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ABBREVIATIONS
 

ADRA Adventist Development and Relief Aqency (formerly SAWS, 
Seventh Day Adventist World Service) 

AID Aqency for International Development 

ANP Applied Nutrition Proqram 

FVA Rureau for Food for Peace and Voluntary Assistance, AID 

HKI Helen Keller International 

IEF International Eye Foundation 

MFM Meals for Millions/Freedom from Hunaer Foundation 

MG Matching Grant from AID 

MOH Ministry of Health 

MSH Mananement Sciences for Health 

OMA Ophthalmic Medical Assistant 

ORT Oral Rehydration Therapy 

PCI Project Concern International 

PHC Primary Health Care 

SAWSO Salvation Army World Service Office 

TBA Traditional Birth Attendant 

UgAID AID Missions Overseas 

VHW 17illaqe Health Worker 

FOREWARr)
 

This second interim report summarizes the findings of 
eight evaluations of PVO proiects in health and nutrition by the
 
PVO Evaluation Project of Manacement Sciences for Health, which 
is solely responsible for its contents. It was sponsored by the
 
AID Bureau for Food for Peace and Voluntary Assistance. Ouestions
 
or comments are welcome and should be addressed to Nicholas
 
Danforth, Project Manager, PVO Evaluation Project, ManaGement
 
Sciences for Health, SuiLe 7n0, 1655 North Fort Mver Drive,
 
Arlington, VA 222nq, (703/A41-0723).
 



I. EXECUTIVE SUMMARY
 

This report is a summary of the major findings of evaluations 
of eight PVO health projects funded partly by AID Matching Grants. 
The evaluations were performed in 1983 and 1984 by teams from
 
Management Sciences for Health for AID/FVA in close collaboration 
with PVO staff members.
 

All eight projects have succeeded, in different settings and
 
using varied approaches, in providing modern, low-cost health 
services, usually to poor, rural families, most of whom would not 
otherwise have access to them. Analysis of results (Section IV) 
indicates, particularly in the more mature Matching Grant projects, 
that most targeted outputs (primarily health services delivered 
or health workers trained) are being met on schedule or exceeded.
 
The impact of those outputs on morbidity and mortality was less 
evident because many projects do not collect or analyse adequate 
baseline or monitoring data. However, two projects have dramati
cally reduced child malnutrition and at least half the projects 
have demonstrated intermediate indicators of impact on maternal 
and child health such as increased utilization of curative and 
preventive services. 

The management of PVO projects needs improvement (Section V). 
Plans for specific Matching Grant projects in each country were 
drawn hastily, often without measurable objectives, technical 
analysis, understanding of the existing local conditions, and 
without the participation of the host country government or, in 
some instances, the beneficiaries. Also, the Matching Grant 
approval process could benefit from a more rigcrous review by AID 
of specific areas in which PVOs would require strengthening (eg. 
planning, monitoring, evaluation, etc.) . PVO health information 
systems, which are essential for effective performance by health
 
workers at all levels, are usually rudimentary and need upgrading
 
in order to explain and verify project impact. Pressure on the 
PVOs to show early results, with grants up for renewal every
 
three years, leads to an emphasis on immediate outputs of health 
services instead of collaborative institutional development and 
training which might lead to longer term sustainability and 
replicability (Section VI). 

Despite such difficulties and formidable socio-economic con
straints, these projects were able to provide innovative health 
services such as oral rehydration, immunization, and blindness 
prevention in some of the Third World's poorest, most neglected, 
and most remote rural areas (Section VII). Although PVOs reach 
only a small proportion of the needy in any country, they often 
try new approaches requiring a level of independence and creativity 
not found in public sector projects. They are able to test and 
demonstrate imaginative, cost-effective primary health care stra
tegies, primarily because of the hard work of their devoted staff
 
members and their ability, in some projects, to work closely 
with individuals and communities in small, focused, controlled 
interventions.
 



Unfortunately most of the PVO projects have not been very 
effective at documenting and replicating their innovative exper
iences. Lessons learned by a few project managers are often lost 
to the wider national and international health community because 
the PVOs, host country institutions, and USAIDs are not sharing 
project information. Improved monitoring and information systems
 
and dissemination will reveal findings about the PVOs' effective
ness and efficiency which may have very useful implications for 
other private and public sector health planners. 

Regarding the role of AID, the evaluators are concerned 
about the need to clarify, simplify, and facilitate the responsi
bilities of AID in Washington and USAID missions overseas in 
approving, monitoring, and evaluating PVO programs. AID and 
USAID missions must ensure that the PVOs have adequate time not 
only to plan but also to achieve realistic objectives. In parti
cular, AID and USAID staff need to pay attention to specific PVO 
activities, often neglected, which will improve program institu
tionalization, sustainability, and replicability. Some PVOs have
 
failed to fully recognize the importance of training counterparts 
and building indigenous capabilities. Host governments, as well as 
the U.S. Government, must do their part to build cooperation and 
institutionalization.
 

MSH recommends that these PVOs continue to expand their 
health and nutrition outreach activities and that AID expand, 
selectively and with certain conditions, its Matching Grant
 
support. In addition, it is recommended that these evaluations be
 
continued, allowing more time for revision of draft evaluation 
reports by the PVOs themselves. The review and revision of draft
 
reports is a lengthy but essential part of the learning process
 
which should be encouraged. Several specific issues should be 
explored in depth. They include the impact and cost-effectiveness 
of PVO health projects, the institutionalization process, gelf
financing, conditions under which replication or "spread effects" 
are likely to occur, and environments where PVOs seem most effec
tive. Such focused analyses will help to strengthen further the 
unique and growing importance of health and nutrition programs of 
AID-assisted PVOs.
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II. BACKGROUND
 

A. The Evaluation Process
 

The AID Bureau for Food for Peace and Voluntary Assistance
 
(FVA) is responsible for the planning, monitoring, and evaluation
 
of centrally-funded Matching Grants to PVOs. Twelve PVOs cur
rently receive Matching Grants totalling over $25 million
 
focusseo primarily on health and nutrition (see list at Appendix
 
A). In June 1983, FVA contracted with Management Sciences for
 
Health (MSH) to:
 

"design, carry out and synthesize a.series of evaluations
 
of AID-supported PVO health sector programs in order to
 
provide information that should lead to improvements in 
the impact of PVO activities and assist AID and other 
national and international organizations with policy and
 
program guidance in relationship to PVO health sector
 
projects."l
 

To date, eight country projects of six PVOs have been
 
evaluated:
 

- Adventist Development and Relief Agency (ADRA), Haiti 

and Tanzania
 

- Helen Keller International (HKI), Philippines
 

- International Eye Foundation (IEF), Honduras and Malawi
 

- Meals for Millions/Freedom from Hunger (MFM) , Honduras 

- Project Concern International (PCI), Bolivia
 

- Salvation Army World Service Office (SAWSO), Pakistan 

Field visits of two to three weeks each were made by two
person teams of MSH evaluators: one an evaluation specialist,
 
the other a specialist in the technical area of gveatest impor
tance to the program. Each PVO except one provided at least
 
one home office representative to the evaluation teams. Review
 
and revision of reports by the PVOs concerned and by FVA, as
 
well as their ongoing participation, was considered central to
 
the process of analysis and to project improvement. This
 
interim summary report synthesizes the findings, recommenda
tions, and lessons learned, from the eight reports. (See Appendix
 
B for a summary of basic facts about each of the projects
 
evaluated).
 

There are several criteria for deciding which PVOs and
 
which of their country projects to evaluate. Programs selected
 
must be focused primarily or substantially on health and/or
 
nutrition activities; they should normally have progressed far
 
enough to demonstrate outputs and if possible, measurable
 
impact. Projects should not have been over-evaluated and must
 
want to have an evaluation; the evaluations are, and should be
 

- 3 



seen by PVO headquarters and field staff, as a joint, collabora
tive effort between each PVO and AID and MSH to improve future
 
projects by understanding the strengths and weaknesses of
 
current projects.
 

B. The Matching Grant Program
 

The centrally-funded Matching Grant (MG) program, adminis
tered by FVA in collaboration with AID's Regional Bureaus,
 
provides MGs to a "limited number of PVOs of recognized standing
 
with discrete programs in high-priority sectors."1 In selecting
 
PVOs for the program, FVA considers each PVO's related exper
ience; financial management capability is of prime importance.

PVOs applying for an MG must provide general plans for new
 
projects in the countries where they currently work or in new
 
countries. To ensure both program effectiveness and compatibil
ity, AID's stated goal is to include PVOs with MGs into its
 
total planning process so that all such programs are coordinated
 
and do not diverge too far from current AID priorities and
 
sectoral strategies. At the same time, the MG program leaves
 
PVOs ample scope and encourages flexibility in program design and
 
implementation at the country level.
 

1 "AID Partnership in International Development with Private and
 
Voluntary Orgar~zations," AID Policy Paper, Bureau for Program
 
and Policy Coordination, September 1482.
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III. PROJECT SUMMARIES
 

Of the eight projects evaluated, five are "horizontal"
 
projects in primary health care (PHC). They are designed to
 
provide poor families, particularly children, pregnant women, and
 
mothers, with simple, low cost preventive and curative health
 
services in the home or community with referral to secondary
 
(clinic) or tertiary (hospital) care if necessary. These projects
 
are basically similar in their goals and strategies: they seek to
 
reduce maternal and child mortality by training, supervising, and
 
supplying VHWs who provide standard PHC interventions.
 

Village health workers (VHWs) are the front line health work
ers who usually have train-ng in both preventive and curative
 
care. They make simple diagnoses and treatments or refer patients
 
to the nearest clinic or hospital (which is frequently their base
 
of operation and supervision). They also provide preventive
 
services ranging from health education in pre- and post-natal
 
care, nutrition, hygiene, family planning, and sanitation. Most
 
VHWs provide families with ORT for diarrhea and contraceptives for
 
family planning, and participate in immunization programs for
 
infants and children. Some are trained as birth attendants, some
 
provide food supplements with complimentary PL 480 foods, and
 
some assist in water and sanitation improvements.
 

The remaining three projects are eye health projects focused
 
on a single healtb goal: the prevention and cure of eye problems
 
and blindness at all three service levels (primary, secondary,
 
and tertiary).
 

When evaluated, all eight projects were in their second or
 
third year of operation (except MFM/Honduras which was in its
 
fifth year). All projects have utilized or collected some base
line data; some of it is limited, inaccurate, outdated or not yet
 
analysed. All have developed at least rudimentary monitoring
 
systems to keep track of outputs, and several have collected data
 
suggesting intermediate indicators of impact. The eight projects
 
are small in AID terms, costing in the range of $100,000 to
 
$200,000 annually. Each project is described briefly below.
 

A. Primary Health Care Projects
 

1. Adventist Development and Relief Agency (ADRA)/Haiti
 

ADRA, highly experienced in Haiti after years of relief 
work, seeks in its MG project to improve the health of Haitian 
mothers and children by decreasing malnutrition of children under 
five through growth monitoring and prompt intervention and by 
using PL 480 food aid as an incentive to train and encourage 
mothers in growth monitoring, nutrition education, home gardening, 
and other health-related accivities. ADRA has done nutrition 
baseline surveys, developed training curricula for trainers and 
mothers, given training courses, established demonstration gardens 
and tostered home gardens, and opened nutrition centers. This 
project proved very successtul in helping malnourished children. 
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2. ADRA/Tanzania
 

Building on its established network of Adventist Churches
 
and rural health clinics, ADRA has recently begun (after consid
erable rethinking and revision) a community health promotion

project in two rural sites in northeastern and northwestern
 
Tanzania. At each of the two sites about 15 VHWs, selected by

their community leaders and trained for a month in basic primary

health care, work in four communities to improve health, particu
larly among children under five and mothers. VHWs are in theory

supervised and supported by the local Adventist clinics and by
 
two ADRA Training Officers. The VHWs have been asked to do
 
household surveys and home visits to promote basic sanitation,
 
MCH, health education, and family planning. In one of the two
 
sites, the health project is linked to an irrigation project

costing $130,000 (half from AID), in which local volunteer laborers
 
participate and which is designed to improve farming and nutrition
 
practices. The ADRA/Tanzania project was just beginning community
level activity when evaluated.
 

