere an effective resupply system? 

2. Js the in-service training system for improved mid-levelmanagement and supervision established, and isIteffective? 
(a) Have the CCII's responsibilities been broadened to 

Include development, coordination and evaluation ofsaeand division training tease and to assure thatin-$ervice training Imp roves supervision, management
and service skills related to child survival and
maternal care? 

': ' 

-

4 4- 4 
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(b) Has in-service training and supervision Of FRHC staff
by the state/divisionstaff in workshops provided new


oporuntyfor planning and coriainof manpower~development and supervision activities at the state2
level? What has been the result? Can positive 
results be seen inarea health data?
 

(c) Have a senior health assistant and a senior lady
health visitor with the specific assignment for
 
supervision and In-service training of rural health
 
center staff been trained and posted to 60 model

townships? What has been the 
result? Can positive
results bc seen in area health data? 

(d) How many of the planned 628 township supervisors have 
been trained? Do student evaluations indicate
improvements in supervision, health center management,

technical skills and appropriate training

technologies? Has their training stressed management

and mobilization for immunizations, cold chain

maintenance, management of diarrheal diseases.

nutrktional assessment and counsolling, antenatal
 
care, drug supply and resupply and information
 
systems? What is indicated by post-training

in-service evaluations? Has operational behavior

changed? Are improvements evident in the health data?
 

(e) Is improved manag ment and supervision of rural health
 
center staff: evident in improved performance in areas

such as growth monitoring and nutrition education,

health education related to diarrheal diseases,

personal hygiene and community mobilization?
 

(f) What is the evidence that the above training and

improved supervision is having a,positive effect 
on

oupervision, management and service skills? Can

ositive results be seen in aggregated geographic area
 
ealth data? Can positive results be een in health


data gathered prior to and after training? Z there

evidence that persons trained are doing a better Job
than those who have not been trained?
 

3. In what ways is the Project contributing to improved
 
management support systems and research capability?
 
(a) Has a syetem been installed at statetdivision and

township levels which facilitates the efficient
collection and use of Information by CUWsl, AMWI, SICe,
and Sub-centers; and reduces the number of overlapping 

IF :: b£; :i L k+: .. 
 .
 . . .. . . .
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What portion of *the information collected is
transmitted to the state/division and central levels?
Now much is maintained in the townships? How is it 

n aalyis o(b) as th suplyanddistribution system
for rugsandvaccnes o BS an Msbeencompete? lteraties andHve eenidentifiLed

tested through an action research study? What are themost promisin options? Has a national scale
follow-up study dete rmi ned with any precision the 
source, availability, appropriateness~and costs ofdrugs for the CUWs and AM*? What modifications inthe drug supply system have been indicated? Whatmodification, have been made?
 

(c) Have research studies been completed which will
* provide basis for replanning inthe critical problem
* areas noted InSection 3.(c7 on page 65? What have
been the find ings? What changes are indicated? Whatmodifications have been or are being made?
 
4.What has been the effect of mass media campaigns andinformation on immunization and oral rehydration therapyZI++'+ ' +IS+
programs? Are comparative I + +
( 

-
* 

there 4 44 tests indicating therelative effectiveness S.'+ ' 
44 ;, 

of the programs in areas where there :::+ ' F 5.'i+" :is mass media and whete there isnot? Is there a positivecorrelation between improved health statistics in arestreached by the media campaigns and the media campaignareas? s there negative correlation with areas notIncluded Inthe campaigns? If so, are there other possibleexplanations for the correlations?
 
(a) Is the complementary relationship between healthworkers and media provi successful? What Is therelative difference Inefect of the media campaignson health statistics between areas in which rural3health workers have received training and where they

have not?
 
(b) Now much and what kind of health education materialhas been prepared and distributed to health staff and'the public? What io the reaction of the peoplereceivying the material? Are they absorbing the

message# and changing their behavior as a result? 

44
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(c) What percentage of the SaRU and private physicians

have attended O 8T
seminars? What has been the effect
of the seminars on their use of ORT packets? Have
they begun to distribute the packets to their patients.
for use at home? What has been the draw-down on
supplies? How are supplies being replenished?
 

5. What is the evidence that immunization services are being

expanded and that they are becoming more effective? What 
are the factors contributing to the expansion and

improvement? Have coverale rates increased for each of the 
program diseases in the 176 program townships included in
the special program? What are the rates of coverage? What
is the evidence that the coverage is effective? Do. health
information statistics confirm the effects? What has been
the progress toward program goals? 

(a) To what extent has the pilot UCr program been phased
into "normal" zPX townships included in PHP iXX 5aC
"campaign" townships? Have five vaccination teams
been established and have other resources been
mobilized to achieve the full coverage targets in each
 
campaign township?
 

(b) Is the cold chain and logistics system ensuring.
timely, safe delivery of vaccines to all 314 townstips 
on a regular basis? What are the checks on the 
system? Are breakdowns or failures regularly and

systmottically reported? Are problems remedied? Is

there a relular correlation check made on the reports
of disease which would Indicate unreported breakdowns
 
in the system?
 

(c) Is there an effective logistics and supply feedback 
system which would confirm that adequate supplies of
measles vaccine, needles, syringes, and RPX kits for 
the Universal Child Immunization iUCd) campaign are 
being delivered and used? 

(d) What portion of the township and BES personnel havebeen provided in-service training on the new uICr 
Campaign? las their understandin of UC L concepts
evaluated? Is there evidence ot the effective
absorption of the tratinin in the improved performance
of these health personnel?
 

(e) Are there simplifiled IP1 management information 
system surveillance, and evaluation systems

Installed which focus on PIPcoverager provide moreaccurate monitoring of coverage leve and use
 

+:[; :+i-,... +.-, •'+'+:: + ....55j
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chant in the operationl ~ibehavior /ofl health: personnel r :' 

who ave attended the c€ourses? How are :the improved 
cold chi n oitc ytmefcieestested ! 

' malariaicontrol expertise affected maaria prevalence? 
(a)Are quin ine talt and injtections an faidar 

tablets beng disributed ,to appropriate areas, of
.Burma? On wat basis are we assured that these
 

supplies, are: used appropriately? :What are the
 ~~assurances that fansilair t ablets are being used- onlyafter it becomes evident that malaria cases are not 
responding to initial treatment with chloroquine?
 

(b) What -now approaches toeffective action by malaria control throughomunities and basic pealt 
services have been developed, tested, and evaluatedthrou h operations research? What has been learned?
 
What ls the comparative effectiveness of differentcontrol measures in dru only and spray areas? What is
 
the comparative effectiveness of different .regimensfor chmoprophylaxe in different populationyoups
low can the effectiveness of basic and communit 
health serviceshat finnsicarbyinar tabl out rabinl fuedt onlyassur nces tVoalaria€ontrol
 
measures be improved? Wu s the relative
 
cost-effectiveness of different methods of salaria
control? Wh t is the effect of different mlaria
control interventions on salaria-specific and total 

mortality and mortality amn inants children, and 
pregnant women7l

( t) supervision of tontrol activities from
Has tlaria 

township level increased? Whwt evidence i there that
the increased supervisionriat.iv?
suppression and Iprovin are the
health status populations

inftveatserved by tom npanded ac 

servics have beetwdel t of vctors byedcoures op, 

bh nLroumgoeai easu ,reseeworkshops err on
he
ntrolanc meiecontol? aWhatisintru ffecoly andofdiferenspa arsosmaariaborne isethe conprativer entome esaf,diere io 

cos-efti enesrevsion o opertetiondl anuala 
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VBDC and basic health services, staff been evaluated
for effectiveness? Does touting Indicate Athat
participants have improved their knowledge of subject
matter? Does follow-up evaluation indicate improved
performance? Is there evidence of change in the
operational behavior of health personnel who have 
attended the courses? 

_ ndicator#:'( 6ey Iev and-- Adminisltrativel Dala t-o-Anowgr KaOa&2rg1 ' 

Following are the key indicators, administrative data,

studies, and/or informton resources from whiuh project

managers will derive verifiable indication of progress (or lack
 
of progress) under the QCCS:
 

Goal Level:
 

To what extent is the project contributing to reduced 
morbidity and mortality among infants, young children, andpregnant women caused by immunizable and diarrheal
 
diseases, malnutrition, malaria, and child birth? Can/will

the progress be main:ained/ustained?
 

Under the Primary Health Care 1I Project, the Westets

Corlortium for Health Professions, Inc., has worked with the

Ministry of Health to design a reliable, simplified health

Information system which relies- on a Cluster Population
Coverage method using midwives for birth and death data, a
total count of all encounters with the rural health care
delivery system, and a 10 percent hospital sample for
description of relative frequency of specific disease. This new system will provide the basis for determining morbidity and
mortality among the Burmese population served by the public
health system. 

The new system, including revised questionnaires, data

collection methods and systems, and collation and dissemination

procedures, is currently being tested Iq#Ptgu Division. 
Based
 
on the results of ,this pilot effort, *t$. system will be
modified as necessary and extpanded to other pilot divisions. 
.Within the next two years, the new information system should be•operating throughout most of Burma and providing baseline and
comparative data to reflect Changes in rates of morbidity and
mortality among infants, young children, and pregnant women
caused by Lmmunisable and diarhLeal diseases, malnutrition,
malaria and child birth.
 

The proposed new monitoring system also Includes

recommendation for deployment of a Rapid Survey Team in the
 

4i " :: 
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natio-nal-level Health Information Service. if deployed, this 
team can be used to develop eflential baseline data for the 
Project. 

* The SRg has recently completed and will soon publish
results of the 1983 Burma Census. 
 These results, combined with
 
results of the 1973 census and a proposed mid-term 1988 census
sample will provide clues to the effect of Burma's primary

health care programs.
 

Though the new information system will provide the basis

* for knowing whether improvements have occurred and whether they


ace being maintained; Pirtannot predict good management 
or

commitment. Part of the talk of midterm and final Project

evaluators will be the identification of problems having the
 
potential to undermine sustained effect of the program.
 

Purpose Level:
 

1. In what ways and to what extent is the project

15gandinK the Community Health Care (CRC) delivery system,
the Zniaded Immunization (EPI), and the Vector Borne
Disease Control (VBDC) Programs of the SRU?
 

This question will be answered by finistry of Health
 
reports of health personnel visits and treatments and by the

indication, derived from the new 
health data system, that
 
disease levels are dropping in rural communities.
 

Time available for expanding service delivery will increase
 
in indirect proportion to.the time spent by health workers on

reporting tasks. 
 To the extent that the new health Information
 
system reduces reporting, it may also serve as an indicator of
 
increased service delivery.
 

2. In what ways and to what extent 'is the project

impro In.the Community Health Care (CHC) delivery system,

aded Immunization (BPI). and Vector Borne Disease
 
Con (VZD) Programs of the SRB?
 

Current reporting systems from the BPI and VBDC programs

provide basis for measuring Improvements in the programs. both

in terms of quality of operational methods and effects on

health. Improved data collection programs begun under the
Primary Wealth Care 11 Project and continued under this Project

will increase the reliability of measurements of improvement in
 
the CXC program.
 

41, 
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Output Level: 
1. Nov 	are community health care and basic health services
 

being expanded? 

(a) How many of the 3 000 TAso 3,000 AMs and 7,000 CHWs
have received pro-service training? Are they

retaining what they have been taught and using the new 
skills acquired in their work? 

Training fiqures will be obtained from the 
training

institutions. The irst indicator of absorption and retention
of subject matter will be in-school testing. A more important
indicator will be supervisory monitoring reports prepared by
township, state/division, and central monitoring and evaluation
teams, and reports of the proposed Health Information Service 
Rapid Survey Team. 

(b) What percentage of volunteer health workers have beenequipped with a let of : supplies and equipment? Are 
the supplies and equipment appropriate to the function* 	 of each,category of worker? Are the supplies and
 
equipment being used appropriately? Is there an
 
effective resupply system?
 

These questions will be answered by Informal visits to
field. If considered of sufficient impprtance by the 

the 

Department of Public Health, they may also be be addressed by a 
rapid survey 

(c) How many of the 335 Lady Health Visitors, 650

Midwives, and 130 ,ealth Assistants receiving training
under the Project working at Rural Health Centers and­
Sub-Centers have received basic equipment kits? Are
the kits appropriate to their tasks? Are they using
them appropriately? Is there an effective resupply
system?
 

Sane as 	(b)above.
 

(d) How many of the 105 new Rural Health Centers and 
Corresponding 525 Sub-Centers discrLbed in the Project

have been equipped with an appropriate set of basic
 
supplies ari equipment? Are the kits being used

appropriately? Is there an effective resupply system?
 

Same as 	(bh) above. 

2. 	Is the in-service trainihg system for improved mid-level
 
management and supervision established, and is it effective?
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Program comencement will be evident from visits to the
Central Coordinating Unit (CCU) and state and division training
teams. Su ervisory effectiveness can be monitored by fieldvisit;s n discussions with supervisors and their
subordinates. Health data will presumably also provide
Indication of management and supervisory effectiveness. One of
the CCU'@ tasks will-be to evaluate division and state training
teams, activities.
 

(a)Have the CCV's responsibilities been broadened to 
[a,,. .Include development, coordination and evaluation of

state and division training teams and to assure thata
in-service training improves supervision, managementand service skills related to child survival and
maternal care? 

This question can be answered by a visit to the CCU.
 

Wb Has in-service training and supervision of REC ctaffby the state/division staff in workshops provided new
opportunity for planning and coordination of manpowerdevelopment and supervision activities at the state
level? What has been, the result? Can positive
results be seen In area health data? 

CCU coordinators and state and division training teams,aaa 
__ 

.4aaa, 
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this question. A review of the health data alone will probably
not prove conclusive, but could be a useful indicator,
 

(c) Have a senior health assistant and a senior lady
health visitor with the specific assignment for
supervision And in-service training of rural healthcenter staff been trained and pooted to 60 modeltownships? What has been the result? Can positive
results be seen inare health data? 

This will be determined by Department of Public Healthrecords and field visits. Again, a review of the health dataalone will probably not prove conclusive, but could bie a useful
indicator.
 

a (d)Now many of the lanned 628 township supervisors havebeen trained? Lstudent evaluations Indicate

improvements insupervision, h&Leatcenter management,

technical skills and appropriate training

technologies? Has their train Sanstressed managementand mobilization for immunisatons, cold chain 

a, maintenance, management of diarrheal diseases* 



nutritional assessment and counselling , antenatal 
care, drug supply and resupply and information
systems? What isindicated by post-training,in-service evaluation#? Has operational behaviorchanged? Are Improvements evident inthe health data? 

This information will be obtained through rapid sample
survey, informal field visit#, discussions with senior fieldmedical officers, review of pre- and post training evaluations,
and review of the health data. 

p' 
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(e) ro improved management and supervision of rural health
center staff evident in improved performance in areassuch as growth monitorin1 and nutrition education,
health education related to diarcheal diseases,
personal hygiene and comunity mobilization? 

Surveys by the CCU and the state and division -trainingteams,,as well as field visits by other officials wdill provideindication of improved management and supervision. 

(f) What is the evidence that the above training andimproved supervision is having a positive effect onsupervision, management and service skills? Can 
g~siiveresults be seen in aggregated geiographic areaeth data? Can -positive results be seen in healthdata gathered prior to and after training? is there

evidence, that persons trained are doing a better jobthan those who have not been trained? 

' . • • ' . ' ' i ( , : " ' •/ ! ' . , ... . - , , .-../ . ., =, : , ,,,, 
. ,. ?s!: . . . ,i°o., .. ,. .- , :.:: .. w-/. -, :.:/ , - ',:?. 