3. Meals for Millions (MFM)/Honduras
 

The MFM overall goal is to reduce malnutrition in children
 
under five and in pregnant and lactating women through an
 
Applied Nutrition Program (ANP). MFM also seeks to strengthen

the capabilities of the host-country government, indigenous PVOs,

and community groups to coordinate their health and nutrition
 
delivery systems. It emphasizes mobilization of community groups
 
to implement self-help projects which generate income, raise
 
nutrition standards, and improve health.
 

MFM was effective, without a single expatriate full-time in
 
Honduras, at integrating various health and health related services
 
in the project area and building community participation (partic
ularly among women's groups). Hundreds of children and women
 
benefitted directly from new health and nutrition programs, with a
 
24% decrease in 2nd and 3rd degree malnutrition over five years.

Applied Nutrition Program concepts and processes were introduced
 
and are likely to be replicated by the government, but improved

information systems are needed.
 

4. Project Concern International (PCI)/Bolivia
 

Like MFM/Honduras, Project Concern in Bolivia has been
 
instrumental in increasing the quantity and quality of the govern
ment's own health services, simply by helping to improve health
 
planning, training, and administration. PCI's successful "region
alization" effort in Oruro, Bolivia, is managed by two expatriates

(a project director and a trainer) who work in the regional
 
Office of Planning and Supervision of the MOH to develop its
 
administrative and information systems and to train all levels of
 
health workers. PCI also coordinates .-esearch on and experiments

with continuing traditional and modern medicine and encourages
 
the spread of new but appropriate health related technologier.

The PCI approach has brought significant increases in access to
 
and use of health services and has strengthened community-level
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preventive health promotion. The Bolivian Government is anxious
 
to expand the PCI approach into new areas and is very supportive
 
of PCI's integrated innovative role.
 

5. Salvation Army World Service Office (SAWSO)/Pakistan
 

Approximately 20,000 poor Pakistanis living in villages
 
which have never had any modern health sanitation services are
 
now served by visiting teams of nurses, village health workers,
 
environmental health workers and literacy teachers of the Salvation
 
Army of Pakistan. The teams provide not only the basic package
 
of material and child health services including immunization and
 
family planning, but also TB screening and treatment for all
 
ages, sanitation education and assistance, and basic literacy
 
training for girls and young women Lo improve their 'health
 
knowledge and behavioL.. One site provides rehabilitation for
 
handicapped children.
 

These services are innovative, not only in the lives of
 
the beneficiaries but also within the tradition-bound Salvation
 
Army, which has for nearly a century provided Pakistanis with
 
curative care from its network of ten clinics throughout the
 
country. With Matching Grant support and helpful guidance from
 
SAWSO/Washington, "The Army" is now working hard to emphasize
 
outreach and prevention focused on health, nutrition and sanitation
 
education. The Government of Pakistan has appointed the Salvation
 
Army to provide immunization; the Family Planning Association
 
provides the Salvation Army with contraceptives. Salvation Army
 
health teams are generally welcome in Moslem as well as Christian
 
villages. It is too early to measure impact, but the Salvation
 
Army is reorqanizing its information system to ensure services
 
are provided, and that other outputs can be measured accurately.
 

B. Eye Care Projects
 

1. Helen Keller International (HKI)/Philippines
 

This successful project provides training in eye care and
 
supervision of 400 village health workers. The project:
 

- is fully integrated into and controlled by the Ministry 
of Health, which will be able to take responsibility for
 
it when HKI moves on;
 

- is very low in cost, increasing its chances for
 
sustainability and replicability;
 

- demonstrates that a vertical (eye care) component can 
enhance a horizontal (PHC) program, not detract from it. 

There are several reasons why this project was well planned
 
and managed and is likely to be cost-effective. It addressed a
 
spociflc, recognized problem. It was integrated into a success
ful on-giag PHC project. it enjoyed the support of the USAID
 
from the early inception of the idea and it aimed at a relative
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ly modest goal which could be achieved within the three-year MG 
period. It was carefully planned, with specific, scheduled
 
outputs, and is coordinated by an energetic, effective American 
manager. He is careful to encourage both local and national 
government officials to take responsibility for the project, and 
he ensures that HKI keeps a low profile. HKI is efficiently and
 
rapidly reaching its goal to help local health authorities inte
grate eye care fully into the PHC system and thus demonstrate a 
blindness prevention model which cani be widely replicated without
 
expatriate help. 

2. International EyeFoundation (IEF)/Honduras
 

The stated goal of IEF's Matching Grant was to prevent blind
ness and treat eye disease by developing the eye care capacity of 
the government, by training health professionals at all levels to 
be eye care trainers, by surveys, and by program planning activ
ities. Its strategy in Honduras was to upgrade tertiary and 
secondary care first by training nurses and later to address 
primary eye care. In that way, as primary eye care became avail
able in the future, eye care referrals could be absorbed at the 
secondary and tertiary levels. IEF's training was effective, but 
without any IEF staff based in Honduras, without follow-up train
ing, and without national eye health planning and policy-making, 
lasting improvements in eye care cannot be documented.
 

3. IEF/Malawi
 

Malawi has 7,000,000 people but only two indigenous ophthal
mologists--neither of whom is able to give much time to clinical 
care. To remedy this, the government relies heavily on two IEF 
ophthalmologists who have been in Malawi under an AID Matching 
Grant since 1981. Highly skilled and experienced in African 
eye care, both ophthalmologists have worked very effectively 
most of the time doing surgery in Malawi's two central hospitals.
IEF has no other support staff there, and its home office plays 
a minimal role in the project.
 

In addition to their major emphasis on surgery, the IEF 
physicians have made important contributions in training Malawians 
in eye care at the secondary and tertiary levels. They provide
In-service training to more than a dozen eye care workers in the 
two central hospitals and to 26 medical assistants in the central 
and 3outhern regions of Malawi. IEF also organized a nine-month 
international eye care training course for 22 medical assistants 
from Malawi and five other African countries, and an eye survey
of 7,000 people in the southern part of the country. IEF began 
to experiment with primary eye care by training TBAs to prevent
and detect eye problems in newborns, and by testing a system for 
Medical Assistants to visit rural health posts. However, PHC was 
at an early stage in Malawi and the MOH had discouraged IEF from 
attempting to integrate eye care into the VHW's tasks to avoid 
ovorloadinq them. Unfortunately national eye health policy and 
planning activities have not boon undortaken in this project: and 
there are no plans to decrease Malawi's dependence on expatriates. 
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IV. RESULTS
 

A. Outputs 

All eight projects were generally achieving or exceeding 
planned outputs of health and nutrition services on schedule, 
although start-up time had often taken longer than expected. 
Three pLojects (ADRA/Tananzia, SAWSO/Pakistan, and HKI/Philip
pines) had only recently completed health worker training and 
were just beginning to deliver services, thus showing few out
puts. All projects, however, succeeded in increasing the avail
ability and utilization of certain health services. In many 
rural areas the PVOs brought modern health services to villages 
on a regular basis for the first time ever. Even where govern
ments or indigenous PVOs had previously been providing some 
services, these PVOs helped improve the quantity and quality of 
services significantly. PCI/Bolivia, for example, helped i,
crease the utilization of regional health services by about 
60%, while also improving the quality of those services and 
exceeding its training objectives. 

The three eye care projects appear to have increased eye 
treatment for both inpatients and outpatients. All three eye 
projects are curing blindness by extracting cataracts and 
preventithg blindness through extensive outpatient care and 
early diagnosis--particularly of Vitamin A deficiency from poor 
diets and trachoma from poor hygiene and polluted water. 
Patients treated in these projects do not and cannot pay for 
services and would not otherwise be cured. HKI/Philippines' 
primary (village lavel, activities are handicapped by a delay 
in receiving essential drugs; 3nd IEF/Malawi is unable to 
provide primary eye care because Malawi has no primary health 
care system. Nonetheless, both groups were able to help health
 
workers build stronger eye treatment and referral systems.
 

In some projects, including those which seemed well planned, 
and which had quantified their planned outputs, some output 
targets were not achieved. Usually this was a result of a 
deliberate and appropriate change of plans, but in only one 
case (ADRA/Tanzania) was AID/Washingtoai told of the change. It 
is unfortunate that the PVOs and AID do not have in place a 
more effective information system for monitoring because changes 
in outputs planned and achieved often reveal important findings 
about PVO effectiveness. 

In ADRA/Haiti, for example, the number of mothers receiving 
food aid was less than expected, as was the number of income
generating projects being established--largely because ADRA/ 
Haiti was still experimenting with the optimal mixes of target 
population size and program. cycle du:i3lon and was also re
examining its capacity to do an effective job with income-pro
ducing activities. In MHM/Honduras Appli, d Nutrition Program 
(ANP), similar outputs--mothers and children participatir.q in 
nutrition proglrams and mothers' groups organized--generally 
excoeded plans, perhaps because MFM has developed its system 
for two more years than ADRA in Haiti. 
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In five projects, training outputs were the major ones being
 
measured, and they had been reached. Consequent outputs--the
 
services to be offered by those trained--were more difficult to
 
measure effectively or were not compared with a baseline. In
 
ADRA/Tanzania, for example, VHWs are all trained and at work in
 
their communities, but few records of their activities (outputs) 
are being kept, either by them or by the clinics they report 
to. Thus there is no evidence yet of change from baseline in 
MOH clinic referrals or attendance, children immunized, building 
or maintenance of latrines, etc. PCI/Bolivia has succeeded in 
training more health workers at various levels than expected, 
but systems designed for evaluating that training and for 
systematic collection of project data are not yet fully opera
tional. In IEF/Honduras many nurses who received training are 
no longer in contact with either IEF or the MOH, so their 
effectiveness is not being measured. In HKI/Philippines, because 
all VHWs in the region are being trained in eye care, there is 
no control group against which HKI can compare the VHWs' outp.:ts. 
In several projects the problem is not that the PVOs are failing
 
to produce results on schedule but that project monitoring
 
systems do not adequately measure results.
 

B. Impact
 

In low cost public health projects which have been under
 
way for less than three years, it 4s not realistic to expect a
 
significant impact on morbidity and mortality. Nevertheless,
 
several projects show intermediate signs of impact after about
 
two years of MG activity. ADRA/Haiti, whose stated goal was
 
"to decrease nutrition- and sanitation-related morbidity and
 
mortality in target communities," has saved the lives of almost
 
all children in the program suffering from third-degree malnu
trition (considered as at risk of death) and has dramatically
 
improved the weights-for-age of most of the 10,000 children in 
the program suffering from some degree of malnutrition. Rates 
of follow-on attendance at growth monitoring sessions after 
program "graduation" are also suprisingly high. These results 
were viewed by the evaluators as "unusually good," especially 
compared to other national programs for improving child growth.
 
(Unfortunately, ADRA/Haiti did not collect baseline infant
 
mortality data as planned so that overall impact measurement is
 
hampered in that area.)
 

When evaluated in 1983, ADRA/Tanzania had just begun 
community health promotion acti.ities and no substantial impact 
is likely for two more years. The promise of improving health 
standards at low cost is very high nonetheless, if certain 
program improvements are made. VUWs may be able, despite brief 
training and currently weak supervision, to introduce such 
technologies as ORT, immunization, improved latrines, contracep
tion, and simple medications which should dramatically improve 
infant and child health in their communities (whore no primary 
care has ever been attempted by ti government and little 
outreach has been attempted by ADRA in the past.) If the VHWs 
can be better trained, managed, and supplied, it they are 
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linked carefully to the relatively efficient Adventist clinic 
system, and if community leaders become directly involved in 
selecting, controlling, and supporting the VHWs, then impact 
is possible in time. 