' '',. / ' ' !: :! ; - " i . -, K ' : . . , i : - ' .! . ./ / - : ' . , /-_ _-_ •- , -, , 

:, 

'/ :1 
Though it may not be possible to disaggregate the ctuses ofImproved health statistics, the statis tics will reflectimproved management and supervision. It should therefore bepossible to see differences in statistics gathered before andafter trainn and in areas, served and not served by the 

l Iraq.It is more likely that evidence, of improvement will 
~eoerived from anecdotal Information gathered from TownshipMtedical Officers and the, state and divislion training teams
themselves. 

3. In what ways is the Project contributing to isproved
manaltement support systems and research capability? 
(a) Has a system been installed at state/division andtownchip levels which facilitates the efficientcollection and use of Information by CEWso AIIWs R9Ce,and Sub-centers, and reduce the number of overlapping

forms and records used by these workers? Mow manystate/division and township level offices have begunto use the new system? Has the old system been 
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discontinued? aow many such forms/records/ qustionls 
were used In the old system? low many in,th o? 
iWhat Rortion of the Information collected Is 
transmtted to the state/divis ion and central levels?Howmuchis maintoained in the: townships?
L Ontriblutinl +to management+/ and supervislionHowof iithet 

primary heafth care program?
 

This information will be derived from consultant reports

and from field discussions with collector# and users of health
 
data.
 

(b) Has an analysis of the supply and dlitribution system

for drugs and vaccines to BUS and VIWs been
 
completed? Have alternatives been identified and

tested through an action research study? What are the
 
most promising optLons? Has a national scale
 
follow-up study determined with any precision the
 
source, availability, appropriateness and costs of
 
drugs for the CHWs and AMWs? What modifications in
 
the drug supply system have been indicated? What
 
modifications have been made?
 

If the proposed analysis is completed, it will answer all
but the last of the above questions. Discussions with public
health officials, field visits, and surveys will answer the
 
final question.
 

(c) gave research studies been completed which will
 
provide basis for replanning in the critical problem
 
areas noted in Section 3*(c) on p,65? What have been
 
the findings? What changes &re indicated? What
 
modifications have been or are being made?
 

If the proposed studies are completed, they will answer all

the questions but the last one. Dficussions with public health
officials, field visits, and surveys will answer the final
 
question.
 

4. What has been the effect of mass media campaigns and

information on imunization and oral rehydration therapy

progras? Are there tomparative tests indicating the
 
relative effectivoness of the progran in areas where there
 
is maso media and what* there is not? tI there a positive

correlation between Improved health statistics in areas

reached by the media campaigns and the media campaign

arest? IX there negative correlation with areas not
 
included in the campaigns? If so, are there other possible

explanation# for the correlations?
 

~ ,+++!+./,+4+: + 4.++44+/+44.44 t+++ 
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The monitoring of the health-education activities isa part


of the HALTHCOM contract which will .be used for this component
of the Project-.It will preamably involve revievs of health

statistics, surveys of audience behavior, readership and

listener surveys, sampling, etc.
 

(a) Is the complementary relationship between health

workers and media proving successful? What is the
 
relative difference in eect of the media campaigns

on health statistics between areas in which rural
 
health workers have received training and where they

have not?
 

Consultant reports.
 

(b) How much and 4hat kind of health education material
has been prepared and distributed to health staff and
the public? What is the reaction of the people
receiving the material? Are they absorbing 'the 
messages and changing their behavior as a result? 

Consultant reports.
 

(c) What percentage of the SEWS and private physicians
have attended Oft? som1nars? What has been the effect
of the seminars on their use of ORT packets? Have 
they begun to distribute the packets to their patients
for use at home? What has been the draw-down on
supplies? How are supplies being replenished?
 

These questions will be answered by f eld visits with SlITand ptiva&te physicians, by review of OIT distribution reports.
and, If considered of suficient importance by the Deparctment
of Public Health, a rapid survey.
 

S. 	What is the evidence that immunization services are being
expanded and that they are becoming more effective? What 
re ~the factors contributing to the expansion and

improveent? ave covera e rates increased for each of the program diseases in the 1 program townships included in
the special program? What are the rates of coverage? What
is the evidence that the coverage is effective? Do health
Information statistics confirm the effects? What has been
 
the progress toward program goals?
 

It will require the use of every component of the new 
health information system to gather data necessary to answerthese questions satisfactorily. Ministry of HeKlth andconsultant analyses as well as planned Project evaluations will 
provide indication of proSress toward program goals.
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(a) 	 To what extent ha the pilot 'TC program been phased into,
"normal" 111 townships included in PIP III UCI "campaign"
townships? Rave five 
vaccination teams been established
 
and have other resources been mobilized to achieve the full
 
coverage targets in each campaign township?
 

This information will be obtained through informal field visits,

discussions with senior national and field medical officers.
 

(b) 	Is the cold chain and logistics system ensuring timely,
safe delivery of vaccines to all 314 townships on a relar
 
basis? What are the checks on the system? Are break owns
 
or failures regularly and systematically reported? Are

problems remedied? Is there a regular correlation check
 
made on the reports of disease which would indicate
 
unreported breakdowns in the system?
 

These questions will be answered by logistics and supply

consultants' reports, field visits, periodic sample surveys,

periodic reviews of health statistics, and field reports.
 

(c) 	Is there an effective logistics and supply feedback system

which would confirm that adequate supplies of measles 
vaccine, needles, syringes, and EPI kits for the Universal 
Child Imunzation (OCX) campaign are being delivered and 
used? 

Field: visits, supply distribution reports, sample surveys,

discussions with central and field medical 
personnel, and
 
consultants' reports will answer this question.
 

(d) What portion of the township and 515 personnel have
 
boeen provided in-service training on the new OCX

CI&poain? Was their understanding of UCI concepts

evaluated? Is there evidence of the effective
 
absorption of the training in the improved perofomance

of these health personnel7
 

Training figures will be obtained from the training
Institutions. The first Indicator of absorption and retertion

of subject matter will.be in-school testing. Tratning quality
questions will be answered by reports prepared by township,

state/division, and 'Ientral0onioring and evaluation teams and
reports of the Uealth Information Service Rapid Survey Teen, as

el as field visits, discussions with field a4dical officers,


and health statistlics reports.
 

(e) 	Are there simplified 9PI management information
 
systo&s surveillance, and evalution cystews
 

: : , 
:!i Y " ,:' , i, : : . :. :-? , ' - : • : ,,
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Installed which focus on EPX coverage, provide more
 
accurate monitoring of coveae levels, and use

Immunization cards 	 y as part ofmaintained ymothers
rowth monitoring charts? What has been determined
Irom, and imparted to workers through 700
 

state/divisional and 11,000 -township evaluatioo
 
workshops? Does testing indicate what they have

learned fom the workshops? Is there evidence of

change in the operatelonal behavior of health personnel

who have attended the courses? Now are the improved
cold chain and logistics system effectiveness tested 
by the surveillance systems evaluations? , 

Same as above.
 

6. 	How has the increased availability of malaria treatment and
 
malaria control expertise affected malaria prevalence?
 

Health Information reports.
 

(a) Are quinine tablets and injections and fansidar
 
tablets being distributed to appropriate areas of

Burma? On what basis are we assured that these

supplies are used appropriately? What are the
 
assurances that fansidar tablets are being used only

after it becomes evident that malaria cases are not

responding to initial treatment with chloroquine7
 

Surveys in areas receiving the supplies, discussions with
preicribing physicians, supply reports, reports from thelepartent of Health, field visits and records from the Rural
 

Station Hospitals, Rural Health Centers and sub-centers, and
supervisory assesments will provide answers to these questions.
 

(b) What now approaches to malaria control through

effective action by communities and basic health
 
services have been developed, tested, and evaluated

through operations research? What has been learned?
 
What is the comparative effectiveness of different

control measures in drut only and spray Areas? What is
 
the comparative effectiveness of different regimens

for 	chesoprophylaxis in different population gtoups?
* 	 Now can the effectiveness of basic and community
health services in carrying out malaria control 
measures be improved? What Is the relative

• 	 cost-effectiveness of different methods of malaria
 
control? What is the effect of different malaria

control interventions on malaria-specific and total
mortality and mortality among infants, children, and 
pregnant women?
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The operations research program itself, if undertaken, will
 
- address these -questions. 

(c) Has supervision of malaria control activities 
from the
township level increased? What evidence is there that
the increased supervision is positively affecting
suppression and 
improving health status of populations

in areas served by the expanded program?
 

Answers to these questions will be obtained from Health
Information 
Service reports, operations research program
findin~s, and discussions, with program supervisors 
and their
 
subordinates.
 

(d) Have the two 
courses in control of vectors by
bio-environmental measures, three workshops 
on vector

borne disease control for entomology staff, 1 course
in advanced medical entomology, and two workshops for
preparation and 
revision of operational manuals for
VBDC and basic health services staff been evaluated

for effectiveness? 
 Does testing indicate that

participants have improved their knowledge of subject
matter? Does follow-up evaluation indicate improved

performance? Is there evidence 
of change in the

operational 
behavior -of health personnel who have
 
attended the courses?
 

This information will obtained
be from pre- and
post-training evaluations, 
 post-training visits 
 with
participants, and from operations research findings. 
 It should

also be reflected in area health statistics.
 

Other Appropriate Methods to Answer Manazers' Questions
 

Project managers will work with host country institution(s)
involved to identify other methods for obtaining information
 necessary to effective management of the project. Project
designers believe 
that the monitoring and evaluation 
system

presented here is reasonably comprehensive.
 

Host Country Stmort
 

It will be the responsibility of AID and 
DOH project

managers, working 
with the Ministry's Health Information
Service, to assure 
that the monitoring systems established in
this plan are carried out on a continuous basis and according
to the periodicity necessary to achieve the objectives of this
monitoring and evaluation plan.
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The concept of evaluation is not new to the DOH or to
officials tentatively identifled within 
the QCCS project
management-team, 
SRUB official shave acdtlel: -rficfpatfed
in

the mid-project evaluation of 
the Primary Health Care II

Project as well as 
the Health Sector Review carried out in 1985.
 

Feedback Procedures
 

Annual project reports will be issued by the DOH. 
 Formal
project reviews should be held quarterly, perhaps as frequently
as monthly during initial implementation activities, and will
be attended by AID, UNICEF, WHO, other bilateral donors, ie.,
Italy and the United Kingdom. Meetings will be chaired by the

DOH.
 

Budget
 

A.I.D. Government of Burma*
 

$150,000
 
$ 75,000
 

Totals $150,000 $ 75,000
 

Although funds for evaluation services are not identified
 
specifically within the People's Health Plan, the DOH 
is
cognizant of the need for evaluation and will support 
such

services from recurrent budget allocations.
 

Project funds will be used to pay for the costs of 
(1) U.S.
consultants required to assist in acquisition of baseline data,
(2) local institutional contracts, and 
(3) foreign information
 
management experts and evaluation consultants for joint

evaluations scheduled for the mid-term evaluation in October,
1988l as well 
as the final Impact Evaluation scheduled for
1990. It is estimated that up to $150,000 in grant funds plus
Burmese Government-funded local costs will be adequate to cover
these costs. AID/Washington technical assistance and guidance
will most likely be needed from such offices as PPC/E and
ANE/DP/E to help in defining the scope of 
the evaluations and
to help identify and recruit qualified evaluacion team members,
 

Evaluation Schedule
 

The responsibility for project evaluation will rest with

AID/Burma and the QCCS project management, assisted by the
DOE. The formal evaluations are planned. The first, a
formative evaluation, would occur toward the end of the first
 

!i I .. . i 
 _ _...__ _ 
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phase of active implementation, i.e., at about 20th month
following signing of the agreement. It will evaluate.,progress

at thegoalj purpose-and output-levels. It will provide basis
 
for the decision regarding extension of the program into its
second phase. The second and final evaluation will be designed
to measure the impact 
of this and the previous AID-financed

health activities in Burma. This evaluation will begin about

three months prior to the PACD.
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IX. CONDITIONS, CONVENANTS AND WAIVERS
 

A. 
Conditions Precedent to Disbursement
 

Except as A.I.D. may otherwise agree in writin;, prior to
any disbursement or 
the issuance of any documentation pursuant
to which disbursement will be made, the Cooperating Country
shall furnish, in form and substance satisfactory to A.I.D., 
a
statement identifying the various agencies and offices of the
Cooperating country responsible 
for implementation of the
Pro ect and designating individuals 
in each such agency or
office responsible for coordinating Project components.
 

B. Covenants,
 

1. The Cooperating Country shall covenant that 
it shall
 process and clear expeditiously, 
and store and distribute

properly, all goods and commodities financed under the Project.
 

2. The Cooperating country 
shall covenant 
that it shall
 ensure that the Ministry of Health other entities
or of the
Cooperating Country to 
which the goods are destined will pay
any and all taxes and duties on A.I.D.-financed commodities,

and/or exempt such commodities from such costs.
 

3. The Cooperating Country shall covenant that it shall
 ensure 
that each agency and office of the Cooperating Country
responsible for carrying 
out the Project will cooperate to the
maximum extent possible with the Ministry of Health in carrying

out the Project.
 

4. The Cooperating Country shall 
covenant that all
positions 
to which salary support shall be included in the
Project, if deemed appropriate and worthy upon the completion
of the Project, will be continued and their costs 
financed by

the Cooperating Country.
 

C. Waivers
 

All waiver requests 
are included in Annex I, "Waivers, of
this project paper. Further, the.waiver recommendations have
been included in the draft authorization to the project.
 

D. Nezotiatint Status
 

The above conditions and covenants have been discussed with
and agreed upon by the Ministry of Health. During Project
Agreement 
negotiatons° the AID/Burma Representative will
incorporate into the Agreement, appropriate language 
to cover

their terms and conditions.
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Logical Framework 
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ANNEX B
 

Grantee's Request for Assistance
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GRANTEE'S REQUEST FOR ASSISTANCE
 

The Ministry of Health has been inclose contact with AID/Burma during the
development of the proposed Qualtiy Care for Child Survival Project. 
They are
supportive of the project and it isexpected that the Burmese Government will

submit an official REQUEST FOR ASSISTANCE when AID funding authorization is
 
confirmed.
 



ANNEX C 

PID Review Issues
 



ACTION: ZNFO: AMB DCM CFRON 

VZC ZCMJASG64E TAS99 LOC: 055 658PP RUMJRC 13 JAN 86 0201DE PUEHC #9841/01 0110647 CN: .18275ZNR UUUUU ZZH 
 CURG: AIDP110646Z, JAN_6_ DIST:-AIDTO AMEMPASSY RANGOON PRIORIT 7736. 
-

IT
 

UNCLAS SECTION 01 OF 02 STATF 009841 : " /
 

' AIDAC ' 

E.0..12356: N/A

TAGS: N/A

SUBJECT: BURMA - STRENGTHENING HEALTH CARE DELIVERY
SYSTEM (482-0013) PID ANPAC REVIEW
 

1. ASIA AND NEAR EAST BUREAU PROJECT ADVISORY COMMITTEE
(ANPAC) REVIEWED THE SUBJECT PID ON DECEMBER 19, 1985.
ANPAC APPROVED THE PID. 
MISSION IS AUTHORIZED TO
PROCEED %ITH THE PREPARATION OF THE PROJECT PAPER (PP)
FOR AID/W REVIEW IN FT 86. THE FOLLOWING GUIDANCE IS
 
PROVIDED FOR PP DEVELOPMENT.
 
2.. FAMILT PLANNING COMPONENt: 
 THE INCLUSION 07 FAMILT
PLANNING COMPONENTS IN PREVIOUS AID-ASSISTED PRIMARY
HEALTH CARE PROJECTS WAS NOT POSSIBLE BECAUSE BURMESE
GOVZRNMENT (SRUi) HAS BEN VERY SENSITIVE TO Tirs ISSUz

' ~AND REFUSED TO ACCEPT ANT ASSISTANCE FOR FAMILY 
PLANNING. 
WHILE IT DOES NOT APPEAR THAT SRUB WILL BE

ANY MORI RECEPTIVE TO THE IDEA NOW, PP DESIAN TEAM
SHOULD AGAIN 
ZXPLORE POSSIBLI OPPORTUNITIES FOR
PROVIDING VOLUNTARY FAMILY PLANNING ASSISTANCE AS PART

OF THE PROJECT. 

3. PREVINTIVE CARE: PP SHOULD DESCRIBE THE EXTENT TO
WHICH PREVIOUS PROJECTS HAVE BEEN SUCCISSTUL IN
 

INTRODUCING PREVENTIVE HEALTH CARE MTASURIS TO TARGET
GROUPS, PP SHOULD HIGHLIGHT PROGRESS ACHIEVED IN THIS
AREA, AND SHOULD BUILD ON IT SO 
 THAT THE DELIVERY OF
PREVENTIVE HEALTH CAPE SERVICES BECOMES A MORE PROMINENTIL1MFNT O OUR PRIMARY HEALTH.CARE INITIATIVES.
 

4,. IHALIF SICTOR BUDGET: PP SHOULD INCLUDe, TO THEI7TINT PCSS!LE, A LINE ITEM BREAKDOVN 07 SRUB'S EIALTHCAR) BUDOT, PoiTICULARLY LEVELS ALLOCATED FORPPZV)NTIVt AND CURATIVE CARE. SUCH INFORMATION IS TO BEUSED AS VACKUROUND TO PUT OUR ASSISTANCE PROPERIN THECONTkXT AND IN ORDER TO ILLUSTRATE THE COMPETING DEMANDS1O BUMEIT RISOURCFS. lEUDOT IREAKDOWN SHOULD INCLUDETHL RIqUIRIMINTS 01 OTHTR DONOR ASSISTANCE SUCH AS THOSIOr JAPANISl-IUIZD, OSPITALS. 

5, ASSISTANC,/INVOLVTHl?,T ViViF BIURMA PHARMACEUTICAL 
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UNCLASSIFIED 	 STATE 009841/01
 

INDUSTRIIS (IPI): 
 A) INCREASED PRODUCTION OF NEONATAL
TETANUS VACCIN,: INVOLVEMENT OF BPI AND ANT ASSISTANCE
IT MA! RECEIVE UNDER THE PROJECT SHOULD BE BASED ON (1)
WHETHER BPI IS ABLE TO MANUFACTURE THE REQUIRED PROJECT
MEDICAL SUPPLIES AT AN ACCEPTABLE LEVEL OF QUALITT; AND
(2) WHETHER QUALITY SUPPLIES COULD BE MANUFACTURED.
ECONOMICALLY; IF THE ANSWERTO DOTE IS A STRONG'YES,
THEN PERHAPS WE CAN PROVIDE SOME TECINICAL ASSISTANCE TO
BPI IF THE NENDS OF OUR PROJECT REQUIRE IT.. B)
AVAILABILITY OF KEY DRUGS AT VILLAGE LEVEL: WE

UNDERSTAND THAT, AFTER INITIAL SUPPLY OF KEY DRUGS TO
VOLUNTEER HEALTH WORKERS IS EXHAUSTED, RESUPPLY IS NOT
TAKING PLACEo IT APPEARS'THAT BPI HAS A VIRTUAL
MONOPOLY ON THE SUPPLY OF MEDICINES IN BURMA AND THAT
ITS FOCUS IS ON ANTIBIOTICS AND SIMILAR DRUGS THAT ARE
IN DEMAND, BUT NOT'ON MEDICINESAND SUPPLIES NEEDED FOR
PREVENTIVE HEALTH CARE. 
PP SHOULD ADDRESS THE
INVOLVEMENT OF BPI AS THE SUPPLIER OF MEDICINES AND
MEDICAL SUPPLIES NEEDED FOR THIS AND SIMILAR PROJECTS' IN
THE LONG RUN. 
PP ANALYSIS SHOULD ILLUSTRATE HOW'OUR
( 	 INVOLVEMENT AFFECTS AVAILABILITY OF KEY CHILD SURVIVALDRUGS SUCH AS ORAL REHYDRATION SALTS ANDVACCINES
INCLUDING ANY INFLUENCE 'ON 3PI'S FOCUS AND THE"NITINT
THAT WE CAN INFLUENCE ITS PROCESSES. PP'SHOULD ADDRESSISSDIS OF LONG-TIRM SUSTAINABILITT'OF THE PROVISION AND
DELIVERY OF KEY MEDICINES AND SUPPLIES AT THE VILLAGE
 
LEVEL.
 

6. TECHNICAL ASSISTANCE (TAI: DESIGN OF THE'TA PACKAGE
SHOULD DE FLEXIBLE AND MINIMIZE RESIDENT ADVISORS IN
ORDER TO MEET HOST GOVERNMENT CONCERNS BUT INCLUSION'O1
THOUGHTFUL TA ,FORT 
IS A 	MUST FOR THE PROJECT. DESIGN
 

TEAM SHOULD EXPLORE WAY TO RECONCILE THE RELUCTANCE OF

THE SRUB TO PERMIT THE INCLUSION LONG-TEAM RESIDENT

ADVISORS AND THE REQUIREMENTS 0 THE MISSION AND THE
PROJECT TOR SUCH ADVISORS. ONE POSSIBILITY WOULD BE TO
HOLD BACK TA MONIES AN MAKE THEM AVAILABLE OUTSIDE THE
PROJECT GRANT AGREEMENT AND PROVIDE LONG TERM TA
 
ADVISORS THFOUGH A DIFFERENT MECHANISM. TEAM SHOULD
 
EXPLORE OTIZR POSSIBILITIES IN CONSULTATION WITH THE
SEUB AND TEE MISSION. HOWEVER, PLEASE NOTE THAT, TO THE
EXTENT PROJLCT ?UNpS ARE OBLIGATED UNILATERNALLY (I.2.

OUTSIDE ANT PROAG), 
THE tUESTION OF ACCOMMODATING
CETAIN A.I.D. RIGHTS SUCH AS INSPECTION, AUDIT AND
REFUNDS MUST BE RESOLVED. THIS ISSUE HAS BEEN THE
SUBJECT OF PREVIOUS COMMUNICATIONS BETWEEN US. 
 IT IS
OUR RECOLLECTION THAT AIDREP AND RLA ALLEN HAD FOUND
SOLUTION. 
 IN ANT EVENT, IF ANY TA OR CONTRACTOR SUPPORT

COSTS ART OBLIGATED IN TillS FASHION, YOt WILL HAVE TO

ASSURE U.S. HAS NECESSARY PROTECTION Tl',S REGARD.
 
3T
 

I' NNNN
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7. COORDINATION VITH CZNTRALLY-PUNDED ACTIVITIESI PP
SHOULD INCLUDE A MECHANISM FOR COORDINATING PROJECT 

' 	 ACTIVITIES VITH RELATED CENTRALLY-FINANCED PROJECTS, 
- PARTICULARLY -NlRW-ACTIVI TI.S3 NOT -INCLUDED IN PREViOUS 

BASIC HEALTH CARE PROJECTS. 

8. 	 PROJECT ZLEMENTS: WITH THE PROPOSED EXPANSION OF 
5" ' GEOORAI-11C FOCUS, ItPROVEMIENTIN QUALITY, AND NEW

INITIAIIVES IN REHIIDRATION THERAPY IMMUNIZATION
XXPANSION, MALARIA CONTROL, TUBERCULOSIS, AND HEALTH
INFORMATION SYSTEMS, WE MAY 31 TAKING ON TOO MUCH'UNDER


) 	 THE PROJICT. PP DESIGN TEAM SHOULD EXPLORE THIS POINT,

AND, IF APPROPRIATE, LIMIT NUMBER OF PROPOSED
 
ACTIVITIES RETAINING HICH PRIORITY CHILD SURVIVAL

ELEMENTS (ORAL RNIYDRATION, IMMUNIZATION, AND PERHAPS

MALARIA CONTROL) AS KIT ILIMENTS OF THE PROJECT. 

) 	 9. ENVIRONMENTAL CONCERNS: PID DOES NOT PROVIDE
SUIJICIEHT INFORMATION TO SUPPORT INITIAL ENVIRONMENTAL
 

* I' EXAMINATION (Il) RZCOMMENDATION FOR AN ENVIRONMENTAL
) ASSESSMENT (). IF DDT/SUMITHION IS NOT 7INANCIDT

AID, AN EA WILL NOT 3E REqUIRID UNDER AGENCY 
ENVIRONMENTAL PROCEDURES. 
INSTEAD ENVIRONMENTAL'
) 	 PROTECTION PROCEDURES SHOULD N 33 UILT INTO$ PROTIC3
DESIGN, AND IN PP, ZOCUSING' ON (A) ' SRU TZCHIICZ+MAND 
INSTITUTIONAL CAPABILITY TO' IMPLE MNT *ACCIPTA3LR"lPoUBLIC " HEALTH AND SAFETI MEASURES IN TE USE' O1 CEIICIW AfINTS"
IN VECTOR CONTROLI (3) IANS BY WHICH AID ASSIS!AXCIRCAN

STRENGTHEN SUCH CAPAILITY THROUGH TECENICLI, .ASS8T NON) AND 	 TRAINING UNDER THE PROJECT| AND(C) HONITORINGV-AND 

EVALUATION COMPONENTS FOR"70T VICTOR NORN'DrS!ASE) CONTROL INITIATIVZS, THAT WILL REDUCE NVIRONMENTA'I:AD 
PUBLIC HEALTH RISIS; ASSOCIATED VITH'THI US"OY,'OIICJwLl
CONTROL AGENTS. ANE/PD/3NT HAS POUCHED TO MISSION'A
MEMO DETAILING THE ABOVE AND RECOMMENDING THAT' 132 3
SURMITTED FOR THE RECORD. SHULTZST
 

NNNN 

r ~UNCLASSIIED STAN'# 09841/92
) 

) 	 : 
 ";+ q"r
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PID Review Issues
 

1. Family Planning Component
 

Official SRUB-pol1cy.remainsunchanged-regarding-family planning
programs. The SRUB does not have a 
policy of setting demographic
targets; nor does itprovide family plonning services. The reason
cited is the relatively small Burmese population compared to Its
populous neighbors, especially China, India, and Bangladesh. The
family-planning component of PHC II,called Family Health
Counselling, was removed from 
the project even though this componenthad been in the PP. MOH officials made it clear that any new
project should not include a family planning component.
 

Unofficially, contraceptives, Including oral contraceptives and
depo-provera, are available in the open market fairly commonly inthe towns and cities, though often of uncertain source and value.Itappears that contraceptives are inuse and that families are

controlling their fertility more than one would expect given theofficial SRUB policy. Abortions continue to be performed at a veryhigh rate*, with a terrible toll on unborn children and mothers.Complications from abortions continue to be a major public healthproblem. The incidence of maternal deaths due to abortion tu
reported to be 2.1 per 1000 abortions in Rangoon Hospitals. The
 numer of maternal deaths which occur outside government hospitalsdie to Infection from abortion Is very high, Clearly, there iswidespread demand for fertility control, but public policy does notreflect that demand. AID through Westinghouse will continue to
provide assistance to the Census Bureau for demographic analysis.
 

2. Preventive Care 

The proposal for PHC III has major elements specifically forprevention of diseases. The heavy comitment to UCI will provideprotection to children under one and pregnant women, Theemphasis on health education through the mass 
new 

media and throughhealth workers will further promote UCI and also provide Information on ORT, Training provided to BHS under this project willconcentrate on preventive measures -- EP1, diarrheal diseasemanagement for prevention of dehydration, ante-natal care for theprevention of maternal anmisa and low birth weight, and nutritiontraining for the prevention of stunting and wasting and thevulnerability to Infection that Is heightened by malnutrition. 

While outputs from previous projects in the preventive areas havebeen limited, those projects have gone a long way toward puttingthe PMC system into place so that PRC III can mobilize that systemfor preventive care. 
The new direct educational outreach to mothers
 
promotes preventive care almost exclusively. 

* cf, .nd of ProjectEvaluation Primary Health CareI. p.lO. 
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3. Heal th Sector Budget 

(cf. sections on economic and financial analysis and other 
.donor assistance)­

4. Assistance/Involvement with Burma Pharmaceutical Industries (BPI)
 

A. Should AID provide assistance to BPI to increase production

of tetanus toxoid vaccine?
 

A separate analysis by an earlier consultant team concluded

that, both in terms of acceptable level of quality and of economical
manufacture, the BPI does not represent a promising institution for 
current AID investment. The cost of TT produced Y BPI, at least,
iseleven times the current irternational price.
 

B. What can be dogq to ensure resupply of the essential drugs
at the village level? 41
 

This complex but important problem has not yet been resolved. 
The project addresses this issue intwo ways: (1)Assistance (local
funding and technical assistance) will be provided to analyse the
problem, and to identify and test alternatives to ensure appropriate
resupply of essential drugs; and (2)together AID (measle vaccine 
and anti mlarials) and UNICEF (vaccines and ORS packets and
production) assistance assures that an adequate supply of drugs are 
available for the keyperorijZ prora s EPI, treatment of malaria,
and oral rehydration, curing the PI Ill, 

S. Technical Assistance 

Inaddition to substantial amounts of short term TA ina varlety
of areas, the PP recommends long-term (24 pm) TA Inhealth
educatjoni. Inthe Judgment of AID/Burma the training and 
health- omunications component requires fong-tem TA. The central 
iss ooure, isinwhat form the logtem TA should take as the 
MOM .nst any long-tem advisor,(t., 12 months or more, from L 'O
being asslsgned to the Ministry. As 41, stated previously inthis 
PPI AID/Burma had considered a JCC but decided that our OE budget
could not support such an arrangement. By contracting on a PSC
basis the Ministry is not responsible for visa and other travel and 
administrative requirements of the advisor. The OR has stated that 
office space, secretarial services etc., will be provided to the 
advisor by the HO. 

1/cf.Manclark and Cooper 

V/ (An excellent short sumary review of this problem can be
found on pare 10 of AReview of AID's Health Sector Stratg in 

BusApri .86) 
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6. Co-ordination with Centrally Funded Activities 

The PP design takes into consideration the resources available

through central projects,including HEALTHCOM, PRITECH I,REACH, and

the Vector Borne Disease Control ProJect. .AID/BunaIntends to_ .
 .
Nb~y.1flThtOeachof tesecontracts. Furtherviore, 'it isanticipated that these contracts will provide an additional $831,300
worth of central resources to the project. 

7. Project Elements 

The scope of activities suggested in the PID has been reduced by
eliminating proposed assistance for acute respiratory infections and
tuberculosis. The rest of the project components proposed in thePI0 have been included either because of the SRUB priorities(continued VHW expansion) or because of the opportunities offeredfor improving the quality of the PHC program and the potential for
reducing infant and child mortality. 