MFM/Honduras has produced excellent results in reducing 
second- and third-degree malnutrition nearly 25% in all ANP
 
communities: in 1983, after five years of MFM's ANP (including
 
two years under the MG) , the proportion of malnourished children 
in the two communities where the greatest reduction occurred 
(about half the ANP's population of children under five) was 
reduced from nearly 50% to 31%. (Regrettably, the ANP is not 
collecting data on its two other major goals: improvement of 
nutritional status of pregnant or lactating women and decreased 
infant and child mortality). Similarly, in PCI/Bolivia we can 
safely assume that the project has significantly lowered infant 
and maternal morbidity and mortality because of the increase in 
use of health services, but this cannot be measured scientifi
cally.
 

The three eye care projects show indications of intermediate 
impact (which cannot reliably be identified as the result of 
program activities) . For example, with hundreds of VHWs being 
trained in eye care by HKI/Philippines and with increasing
 
numbers of eye patients being referred to clinics, HKI is likely 
to make inroads into the high rates of blindness in that area. 
IEF did not do any baseline surveys and has not systematically 
collected data on the prevalence of blindness in Honduras or 
Malawi, so the impact of its projects on blindness cannot be 
measured. Under the assumption that the nurses and doctors 
trained by HKI and IEF are better able to detect eye pathology 
and refer patients, the evaluators analyzed changes i- the 
hospital discharge data. During the first two years ot IEF/ 
Honduras (1980-82), there had indeed been substantial increases 
both in the number of cases of tertiary eye care and in the 
prevalence of cases among the population. HKI project doctors 
in the Philippines have also increased the availability of eye 
surgery. Thus both projects seem to be increasing the use of 
eye care facilities and the identification of eye problems. 

C. Cost-Effectiveness
 

Ideally PVOs should monitor health related costs of each 
project and count the people who benefit from it. This monitoring 
would reveal the per capita costs of health services, and would
 
enable the PVO to compare its cost-effectiveness in different 
areas or in using different approaches. Unfortunately most pro
jects find it difficult to estimate how much expenditure is 
directly related to health because of their multi-purpose, 
horizontal nature. Is irrigation or income generation to be 
considered a health intervention or not? Both have important 
effects on health, nutrition, and family planning, but neither 
is normally considered a health project output. Moreover, most
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projects have trouble either in defining or in counting their
 
target populations and their actual beneficiaries: is a mother
 
who sees only one nutrition demonstration a "beneficiary"?
 

The evaluation teams found cost-effectiveness difficult
 
to measure and to compare between programs because the costed
 
components and accounting categories of the different programs
 
evaluated varied widely, and because many costs were not recorded
 
accurately, if at all. Project costs in Honduras ranged from
 
MFM's $30 per direct participant (anyone who was actively
 
involved in education, food aid, income generation, or agricul
tural activities) up to the $3,700 per physician trained in
 
tertiary eye care by IEF. It cost $55 per child in the ADRA/
 
Haiti growth monitoring program, $89 per child admitted to a
 
clinical program, and over $100 for each participating family
 
or mother continuing in the longer-term MCH program. The cost
 
of training paramedicals in ADRA/TanzanL had not yet been
 
calculated, but in IEF/Honduras it was about $113 per capita.
 

Generally, despite the wide range of costs for some activi
ties, the evaluators were impressed by the low administrative
 
expenses of all PVOs. The direct field operations of PVOs appear
 
to be low-cost when compared to governmental programs or other
 
health programs funded by AID, largely because dedicated per
sonnel work hard at normal or low pay scales. But as explained
 
in the following section, management of some PVOs is underfunded
 
and given too low priority in the budget process. In such
 
cases, management's effectiveness and efficiency might be in
creased by increasing its share of program funds.
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V. MANAGEMENT
 

A. Planning
 

Whether it is done before or after the MG award, careful
 
planning is obviously a vital part of PVO health project manage
ment--particularly in innovative, experimental PHC projects
 
which explore uncharted waters, and which may require both
 
community and MOH participation (frequently a slow and difficult
 
process) as well as multisectoral coordination and cooperation.
 
In three projects, MFM/Honduras, PCI/Bolivia, and HKI/Philip
pines, detailed designs were drawn up after careful assessments
 
of local health problems. These were done in collaboration
 
with local institutions, particularly with the Ministry of
 
Health, before project activities got under way. This process
 
helped ensure not only that the projects' goals were appropriate
 
and realistic from a public health viewpoint, but also that
 
potential administrative and political problems would be avoided.
 
These PVOs, in these projects at least, appear to be well aware
 
that effective institution-building begins with collaborative
 
planning by all those who have a stake either in the initial 
project or in its replication. 

Nonetheless, when all eight projects are considered to
gether, it is clear that the process of planning individual
 
country projects needs improvement. Several plans were vague
 
and/or unrealistic in their objectives and strategies and
 
remained so even after the projects got well under way. For
 
example, both ADRA country-specific project plans, approved by
 
AID/Washington after the multinational MG had been approved,
 
were overly amibitious: they needed to be rewritten, cut back,
 
and rescheduled in both countries. IEF had no country-specific
 
work plans or schedules for Honduras or Malawi, only a general
 
multinational proposal for an MG with a logical framework and a
 
wide range of program options including community-level primary
 
eye care training and tertiary eye care training in hospitals.
 
ADRA/Tanzania demonstrated that successful planning can take
 
time. It took the better part of a year after the project
 
began to develop the goals, purposes, and strategies in its
 
plan.
 

As in many developing country health projects, few of the
 
six PVOs based their plans on careful data collection and
 
analysis: even MFM, which utilized annual anthropometric surveys
 
in its design and evaluation process, planned its various inter
ventions (health education, agricultural training, etc.) without
 
adequate analysis of data to determine what specific behaviors
 
needed to change, and which of those behaviors could be changed
 
through education or training alone. ADRA/Haiti and SAWSO/
 
Pakistan, both of which did baseline surveys, did not predicate
 
site selection on either their own or national survey data, but
 
rather on mixed, largely pragmatic criteria. Like MFM/Honduras
 
they also failed to ba3e their educational materials or stra
tegies on analysis of new or existing data.
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may have arisen
The constraints to effective planning 

AID's system for reviewing Matching
partly from limitations in 


single proposal from each
Grant applications. AID approves a 

widely different
PVO which embraces activities in a number of 


MG proposals may be presented without country-specountries. 

cific plans and logical frameworks usually required in AID pro

submit more than the briefest
ject documents. Most PVOs do not 

to AID for approval.
country project plans 


Varied approaches to planning and design by the eight PVOs
 

illustrate the importance of country-specific planning (dis

cussed in first Interim Report). Both PCI/Bolivia and HKI/
 

Philippines began their projects with thorough local assessments
 

of relevant health problems, then drew up careful project plans
 
LEF did not
including objectives, outputs, and work schedules. 


draw up specific work plans or schedules in Malawi, and has not
 

targeted specific outputs. SAWSO/Pakistan has recently intro

a list of specific, measurable objectives, and is refining
duced 

for future measures of impact.
its baseline data to prepare 


three years, there has been
Because an MG lasts only 

on PVOs to begin implementation quickly
substantial pressure 


without further planning or baseline research in order to demon

strate activity and produce early results. More often than
 
resources to do
 

not, PVO staff have neither the time nor the 

country which would enable
the background analysis in each MG 


before beginning
them to plan each country's project in detail 

the three-year funding
implementation. In addition, because of 


in the cases of ADRA/Tananzia
limit, PVOs find it difficult (as 

correcand SAWSO/Pakistan) to revise plans and make mid-course 


changes which are appropriate even in well-planned
tions and 

projects.
 

process, has looked primarily at
AID, in its approval 

overall past performance of the PVO applying for the MG and does
 

to study how each country project
not have the staff or the time 

this critical initial planning
will be implemented. During 


not been able to provide technical feedback to

phase, AID has 

PVOs which might compensate for the pressures of time.
 

B. Staffing
 

involved or contacted in this evaluation
All PVO staff 

were highly motivated and committed; both field and home office
 

in all three PVOs appeared to be competent, hard

personnel 


skills and personal qualities, some PVO

workers. Despite their 


pay
sometimes seemed overworked and unable to
field staff 

adequate attention to planning and monitoring project details.
 

the design and management of

Some seemed inexperienced in 


health programs requiring institution building; some do not
 

work closely with local or national government officials (see
 

below) and some are not training local counterparts to eventually
 

take their places.
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Some see their work more as temporary "relief" for the
 
recipients of aid, less as long-term development in collaboration
 
with host-country counterparts who should take over project
 
management. As in many other AID-funded health programs, some
 
PVO staff were medically experienced but wece not accustomed to
 
managing a PHC development process based on local community
 
participation and aimed at eventual self-reliance. The tradi
tional PVO desire to "do good" and stay indefinitely (instead
 
of transfering technical and managerial skills and low-cost
 
technologies to the host country within a limited time) is
 
fading, but it has not disappeared entirely.
 

Some PVOs have a large staff (and infrastructure of build
ings, vehicles, etc.) already in country who can be mobilized
 
for new PHC activities very quickly and inexpensively. Some
 
staff members are expatriates who have lived there for years
 
and are comfortable with the local language, culture, and living
 
standards. Two examples of this type of PVO are ADRA and
 
SAWSO. In Haiti, Adventists have been present for decades;
 
recently ADRA's central staff of nearly 40 people have managed
 
PL 480 programs, outreach grants, and other activities. Effi
cient management and accounting systems which predated the MG
 
have made it much easier for ADRA to monitor and supervise MG
 
activities. In Tanzania, ADRA was also able to build on long
standing experience in rural health; the MG enabled ADRA to
 
build a community outreach program based on its network of
 
rural clinics and'managed from its Tanzanian headquarters by a
 
Tanzanian Adventist physician. In both countries ADRA would
 
have been much less effective if it had not built on existing
 
staff and other resources already available in country. Similar
ly, SAWSO's experienced expatriate staff in Pakistan have been
 
there for at least five and as many as 16 years.
 

Each of the project directors were carefully selected,
 
experienced, competent, and committed. The PVOs vary in their
 
balance of expatriate and host country staff. One end of the
 
staffing spectrum was represented by the two PVO projects in
 
Honduras, IEF and MFM, which had no full time expatriatF staff
 
in country. The IEF/Honduras project, which involved only one
 
part-time expatriate staff member who visited every few months,
 
had no fixed local staff. Program cost was correspondingly
 
low. (Unfortunately, the expatriate, although very competent
 
as an eye-care trainer, had no other appropriate experience and
 
no local counterpart. Her effectiveness in areas other than
 
training was limited, and the project's possible impact on eye
 
health care has not been measured.)
 

MFM/Honduras has been very effective in reducing malnutri
tion without any long-term expatriate staff. All MFM/Honduras 
in-country staff are nationals, although MFM headquarters in 
California provides regular, competent technical assistance and 
management support to them. There is a high degree of program 
coordination and integration between MFM headquarters and staff 
in Honduras. The flow of new technologies from home to field 
office, with support for their testi: g, i-i , 11 iiV -,-I0 ;io'.'"A' 

Yet it is primarily by mobilizing existing community, governn3et, 
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and private sector organizations, not by providing its own
 
money or material, that MFM/Honduras has been effective.
 

The other end of the staffing spectrum is represented by
 
SAWSO/Pakistan, where only two of the project's 15 top staff
 
members are nationals. SAWSO staff have not been able to
 
recruit or train host country counterparts to replace them, and
 
plans for building a strong indigenous institution are unclear.
 
The remaining three PVO projects, however, have one or two
 
expatriate staff working closely with local counterparts and
 
other officials; most are making progress toward training a
 
host country replacement.
 

C. Monitoring and Information Systems
 

Data deficiencies have affected the design, implementation,
 
and evaluation of some projects. Several PVOs appeared rela
tively weak in their monitoring and data collection activities;
 
some collected excessive data and did not analyze it appro
priately; others collected too little. in few cases were data
 
used to provide useful and timely feedback to managers or staff
 
about project str-ngths and weaknesses. In only one of the
 
projects (HKI/Philippines), were data used to build public
 
awareness. Too often, monitoring and evaluation were seen more
 
as a liability, an obligation ;'equired by headquarters or by
 
AID, instead of an asset, a tool for management to improve
 
effectiveness.
 

Time-consuming record-keeping often burdened the PVO staff
 
who resent it particularly because they get no feedback from
 
program managers about their work or progress. They rarely saw
 
any useful purpose in filling out forms, and in fact there
 
often was none. Medical Assistants in Malawi and VHWs in
 
Pakistan, for example, complained to the evaluators that report
ing took up a substantial amount of their busy day, that they
 
never heard from their supervisors about the data they collected,
 
and that they know of no project planning which had resulted
 
from it. Sometimes the amount of data being generated could
 
not possibly be analyzed by the small staff available.
 

In short, most PVOs need well-conceived, timely, accessible,
 
and agile sets of data which might constitute indicators for
 
project management and evaluation without major demands on
 
personnel time. Such monitoring systems would not only generate
 
appropriate reports to management, but would also ensure chat
 
information is fed back to front line staff, especially VHWs.
 
Reporting the most important and interesting statistics to the
 
community--as VHWs in HKI/Philippines do by posting charts of
 
service and morbidity and mortality statistics on the walls of
 
their health posts--also makes health workers and the public
 
more likely to take an i'terest in collecting and reporting
 
data.
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VI. INSTITUTIONAL DEVELOPMENT
 

To increase the long term effects of their pilot programs, 
PVOs should not only be concerned with the immediate provision 
of health services in the initial target areas, but they must 
also be committed to building the capacity of local organizations 
to provide health services on their own in the future, phasing 
out foreign assistance. It i- a well known AID policy that 
AID-assisted PVOs should help people in developing countries 
develop their own skills and capabilities to address their 
development problems. 

However, this form of institutional development is not 
easy to implement or measure. It requires effective training 
of host country nationals at all levels, including management. 
It requires a certain degree of financial management so that 
costs can be controlled and increasingly recovered so that
 
projects can become self-financing. The project needs to be 
closely linked to national objectives. It also requires good,
 
collaborative relations with governments and other private
 
groups so that both government officials, local leaders, and 
direct beneficiaries are all committed to project continuation.
 

Eventually, the result of effective institution-building, 
including training, cost-effective implementation, and building 
community support, should be project sustainability (the project 
having the managerial, technical, and financial resources to 
maintain itself) and replicability (so that it can be adapted 
and expanded to new target areas, or nationwide). While skilled 
expatriates are usually needed to set up new projects, in most 
cases their primary role should be to train local people to run
 
those projects as early as possible.
 

This section reviews the PVOs' progress toward sustain
ahility and replicability in the context of such institutional 
development. However, institutional development means very 
different things to different PVOs. For some PVOs, particularly 
the religious groups with existing clinic systems (in this 
report, ADRA and SAWSO), instititional development is internal: 
their goals are to austain indefinitely their own organization's 
primary health care system, and to replicate pilot projects in 
new areas under their own auspices. 

For other PVOs, institutional development refers to develop
ment of indigenous local institutions, public and private. For
 
them, sustainability refers to the project's ability to maintain 
itself after foreign PVO support has been phased out; replication 
means that the government or other private organizations apply 
the PVO's model in new areas under new auspices and -ieparato 
from the PVO. 

Both ty:)os of Institutional devilopinort .ir, vi,blt,; the 
most appropriate approach will depend on each local iituvtion. 
In both the internal and oxtornal approacho-i, i PVO noods to 
train local staff to replace expatriatus, build community 
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participation and support, and increase cost effectiveness if 
it seeks to have maximtun effect. In these respects, several of
 
the PVOs evaluated are setting outstanding examples.
 

A. Training
 

All PVOs face evident shortages of trained host country 
manpower; most of those evaluated recognize that the first step
they need to take to develop local capabilities is tc train 
local counterparts who can eventually replace expatriates. 
That recognition is reflected in several excellent training 
programs which are among the most outstanding contributions of 
these PVOs to the communities they serve.
 

PCI/Bolivia is perhaps the best example of a project 
carefully designed to build the capability of host country 
staff at all levels to run the entire gamut of project operations
with expatriate assistance at a minimum. All regional health 
management staff and support staff, nurses, and VHWs received 
coordinated, "regionalized" training under PCI guidance. Train
ing outputs exceeded project plans and the MOH's ability to 
employ all those qualified and scheduled to be hired. 

MFM/Honduras also designed exemplary training for manage
ment and technical staff, using expatriates as trainers but 
only on a short term basis. This project is the only one 
evaluated which has no long term expatriate staff; nonetheless 
it has apparently reached its training objectives. HKI/Philip
pines also developed a superior eye care training program for 
primary health workers, now functioning without expatriates, 
using only MOH trainers and local materials. The HKI/MOH 
training can be sustained at low cost without HKI support and 
will be replicated in other regions of the Philippines in the 
near future. The two ADRA projects have put major emphasis on 
training VHWs and host country project management staff and are 
making major improvements. 

IEF's training in Honduras and Malawi, on the other hand, 
has also been of high quality but is completely dependent on 
expatriates and is not institutionalized into the MOH. Simi
larly, SAWSO/Pakistan training of VHWs is largely lone by 
expatriaten and is in need of improvomont. 

B. Relations with Institutions
 

The PVO projects evaluated provided health care to rela
tively small numbers of beneficiariaq. While these health 
systems appear to b efficient and cost-effective on a limited 
scale, they should be expanded and replicated on a larri, scale 
if they are to maximize their own (and AlD's) investment. In 
many canes the rtplicannility of PVO projct i depondi, partly on 
the PVO's ability to work in co llaboration with either the host 
government, i ndi(ilnous PVOs, or other health-relatod Institu
tions. flinistrios of fioalth can ofton learn PHC stratelios 
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from PVOs which havc been able to test them without the con
straints of a large bureaucracy. FVOs may need to collaborate 
with both governmental and nongovernmental institutions in 
other sectors (such as agriculture, water and sanitation, and 
education) which have a direct effect on health standards. In 
most cases PVOs need to plan and work together with these 
public and private agencies. 

The eight PVO projects studied varied significantly in their 
relationships with governments. MFM/Honduras, PCI/Bolivia, and
 
HKI/Philippines all collaborated very effectively with regional
 
MOH officials, while the other two PVOs have been able to work 
closely with both central and regional MOH offices. These 
three PVO projects are more likely to be both replicable and
 
sustainable because of their efforts to collaborate with local 
and national officials who learn (and take responsibility for) 
the PHC methods used. 

Working closely with the MOH does not guarantee that it 
will adopt effective PHC strategies. In both Honduras ano 
Malawi IEF worked within the MOH but did not help in the es
tablishment of needed primary eye care policies because IEF 
staff were oriented toward training, not policy and planning, 
and were not able to demonstrate, as HKI did in the Philippines, 
that primary eye care can strengthen a PHC program. 

MFM/Honduras, PCI/Bolivia, and HKI/Philippines all worked 
effectively with governments because a major goal of their 
efforts was to improve the capacity of those governments to 
create and sustain their own effective and efficient PHC systems.
Both ADRA projects and SAWSO/Pakistan, in contrast, were working 
to strengthen their own PHC capability in order to supplement
MOH services and were not even attempting to assist the MOH di
rectly.
 

ADRA projects in Haiti and Tanzania, countries with differ
ent political and economic systems, evidenced low levels of 
coordination with host governments. In both countries Adventist 
activities in health and nutrition were long established and 
traditionally Independent; in Tanzania, Adventist :linics had 
been functioning for many years and were commonly known to be 
more popular than the few existing government clinics. ADRA/ 
Tanzania staff may have concluded, with some justification, 
that they can bo offectiv, without relating more to governmont. 

Similarly, SASO/Pakistan had a tradition of strict indepen
dence from the Pakistan g;overnment, and its clinics and *,ervices 
in villages wer :norti availabl,) and of bettor quality, parti
cularly in drug supplios, than the glovornmont's clinic., hoth 
thoity PVOs eoemod to profor a cterta in spartion from qovernment, 
while the other four see greater coordination as integjral to 
program success. 
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C. Community Participation
 

One of the most common claims made for and by PVOs is
 
that they enable whole communities, including the poorest
 
strata, to participate in programs. They describe themselves
 
as particularly apt at enabling the poor to gain control over
 
their own lives. Participation of beneficiaries in the design
 
of PHC projects is obviously important if the beneficiaries are
 
to accept, support, and eventually sustain these projects. The
 
evaluation was concerned about whether this PVO "article of
 
faith" has become reality in PVO health sector activities.
 

Six of the eight projects evaluated were community-based
 
(neither IEF project had reached the village level). The most
 
effective participation was being implemented by MFM/Honduras:
 
large numbers of people were directly affected by the ANP,
 
nearly everyone in the community was at least indirectly affected
 
by it, and all were aware of it. A wide range of people had
 
participated from the beginning in research and planning and
 
continued to work actively for the program. The effects of
 
that high level of participation were everywhere in evidence.
 
Self-supporting women's groups planned, managed, and fui.ded their
 
own income generation projects. Farmers, midwives, school
 
teachers, nutritionists, and sanitarians gave and received
 
training, and had regular contacts with the ANP staff.
 

Another effective project in eliciting community support
 
was PCI/Bolivia, where a major focus in the target region was
 
to utilize existing traditional structures to deliver PHC.
 
Traditional healers, herbs, legends, and relationships are all
 
studied and, if appropriate, incorporated into daily routines
 
of the projects' VHWs, nurses, ana trained TBAs. This innovative
 
project reveals that bridging the gap between modern and
 
traditional cultures may be the most importart step in increasing
 
participation and service utilization.
 

Two other projects appear to have had mixed results in
 
involving their beneficiaries. HKI/Philippines, a project to
tally integrated into the government's PHC program, utilizes
 
community health committees which the MOH has set up but which
 
do not appear very effective. There are few indications that
 
the committee members encouraged the use of eye services or
 
played any role in planning or monitoring eye health activities.
 
SAWSO/Pakistan also worked with community groups in some of
 
its villages, but in most villages these groups were being
 
informed of the project's activities without becoming partici
pants in them. In one village the committee was very active 
and raised money; in another the committe was critical of 
SAWSO. 

'rhe two ADRA projects worej less offectiv, in building 
community participation. In 1laiti, thv nutrition program was 
initially generated more by a small group of Adventist Church 
loaders than by community laders. The ADRA Project I)irectors 
donsigned and managod most aspVcts of the program, while local 
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levels of participation varied from site to site. People's
 
contributions of labor, cash, and materials to the program
 
appear to have been greater in rural than urban areas, although
 
no records were kept. Nutrition agents/health care workers and
 
their assistants, both important in encouraging participation,
 
differed in their levels of commitment to such participation.
 
Even mothers' attendance a' clinics varied considerably among
 
sites and was inconclusive as a measure of participation. In
 
Tanzania, a few community leaders had apparently selected VHWs
 
to be trained by ADRA, but it was not clear how well those
 
leaders or the VHWs they selected had represented their communi
ties. In general VHWs appeared young and inexperienced. In
 
any case, the communities' role in the program seemed to end
 
with the selection of VHWs--hardly a hopeful sign for signifi
cant, long-term participation in program management.
 