8. Environmental Concerns 

(cf. Section VII, Project Analysis on Environmental Analysis) 



ANNEX 0 

Background Data
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Table 1A 

HEALTH- INDICATORS. B8URMA-~ -~1ASIC 

Total population 37,600,00 

Infant mortality rate (under 1) 1960 168; 1983 70- -
Infant + child mortality rate (under 5) 1960 - 250; 1983 - 95. 
Births annually 1,406,000
 
Deaths (0-4) annually 136,000
 
Life expectancy 
 5
 
Literacy male 
 86
 

finale 70$ 
Prinary-school enrollment male 75% 

(3of age group) femaule 70%
 
%of infants with low-birthwoight 20
 
S of mother's breastfeeding at 12 months 
 90
 
$ of children under five with .ld- 50 

moderate/severe malnutrition 
Prevalence of wasting, 12-23 months 
 48 
% of population with access to drinking water 21 
No. of radio receivers per 1000 
 22
 
Imunfzations (cf. Table A) 

1/Source: UNICEF, State of theVorld'sChildren, 1986 

*t 

4 

6 



Table 2A 

RURAL HEALTH CENTER EXPANSION AND SELECTED STAFF 
ot EXPwSION FOR BHS/IMX OER DUING PHC III 

Rural Health Centers 

Staff of RHCs 

Health Assistant 
Lady Health Visitor 
PHS I 
PHS II 

fidwfe 

NCH Centers 

Staff of H Cnters 

NCH Officers 
Lady Health Visitors 
PHS 1 
PHS II 
Hidw fe 


i 

Exf stfng 1986 

1,267 

993 
936 

320 

260 


6,483 


336 


40 

295 

130 
94 


791 


proposed 1990 

1,547 

1.28 

1,601 
340 

3,410 
8,005 

360
 

84 
359 
180 
184 
959
 

I 
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Table 3A 
LEING CAUSES,,O MORTALITY INBMIA 

Rank Cause Percent 
1 Other fever 15.82 Symptom associated with brain,heart and blood vessels 14.3
3 Ppeulmonia/Asthua 700

4 Diarrhoea 5.5
S Other pain and swlling

(including cancer) 4.86 Valaria 
 4.3
7 Acute Abdomen 4.4
6 Serious Injuries 3.69 Fever vith skin symotoms 3.5

10 Tuberculosis 
11 Still-birth causes of perfnatal 

3.3 

mortality
12 Jaundfce/infectious Jaundice 

3.0 
2.7
13 Tetanus 2.3
14 Anmal and general weakness 1.s

15 
 Abortion and complications of 1.2pregnanpcyn 

16 id1.7
 
17 Renal and urogenital disorders 0.6is Rabies 0.519 Poisonings 0.5
20 Other 20.6 

Source: Khin aung Thwfn, p.46 

Table 4A 

SELECTEI CAUSES OF ORTALITYANOG CILORIN 
U-4r s OFA4 

SmnE 
0-1 1-4 

3 
1 I 

2 
"Other* Fever
Pneumnia 

3 
3 

3 Diarrhoea 
Tetanus 

4 
2 

3 
1 

Fever with skin symptom 
Perinatal causes 

Percent 
0-1 1-4 

16 .24 
.09 

.09 t13
.09 

.07 .13 
,15 

Sourcest Khin Maung Thwin, 1963, p.46; and LeSar, 1964, p.6
 



A-2 I 

Table SA
 

VITAL STATISTICS FROM THREE SOURCES
 

1981-82 1981-82 1982-83 
* (Survey) (AHW) (NW) 

Crude birth rate 26.7 27.4 24.1 

Stillbirth rate 8.7 18.2 11.5 
infant mortality rate 40.5 71.4 38.6 
Child mortality (1-4) rate 8.7 5.8 4.9 

Crude death rate 6.3 7.9 4.4 
aternal mortality rate 2.3* 13.6 0.6 

Abortion rate 60.8 30.99 
Population Coverqd 
 65,218 172,763 4,367,693
 

* 	 SA e too sall to compute accurate data. Assumed to be
 
Sooen 0-4.6
 

Sources: Health and Demographic Information Bulletin for States 
and 	Divisions, HIS, 16 November, 1982, (based on A14
Reporting System, see Appendix 0); Table for 1982-83 
obtained from HIS in January, 1985 (based on MWReporting System, see Appendix E). Data from "Survey"are from Khn Maung Thwin, Table 37, p. 41. 

Note: International Bank for Reconstruction and Developnt,
Department of Economic Analysis and Projections, "Socfal Indicators,June, 1984, the Infant Wartallty Rate Is 95.6 

9N 
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Table 6A
 

CHWs TO BE TRA INED DURING PHP III- .........................................
 
By STATE/DIVISION
 

State/Division Already Trained To Be Trained % +
 

Kachin 919 1,557 169

Kayah 199 360 181
 
Karen 432 1,518 351
 
Chin 828 306 37

Sagaing 4,467 1,341 30
 
Tenasserim 876 312 36

Pegu 4,463 1,781 40
 
tagwe 3,541 798 23
 
Handalay 4,350 975 22
 
mon 901 209 23
 
Rakhlne 2,573 988 
 38
 
Rangoon 3,784 500 13
 
Shan 2,394 12,730 532
 
Irrawaddy 6,642 4,625 79
 

36,369 28,000 77
 
mmumm 
 ummmon men
 

Table 7A
 

AMICs TO BE TRAINED DURING PHP III
 
By STATE/DIVISION
 

Ste/Ofvfsfon Already Trained To Be Trained 
 %+
Kichin 4US 
 zoo 0"n 
Kayah 28 50 179 
Karen 294 250 85
 
Chin 282 130 46
 
Sagaing 19318 740
Tenessarim 173 7SO 5
 
Pogu 1,164 900 77
 
tagwe 1,29O 900 70
 
Mandalay 1,312 900 69
 
Mon 266 260 94
 
Arakan 828 $50 66
 
Rangoon 703 180 26
 
Shan 832 1,000 120
 
Irrawaddy 1627 1800 111
 

mamawman ago 

_ "T'
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Table 8A 

1I4UNIZATION COVERAGE, 1984 - 1990 

I. EPI To-wnshi s-Coveirage19ates % 

BCG 79 
OPT (1-3) 59 - 31 
DT (1-2) 75 - 58 
OPV (1-3) -0-
Measles -
TT (1-2) (Pregnant Women) 38 - 26 

11. 	 Estimated Count!2-wide Coverage Rates %
 
1984 1985 Ia9 1988 1909 1990
 

Under-i
 

OPT - 3rd 14 47 62 72 76 80 
OPV - 3rd .03 47 62 72 76 80 
8CG 41 47 62 72 76 80
4easles Nil 51 66 77 80 85 
TT - 2nd 16 33 49 60 62 66
 

Table 9A
 

INFANT POPULATION, PREGNENT WOMEN, AND TOWNSiHIPS
 
TO BE UOVERE BY UUI
 

19,1U l98/-8l ' 1988'-89 1___-___ 

Infants (000) 1'U'- z 41 J1,o,
Pregnant Women (000) 1,055 2,252 3,557 4,951
Townships 	 210 245 279 314 
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Table 1OA 

UNICEF FUNDING FOR BURMA
ProJeC ( u 's).. 

Activtt 1985 
 1986 
 1987 1988 
 1989 
 1990

C0ld Care 	 "71 -"4 -0 --- 6 -- -J
Non-Formal Education 118 20 40 30 30 30Primary Education 1,561 911 971 900 9)0 900.
Environmental Sanitation 562 501 600 600 600 600
Rural Water Supply 1,556 1,815 1,700 1,700 1,700 1,700Health 1,770 2,034 2,055 2,1SO 2,150 2,150
Nutrition 	 608 355 450 450 450 450
PSC/Country Programing 184 150 200 200 200 200
Freight 	 820 756 850 850 850 850

Total 	 IsmU Cobol DI] DOV1T *VID CV1T5S Freeze - 362 -329 - 346 -346 -346 -346 

Table IlA 

WHO HEALTH FUNDING FOR BURMA
 
PROJECTE0 (QUO's)
 

Related to PHP
 

1986 1987 1988 1989
 

EPI 	 26,200 26,200 

V8OC 312,550 299,050 	 Though no funds arc 
put into lite ItemsHealth Education 59,600 41,000 	 for 1988 o 1989 yet, 
the overal' WHO 
budget for all healthP4C/9HS 	 445,300 370,000 
 inBurms Is projected 
to approximate 1987 

CH 3150 139,450 funding level. 
MtrItIon 	 92,000 62,000 

Supplies, etc. 106,900 39,100
 

Total 1,173,100 976,800 
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Table 14A
 

CHANGES INSRU8 HEALTH EXPENDITURE BY YEAR
 

Government Health Expenditure
 

YEAR Annual
 
Increase as % of 
Rate as % State PerPercent of GOP Budget Capita
 

1974-75 1.0 7.7 6.2
 

1975-76 3.8 0.8 7.7 6.4
 

1976-77 17.8 0.8 7.3 7.3 

1977-78 4.7 0.8 8.1 7.5 

1978-79 32.1 1.0 7.7 9.7
 

197980 3.7 6.8
0.93 10.3
 

-'JO-81 2.9 6.8
0.8 N/A 

1981-82 34.0 1.0 6.5 12.3
 

1982-83 27.7 1.18 8.4 N/A
 

1983-84 2.5 1.13 8.7 15.7
 

rable 15A 

SRU8 BUDGET FOR EPI 
(Kyats UW'Zs 

1986-87 1987-88 1988-89 1989-90 TOTAL
 

Recurrent 4,757 4,909 5,024 
 8,791 20,481

Capital 
 - - . 

Total 4,767 4,909 
 8,024 5,791 20,481
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ANNEX E 

Budget Tables
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ESTIMATED DETAILED BUDGET TABLES
 
BY INIENDED IWU 

1. EXPANDED COIUWNITY HEALTH CARE AND BASIC HEALTH SERVICES 

1.1. 	Additional 7,000 CKWs, 3,000 ANWs, and 3,000 TBAs trained end equipped: 

1987/88 1988/89 1909/90 TOTAL 
CO!400ITIES: 

1.TBA Kits (I000)(1,000)(1 000) 0 S 25 	 25 25 25 75
 
2. ANW Kits:(1,000)(1 000)(1,000) 0 $130 	 130 130 130 390 
3. CH Kits: (0) 10) (7,000) 0 $118 	 .we 826 826 

Sub-Total 155 156 981 1,291 

LOCAL COSTS: (US$ 9 K8/S) 

TIA training: (1,000)(1 000)(l,000) 40 40 40 120 
(3,000 TeAs x 30d I KfO/day+ 5%local 
trainng costs) 

NW training: (1,000)(1,000)(1,000) 232 232 232 696 
(3,000 AAMs x 160d S Kl0/day + 3%local 
training costs)
 

CHM training: (0)(3,600)(3,500) -. 207 207 414 
(7,000 CHWs x 30d S KIS/day + 5%local 
training costs) - -

Sub Total 272 479 479 	 1,230 

1.2. Additional 335 LiNts, 650 is, and 130 HAs equipped: 

C0440ITIS: 

HCH Kits 1Ws (216)(216)(217) 0 $115 28 25 25 75 
NCH Kits MWS (111)(112)(112) 1 $120 13 13 13 39 
HA Kits HAs (45) (46)(45) * S 804 4 4 12 
Sicycles (o)(600)(500) 1 $100 so so 10 

Sub-Total 	 42 92 92 226 

1.3. 105 KHCs and 525 sub-centres upgraded and equipped: 

COIOOITIES: 

10C [qufpmnt 
AN S4ntr 

()O)1O05)8I0s0 
0)(0 ) s $0S g 

m - as 32 
47 

32 
47 

Sub-Toal - - 79 79 

,Lv
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2. ESTA LISHEO IN-SERVICE TRAINING SYSTEM 

2.1 Increased Capacity of Central NOR Training and Supervision Core Group: 

1986/87 1987/88 1988/89 Total 

TECHNICAL ASSISTANCE 

Long-tam 24pm 0 $100,OOO/yr 100 100 200 

Short-term 43po $1,000/p.
Management Training (9pm) 15 60 60 135MCH Mgt systems (UP) 45 30 75Supervision 9pm) is 75 45 135Research/Eval 7pm 15 37.5 52.6 105Course Design 7p)- 60 4S 105E. Technology 6m) 45 45 90Im. Program Mgt* (Spm) (30) (45) - (75)COO Program It* (5pm (22.5) (30) (22.5) (75) 

Sub-tal 45 , 422.5 377.5 845 

LOCAL COSTS 

Central Office SalariesMedical Officers (3) *K9,480/yr 3.6 3.6 3.6 10.8
Drivers (2) 0 K2,400yr .6 .6 .6 1.8
Secretary TypIsU (2)0 K3,G0O/yr .9 .9 .9 2.7 

Training of trainers .5 .5 .5 1.5
 
Rangoon & S/O 
per dem KIO X 10 dads X a 
participants X 14 S b 

Travel allowance .i s. 1.5
 
Rangoon KZO0 X42 trips +


S/0 KSO X 70 trips
 

Rnovation/ease Costs
for TA Contractor house 17 25 17 s
 

Training modules - 2*7 2.7 
Oevelop/Print
 

Sub-total 23.1 33.8 23.1 so 

NWcluded (rm project grant totals; financed frm resources ode available
from de/reob and AIO/S. wa Iy 196I05 
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1986/87 1987/68 1988/89 Total ...... 

COMHOOITIES 

Vehicle Spare Parts 
Long-term TA vehicle 
Household furnishings0 
Training Supplies & 
Equipment ($7,000 per yr
X 3yrs A 28 Shipping 9 

60 

"" 

9 

so 
--0 
--

9 

100 
15 
20 

27 
Sub-total 44 5 59 162 

PARTICIPANT TRAINING 

Academic 0 $2,400/mo
1 NPH/Mat (18") 
2HPH/H (18e)
1MPH/Ep I (IS)
2MSc entomology (Ion) 

--
--
--

I 

43.2 
86.4 
43.2 
8.4 

-
.86.4 
--
Iw 

43.2 

43.2 
85.4 

Sub-Total & as 259.2 -- 259.2 
2.2 Improved Planning and Integration of In-service Training by State/Divisfon: 

LOCAL COSTS 

Workshops (1 per year 
X 14 state/div)
 

Per diem
State/Division (KlO/perwo) 1.8 1.8 1.8 5.4X 10 people X 14 townships
X10 days) 

Travel Allowance 
Township
(K6O X 4 people X 14 trips) .4 .4 .4 1.2 
Rangoon (200/trip X82 trips) .J .7 .7 2.1 
Suplies KisOO0/yr) 1.9 1.9 1.9 5.7Oh costs tie's fuel 
at (91,O0O/trip X42 trips) . .4 
Sub-Total 
 *.* 6.6 
 6.6 it.6 

t9~ 
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196/87 1987/88 1988/89 Total 

PARTICIPANT TRAINING
 

Short-term (21l 0 $5,O00/m 
 52.5 52.5 105.0 
7 managemnt, planning

supervision courses 0 3nos 

2.3 Increased Huibers of trained supervisors at the Township level:
 

LOCAL COSTS
 

Salaries 
Senior HAs (45 X K6,3O0/yr) 35.4 
 35.4 35.4 106.2
Senior L.H.Vs (45 XK 6.400/yr) 30.4 30.4 30.4 91.2
 

Per diem

Participants 7.3 7.3 7.3 21.9

Retraining for supervisors
(K!O/person X 28 days X 628)
Foll ow-up -- 2.4 2.4 4.8

(KIO X 3 days X 628 people X 
2 yr)

Trainers
 
Courses & F/U 1 3
KIO X 3 poople X 30 days

X 25 Courses + 1 person

X 3 days X 25 courses)


Supervisory Visits to RCs -- 18.8 18.8 37.6 
by HA/HV (KIO X 24 days/yr 
XAir X $28)Travel A1lowdc 

Participants (Initial &F/U ) 6.5 6.5 6.5 19.5(K60/trip X I trips X 628
 
le)
 peop


iners (Initial & F/U) .6 .6 
 .6 1.6

(K200 X 3 people X 25 courses)