The evaluators were concerned whether the religious PVOs
 
(ALDRA and SAWSO) might have had limited results in stimulating
 
community involvement because of the target populations' possible
 
perception that these PVOs were either proselytizing or restrict
ing services to Church members. There was, however, no evidence
 
in either Haiti., Pakistan or Tanzania, that participation or
 
benefits were limited to Adventist Church members or Salvation
 
Army members. Both ADRA and SAWSO staff, including some very
 
devout members, apparently treat all community members equitably
 
and do not proselytize. In Pakistan, although the Salvation
 
Army often helps the small minority of Christians in its villages,
 
most beneficiaries are Moslems in the majority of project
 
villages.
 

In the TEF projects, few attempts were made to work directly
 
at the community level in primary eye care as originally con
ceived in the MG proposal. According to IEF staff, their
 
initial concern was to provide eye care training to health
 
professionals (which they did successfully) and to improve
 
national eye care policy and planning (which they were not able
 
to do). It was their view that these two activities must
 
precede the introduction of community level eye care, and that
 
community participation was therefore unnecessary. Both projects
 
have tested community level interventions (training school 
teachers in Honduras and TBAs in Malawi) but only on a very 
small scale. 

L. Sustainability and Replicability
 

Ideally, projects which begin with PVO aid should event
ually be replicated without that aid, and should in the long run
 
become self-financed and self-managed, sustaining themselves
 
without depending on expatriate support. Normally, for any
 
project to be sustainable and replicable, its costs must be low
 
enouqh to be assumed locally, its management and staiff nust be 
capable of administering it .ff-ctively, and its beneficiaries 
must approciate it. Predictably, these PVO illustrate difterent 
levels of sustainability; they teach a variety of lessons a)out 
how PVOs can bent ensure that their actvitls will be appre
ciatod and eventually carried on by bhno)ificiarios. 
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The projects evaluated which seem to have the best chance
 
of eventually continuing without foreign assistance are those
 
which were designed to strengthen existing health activities.
 
They focus on training, on strengthening collaboration between
 
private and public sector organizations, and they work closely
 
with local or national governments. Most have plans to recover
 
an increasingly large share of project costs from the benefi
ciaries or from government.
 

Good examples are MFM/Honduras, PCI/Bolivia, and HKI/
 
Philippines--all of which were planned from the start to build
 
on existing health programs and to train existing health workers.
 
Each has improved on a system already in place, combining both
 
private and public sector resources, and has avoided creating
 
new structures or new recurrent costs. Each would probably be
 
continued indefinitely by the MOH if the PVO were, for aiiy
 
reason, to end its involvement. And each is likely to expand 
to new areas in the next year or two. 

Other projects appear less sustainable. The two IEF pro
jects were effective in training staff of existing MOH programs
 
but remained fully dependent on expatriate trainers. IEF was
 
unable to strengthen the two countries' eye care policies,
 
plans, and management systems; for example, Malawi had no plan
 
to increase the number of Malawian ophthalmologists trom its
 
current level of two. The ADRA and SAWSO projects are focusing
 
their institutional development on themselves; they do little
 
to train staff from other organizations in their target areas.
 
While the ADRA and SAWSO projects are sure to continue for some
 
time under PVO sponsorship, there is no evidence of progress
 
toward phasing out foreign funding or technical assistance.
 
The ADRA projects have been more effective than SAWSO/Pakistan
 
in recruiting and training host country managers, but none of the
 
three projects worked as closely with the MOH as the other five
 
projects evaluated. The ADRA and SAWSO projects will replicate
 
their own strategies by expanding PHC to new areas where they
 
already have health activities under way; but they have done very
 
little to replicate their approaches in other insitutions.
 

The eight evaluations indicate that different PVOs may be
 
most effective in institution-building at different levels of
 
the hezlth care system. A "vertical" program like eye care
 
might be easier to institutionalize into national health plans
 
and programs if it is introduced differently than multisectoral
 
programs like PHC or applied nutrition. Clearly a case can be
 
made for PVOs to work in many situations, provided they all
 
continue to build local participation and management. Not all
 
PVOs are movinq as rapidly as possible toward the institutional
ization and replication of projects.
 

- 22 



VII. SPECIAL ISSUES
 

A. Constraints
 

These eight projects faced formidable barriers on several
 
levels. All confronted serious national economic situations-
particularly in Haiti and Tanzania, where food, fuel, and
 
medical supplies often ran dangerously low. A lack of effective
 
governmental organization and support, as in the case of IEF/
 
Honduras and SAWSO/Pakistan, or a government's limited ability
 
to support multisectoral programs, as in MFM/Honduras, can
 
make institution-building difficult. Religious and cultural
 
friction in Pakistan caused difficulties for SAWSO, and cuts in
 
MOH drug supplies in the Philippines meant shortages of essential
 
eye drugs for HKI.
 

The greatest constraint in all eight projects, however, was
 
the lack of trained host country and expatriate tianpower,
 
particularly in the areas of primary health care management and
 
training, as well as in several specialized technical fields.
 
The top staff of the ADRA, SAWSO and IEF projects, for exa(aple,
 
are mostly expatriates who have very heavy responsibilities,
 
little time, and few staff to whom they can delegate responsi
bilities. SAWSO/Pakistan faces grcat difficulties recruiting
 
qualified Pakistani nurses, particularly Salvationists. In
 
ADRA/Tanzania, the Tanzanian Project Director has no support
 
staff; he relies on his wife who volunteers to help keep the
 
project's books and service data.
 

Both ADRA projects and the SAWSO project have brief orien
tation programs for senior staff but little or no specialized
 
administrative technical training for any level staff. Thus
 
ADRA and SAWSO staff skills are particularly weak in the fields
 
of clinic management (supervising health workers, improving
 
patient flow, etc.) and adult education (for training all
 
levels of health workers more effectively and for reaching
 
mothers with motivational and educational messages). In Tan
zania, other skills required (in addition to program management,
 
training and data analysis) are financial planning, and drug
 
logistics. All projects 
skills needed for the des
systems. 

were 
ign 

more 
and use 

or 
of 

less 
suit

lacking 
able inf

in the 
ormation 

B. Benefit Distribution 

All projects we studied were faced with the difficult
 
problem of reaching those too poor, too remote, or too sick to
 
visit VHW posts, health clinics or food distribution points.
 
All projects seek to make their services accessible to the
 
poor, illiterate, or elderly members of their communities.
 
Most showed clear evidence of reaching some of the most needy
 
segments of their communities. 

ADRA/{aiti, MFM/fonduras, PCI/Bolivia, and SAWSO/Pakistan 
in particular were stimulating improved nutritional knowledge 
and behavior among the poorest families. These four, parti
cularly ADRA and SAWSO, work in extremely poor areas with many
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villages which have been completely cut off from government
 
health services. These programs must make difficult decisions
 
between clinic based demands for curative care, often more
 
likely to help better educated or healthier families, and home
 
visits which take more time per family but often attend to the
 
needs of the most marginal portions of the population.
 

ADRA/Tanzania, HKI/Philippines, and both IEF projects'
 
benefits were potentially available to all families in the
 
target areas. All community memters vere bein.g t:eated equally
 
and seemed to have the opportunity to benefit equally. However,
 
benefits to the poor derive from improved access rather than from
 
attempts by VHWs to stimulate widespread community participation
 
or empower the poor.
 

IEF's projects in Honduras and Malawi -'ere not concerned
 
with testing interventions to reach underserved populations
 
with primary eye care. Instead, IEF opted for a trickle-down
 
approach by training Honduran nurses and doctors (mostly for
 
urban or peri-urban areas) and Malawian medical assistants who
 
provide the general population with secondary and tertiary eye
 
care. IEF had no pilot programs in primary eye care or in
 
rural areas which demonstrated effective preventive outreach.
 
IEF/Honduras did introduce eye health curricula in schools,
 
which had the potential of reaching out beyond the clinic and
 
hospital audience to thewider public, but no data were collected
 
about the number of teachers or students involved in eye care
 
activities or about the impact of the experiment on the students'
 
eye health. IF/Malawi trained TBAs but had no data on the
 
effectiveness of the training or on TBA activities.
 

C. Innovation and Technology Transfer
 

These PVOs share several innovative features. Foremost is
 
their primary health care approach, which fits AID priorities
 
by emphasizing disease prevention through basic health education,
 
MCH, nutrition, and sanitation, and by focusing on children and
 
women. In countries where hospital and clinic-based care is
 
the rule, and a small proportion of the health budget is spent
 
on community-level public health, these PVOs set an important
 
example--particularly when they can documenc cost-effectiveness
 
in lowering mortality and morbidity.
 

All eight projects evaluated were using proven health nd 
nutrition technologies already te-,tod elsewhere in the same 
countries or in other countries, so in that sense they are not 
now considered innovative. Yet in all projectn ,valuated, some 
primary health care or nutrition approaches being introduced 
are new to the local community. The need to innovate responds
partly to the recognition of the specia1 provoinms of remote, 
rural locations which pub] ic-sector P1:C proqrams reacn with 
difficulty, if at all. The innovativeness is also a renault of 
the PVOs' muItisectoral approach to doev,)loprnent , whi,:h i.s hard 
for government entities to implement, evoin wher, the concept 1i 
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accepted in principle. The PVO ability to at least attempt
 
this "horizontal" approach results in preventive health and
 
nutrition activities be-ing combined with activities in such
 
sectors as agriculture, irrigation, sanitation, family planning,
 
and PL 480 food aid, which expand or supplement more traditional
 
curative, clinic and hospital based programs.
 

MFM/Honduras and PCI/Bolivia are good examples of such
 
innovation through integration. MFM/Honduras brings together
 
in nine communities several disparate health, nutrition, and
 
agriculture organizations, both governmental and non-govern
mental. MFM interventions include various health, nutrition, 
agriculture, and sanitation programs such as home gardening and 
small animal production, building family-size silos, kitchen 
utensils, and introducing smokeless stoves and potable water 
systems, etc. All these activities are carefully coordinated, 
while health and nutrition changes are carefully monitored, 
itself an innovative activity in the program area. 

PCI/Bolivia has also been technically innovative, intro
ducing new types of cooking stoves and latrines, but is parti
cularly innovative, ironically, in its approach to traditional
 
medicine. By integrating new PHC technologies such as immuni
zation and ORT through long standing cultural practices, in
stitutions, and authorities, PCI has become very effective in
 
introducing change.
 

ADRA/Tanzania has also integrated its programs in an innova
tive way: in one of its two sites, VHWs work closely with ADRA
 
agricultural training officers on irrigation ditch renovation
 
which promises to lead to better farming, improved diets, and
 
maternal and child health improvements which may be measurable
 
in about two years. The program was studied in its first year,
 
however, so these links between community leaders, VHWs, clinics,
 
and agriculture were still weak and need to be developed.
 

The innovative dimension of the ADRA/Haiti program is the
 
increasingly apparent role for growth surveillance, with and
 
without the PL 480 food incentive, as an important health
 
intervention. The very best clinic trials, those that produce
 
the most clear cut results, make use of high-risk populations;
 
this explains some of the dramatic results in the ADRA/Haiti
 
program.
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VIII. CONCLUSIONS
 

A. 	PVO Strengths
 

1. 	PVOs are providing innovative, appropriate, effective
 
health services.
 

Each of the eight PVO projects was providing appropriate
 
low cost rural, PHC services focused on maternal and child
 
health and community based prevention, three projects also
 
strengthen secondary and tertiary (eye) care. All six organi
zations evaluated have successfully introduced new low cost
 
health technologies such as ORT, growth monitoring, cataract
 
extraction, family planning, clinic record systems, water and
 
sanitation systems, training methods, literacy classes, even an
 
agricultural loan fund. In six out of eight cases, interven
tions are targeted directly at the village level.
 

The impact of the eignt projects has varied: in three
 
cases, ADRA/Tanzania, HKI/Philippines and SAWSO/Pakistan, it
 
was too early to measure impact but the projects have definitely
 
improved the quantity and quality of PHC services. In the two
 
IEF projects the lack of institutionalized follow-up may have
 
dissipated the effects of excellent training. But in at least
 
two programs (MFM/Honduras and ADRA/Haiti), a direct impact on
 
reducing levels of malnutrition can be demonstrated statisti
cally. Overall, the six PVOs appear to serve a useful purpose
 
in training health workers and improving health services. The
 
projects are particularly valuable if seen as pilot tests of
 
new PHC approaches.
 