Other Costs 
Sunplfes, subsistence 2.6 2.6 2.6 7.8 

Fuel 
 -- 1.3 6.5 
(36 trips X 14 K X 314 1--­
townships) 

Sub-total 
 83.8 118.3 111.5 313.6 

<$
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1986/87 1987/88 1988/89 Total 

COM4ODITIES 

Hotorcycles (and helmets) -- 67.5 67.5 135
1/mdel township (45 9 $3,000) 

2.4 Improved Performance of RHC staff in the managemnt &supervision of VHI: 
LOCAL COSTS
 

Per diem
 
LHV (KIO X.1256 X 10 days) 5.2 5.2 5.2 15.6MW (KIO X 2500 X 10 days) 10.4 10.4 10.4 31.2PHS 11 (KIO X 1,400 X 10 days) 5.8 5.8 5.8 17.4
 
Travel Allowance 10.7 10.7 10.7

K50 X 5,156 people 

32.1 

Other(Fuel, Costs
supplies subsistence 6.5 6.5 6.5 19.5 

MO0 XS RHC X 314 Townships) 
Sub-total 38.6 38.6 38.6 115.8 

<!
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AND RESEARCH CAPABILITYSUPPORT SYSTEMSIMPR0VED t AGEP4T 

inform sipleysels fr~ ,~n 
3.1. Imuproved health and mana enti 

levls
health care at State/DiVvsion and townhi

1986/87 1987/88 

iO0ITIESCOI 

a for patnt-retained records -- 30
 

-o 

tenpaper 

and for reporting forms and
 

and OHS ­records for VHiNs staff
Electronic data managemnt devices 
atrota/ic vistonal level so W5100at tat/Di 


Subtotal 

LOCAL COSTS 20 20 
20 

Workshops on impl'ufntlg revised 

lth informetion system for
 

he 
State/Dvision and trwnshlP
 
halth personnel 5,O00/yr 

10 2C 
Studies and surveYS to supplent 

routine data collection 
3 $10,000 30 

-- 3

Subtotal 


TECHHICAL ASSISTANCE
 

15 15
 
Health Information Specialist 
3 x lPm I$15,Ol00/PI 2.5 

15 
Electronic Oata Analyst/Trainer 


I naC $lSOO0/PM
 

I 21P 

MAn4gewflt Systems Analyst 
2 x 1.Spin $15,000 3O 60W 

SubtMtl300 



A-37
 

3.2. Supply .-and, distribution system for -drugs-and vaccinesto 8HS a'-d CHws 
analyzed and alternatives identified and tested to ensure resupply:
 

1986/87 1987/88 1988/89 Total 

LOCAL COSTS 
Follow up study of drug 

availability, sources and 
utilization by CHWs and AmsAction research study to test alter-

native CHW/AMW resupply systems 

--

--

--

20 

30 30 

20 

20 30 30 

TECHNICAL ASSISTANCE 
Drug logistics analyst 
1 x 2 pm * $15,000
2 x 1 pm 0 $15,000 

30 30 60 

3.3. Health systems research capabilities increased and research studies: 
completed for replanning incritical problem areas 

LOCAL COSTS:
 

Health sysvms research studies 25 -- 50 75
3 studies 4 $25,000 

TECHNICAL ASSISTANCE 

Health research/evaluation 15 -- 30 45 
specialist 
3 x 1pm 0 $15,000 
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4. MASS MEDIA AND INTERVENTIONS CAMPAIGN FOR IMMUNIZATION AND ORT
 

1986/87 1987/88 198889 Total
 

PARTICIPANT TRAINING
 

Two long-term MPH 
 -- 43.2 43.2 86.4
 
18 me 9 $2,400/mo


Short-tern observation tour,

0 SS,000/p X 6 pm 30 
 .... 30
 

Subtotal 
 30 43.2 43.2 116.4
 

TECHNICAL ASSISTANCE I/
 

27pm short-term 0 $1S,O00/pm 105 195 105 405
project dir.,l.5pm 5 10 
 -w is
administration 
 3.3 6.7 .. 10
travel 
 7.5 7. 
 . is
 

Subtotal 120.8 219.2 
 105 445
 

LOCAL COSTS 1/
 
campaign costs 
 20 20 
 .. 40media and mat'l production 80 80 -- 160communication 2.5 2.5 -1 5administrative costs 3 3 " 6other direct costs 
 10 10 
 20Central ORT seminars
 
por diem (56 people

XKOX4days) 
 . .. 3
 
travel (66XK900) 6 as 6,3
Regional ORT Seminars
 
per diem (lO,O00people

xKlOx2days) 
 25 -a
mm 25
Seminar materials

educational materials 10,000 10 wereprints 10
20 20 

Subtotal 177.1 115.5 -­ 92
 

1/ $676,300 of the technical assistance and local costs will be financed
outside of the project from deob/roob funds ($336,300) FY 1906 OYI ($185,000)and from contral resources fo the Comunication for Child Survfval Project($165,000) 

.(A 
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5. EXPANDED COVERAGE OF EFFECTIVE IMIUNIZATION SERVICES
 

5.1 Expand and strengthen the cold chain and logistics systems to ensure timely,
safedelivery of vaccines to all 314 townships on a 
regular basis:
 

COtM40DITIES
 

Refrigerator (100) (100) (-) 

0 $705 ea LRTCW or 1151
 
Electrolux E3/24
 

Ice Pack (34) (35) (-) 0 $632ea 
Freezer TFW 791 
Electrolux E3/26 

Vaccine Cold Box (34) (35) -) 
* $223 ea RCW 25
 
Electrolux E4/05
 

Vaccine Cold Box (550) (310) (-) 
0 $96.60ea 2 E4/36
 

Vaccine Carrier (350) (310)(-) 

0 $12.15 ea EPI/PF/I.5, E4/19
 

Ice pack (33,000) (18,600) C-) 

0$.38 ea polyfoam chemistE5/02 NO holes 

Ice pack (7,000) (7,000) C-) 


* $.29 ea polar maxi 600
 
Runsven AB E5/04
 

Vaccine thermometer (100) (100) (-)
O $2.03 ea S. Brown A Sons F6/08 
Bimetal thermometer (170) (130) C-) 
* $1.00 ea Moeller therm E6/07 
Voltage regulator (95) (96) C.) 
* $131 Ga (FF 1000 SS Galatrek)E7/11 

Compressors for refrigerator repair 

(75) (60) (-) 0 66.56
 
1/8 to 1/4 HP 220V/60
 

1986/87 1987/88 1988/89 Total 

70.5 70.6 -- 141 

21.5 22.1 -- 43.6 

7.6 7.8 -- 15.4 

53.1 30 -- 83.1 

6.7 3.8 10.5 

12.5 7.1 19.6 

2.1 2.1 -- 4.2 

.2 

.2 

13 13 

.2 -- .4 

.2 .4 

26 

5 4 -- 10
 

at 



-- 
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~~~Rfrgrn (R12)-for repair 

litres (100) (110) )-8
 
0 $13.31 ea
 

Motor cycles (14) -)(14) 

0 $3,000 ea (plus helments)
 

Light truck (1) -)(1)0 $24,000 


Sub-total 


Sub-total with cost of shipping (+28%) 


TECHNICAL ASSISTANCE
 

Cold Chain Mgt (2pm) (1pm)(-) 

Logistics (1pm) (2pm) (1 pm) 


Sub-total 


LOCAL COSTS
 

Training on Cold Chain 

(40) (40) (40) Maintenance
 
(K40 X 7 days)
 

1986/87 


-1315 


42 


24 


259.7 


332.4 


30 


15 


45 

1.4 


1987/88 


.. 


162.3 


207.7 


15 

30 


45 


1.4 


1988/89 Total 

'­

42 84 

24 48 

66 488 

84.5 624.6 

-- 45 
15 60 

15 105 

1.4 4.2 
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5.2 
Ensure adequate supply of measles vaccine, needles, syringes, and EPI
kits for Universal, Child-.munzaton-, (UCI)- campaign: 

1986/87 1987/88 1988/89 Total 

COMMODITIES 

Measles Vaccine + 300 
wasted (10 dose vials)
(2 168,000) (2,210,000) (-)@ $.09/dose 

195.1 198.9 394 

Hypo Needles (61 ,000)(63,700) 
(-)P $.33 ea (23 9) (30 mm/236) 

20.1 21.1 41.2 

EPI Kit (1,100) (620) (-) 
(standard UNIPAC) P $50 ea 
Boiling kit &Syringe 

55 31 -- 86 

Sterilizable (48,800) 
(50,960) (-)0 $.46 ea 
plastic syringe, E 8/02 (1 ml) 

22.5 23.4 -. 45.9 

Sterilizable (48,800)(50,960) (-) * $.46ea 
22.5 23.4 45.9 

plastic syringe (BCG) 
E 8/01 0.1 ml 

BCG needle (12,200) (12,800) 
(-) $S.34, 10 mm/26G 

4.1 4.4 8.5 

Sterilizable plastic syringe
(12,200) (12,800) (-)P $.12 ea 
(E8/03) 5 ml recap syringe 

1.5 1.5 3 

Sub-total 320.8 303.7 - 624.5 
Sub-total with cost of shipping (+28%) 410.6 388.7 - 799.3 
5.3 Provide in-service training to township and OHS staff on nw UC!I Campaign:
 

LOCAL COSTS
 

Reorientation trainin 8.7 2.3 1.6 9.6
For 8HS staff inall ?10250)5(6000) (400) townships 
(K 20 X 3 days) 

Reorientation training for 2.1 2.1 2.1 
 6.3
medical officers on all 
(120)-(120)-(120) townships
(K 20 X 7 days) 

Sub-total 7.6 4.4 3.6 15.8 
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5.4 Improve EPI HIS, Surveillance, and Evaluation Systems: 

1986/87 1987/8 1988/89 Total 
TECHNICAL 	ASSISTANCE
 

Short.temSurveillance/Evaluation(-) C-) (1 pm) 	 - i1S1 

(-)HIS M-)(1 pa)- is is 
Sub-total 

- 30 30
 
PARTICIPANT TRAINING
 

Observation Tours (1)(1)(1) 
 15 	 15 
 1s 45* 	$5,00 (3 tours X3 Nth
 
X 5,000 Nth)
 

LOCAL COSTS 

Evaluation Workshops 

State/Division 1988/90 53 53 10.6(140 X3) 	(350) (.) (350) 
Evaluation orkshops 46.8 	 67.2Township 	 1987/89 (4998) 46.8 	 -...(6099) '.) (K 25 X 3) 

Sub-total 52.1 6.357.2 114.6 

t-I 



-- 
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- - 18687 1987/88- Total 
1. REACH!! 

TECHNICAL ASSISTANCE 

Surveillance/Evaluation 30 is 45(2 pm) (1 pM) (.)
 

Hfcro/Plannfng EPI (1 pm) (a- 15 am
1-) 1 
MIS C- (1)0 -- 15 ispa) 


a Immmemmmm 

Sub-total 45 30 lo 75 

YBuy- fn using project funds 
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6. INCREASED AVAILAILIIY-OF.)MALAIA TAHENT AND AAI OT~ XETS 

6.1. 	 Adequate supply of second line drugs for treatment of referred cases
 
of malaria available:
 

1986/87 1,I7!88 ,198919 Totl 

COMHOOITIES: 

Quinine tabs(4 000)(4,000)(0) 98 98 ma 196 
tins (i,000s) 0 $24.5 

Quinine inJ.(4 000)(4,000)(0) 4 4 ­ 8
 
ampoules 0 $1
 

Fansidar (4,000)(4 000)(0) 144 144 .. 
 288
 
tins (lO00s) 0 $16 

123 123 
 0 492
 
6.2. New approaches to malaria control through more effective action

by the cownity and basic health services developed and tested: 

LOCAL COSTS
 

Health 	services and operational
research studies (0)(2)(2)

studies 0 $5,000 	 10 10 20 

TECHNICAL ASSISTANCE: 

Malaria operattons research 
specialist.i (1)(0)(2) 
x I m 	0 $15,000 am WIN 30 30 

6.3. Greater supervision of malaria control activiteb from township level: 

COMMOOITIES:
 

Motorcycles and helmets 
(0)(0)400 $3,000 me -m 120 120 

1/ funded from FY 1986 OY and not from the project 
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6.4. 	 Aditioal st fftine in entomology, blo-environmntal Ua ur 
and other malaria control technologies: 

196/87 1987/88 1988/89 Total 

LOCAL COSTS: (U$ 0 K 8/$) 

Course inblo-enviromental
 
control 2 courses x 15 persons
 
x 4 weeks (840 pd 0 KO/dAy 
+ 30 persons 0 KZ00 travel .9 	 .9 1.8 

Workshop on V8OC activities 
for entomology staff 
2 courses x 30 persons 1.3 2..1.3 
x 2wks (840pd K O/days 
+ 60 persons 0 K.200 travel) 

Course in advanced medical
 
entooolgy 1 course x 27
 
persons x 4 weeks (756 mw1.6 1.6 
pd e K.10/dsy + 27 
persons 9 K.200 travel) 

Workshop for preparation of
 
oberatio"Al manuals for
 
94isf f4Iwkshop x 27
 x4wks,rsons(756 pd 1.6 1.6 

MlO/Ay + 27)persons 
0 K.200 travel)
 

3.8 -- 3.6 7.6 

Sa 
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ME lnyff-71978 

TECHNICAL ASSISTAICE: 

(1) SO-lovlronmental control 
trainer Y ( (0) (1) 15,000 . -

(0) (0) (1*) x 2p S 16000 . 
VIOC tratning and procedures -
spalist 

Subtotal ma --

L./funded from FY 198 018 and noJ from the project 

18/Total 

30 

1 

45 

30 

15 

45 
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Scop-stWork .4or-Lono-Ters 
T#nICal ASSIstanC@ 

Training and Management Advisor (24 PH) 

The 	training and management advisor will work with counterparts
within the Public Health division, Training division and edical
Education Unit and collaborate, as appropriate, with other donor 
agencies particularly WlHO. 

The training and management advisor will carry out the
following activities in collaboration with counterparts. 

1. 	 Analysis of the supervisory system and development of
supervisory protocols, performance standards, needs 
assessment tools, and performance evaluation documents for
the supervision of basic and voluntary health workers; 

2. 	 Preparation and pilot testing of management guidelines for 
health center operations; 

3. 	 Design and field testing of an evaluation scheme to monitor 
the Imact of training upon the performance of personnel
and coordination or evaluative research studies; 

4. 	 Diaelopment of management training workshops for state and
division health team; 

S. 	 Preparation of trAining team to conduct township
supervisor training; 

6. 	 Development of teaching cases to highlight the management
and supervision Issues encountered at the towships and 

7. 	 preparation pilot testing and revision of training modules 
in operational management, supervision, and selected 
technical area for township supervisors; 

8. Coordination of short-term technical assistance to ensure
that assistance is appropriately timed and meets the 
project needs; 
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Scope of Work for Short-Term 
Tchncil Asslstance . . . 

Health Communicator (2 persons for 11 months each (22 ps)) 

The Health Communicator will work with counterparts within theCentral Health Education Bureau and collaborate, as appropriate,
with other donor agencies, particularly UNICEF. 

The Health Communicator will carry out the following activities 
in collaboration with CHEB counterparts: 

1. 	 Determination of the health advice to be advocated by the
campaign, along w'th a specific plan for acquiring,
distributing, and monitoring the resources (printing
facilities, paper, radio time, etc.) needed to disseminate
that advice; 

2. 	 Production of pilot materials (saple radio programs, draft 
graphic materials, preliminary training designs) for pilot

testing with representative members of the target

population;
 

3. 	 Pilot testing of draft campaign materials with 
representative members of the target population, using both 
Individual and small-group testing situations; 

4. 	Revision of draft materials based upon results of

pretesting and final production of campaign uterials;
 

S. Development of a broadcast and distribution schedule for
all 	campaign elements; 

6. 	 Precapgn preparation of health personnel, Including
orientation of health workers, delivery of health materials 
to decentralized distribution points, final scheduling of
radio broadcasts, and development of a plan to monitor 
campaign Implementation; 

7. Implementation of the campaign activities, transmission of
radio programs, distribution and placement of graphic
maerials, contact between health workers and the target
population, and monitoring of all campaign elements with 
particular focus on behavior change, 

8. 	 Co-ordination of short-term consultents (8pm are proposed)
who will provide specific project support in media 
production and audience research. 



ANNJEX G 

Additional Background IrF'irmation
 
Mass Media and in-service Tep;ning Activities
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Mass- Media--... ... 

1. The first two outputs ("Establish and maintain a media campaign
for EPI and ORT" and "Prepare and distribute educational material to

health staff and the public") rest upon a common rationale. That
 
rationale isthe tremendous Burmese effort inprimary health care
 
during PHP I and PHP I.
 

A growing consensus among health educators and mass 
communicators recognizes the value of an integrated approach, using

all media channels in coordinated and complementary fashion. Thoughrarely called as such, the systematic training of health workers
right down to the level of village volunteers is a mass medium, a 
comunication channel reaching out and down to areas and people

previously beyond the coverage of the health system. Among the 
servicqs these health workers provide, health education is a key
element in the primary-health-care goals of self-help and
self-reliance. In recent experience with national health-e'ucation
efforts, careful research has highlighted the role of basic health
staff and primary-health-care workers as crucial agents of 
behavioral change among villagers.
 

So an extensive system of primary-health-care workers, like thesystem being implemented and strengthened inBurma, Is one mass 
channel for health education. A second mass channel is what Is
generally called "the mass media" - radio, television, cinem&,
print, graphics, cassettes, and so forth. No less essential than
the healSh-worker channel, these educational outlets complement and 
support what the health worker can do alone. With the effort to 
train health workers concinuing, the PHP III represents an opportune
time to fill out the health-education potential of the DOH. 

What do the media offer? 

The mass media create awareness and Increase knowledge; the 
health worker isless able to do so on the scale of the mass 
media, but isbetter suited for convincing people to put their 
new knowledge into practice.
 

The mass media have authority and credibility. They provide
Information which bears the mark of science and recommendations 
of experts in the DO. 



0 
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- .The- mass-media provide theglue to thepr arhealth.a alarge.Yl is part of . .system. Villagers recognize that the 

national System and that her advice is sound. 
 Health workers
feel a part of something larger than themslves, reducing their
isolation and encouraging them in their work.
 

The mass media can give focus to particular PC interventions,
like (P1 or ORT or nutrition, by emphasizing key messages andrepeating those messages with great frequency. 
The mass media reinforce one another, as they reinforce that 
other "mass medium", the vUws. Messages on radio can berepeated in posters, which can be repeated in flyers handed out 
to mothers, which can be repeated in cinema slides or plays or songs, and so forth. The unity provided by a sung Jingle or a
painted logo contributes to clear, focussed, rein forced
 
communicaton.
 

The mass media can create demand from the bottom up. Theadvantages of EP! and ORT can be druwmed out over the airwaves;
mothers can be told what to expect and ask for from the health
system. Also, the disadvantages of .PI (e.g., soe fitfulnights, several visits) and ofORT (eg., the time to give thesolution) can be squarely addressed and explained. 

- The mass media can provide models with whom villagers and Vlfts
 can Identify either through short drams with actors portraying

fictional viflage people or through programs actually taped in
villages with real mothers and real ViIIis. 

The mass media can reinforce what mothers have learned from VI
and what i/s have learned from their trainers. urma has areat untapped health resource In the literacy of its people.taple flyers and other educational material distributed widelyto villagers and health staff, and explained by both radio and­
trainers,. On provide information where and when It is needed. 

.or example, neither the radio nor a YW may be available to a
mother %en her child begins to suffer diarrhea but a printedinstruction in the hoe (on the packet?) can guide the mother atthis critical time. 

A further olmnt of effective Communcatons is its
audience-orentation, or its basis in research. Siaply put, aneffective Communicator listens as well as speaks. Indeed an
effective Communicator listens before she speaks. For this reason,straghtforward villa reea-crM d precede the production ofbroadcasts that will be heard by milltims or of brochures that willbe read by millions. Uhile the goal of message development is afew, simple, actionable messages, the lrocess of message developwnt 
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isa complex one of asking many questions and paring down long lists
 
of possible messages to that critical few that will make the
greatest difference. 
This means some, indeed most, health problems

will not be highlighted through the media or the VHWs at this time.
.... On- the-basis -of village research -certai n-areas-wilIIbe -chosen an-d .. 
certain ways of speaking about those areas will be chosen. If ORT 
isa chosen area, communicators need to know:
 

- how do village mothers deal with infant diarrhea now?
 
- how do mothers speak about diarrhea?
 
- do mothers understand dehydration?
 
- are mothers focussed on stopping diarrhea?
 
- how do mothers feed a child during diarrhea, if at all?
 
- what do mothers expect frim the YHW re diarrhea? 
- how do health staff currently treat iTarrhea? 
- what ismothers' experience with health staff re diarrhea? 
- who are the influential people in the family's-decisions about
 

diarrhea treatment?
 
- who pays for the cost of diarrhea care (medicines, travel, work
 

lost)?
 

So, in the development of messages, listening to the intended

audience isa key to effective communications. This happily is in
 
tune with the Burmese goals of village participation and the

organization of the BSPP which has its Village People's Councils.
 

Research 011 also go on once messages are developed and
disseminated, to ensure their effectiveness and to improve their
impact. Rarelyhave messages been as successful 
as hoped, butby

continuing to listen (do research) as well as speak the communicator
 can continually Improve what she is saying. 
Like a simple

to-person conversation, the give and take of the communication
 
process Itself is formative of what isultimately communicated. 

Burma offers solid opportunity, therefore, in the use of mass

media for health education inEPI and ORT:
 

- Burma already has a key mass medium inplace for health 
education through its PHC system; 

- Burma has high literacy; 
- Burma has socto-political oganizations reaching down to village

level 
- Burma s BS radio has adequate air time available and no

Competition nationally; 
- Burma's national literacy campaign of 1972 serves as a precedent

for a co-ordinated effort Inhealth;
 
- Burma has adequate ORT supplies;
 
-
 Burma has made a national commitment to Universal Childhood
 

Immunization by 1990.
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As stated in the Executive Summary of the PHP III (p.34) "Theobjective of the Health Education Support Programme is drawn inaccordance with the 'Policy Guideline' laid dotn by the ESPP whichIs to ensure increased mass participation and to develope the health
educational-activities through theutilization of -all-available4-mss
 
communication media".
 

2. The third output ("Professional ORT training for government and
private physicians") is proposed to enlist the highly respected and

highly influential doctors of Burma in the promotion of ORT.
 

Not only inBurma have doctors been slow, as a group, to endorse
ORT. Trained as most were before the ORT breakthroughs and
accustomed as most are to thinking of diarrhea as a 
condition they
could cure, doctors are not surprisingly wary of ORT's claims.After all, there used to be a "cure" for diarrhea - antibiotics andantidiarrheals. Doctors gave out these cures, mothers took them and 
came back for more. Diarrhea did stop, fever was reduced, and 
dehydration was not the issue. 

Now, ORT advocates are saying that there is no "cure" for
diarrhea, that most diarrheas are best left to run their course, and
that concern, especially when diarrhea occurs inchildren and
Infants, should be on dehydration,, particularly the prevention of

dehydration. Furthermore, say ORT's advocates, prevention and
treatment of ,dehydration can be done by a
mother at home, without

the assistance of any health worker much less of a doctor, with the
simple ORT packet or even with common household sugar and salt.
 

Obviously, this goes against a
whole complex of understandings

and practices that doctors have had. 
Were they wrong all thoseyears? There used to be cures for diarrhea; why suddenly is it .said that there is no cure? Doctors gave mothers what they wanted,did they not - by stopping diarrhea? Mothers came back, did theynot? Will doctors lose credibility among mothers if they suddenly
withhold anti-diarrheals and offer ORT? How can ORT be called thegreatest scientific advance of this century ifmothers can make It 
at home? What is,in fact, the scientific basis for ORT? What
about the money doctors have made from previous diarrhea treatments
 - was that an ill-gotten gain? Must It now by given up? What aboutthe five-percent of diarrhea cases that do need antibiotics ­ how
 
can these be covered? What will we tell mothers who want to stopdiarrhea- will they have recourse to traditional medicines or
traditional healers, to the detriment of their children's health?
 

The effort to help doctors face these questions and put them to
rest isa crucial component of a national ORT educational campaign.

The basic purpose of that campaign isto change mothers' practices

in treating diarrhea. If doctors continue to give mothers advice
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and treatment contrary to the campai n, the campaign will beundermined and seriously blunted. Ii however, doctors can soberly
and sensitively present ORT as the scientific breakthrough thatit
 
is, they can make clear to mothers that both doctors and mothers'were previously doing -what medical -authorities-recomended.-
Previous practice was the best possible; now ORT rhas been discovered

and it is better. Since doctors and mothers always try to do what.is best for children, together they will adopt ORT. 

Doctors deserve in-person comunications about ORT, from medical
authorities whom they respect. We propose that an internationaily
recognized ORT physician provide seminars in Rangoon for DON staff
 
(clinicians and S/D medical officers), who will ?n turn offer

regional seminars for physicians, both private and government

physicians, in their Jurisdictions. The co-operation and
collaboration of the Burma Medical Association will greatly assist
this effort. At the seminar, physicians will receive a set of
readings about most recent ORT research as well as a supply of ORT 
packets to be provided by the DOH. With an estimated 10,000physicians in Burma, approxfmately 100 seminars might be offered in
all. 

This training will slightly precede the national ORT media 
campaign, so that physicians may be in the forefront of the movetoward ORT as demand rises among the public. Like VHs, physicians
are most likely to convince mothers to use ORT, once the mothers
interest and awareness is stimulated byiss media. The media canalso re-inforce thfs'new approach by physicfans, and reassure
mothers that their physicians are offering the very latest and best 
medical treatment. 
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In-Service Training 

In-service Training Component 

Project Activities A Inputs 

Activities
 

Central 	 Project Inputs 

Develop and conduct workshop Support for central 
for S/D Health staff 	 coordinating unit 

Develop management training Salaries 3 medical officers 
courses for township supervisors 2/sec./ driver 

Vehicles (2)

Supplies 4 Equipment 

Develop training modules Technical Assistance 
for township supervisors Long trm 24 o 

Short term 43 mo 
Select A prepare training team 
for township training 	 Participant Training
 

Conduct township training
 

Develop a supervisory fram work 
including protocols, need assessment 
documents &performance evaluation 

Develop management guidelines for 
health center operations 

Design an evaluation sche to 
monitor the effects of training and
 
provide feed back for review A revision
 
of training activities.
 

State Divisions 

S/D Training Workshops (14) 	 Local costs for training 
Including per dim/travela supplies 

Participant Training
(7) short courses 
management)
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Township
 

Courses for 628 township 
 Local 	costs for Training A 
... supervisors, - i............. 
 .	 follow up Includingper diem/

travel A supplies 

Per dim for township
supervisors doing RHC
supervision visits 

FU supervision by Training Team 
 Training materials/supplies
 
for 314 townships
 

Development of 45model township Salaries 'support for 90supervisory teams model 	 township supervisors 

Motor 	c,'cles for 45 model 
townships 

RHC
 

In-service training for 
 Local 	costs for training
1256 LHY's including per diem/travel/

2500 141 
 supplies

1400 PHSs It
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Inservice Training Component: Notes On Course Design
 

Course: 	 Planning Workshop for State Divisional
 
Health Teams.
 

Goal: 	 To Improve planning, coordination and integration of
 manpower development activities (particularly
management and supervision) by the state and division 
Staff. 

Participants: 	 SfD staff including: health officer, Disease control 
unit personnel 	(2), training team personnel (1-2).

Selected township health officers,
 

Training Team: Central Coordinating Unit (1-2)
 
S/O Deputy Director.
 

Design: 	 A planning and team development workshop will be
 
conducted Ineach state/division for 3-5 days each
 
year.
 

Dqvelopment of 	the workshop will be the 
responsibility 	of the CCU with the participation of
 
the SlD Deputy 	Directors.
 

The first set of annual planning workshops will occur

prior to the training of township supervisors.
 

Supervision protocols and assessment tools are 
developed prior to this workshop. 

Course: Supervision and Management training for Township 
Supervisors. 

Goal: To Improve the management and supervision of RHC 
staff.
 

Participants: Newly appointed township supervisory staff including
 
one health assistant and ore lady health visitor from
 
each township.
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Training Team: Central Coordinating Unit (1)
Township,Health Officer 
State/Division Training team (1)
Resource People as-needed. 

Note: 	 The training teams will be selected and prepared bythe CCU.
 

Design: Up to four 	weeks of training at the S/D includin.
supervised field experience. (preferrable inmodltownships). 

Up to 22 partiipants in each course, ideally the HA
and LHY from a township can be trained together (thisshould be possible since the positions are new). 

Training module for participants, including
supervision protocols, assessment tools, idelines
for heal th center management and technical
information, to be prepared in advance by the central 
coordinating unit. 
The supervisors of the model townships will be
trained first as a means of pilot testing the course
and training modules. 

Note: 	 The Township supervisors are expected to prepare a
plan for supervising and training the RHC staff andImplement the plan upon return to the township.
project will support local costs for training RHC

The 

staff in the township as well as supervisory visits 
by the township supervisors to the RHCI. 



ANNEX H4 

Sumry of rA and PJrtlclopnt Training 
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Technical Assistance (142 PH) 

Lono Term (24 PH) 

Training Advisor 24 PH 

Short Term (118 PH) 
HNedia Consultants 2 for 11 months each 22 PH
media * 10 P1Training * 53 PH
EPI '12 PH
VDUC * 3PHHIS, Logistics, Research is PH 

Overseas Participant Training (180 PH) 
1 MPH Health Education x 18 mth
 
2 media observation tows x 3 dth
 
3 P1 observation tours x 3 nth

I MPH Management x 18 14th
 
2 MPH HCH x 18 nth
 
2 MPH Epidemology x 18 nth
 
2 HSc Entomology x 18 nth

7 1lanog nta lanng/Supervlsion x 3 nth
 

Hot entirely funded by project 

eU 

ai
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A(MMQI MUAMM PM MtASTANr AMSrATOR !UM ASMADMITh ?* AA 
Thmru*i: Carl J. You,, AID epresentative to bm 
RX)o: Gary M.bdoff, Project Developmnt Offcer 

* o,,,: Your aprval is M& to waive AID policy e irizg host country
payment of particint! inteotoa trawl coats iuie the Quaity CareQd d Paii lPro t (482-0013). for 

Dis1u : l,, BOj~s Indicates. S0i : 4i 10 that it 
on or certification, Internatoral travel, and salary contimation toMaintai the Participant's tamly."isX Acy os t ra m&:11...te nMUTMMnm dly ps-for edicaleu 

tkider the siJect pject 0 the awn"es Gove!t, amd local om ie Willcontribute nearly Mof the total projc cts Given teprecarious state 
offori available to t urmse orment, wod be erroreouto beliee tht host gVnernant could pay fr International travel forprticipant training. With a per capita income level of $18/yer,- Mum isofrfop reignm lmt c mn
16r
oe of te world's least dvloped c6uotries. have fallent. Ass

in recent yeas, aidmports con"o e to rise over thenational
to eMM are targeted for debt serviicig. WIz world rice (the prinej"aagricultural mcport) prices deltd tremains doiiitM that burmau beiAa iton to pay Mor itnaoaltravel auo related to training In the, 

Justification: This waiver Is justified by: (L) the host country'sivuIr==Cont1buitio to the local currency costs of the project and to thetraiingcomonent In pantars, (2) the opgitude aid increas io size of thedisequlirn In Burma's foreig I=Iagnd (3) AID's logialacoitdeeire not to exacerbate this fisin dimp problem on the one heji whileattLos to alleiafte it on the other 
Auw~v Handbok 10, ~ar S%Paragraph i5, SectOin B. reiterates thePOLICY WWindicate ftht lit cost of itrainltravel, 1"n2udinsIncidental costs en moute us well, as Udo cost of travel between theParticipant's hom Country, IsNa& b the host goement or othe sponsorunless.. (a) In the case of Hsion-62dg pogwMissiion Directors have~Justified &Wd sachrized fuil or partial waivers and have so notified DO/W$.
,A ld ==rnnt authorty of Mission Directors, you tharefore have thetowaive this policy. 