2. 	PVOs often reach areas unserved by governments.
 

PVOs have a special niche in the health sector by serving
 
selected geographical areas where public sector services cannot
 
or will not go. They extend the reach of the public health
 
sector, correspondingly reducing the recurrent cost burden on
 
that sector.
 

3. 	PVO staff tend to be highly committed, technically
 
competent and culturally sensitive.
 

PVOs share strong traditions of service and dedication,
 
some dating back decades. Many staff members have intimate
 
knowledge of the developing areas, cultures and languages where
 
they work and live. Some PVO staff are highly skilled health
 
professionals. Compared to many other Americans in comparable
 
jobs overseas, most PVO staff are more willing to accept living
 
less expensively and living in rural areas. Because they are,
 
in general, less susceptible to political vicissitudes, most
 
PVOs have the durability and even public support which govern
ments do not always enjoy.
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4. 	PVO projects usually concentrate on small target areas.
 

Most 	of these pilot projects have limited target areas
 
where close ties can be built with communities, and accurate
 
data 	can be collected. Individual households can be surveyed
 
for 	baseline data on the prevalence of diseases and on health
 
related knowledge and behavior. The results of projects can be
 
monitored to determine the cost-effectiveness of various PHC
 
interventions. In some cases, these experiments can be control
led. Research opportunities are numerous in these settings
 
(though the PVOs often fail to take advantage of them; see
 
below).
 

5. 	Some PVOs have an extensive health infrastructure well es
tablished in the country on which new PHC programs can be
 
built.
 

Older PVOs with traditional missionary programs, such as
 
the Adventists and the Salvation Army, have often built close
 
cultural and spiritual ties to communities; they have established
 
hospitals and clinics, staff housing and vehicles; and they
 
have trained their followers primarily in curative health care.
 
AID funding enables those PVOs to expand out from their existing
 
base of operations to rural households, upgrade staff skills in
 
PHC, and reorient activities toward more cost-effective preven
tive 	care. As such, the Matching Grant can multiply the bene
fits 	of non-AID American assistance programs.
 

B. 	PVO Weaknesses
 

1. 	 PVOs have a limited effect on national health standards
 
unless they can develop innovative models to be replicated.
 
Yet some PVOs do not document and replicate their methods.
 

PVOs are commonly the first line providers of health care
 
in their communities, testing preventive and primary level
 
interventions which, though usually not new to international
 
health planners, are innovative in those communities. Thus PVOs
 
are uniquely able to experiment, and to report failures and
 
successes in PHC to other institutions and other countries. But
 
many PVOs do not recognize the need to document their findings
 
and share lessons learned. Some PVOs see their health activity
 
solely as an end in itself, when in fact it is at least as
 
important as a pilot test from which other health planners can
 
learn and other programs can be spun off, replicated or adapted.
 

The 	unmet need for health care is so widespread that
 
current PVO activities cannot hope to meet it except in a
 
relatively few limited areas. Therefore PVOs need to recognize
 
their responsibilities toward the wider national and interna
tional PHC community as well as the community in which they are
 
immediately involved. PVOs in health need to recognize that
 
their work will be most useful if it is replicable, and if
 
their findings are recorded and disseminated. This requires
 
that they communicate with other deliverers of health care,
 
particularly the host government.
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2. 	PVO health information systems are inadequate.
 

Despite increased concern among donors about the cost-effect
iveness of PVO activities, and increased talk about monitoring and
 
evaluation among PVOs themselves, many PVOs are still unable to
 
measure the effects or impact of their programs on the health of
 
the beneficiaries, e.g. lower mortality and morbidity rates of
 
infants, children and women, or lower fertility. Some are unable
 
to monitor project outputs (health, nutrition, or family planning
 
services provided). Very few have been monitoring project costs
 
in such a way as to prove to donors and to governments that their
 
approaches are more efficient as well as more effective.
 

3. 	Few PVOs have performed and utilized adequate baseline sur
veys of health needs.
 

Accurate, comprehensive baseline health surveys of benefici
aries are necessary for (a) planning, deciding priorities for using
 
limited resources and setting measurable objectives; (b) implemen
tation, helping health workers find and work with those in greatest
 
need; and (c) monitoring, as a benchmark to measure progress. Some
 
PVOs fail to do a thorough sample survey or census; some fail to
 
use 	baseline information to plan or monitor activity.
 

4. 	PVO staffing patterns are variable; some are significantly
 
understaffed, especially at home offices. Home and field
 
staff need more planning and management skills.
 

PVO staffing patterns vary according to the size and activ
ities of the project. Overseas half the projects relied primarily
 
on host country staff, half primarily on expatriates; all but two
 
are making rapid progress toward the nationalization of staff.
 
Project management capabilities varied considerably among the
 
eight projects. PVOs are good at field level programming and
 
execution; they are generally weak in planning and technical analy
sis, information systems, financial management, management train
ing and supervision. One fourth of the programs had inadequate

administrative personnel in the field. Many do not provide

specific training to field staff in technical and management areas.
 

Home office support capabilities also vary among the PVOs
 
evaluated. ADRA and IEF are understaffed, technically and admin
istratively; it is difficult for them to give adequate support to
 
their country programs. The other PVOs are generally well staffed
 
quantitatively and qualitatively at the home office.
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C. 	 PVO/AID Relations
 

1. 	 There is a lack of clarity about the specific role of AID/
 
Washington in the MG process.
 

AID/Washington's participation in the Matching Grant process
 
has 	concentrated for the most part on the proposal development
 
and 	approval phase. This is due in part to personnel and finan
cial (travel) limitations. There is also, however, an apparent
 
lack of definition as to the specific role of AID/Washington
 
throughout the rest of the MG process: program monitoring, review,
 
and 	evaluation. Are FVA staff members responsible for making sure
 
that progress is being made in every country project toward the
 
goals of each Matching Grant? Should the FVA Project Officers be
 
AID's "institutional memory," documenting and disseminating ideas
 
about PVO strengths, weaknesses, and lessons learned? If so, 
Project Officers need to be able to monitor progress in all sec
tors in every project in every country of every PVO, an impossible 
task at present.
 

Given the heterogenous nature of the many centrally funded
 
health-related PVO projects, it is not realistic to expect FVA
 
Project Officers who have many other responsibilities - and are 
not 	trained in PHC - to monitor the outputs and impact of activ
ities in health or any other sector without major changes in
 
AID's information system. Project Officers do not have the time
 
to review each PVO's annual reports as they should be reviewed,
 
in light of the original MG proposal, s,,bsequent changes in
 
planned outputs, and progress reported previously.
 

The 	best way to ensure that the AID-PVO partnership improves
 
PVO effectiveness and etficiency is to build an information
 
system which will allow Project Officers to keep abreast of the
 
quantity and quality of project activities (outputs), the effects
 
of those activities on beneficiaries (impact), and related costs
 
(cost-effectiveness). For monitoring progress in the health
 
sector, a simple health information system should be set up. To
 
be effective, it must be at least as useful to the PVO reporting
 
as it is to AID and other donors.
 

2. 	 The AID Matching Grant design process forces PVOs to promise
 
unrealistic accomplishments, often in too short a time.
 
Not enough attention is given in design to issues of insti
tution-building and community participation.
 

The MG proposal development process tends to produce over
optimistic expectations while, at the same time, leaving gaps
 
in program design. This is particularly the case where new
 
countries are contemplated. No provision is made for assuring
 
the development of country-specific plans, though some of the
 
PVOs produced them on their own initiative. Insufficient time
 
is allowed to develop such plans in the field before completing
 
the project design. Management systems and strategies for com
munity involvement and local institution-building are not ade
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quately addressed, especially in light of the goals of self
financing, cost-effectiveness, sustainability, and replicability
 
(which none of the MG proposals address with specific plans).
 

The 	initial planning and design process, prior to the formal
 
establishment of a program, is usually of short duration and
 
lacks detailed analysis of programmatic and organizational
 
issues. Proposed activities tend to be vague, often idealistic,
 
and incomplete; project objectives are often not quantifieJ,
 
and proposed budgets are frequently unrealistic. For the most
 
part, real planning and design are accomplished during the
 
first year or two that staff are in the field, usually precluding
 
any measurable results by the third year of "operation." Pre-MG
 
proposal project analysis and development costs are kept to a
 
minimum, even in a country that is new for the PVO. Little
 
attention has been given to developing specific criteria and
 
interventions for achieving long-term institutionalization.
 

Both AID and the PVOs should recognize, in scheduling and
 
in budgeting, the technical and financial costs of adequate
 
program planning. Time sLould be allowed for detailed in-country
 
analysis and design to determine proposed objectives, inputs,
 
activities, and outputs. Proposed program design should specify
 
strategies for institution-building and post-MG sustainability,
 
including eventual host country management and cost-recovery,
 

3. 	USAIDs generally lack knowledge of MG activities in their
 
country, except where there is a PVO or PL-480 office.
 

USAID Missions have deliberately had minimal if any contact
 
with centrally-funded PVO programs. USAIDs have not been 
involved in either planning or monitoring MG activities, except
where they were preceded by an OPG; even then, MG activities 
have generally been considered as a low priority by USAIDR. 
Where PVO or PL 480 offices exist in the country, contact has 
been greater but monitoring guidelines like those mentioned 
above have been lacking. Most PVOs, for their part, prefer to 
maintain this independence. As a result there is no in-country 
support or monitoring of MG programs (outside the PVO itself). 

The specific and appropriate role of USAID vis-a-vis
 
centrally-funded programs, particularly in field supervision
 
and support for institution-building, needs to be better de
fined---taking into consideration both USAID and PVO resistance to
 
increased coordinat.on--to improve communication between organ
izations and between sectors, to avoid duplication of AID
funded activities, and to increase project replicability.
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D. 	 PVO/Host Country Relationships
 

1. 	Some PVOs fail to work effectively with host country
 
organizations.
 

PVOs have had varying degrees of contact with host govern
ments; the advantages of close ties to the host government can
 
vary. Two PVOs (ADRA and SAWSO) tended to limit such contacts.
 
Their host governments have little or no role in monitoring and
 
evaluating activities, limiting the likelihood of their projects
 
becoming institutionalized into host government services or
 
being sustained by host government financing. Those host
 
governments tend to show little interest in project activities,
 
perhaps because they are generally excluded from project design
 
and monitoring (except when they are asked to sign an agreement
 
with the PVO). These two PVOs come to host governments with
 
pre-determined strategies: once a formal agreement is signed
 
with the host government, there is litle subsequent involvement
 
in operationalizing government participation in such areas as
 
financing and training. As a result, institutional responsi
bility and real government commmitment has not yet been estab
lished.
 

ADRA and SAWSO are also relatively distant from indigenous
 
PVOs--other than their own affiliates. While they uo work with
 
private organizations in some training activities, they do not
 
appear to actively collaborate in implementation. SAWSO does
 
work through an "indigenous" PVO (The Salvation Army of Paki
stan); however, that PVO is managed mostly by expatriates and
 
is largely dependent on overseas funding.
 

In contrast, the four other PVOs have worked more closely
 
with local and national government offices and truly indigenous
 
PVOs. For example, all have promoted cooperation at the regional
 
or national level. HKI, IEF, and PCI expatriate staff all have
 
offices within the MOH; MFM has no in-country expatriate project
 
staff at all. All four have also established major links with
 
local PVOs and have encouraged them to take over many project
 
responsibilities.
 

There may well be situations where closer PVO links to
 
governments or to private groups are neither wanted nor needed.
 