R~cindalo: or the above resnIconclulde thtd s poa to waive90I1~ii the host country payment of participat = =eraInat~raiin coss requpested above is necessary to the attaimment of U'S.foreignpoIcw objectives and the objectives of the floreign assistance 
act.IWi recuewid that you approv this requet bya hruzte 
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Throuh: Earl 3. Your, AID Representative
 
From: 
 Gay M. rhoff, Project Dvelopmwt Officer 

Proublem: Your tv
Problem Yor~~ is sough to waive Muce/origin requirements from 

*sto 

oCe U .S. only) to Geo8ra Code 899 (Free World) for the 
1 of c FA ~ n edth~ Quality Care for 

A. Cooperating Comtry: Burma 
B. Authorizing ocumnt: Grant No. 482-0013 
C. Project: Qulity Care for Qidld Survival 
D. Nature of Furdirs: grant 
E. Description of Goods: Electrolux kerosene absption refrigerators 

Val:. vate $o,000 (ccludie freiht) 
G. Probable Source: &iden 
H. Sourc/origin waivers rnted for Cmdty ocurem 

Discussion: One of t major compionents of t Quaity care for Qdwo eat! =son.c e of effectiveiatn ~services drr ood. The e sI of
 
n ntao o m a refrieation
olWbor out of tee dseases v 

oetk suficLent CO iur that vaccine ane minod at 4--C untilthey are ad ered. In areas wium electicityl this requires
aborptin refr normally fueled by kro en.f 

Altho*g t&me are U.S.- siplIcr of such nLftsI tre curenly are noUIS. "nufacturers Of absorption reft1perators nor are daere =wmfacturerxofborefrige64rators in Code 941 itRlei %hoseproducts havpassd WHDA/MJCE testin for vaccine refrw rto ~ijt tieiq OcteMAt non AZD46=I exchane will be mode := to from UNICUfor apprwclmtel 252 of thes total required of absorptionTrefigertion 

The requested waiver totals 1.62 Of tota project kiduig. 
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,--,In ai, dbo the 

orian 


....... .... wDn -SLdi , S e: MA(2)-, , ­
requr ts from code 000 to Code 899 may be waived when thecom t isnot aailbl from countries or area IclUded in the ahorLzedIlpic code. Pursumnt to Delegation of Authority 40.10 (as wAuned) andSection 54C(2) YOU have the authority to issue such a waiver ifthe value of that tranaction does not eceed *3,000,000. 

Prmr suutfiain:b*vIJct OWLPnt Is essential to the AID financed
PrOJctsu ZVM dugudcliz~dsource wan no-AID foreignnt vVU01exchange 1. not available for tef p os. 

RAeondation: For the abo remo, I recomm that you (1)crtL th texcluson ocurm frm the fr wrld co tr oth;r ta the
copratirg country and countries included in ode 941 would seiuly IIRWq~aof U.S. forei. policy objectives of the for* 4atprogram; and (2) appro thu request for waiver by authorizLng this project. 
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ACMIt ~m *M K 117ASSI5M AMCNIIMVR IM ASIA AND 7W3 AR DRS 

mIrcu*~ EalJ OUI--AID-Dp~ettx 

Fr-m: Gry H. Ikhoff, Project 'Delopn OffLce 

Problem: Yomr approval is w& to waive souRce/oigln requirements for the 
169%W1tolof reusl ($las or nylon) vaccination syringe from Geogaphi

Coe000 (U.S. only) to Georaphic1 Code 94.1 (the thite State Adceti 
les developed couzae). 

A. Cooperating Country: Duma 

B. Au:thrizin Dxusnt: Grat b. 482-0013 

C. Project: QWaity Car for Otdld S&uvval 

D. Nature of 1 dlng: Ormt 

E. Dscription of Goods: lausible (Sia or aron) vaccination syriL s 

If. Approxmast Value: *IWOO~OO (exclunlift feelt) 
G., Prdmble Source: Dratw or 1Mdoo 

H. Source ivrs pamed for ComdLty urma 

Discussion: GO of the major coqxmmt of the W iq Cas for QdM
&MVSL ojet I port for an ed co 
services for ftliod diseases. Host vaccInations ane aeltnistered by

action uhb reqpxe eitwhr invae needle and s 8 orJteyh.
Ne appra.o Ins we ea e uQw, l.S lxat o ams awe unerawtedIoceZ nternal and dhLld health serice, neele and syrlWteuqe Is
both les costly (by a factor of betvam 0.1 to 0.25 as sWa -ad am 
reliable &m jet Injection apparmus. 

I*w best availale 13.6. price for A~s" rusAble sie of U.S. "ing (nonylon reusable sIgs aMS Ivia as-.S)eu~
siring.. of Ilexicn mafature are availabls for punhwe In the U.S. at
w.56 edv 26% of the best available U.S. Ars. ?romsine of the Code 941 

or a be IWpa-sze wrAw a IC WA sods idr te r
Proehzs wuld be tested to -sur&at meeat d amt 
scif --ca--n. 3iia sycrdeasmAlso am!iable 4n iz 1 w SOrA5 each
if purdused dimetly on the kmxkec or at $D,9 udun purduased
W ITUS, from thIr paru coqmov.
 
It i expuected chat non*ALD Ewre*g .swife will bie avaLable from IMU for

appmoaaitely 252 of Me total required for purdue of temalo syrtange
 
Te ream d wLve totals 12 of tal projnet Osiing.
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Autori: In accordance with AM Hadbook 1B, Section 5B4A(3), the s*7forilnrequAx.ents from Code 000 to Cd941 may beaivdwe h 
It - ~iil eli erekid, priie fr 'thesUnited States is reaaonablyestimated to be 50% or more higher than the delivered price from a country or area included in GeosrabcCod 941.* Pursuant to Delegation of Authority40.10 (aa amende) aid Ho bok1 Section 5B4C(2) you have the authority toissue such a waiver if the value oi that transaction does not exceed 

,i Justfcation: ThMsubject supplies are essential to t1e AID finmcedproject, ft "t w able U.S. price in fve times the selected free worldprice and non-AID foreign exchange is not available for the purpose. 

hcommdation: For the above reasons, I recommnd that you approve this
request or waiver by authorizing the project. 

i*
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AMO N PtMTHE ASSLMM ADUMAI MPOF ASIA AND ME NEAR EASr 
Throuh: EalJ. Ybungp AID Representative 

From: Gary M.TIhoff, Project Development Officer 

Problem: Your approval is sou~ght to waive souce/origin requiraements forF&Mrurmont of stainless steel vaccination needles from Geographic Code000 (U.S. only) to Geographic Code 941 (the United Stas and certain lossAeveloped coumtrie). 

A. Cooperating Country: Burma 

B. Authorizing Documnt: Grant No. 482-0013 
C. Project: Qality Care for Oild Survival 
D. Nature of FUndLng: Grant 

E. Description of Goods: Stainless steel vaccination needles 
F. Approd uate Value: $50,000 (excluding freight) 
G. Probable Source: India 

H, Source Waivers granted for Choodity Procurament: 

Discussion: Omi of the majo coaets of the QualitylCar for ChildbiuMM ajct is supt t for an exa erage of effectiveImmmuiza services r i. Most vaccinations aeadministered by Inection, which require either tivasivie needle and syringe
tectmiques or jet. inection appantus * In those CAas hre lInniztIonclinics ane itegrte Into odwmaternal aid chid'health services,needle and syig tehiu Is both less costly (by atro ewe0.1 to 0.25 as auh) more reliable than jet injection apparatus.a 

The best available U.S. prices for stainless steel vaccination needles is$0.39 each. Similr vaccination needles of IndiM umsifc areavailable for $0.04 each, 101 of the bet available U.S. price. 

It is exeted that non-AID foreign amopu All be available from UNICEFfr awr~mately 251 of the total .requiWe for purchase of stainless

steevacinaion needles.
 

fhl requested waiver totals 0.5%of total project fndin, 

*l 
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Aufriy:In accordance with AID Hwzdn* 13, Section 5B44(3), the 
-sure ign,retvirements-from Code- 000 -to:-Code -9-41 -may-be -waived-,t t~ioth 

loat ai le delivered price fm the United States is reasonably 
estimated to be 50 or more higerlhan the delivered price from a country or 
Area included in Ggrpsac Go&e 941. Pursuant .to Delegation of Authrity

lwxo40.10 (as amende) and Bo Section 5B4C(2) you have, the authority to 
issue such a waiver if the value of that transaction does not exceed 
$3,000,000. 

PriMary Justification 7he subject supplies are sseial to the AID finance 
project, FTeibtt available U.S. priceis five times the selected free world 
price and non-AID foreign exhage is not availablA for the pupose. 

Reindatton: For the above reasons, I recommnd that you aprove thi 
request Wr waiver by authorizin the project. 
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AMM YUMMIM AT8IMW. AM UM FM ASIA AND W NEAR EAST 
,hroug: Earl J. Young ,AID .dpresentative 
Prom: Gauy . It:fft rnoject ,volopmentOfficer 

Problem: Yow OPlroval is solht to waiver to approve less than full aid 
open c etiton for the p 0uh of ten Hewlatt-Packard portable
bttery-owered %tblP laptop coputera with loC dves.%fInkWee dot matrix printers, and accessorie from the 'States 

A. 	 Cooperating Camtry: kLam a 

B. 	Authoizing± IDomet: Grant No,. 482-0013 

C. 	Project: aity Care for Child Survival 
D. 	Nature o Ftuning: Grant 

. Description of Goods- 10 each Hmdatt-Pacard 
I 	tASaf-,WMfloppy Mif.&,.Iu 

16n".J~dot mtrx,printers and 

F. 	 Approximate Value: $100,00 (exluding &reigh) 
G. 	Poba Sourc: United State 
H1. 	 Waivers of Proprietary Procuremenit and Coqipsttion for Contracts 

valued at orZtmdeil0,oo0 

Unider th tway Health Caue It Project, teatmical assistance relatedto,dvelopenc of ooqxtrrcapsbilitlea #Md health oInformation systems hasbeen extende to the Department of Health with substantial progress beiznadhieved* Anew HlluData Set for ooitorlng and evluatin- MtmW g
Health Care has been deined and is curretl osdered bditeLe 

aeao Health (00; reformed .and greatLp1sliftd dat 
addata flow systems have been defie for review Adshtnth ujsrd%n;fo&urasisted,analysis ha bee proposed.Field triails o the s li1e data collection a&W collueael model fortiel~data enty, analysis and reportin$ have been progresIng with thesim eAi-Pa&.ird omputer and aesoispurchased uinder theINC 	 UI project. 
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It Is WW VOC d that additional hard and soft wre be madeavailable to the St visiLon level with the procurment of ten microcomuters and bel ed acssories . f*wlett-PWICard '-Portable Plus". . 
aa been elected because:s 

--it has 	bee certified to perfom in teperatures up to 120degrees Fahvfit and 95 percent hmuidity, an essential factor in the 
operation of l puniv iion health offcess duriLn the dry and rainy 

rspc in Buma. These office are not eWqpped with air
diioin a eare constructed wth walls havinon r 

well id ca mbeclosd. T te in central ba regularly
rise Above 110 degre rMm t in the dry season and of 
cannot be protectd from either this dry seon heat or rainy seasonhumidity; and 

-- it will operate for up to 20 hoiurs on asle charge, ofbatteries. mc~ clos. T-goe 	 L,'awallsxxsAc Since beelectricity is available only intrmaIttenly in theDivision 	CApLis land even tae only with high fluctuations in voltage, itis essentia that the co uters purhsd be able. to workc froma batter source at all times - buit that the batteries allow operation for a fullday in the absence of a any new electricity for recharge. Only theHewlett-Packurd portable Is able to perfori for this extended, period of
time. Other portable are liIxed to periods fom 4 - 7 ours In
operations from battaeris 

We are mre -of no other computers on the arket whticti will meet all
to the r e iirets Above. This portable, and necessary related items ofhard A software,are itemized in the atteebment. 

21w requested waiver totals 1%of total project fixdirig. 
Just' foalputeTw are essential to this AID-financed 

non 
Thus is only one COMMtOW arfcuudIn the U.S., for the enara kt 

projet ID-1taisai 	 not available for this proe. 

M9Od~h 	 henecessary level of reliability unrconditions
Imn!_.e10in witidi nfmrao 	 system is being doveloped, Les.it-erature on inre than 10 degres, very high hWAidty, and wZreLabl

And poorly regulated electric power., 
Auhrt:Yuhave the authoriy pursuant to A. AcqiitA

IM)Section 702,-7 to Sir contracts *pIto $1009000.Ihreo you also have the authority to appove PAR det ezIonsas aU.S. Qover~Muet contrt officer UP to lfsIaft. 
* 	 Reommendation: For the above reasons, I recome that you approve this 

~reqes t for r by authorizing tho project. 
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DM IaFlIr OFMMPIM WMMW A) ACX SSMEs RE WD 

H Portable Plus Persotl Computer
 
128K Mory Drawer
 
Software Drawer 
Basic Serie 100 
dBase I
 

12 ryCard
KLtus 1-2-,3 
Microsoft Word
D.D 3.5 Disc Drive 

Think-Jet PrinterahnkJtPrint Cartridge 

3.5Botm CrryngCaseD.D cUs (boms of 10)
I~L/M interface 

Replaceut Battery for Disc Drive 
Paeplacment Bacatry for Think-jet
EmcutLve Card Kaner 
Oner 220 Volt5 
SIGSttitics
 



ANNEX J 

Statutary Checkf1st 
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Listed below are statutory criteria applicable to projects. This section isdivided into three parts. Part A includes criteria applicable to allprojects. Part 81 applies to projects funded from speific sources only:8.2. applies to all projects funded wfth Devolopmnt Assistance loans, and8.3. applies to projects funded from ESF. Part C includes the standard itemchecklist (procurmnt)- including. Other Restrictfons, 

CROSS REFERENCES: IS COUNTRY CHECKLIST Yes 
UP TO DATE? HAS
STANARD ITE 
CHECKLIST BEEN 
REVIEWED FOR THIS 
PROJECT? 

Yes 

Checklist of Statutory Criteria
 
PROJECT CHECKLIST
 

A. GENERAL CRITERIA FOR PROJECT 

1. FY 985 Aopriation Act.Sec._M;S FAAlL-SK;.D 4A. 

jai Oescrioenow authorizing and congressional
appropriations comittees or Notification to be ade
Sonata and House have ben or before authorization.will be notified concerning
the project, 

2. FAAE. c611a)(). Prior to (a)Yes..bTi9tioni.ti oexcess of $500,000, (b) Yes. 
will there be:,,

(a)engineering, financial or

other plans necessary to 
carry out the assistance and
(b)a reasonably firm estimate
 
of the cost to the U.S. of the
 
assistance? 