In most cases, however, it seems desirable for local governments
 
to know more about or to monitor and support these PVO projects
 
under appropriate guidelines. The degree of American and
 
indigenous PVO autonomy from the host government could be
 
agreed upon by all parties. AID and USAID should insist that
 
PVO projects be implemented in the best long-term interests of
 
the host country and the USArD country development strategy.
 
Different components of MG projects could become subject to
 
indigenous cottrol or influence; in any case, long-term as well
 
as short-term expedienc/ should be considered. Although there
 
may be exceptions, most evaluators believe that successful PVO
 
projects are not fully effective until the nont country's 
private or public sector organizations know, support, and 
eventually replicate them. 
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E. Recommendations
 

1. AID should continue to support, selectively, PVOs working
in the health and nutrition sectors and expand that support in
 
well-defined areas.
 

2. PVOs and USAIDs should determine with host country institu
tions how to improve discussion, documentation, and dissemina
tion of project findings and lessons learned to other PVOs,
health planners, and host government and AID officials, both 
locally, nationally and int:rrnationlly.
 

3. PVOs, with some exception, need to give more attention to 
the appropriate size of home offices and diversity of skills 
and functions to adequately support and supervise field opera
tions.
 

4. Specific training programs should be designed and executed 
by PVOs for their field staffs. Topics to be defined would be in 
areas of project administration ds well as specific technical 
issues such as project design, information and evaluation
 
systems, financial management, training and supervision, and 
local institutional development. AID should promote increased 
technical assistance in these areas. 

5. A simplified health management information system, including 
specific design criteria and operational guidelines, need to be 
developed for PVO, AID, and USAID project planning, monitoring, 
and evaluation. Categories of quantifiable data and non-quanti
fiable project information to be reported to AID need to be 
agreed upon by the PVOs; such information needs to be at least 
as useful to the PVOs themselves as it is to AID. 

6. More communication and coordination is needed among AID/
Washington, USAID Missions, and PVOs in the planning and follow
up of PVO MG programs. 

7. USAIDN should consider promoting to host country institutions 
the establishment of a system whereby PVO activities in each 
country can be better planned, coordinated, monitored, publi
cized, and replicated. 

8. American PVOs' ties to indigenous PVOs should be encouraged. 

9. Future evaluations should group PVOs with more comparable
portfolios and focus on selected topics in greater depth. For 
example, some ,valuations could focus on management informa
tion systems, cost-o ffectiveness of PVOn, cost-, ffoctiv,)nois of 
health only vs. integrat1 programs, etc. (oee below). 
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F. Lessons Learned About Evaluation
 

1. Early and mid-term PVO evaluations can be useful in cor
recting problems before they grow, although more mature projects 
tend to reveal more substantial findings.
 

2. All PVOs benefitted from the evaluation process because it
 
clarified special issues and increased awareness of the complex
ity and importance of program management. 

3. For the sort of qualitative evaluations that were carried 
out, two-person evaluation teams (the evaluation specialist and 
the technical specialist) plus a PVO participant, worked well. 
Furthermore, continuity across the series of evaluations has 
been extremely important.
 

4. The variability among the PVOs evaluated (e.g., vertical
 
or horizontal programs, more or less integrated and multi-sec
toral) was informative as part of a first effort. But the varia
tions complicated efforts to compare PVOs, especially in the 
calculation of impact, costs, and cost-effectiveness. 

5. Such comparisons were the least consistent aspect of these
 
eight evaluations. Moreover, the evaluators did not have the 
time or the authority to analyze the results of comparable
 
public and private sector health projects. As a result, it has
 
not been possible to measure objectively the comparative advan
tage of PVOs in health. To establish the "special niche" of 
PVOs in the health sector, it will be necessary to focus on 
more detailed comparative analysis of data, grouping projects 
to be evaluated which have more uniform portfolios, and com
paring then to projects managed by other types of institutions.
 

6. The inclusion of an economist or financial analyst in some
 
evaluations would permit (a) the testing of existing models for
 
cost-effectiveness analysis; (b) comparisons of per unit delivery 
costs within the private sector and between the private and 
public sectors; and (c) building models of optimal program 
mixes which maximize including the benefits of public-private 
sector collaboration.
 

7. Most health sector PVOs share a common problem of inade
quate information systems (not unlike public sector programs). 
The inclusion of a health manaqement information specialist 
would allow comparisons of information systems and the develop
ment of plans for upgrading them. The results should be improve
monts in PVO program management and AID/USAID monitoring of 
PVOs. 

8. More time should be allowed during evaluations for the 
evaluators to provide technical assistance if Lequosted.
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APPENDIX A
 

AID Centrally-Funded Hatching Grants to PVOs with Major Health and Nutrition Activities
 

PVO 

1) Save the Children 

2) 

3) 

41 

Salvation Army World 

Service (SAWSO) 

Foter Parents Plan 

IPLAN) 

Lutheran World Relief 

S) International Institute 
for Rural Reconstruction 

6) Adventist nevelopment 

Years of 

Current Grant 


1983-R5 


1984-R6 


19R4-R6 


1983-8S 


1q84-86 

1981-A4 

and Relief Agency (ADRA) formerly SAWS 


7) meals for Millions 


0) 	 Helen Keller 

International (HKI) 


9) Catholic Relief Services 


(CRS)
 

10) Project Concern 

International (PCI) 


11) International Eye 


Foundation (IEF) 


1982-R4 


1981-84 


1983-R5 


1983-R5 


1981-84 


TOTAL 


AID Funding Planned
 
in thousands of dollars 


4.50 


3.600 


3.500 


2.400 


2.375 


2.150 


IS 


1.500 


1,25n 


1.200 


900 


525,225
 

Major Activities
 

Integrated Community-Rased Development
 

Cmprehensive Health Care Services
 

Integrated Community-Rased Development
 

Integrated Community-Pased Development
 

Health Activities within Inte,3reted
 
Rural Development Program and Training
 

Ccmunity-Rased Healt:, and Nutrition
 
Programming
 

Applied Nutrition Programs and
 
Approriate Food Technology
 

Inte0jrated Primary Eye and Health

Cart
 

Food Aid, Nutrition and Health Services
 

Primary Health Care Training and
 
Services
 

Training and Services in Blindness
 

Prevention and Cure
 



APPENDIX B
 

SUMMARY REPORTS OF INDIVIDUAL PVO PROJECTS
 

Adventist Development and Relief Agency, Haiti
 

Adventist Development and Relief Agency, Tanzania
 

Meals for Millions, Honduras
 

Project Concern International, Bolivia
 

Salvation Army World Service Office, Pakistan
 

Helen Keller International, PhilippineF
 

International Eye Foundation, Honduras
 

International Eye Foundation, Malawi
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SUMMARY REPOfRT: Adventist DIvelopmnt and Relief Aena, Haiti 

Maternal and Child Health and Nutrition 

A. PRIJT DESCI,.,"OCN 

Goa s/m rpow Strategies Activities 

- increasel health status - use PL 480 fool as  -
of mothers and children 
in Haiti 

- decrease malnutrition 
of children 0-5 by 
early detection and 
prot intervention 

in 10 target areas 

a. RUULIT
 

Planned - Outputs 

- 10 nutrition centers 
mre estabiised with 1 
nutr. assistant at 
each 

- 9000 mothers trained in 
growth monitoring and 
fond prod/manitationV 
preparation at each 
center 


- I mother's groups estab. 
at each 

- all 9000 mothers receive 
PL 460 food 

Planning 

- initial desuigns ere 
oerf itious; nea$el 
to be rouaS, specif ic 

- tim'e rweie to refine 
plan@, hire StAff. 

collect ad analys 
data 

baseline surveys, $325,000 (1/2 from 
Incentive for mthers infrastructure, AID) plus food worth 
to do growth monltoring, curriculum devt, $115,000 (2 yrs.) 
nutrition education
 

- Actual 

- on target for 
centers, over 
target for 

training 


- modified to 5000 
mothers; probably 
on target for 9/84 

- pace behind target 

- pace behind target 

hkinistrationgtaff 


- lart. and hlqhly 
cV3Wstted Staff 
fnerally stmng 

- 7 1 coilagratiOn 
ard* twldeatInn 
rwtn eopats 
anl Haitian 

-

- training courses - ADRA experience and 
infrastructure in 

- demonstration gardens relief in Haiti 

- open nutrition 
centers 


- insersice training 

- programi monitoring 

Planred, - Imat 

- indicators 

morespecific 


than originally 

planned. but 

impact difficult
 
to mnasure this 
early
 

Relations 

tAID PM officer 
and health officer 

tvh as*'st in 

crftuicatinn with 
AID And with "t 
7Ft. but ,to "of 
aftect internal 
prnrm effect-
Ivenese 

since 1976
 

- about 40 'central' 
staff and 30 "tieldO 
staff 

- 2 expatriates 

- Actual 

- Outstanding impact 
on child growth during 
program and follow-up 
seesm likely 

Information Systesm 

- clinic mosrAirent 
and data oollectian 
WaOg encessive ,lta 
coliectel; priorities 
fnlgot 



ADPA/Haiti (cont.) 

0. INST1rIONAL [VJEOPMENT 

Training Participation Sustainabil ity iplicability 

competent 
nutrition 
assistants 
doing effective 
work after both 
initial and 
inservice 
training 

-

-

self-help camponent 
with mothers' 
participation not 
successful 
hut general partic-
ipation of mothers 
in growth monitoring
orked wll 

- self-sufficiency not 
likely because of 
high levels of rural
(901) and urban (501) 
poverty, food short
ages, etc. 

- key interventions 
only can be replcated: 

- growthmonitoring 

- ORr for diarrhea 

- breatfeedlng 2 yrs 

- immunizations 

- FIP 

(others not as effective) 

C. SPOEIA ISSUES 

Constraints Benefit Distribution InnovationTechnolo y Transfer 

- shorta"e of technical - widespread benefits - not innovative (alreadyassistance, esp. in being extended to many being done by several
specialized technical MCH pt=mr receiving P'As in Haiti) but triesfields, (e.g. clinic PL 480/ADRA foods to coine food supplemanage.ent, adult ments with other inter
education) -focus on under age ventions 

3 is vot effective 

f. COPCEUICtON 

Strengths Weaknesses Fecommndat lons Lessons earned 

-

il integrated MCH 
and nutritionV/Ouca-
tion proqrm-

intrxduced wight-
for-a"e concepts as 
impi tent intervention 

-

-

reeds improved 
data collection 

crzmmnity parti
cipetiow can be 
broaened 

-

-

monitor infant -
mortality to determine 
overall Lect 

strengthen 
participation 

growth monitoring is 
an effective nutrition 
education tool 



SJMMARY RETORr Adventist Development and Relief Agency, Tanzania
 

Community Health and Nutrition
 

A. PPJBCT OESCRIrICN 

Goals/Purposes Strategies Activities 
 Inputs
 

- improve health of - designate aominities - baseline survey of - $273,000 (1/2
children under 5 in with S[A clinits and 2900 families from. AID) for e communities cam. health camittees health only
 

- training of Clps
 
- design primary health - link CHPs to clinics 
 - one egpat. country 

care system by training and (WCs for support - houehold and clinic Program Dir. (401)
and supporting coamunity health promotlon
health promters in - SDA Wdical Dir. (60)
each communi ty - "ditch" repairs 

(related) - 9 SDA staff 
(part-time) 

a. RE3ULIS 

Planned - outputs - Actual Planned - IMpact - Actual 

- 30 caomnunity health - leeders appointed to 
caimittees established OKC's but limited 

activities in sites 
- 90 community health visited 

pracoters selected by
C1Cs - at least 30 OiPs - not stated - too early to 

selected 
 measure
 

- 30 CHP9 trained - 29 CiPs trained 

- 30 MG1 clinics cperating - program operating in
 
sites visited
 

- 70% MCi attendance of - no data collected 
children 0-5 

- 75% umounized - no data collected - functioning PHC system - CPs in place but 
including Ois linked only wakly linked 

- 6 comunitie-F will have - 01 to date in site, visited to SOA clinics to SA clinics 
601 of population with 
access to clean water 

- 401 use of latrines  01 to date in sitew visited 

C. Kq&AC7?1Wt 

Planning Aministratiom/Staff Relatlons Information Systes 

- initial plan - jonr staff but over- - link with SrA - lack of staff to manae,
overatrttious, d)rked arv lack certain clinics wak collect, analyse data 
ws revised, critical skills 
cut back - nonexistent with - data nooid to shtv both 

- wak supervision nt nat'l. jov't. eitputs and impact 
. plans wre not field wrkers by ADRA 

specific encxqh on M, prnqrum and clinics very little with-
(P training tanks, local gov't., AID
 

supervision, financom - unclear re. with clinics
 

- bamsline survey done 
after planning and
 
after training OIe
 
(should be before)
 



ArDRTanzanla (cant.)
 