3. FAASe. 11a)(2). If further No further legislativeNMgiativeiaction Is required action required.
within recipient country, what
is basis for reasonable expecta.
tion that such action will be
completed in time to permit*orderly accomplishment of purpose
of the assistance? 

A i 
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PRoECT CHECKLIST 
4# FM Sec. 611(b): FY 1965 Continuing N/A


Resolution e , ItIf for Waf
 
or waler-reilatd tind resource
 

standards and criteria as set forth
inthe principles and Standards forplanning tater and Related Land
 
Resources, dated October 25, 1973?

(See AID Handbook 3 for new guide.

lines.)
 

S. FAA Sec. 
cap~u ll4). Ifproject is N/Aassistane tooso con­
struction) and all this assistance
 
for it will exceed $1million, has
Mission Director certified and
regional Assistance Administrator
 
taken into consideration the 
tountry's capability to receive,

maintain and utilize the project? 

6. FAA Sec. 209. 
Isproject suscep- No.
 
mole to execution as part ofregional or iultilateral project?
Ifso, why isproject not so 
executed? Information and 
conclusion whether assistance
 
will encourage regional

developmnt progrms,
 

7. FAA Sc. 601 [nfo.mation and (a no

conclusions--etor project will 
 (b)Will foster
 encourage efforts of the country 
 initiative because
to: (a)increase the flow of 
 villages recruit and
International trade; 
b) foster support Volunteer Health
private initiative and competition; Workers and raise fundsand ( encoure developmnt and for drug supplies,use of cooperatves, slid credit lei No
unions, and savings nd loan 1d) Noassociations; (d)discourage 
 (e)N/A
 ainopolistic practices; (e improve (f)N/A
technical efficiency of industry

agrculture and coImrce; and (f)

strengthen free labor unions.
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PROJECT CHECKLIST 

8. 	FAA Sec. 601 M. Information U.S. suppliers will
and 	conclUSons on how project provide all technical

will encourage U.S. private trade 
 advisory services and
 
~'-adne-nn bodand "encourage major portiod-"of FXprivate U.S. participation In foreign commdities.assistance programs (including use

of private trade channels and the

services of U.S. private enterprise)
 

9. 	 FAA Sec. 612(b). 636(h); FY 1985

continuing Resolution ec. 507.


tescrive steps taken assureto 	 The SRUB/Community isthat to the maximum extent 	 contributing 79% of the costpossible, the country is contri- of the project. U.S.buting local currencies to meet owned excess foreign currency
the cost of contractual and other will be utilized to meet theservices, and foreign currencies cost of local currency support
owned by the U.S. are utilized in 
lieu of dollars.
 

10. FAA Sc. 6!2(d). Does the 	 Yes, arrangements to provide
U.S. wn-excess foreign currency local currency needs will beof the country and, if so, what coordinated with t)e Officearrangements have been made of Finance, Bangkok, Thailand
for 	Its release? 

1). FAA Sc. 601e. Will 	 Yes.UMile competiv the projectfaet
iitl~i~iiiiiiveselection 

procedures for the awarding
of contracts, except where
applicable procurement rules 
allow otherwise? 

12. FY 1985 Continuing Resolution Sec.622. #/A

ist is for the pro ucMaSSiStnce 


Mion of any commodity for export,

is the comadfty likely to be in

surplus on world markets at the 
time the resuITing productive
capacity becomes operative, and
Is such assistance likely to 
cause substantial Inury to U.S.producers of the sam, similar 
or coapeting comodity? 

4 	 4.
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PROJECT CHECKLIST
 

13. 	 FAA 118(c) and W. Does the 
 Yes, see Section VhIF of
project comply with the environ- of this PP.
 
. nta- procedures -set forth -in
AID Regulation 16? Does the 
 N/A
project or program take into
 
consideration the problem of the
 
destruction of tropical forests?
 

14. 	FAA 121 d). Ifa Sanel project, N/A

has a detemination been made 
that 	the host government has an
adequate system for accounting

for and controlling receipt and

expenditure of project funds
 
(dollars or local currency

generated therefrom)?
 

15. 	 FY 1985 Continuing Resolution No.
Sec. 570. isdisbursement of the

assistance conditioned solely on
 
the basis of the policies of any

multilateral institution?
 

16. 	 ISOCA of 1985 Sec. 310. 
For Procurement Services
development assistance projects will 	be set-aside for
how much of the funds will be 
 an 8 (a)firm. Allavailable only for activities of economically andeconomically and socially dis- socially disadvantaged
Mtvandaged enterprises, historically 
 firms will be encouraged toblack colleges and universities, and participate inthe competitive
private and voluntary organizations process inprocuring other
which are controlled by Individuals required services.
who are black Americans, Hispanic Furthermore, successful
Americans or who are economically contractors will be encouragedor socially disadvandaged (including to utilize 8 (a)firms aswomen)? sub-contractors to the fullest 
extent possible. 

8. FUtDINO CRITERIA FOR PROJECT
 

1. Revelopment Assistance Proect Criteria
 

a. S 02W, 111, 113 
 (a)through d)Project will
W281 Extent to Ji the nactiveainvolv
c"1v ties will (a)effectively artfctioe of Volunteerinvolve the poor indevelopment health workers and ruralat local level, increasing labor- communities inexpanding 

, Li:'to'
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PROJECT CHECKLIST 

..... 

intensive production and the use 
of appropriate technology,spreadng -i.nvestment-out-from ..
cities to small towns and rural 
areas, and Insuring wide 
participation of the poor in the 
enefits development on a sustained

basis, using the appropriate U.S. 
institutions; (b)help develop
cooperatives, especially by
technical assistance, to assist 
rural and urban poor to help them­
selves toward better life, and 
otherwise encourage democratic
private and local governmental
institutions; (c) support the
self-help efforts of developing
countries; d) promote the
participation of women inthe
national economies of developing
covntries and the Improvement
of women's status; and (e) utilize 
and encourage regional cooperation
by developing countries? 
b. FAA Sc. 103. 103A. 104, 10, 
M6. oes tie project Fit to 

criteria for the type of funds 
(functional account) being used? 

health services and improving
the health status in rural areas. ....... Ilany 'of the. 
volunters are women and the 
target beneficiaries Include 
women and children 0-5 years
of age. 

(e) N/A 

Yes. 

c. FM Sec. 107. Isemphasis 
on use 0 p rate technology
(relatively sma ler, cost-saving,
labor-using technologies that aregenerally most appropriate for
the small farm, sall businesses, 
and small incomes of the poor)? 

d. Fa Se. I10AI., Will the 
recipient countr-provide at least
25% of the costs of theprogra,
Project, or activity with respect
to which the assistance Is to be
furnished (or is the letter cost­
sharing requirement being waived
for a "relatively least developed"
country)? 

N/A 

Yes, the host country
will contribute about 
791 of the total resources 
required (ncl,- comunity
contributions). 
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PROJECT CHECKLIST 
e. FAA See. 1 b). Does the Yes, the project willactiy-give reasonable promise develop the greatest ofof contributing to the development economic resources of Buma,of economic resources, or to the its people, by improving theincrease of productive capacities health status of children fromand self-sustaining economic 0-5 years old and women ofgrowth? reproductive age. 
f. FAA Sec 128 (b). If the Yes. The project isactivity attempts to increase designed to Incretthethe institutional capabilities 
 institutional capacity ofof private organizations or the therural health services.
government of the country, or If Baseline data and continuedIt attempts to stimulate scientific evaluation of the activitiesand technological research, has planned will provide a measureit been designed and will it be of assurance that the targetmonitored to ensure that the population ultimately benefitsultimate beneficiaries are the 
poor majority? 

Sec. escribeg. 281(b). DFAA The project directly supportsexen to wnc program recognizes Burmese programsthe particular needs, desires, to Increaserural health services. Theand capacities of the people of the 
 in-service training programs
country; utilizes the country's and planned workshops willIntellectual resources to 
 utilize private physicians,
encourage institutional and local experts where
development; and supports civil applicable.
education and training in
skills required for effective
 
participation Ingovernmental
 
processes essential to self­
government. 

82. DEVELOPMENT ASSISTANCE PROJECT CRITERIA H/A 
iLoansUnly) 

83. ECOW4I[C SUPPORT FUND PROJET CRITERIA N/A 

C. STANDARD ITEM CHECKLIST (PROCUREMENT) 
1. FAASec. 602. Are there Yes.
 

arrangements to permit U.S. small

business to participate equitably

In the furnishing of commodities and
 
services financed?
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PROECT CHECKLIST 

2. F. 
 Vill 	all' 
 Yes. 	See Annex I
procurementiie from the U.S. 

President or under delegation from 
him? 

3. FM Sec. . If. the cooperating The cooperating countryCoUnttyi11SUmilnates against marine does 	not discriminate.insurance companies authorized to 
do business inthe U.S., will

coumodities be Insured in the United

States against marine risk with such
 
a company? 

4. 	 FAA Sec. 604(:) ISOCA of N/A
i e , R(LT . ITffshore
 
procurement ofigcul tural
 
coomodity or product is to be
financed, is there provision gainst

such procuremnt when the domestic

price of such comodity is less than
 
par ty? (Exception %hrecomodI ty

financed could not reasonably be

procured In U.S.) 

S. 	 FA .604(aq. Vill construction I/A
 
orIn In"r gserv ces be procured

from 	lira of countries otherise
eligible under Code 941, but %hich

bave attained a copetitive capa­
bility in international arkets
 
in one of these areas?
 

6. FAA Sec 603. Is th Atipping

ex8T58A7rm Compllance with

requirement in section 901(b) of
 
the Herchant Marine Act of 1936,
 
as amended, that at least 50 per
centrum of the gross tonnage of

comouties (computed separatly

for dry bulk carriers dry cargo

liners, and tankers) financed shall

be transported on privately owned
 
u.s. nag comercial vessels to the
 
extent Mat such vessels are available
 
at fair and reasonable rates? 

* 
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7. 
FAA Sec. 621. If technical 
 Yes.
Ast financed, will
 
such 	assistance be furnished
 
by private enterprise on a 
contract basis to the fullest
extent practicable? if the 
facilities of other Federal
 
a encies will he utilized, are
they 	particularly suitable, not 
competitive with private enter­prise, and made available without 
undue interference with domestic
 
programs?
 

8. 	 Intentional Air Transport. Fair
 
cOMetItIv. ,rctces Act,I,4.
i,,,r transportaton or persons 
 Yes.
 
or property is financed on grant

basis, will U.S. carriers be used
 
to the extent such service Is
 
available?
 

9. FY196 Continuing Resolution Sec. 504. Itwill.
IfM4 U.s. boverment is a-r to a contract for procureunt, does thecontract contain a provision autho­
rizing termination of such contractfor the conveniQnce of the United 
States?
 

Cl. 	 CONSTRUCTION
 
1. FAA-S.60l(d). If capital (e.g., N/A

construct "'Fproject, will U.S.
engineering and professional services 
be used? 

* 

2. 	 FAA See. 611()l. If contracts for N/A
construction are to be financed,
will they be let on a competitive
basis to maximum extent practicable?
 

3. F. d"0k). If for

e.nltiii5"nof productive

enterprise, will aggregate

value of allstance to be
 
furnished by the U.S. not
 
exceed $100 million (except
for productive enterprises In 
theIt CP)1 r lcle
Egypt that were'described In 

a	 ,I 

• m+ + , 
 •
 

Vii 

+	 ++++"+++ ..
 i 	+i,++++++
.. +'+ 	 ++i+, i \vI 
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C2. 	 OTHER RESTRICTIONS
 
1. FAA Sec. 122(b). Ifdevelopment N/A


loan. is"nterest rate at least

2%1 per annum during grace period

and at least 3%per annum thereafter?
 

2. 	 FAA See. 301ld). If fund is N/A

Islt110id sotly by U.S.
 
contributions and aduinisted by an

international grganization, does
 
Comptroller General have audit
 
rights?
 

3. 	FAA Sc. 620(h). Do arrangements Yes. Where pertinent, aexist toi nsure that United States negative determination
foreign aid Is not used In a manner regarding cominglingwhich, contrary to the best 
 shall be obtained prior
interests of the United States, 
 to any AI0-financed
promotes or assists the foreign comodity being procured.aid projects or activities of the
Comunist-bloc countries?
 

4. 	WIll,arrangements prfclude use of 
financing:
 

a. FAASe. 104(f) FY Continuing
Resolution A tiI.. I To 	 Yes. 
pay Tor pa rrormance of abortions
 
as a mehod of faMily planning or to
 
motivate or coerce persons to
 
practice abortions; (2)to pay for Yes.

performance of involuntary 
sterilization as method of family
planning or to coerce or provide
financial incentive to any person

to undergo sterilization- (3)

to pay for any biomedcal Yes.
 
research which relates, inwhole
 
or part to methods or the perfor­
mance of abortions or involuntary

sterilizatons as a means of family

planning; (4)to lobby for abortion? Yes.
 

-, FM Sec. 486. To reimburse N/A
prsons in the form of cash payments

whose iflicit drug crops are eradicated?
 

o*
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c. FAA~Se.RN.0 To compensate Yes. 
owners or xpropriated national izedproperty? 

d. FAA Sec. 660. To provide Yes. 
training or avce or provide any
financial support for police,
prisons, or other law enforcement
forces, except for narcotics 
programs?
 

a. FAA Sec. 662. For CIA 
 Yes.
 
activitiesi
 

f. FAA SeF. 636(1). for purchase,
sale, sogterim ease, exchange 

Yes. 

or guaranty of sale of motor 
vehicles manufactured outside 
U.S., unless a waiver isobtained?
 

FY 1986 Continuing Resolution. Yes. 
*c. Mi. To pay pensions, annufles, 
re -rement pay, or adjusted service 
compensation for military personnel? 
h. FY 1986 Contnufnglon Resolutlon, Yes.
Sec.bub. To pay U.N. assessmnts, 
arreargs or dues? 

i. FY 1985 Continuing Resolution. Yes.
Sec. Wio. To carr out provus Ons 
or Tectfon 209(d) (Transfer of FAA
funds to multilateral oranfzations 
for lending.)
 

j. FY 1985 Continuing Resolution,Sec.
s1. TO rInance tWe export or 

Yes. 

1U-~aer equipment, fuel, or
technoloy or to train foreign
nationals In nuclear fields? 
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k. FY 19 s continuingResolution.L No.
Seca 511# Will assistance aeprovided
 
for the purpose of aiding the
 
efforts of the government of such
 
country to repress the legitimate
rights of the population of such
 
country contrary to the Universal
 
Declaration of Humn Rights? 

1. FYl185 Approprfation Act. Sec. No.
 
516 .To be used for pulicity or

W'pagandas urposes within U.S. not
authorized yCongress? 

Bp
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Intital Environmental Examination 

Project Locatior.: Burma 

Project Title: Quality Care for Child Survival 

Funding: $12,000,000 (authorized) 

Life of Project: FY 87-91 

IEE Prepared By: AID/Buma 

Date: July, 1986 

Environmntal Action Recomended: tive tio n 

Concurrence:
 

AID Represen v 

Envi rnental Officer, Bureau for Asia and the Hear East Decision:

i . Concur Do not Concur
 

Approval of Environmental Action Rec o ed . 

Diapproval of Environmental Action Recommended: 
Date________ _______________ 

ANE Bureau Environmntav Officer 
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