D. INSTITUTICNIAL DEVEWD.EIF
 

Training Participation Sustainability fplicability 

needs improve- - cosmunity data ould - no plans for program - if self-financing 
ments in some improve training/ continuation, CHP system (tax or
 
subjects but work of CHP salary support pro-payment plan)
 
generally well is set up, program

planned by - community grojps not - but SEA clinics are can be replicated
 
Tanzanian MD yet organized, but nearly self-sustaining
 
Project Director have potential - potential great for
 

COPs and clinics to
should prioritize wnrk together
 
more clearly (e.g.
 
anatomy section 
too detailed for
 
average VHW)
 

E. SPECIAL ISSUES 

Constraints Benefit Distribution Innovation/Technology Transfer 

- Tanzanian economy in - benefits are likely - new program of outreach from
 
crisisy lack of fuel to reach to poor clinic improves preventive

for support, super- (CHPs services are health education
 
vision, supply 	 free) but not to sm

power tham - not new in intl. context
 
-shortage of trained 

staff 

r. CONCWSIONS 

Strengths 	 Vioakrsses ecoemandations lAssons learned 

- excellent Tanzanian MD - poor supervision - strengthen super- - new adminis-ative and 
as Project Director (only of VF" in spite vision and supply of monitoring system for
project evaluated to date of clinic structure VH s from clinics VHWs are vital when

with a hont count y M 
 systems are traditionally 
as director) - planning and prior- - decid, specific tasks clinic based 

itizing of key inter- for VAMs to be moni
uses wll organized vention 
 In tored carefully tight supervision is 
system of rural clinics cmmumicatione essential when VaW3 
for supervision and increase project staff lack in-depth tratilng-

supply of Vtft - training not focused to support Project and have too mawny
 

on 
key tasks Director activities to monitor 
carefully 

- select Vis with 

Mors careful criteria 



SUMARY REoRr: Meals for Millions, Honduas 

Applied Nutrition Program 

A. PIFNJZr DESCRIPTIOH 

Goals/Purposes Strategies Activities _n_ 

- reduce malnutrition - applied nutrition - agency coordination - $420,000* 
of children 0-5, program 
pregnant wnmen, and - clinical control - Apr 78 - Jun 83 
lactating women - catalyst/facilitator and supplementary 

feeding - AID contributed 61 
- strengthen capabilities - interagency coordination 

of comunities ad - nutrition ad health - staff: 8 IET, all 
health delivery system - community organization education national; I MOH 

- organize mmmnities to - program integration - training group/project *includes 
implement self-help administration non-MG funds 
projects and participate 
in health and nutrition - self-help/income
program generation 

- water and sanitation 

8. RESUL75 

Planned - Outputs - Actual Planned - rmpact - Actual 

- 8 communities organized - 14 womns groups in - improve nutritional - 241 decrease II &
 
9 cmmunities status of children III malnutrition
 

children under 5
 
- periodic meetings of - coordinating committee 

coordinating committee active thru 1981 - improve nutritional - no data on nutritional 
status of wmon status of wmen 

- 350-400 children in - 428 children in 1982 
control 547 children in 1983 - decrease mortality and - no mortality data: 

morbidity of children health center 
- 100 wamen participating - wamen's group members: morbidity doubled, 

in health/nutrition prog. 274 in 1981, 256 in 1979 - 82 
1982. 333 in 1983
 

- 2 people per village - agric. training difficult Costs and Cost-Effectiveness 
trained in agriculture to quantify, at least 2 

per village - $30/yar per capita 
- slf-help projects.
 

fish ponds, gardens, - 86 agriculture project - provides where govt. does not
 
small animal in 19831 59 gardenn in
 

1982, 49 loan recipients - high level of outputs in various
 
sectors fat low level of inputs 

- water projects - 3 comunity water systems 

- major savings from no expatriate 
staff full-time in Hondurn
 

C. MAWNME4D1 

Planning Administration/Staff Relations Information System 

- ccmnity/field - very capable and - very good inter- - info systam dis
based planning mutually supportive agency relations organizedl lacks
 

field staff certain data, *%
- purpose and object- - mutual collaboration of cessive in other
 

ives well defined - good technical and MOH at region and areas
 
admin. support frm field
 

. inadequate Analy-is home off ice - annual anthrn
to determine most - no IHAID involvement poitric survey
effective inter
ventiona; e.g. educ. - no precise plan for 
and agriculture program evaluation 



MFT9.Honduras (cont.) 

0. INSTIrINAL DEVEODMIT 

Training Participation Sustainability Fplicability 

primarily 
with womens 
groups at 
comunity 
level 

- active community 
participation in 
identification 
and execution of 
projects 

sustainable with 
EMFpresence as 

catalyst until 
communities assume 
role (no date iet 

-

-

no GOH agency to 
facilitate replication 

role of private 
sector to be 

for MIII pullout) explored 

-MM incorporated
national agency 

as 

E. SPECIAL ISSUI
 

Constraints 
 Benefit Distribution Innovationrechnology Transfer
 

- no GM agency 
 for - "mt efforts and imipact - integrated progrm
executing multi- felt at village level 
sectoral program - new tec logies 

- other agency technicians 
- agricultural capxent oriented to process  plant varieties 

understaffed
 

- silos
 

- credit system 

- health center records and 
appointment system 

F. cNCUMrO 

Strengths Weaknesses Foc rmendat ionsLEssons [earned 

- improved inte- - can improve - govt. nusd to - very goo examIe
gration of health mgt. informs- define who is of several AID andand related tion systm, responsible for PYID goals: inter
services 
 collect and coordinating organizational

analyse useful and executing coordination:- now tohnologiei data inter.wectoral institution building;
wrll tested, activities sustainabilityl selfappropriate, cost - needs technical managed
effective analysis of - MFPshould decide 

nutrition how and when the - information and- intsratee incam interventions project will becc" evaluation systemgeneration art) fully self-sustaining are difficult forhealth any *m given limited 
dtxugets, pressure- interatency to "producee

coordination 



SUMMARY REPORT: Project Concern International, Bolivia 

Primary Health Care Development and Training 

A. PWRWMT DESCRIPTION 

Goals/Purposes Strategies Activities Inputs 

- Reduce morbidity 
and mortality, 
esp. of children 
and women (no 
specifics) 

-. Increase access to 
health services; 
increase utiliza-
tionj increase 
promotion and 
prevention 

- Strength MOH plan-
ning, management 

- Training and 
support systems 
development 

- Regionalization: 
integration of 
services, 
administrative 
decentralization 
of subsystee 
(MCH, nutrition, 
sanitation, epid, 
TB, dental). 

- Establish detailed 
plans 

- Develop support 
system 

- Train supervisors, 
trainers, support 
staff 

- Train CHWN, TBA@ 

- Fstahlish local 
committees and 
local trad. 
medicine 

-

-

1981-1983 
35K (43% frrn 
AID) spent by 
PCT. This was 
63t of the re
gional health 
extension budget; 
251 from UNICEF, 
10% from MOH (in 
addition to regular 
budget). 3t from 
ommunity. 

T'o expat. health 
specialists 

- 14 local health 
mqt. professionals, 
6 MX, 42 nurses, 
30 CHWs, 15 TBAs, 
10 support staff. 

8. RESULTS 

Planned - Outputs - Actual Planned - Imat - Actual 

- Increased health - 591 increase in - Rduced morbidity - Increased 
services utilization utilization and mortality, utilization 

4 esp. children and quality
- Planning (heselines, - Coordinatw team and womn (reduc- of health 

interagency coord, planning very tion not specified) services 
etc.) effective throughout 

region is a 
- Training (CM4, nurses, - Traininq largely significant 

support staff) exceeded pro- intermiediate 
jetionst quality indicator
of services improved 

- IDvelo adin. system Costs and Cost-Effectiveness 
(planning, supervision, - 6 abmin. systems 
referral, supply, mainte- all ehind schedule - Overall per capita 
nance, info., evaluation) (because of " in- expenditure for 

ternal delays) 	 1983 - $1.21 (58t 
from RCI, 27% from 

- Develp cam. participa- - Isearch and system MO. 14% from INICEr) 
tion (incl. traditional effectively prote 
medicine) both cwmm. participation - Project has substantial 

and traditional financial support from 
medicines local governent 



C. MNANAEMID 

Host Government 

Planning Administrat ion/Staff olations Information System 

- Assesment of healthi - Effactlve administrative - Project is fully - Continuous moni
problems in region 
done first 

systems wre developed 
in collaboration with 

integrated into 
rNqional M4 

toring, and 
evaluations 

special 
(of 

- Planning was shared. 
team effort. concensus,-

grvernment 

Nearly all local staff -

office 

RI Director takes 

drug supply, nurse 
training, tradi
tional medicine) 

guaranteeing cmmit- in regional MOH officel turns running the done by Office of 
ment only 2 expatriate PCl project planning Planning and Super

staff . rs and supervision on 
a rotating basis 

vision 

- Project strongly - However, systematic 
Institutionalized data collection and 

the regional infor
mation and evalua
tion subsystm 
planned have not 
been set up yet 

D. INSUMONAL EVEOIDMET 

Training Participation sustainability Iflicability 

management - CH training - Ckoup process used - Special health 
training of strongly emha- to develop pollcies activities have 
regional sire comunity within MOH framewrk been develoed 
officials porticipatior. mkne this a wll suitable to this 
popular and integrated, self- region only - but 
apparently - Etesive research sustaining, insti- the proces of re
effective, and application tutionalized project search, planning, 
induces colab- relating tradition- and irmtltutionali
oration al and modern - PCI presence needed zation is replicable 

mdicine aa to reinforce changes 
CHW training greatly incteasd nmme - I now expanding 
integrated support for the services to another 
with other CI* - All disaqreaents in regionr alm has 
health-related project are within been requested to 
training MO, not with-outside manage other health 

agency system elsewhere in 
regional approach Bolivia using same 
leads to much - Pegion, not central methods 
MOM efficient MOM,will sustain funds 
utilization and and mnagemnt in future 
supervision of 
health workers 



E. SPEIAL ISSULD 

Constraints Benefit Distribution Innovation/Technolo2 Transfer 
- Much progress mde 

despite harsh en-
vtroront, droughts, 
floods 

- Drmatic Increases in 
CM services to 7,500 
rural villagers, im-
proved druq s.9plies 

- Special cooking 
stoves intro
duced for yen
tilation, and 

- Rampant Inflation of 
15001/2 years 

- Devaluation of 70001 
raises costs of is-
ported health sup-
pliles, Ndicines, 

to 20,000 ormrs, in-
crosed services and 
utilization elsewhere 
in region - motly re-
sult of PCI. 

-

sanitation 

Abovejround 
latrines used 
for cultural, 
engineering, 
and agricultural 
reasons 

(but strengthen P:I
dollars) - Integration of 

- Political instability, 
strikes, etc. 

traditional and 
modern medical 
systwAI use of 

- MON unable to mwintain 
personnel or budget 

trad. social 
groups instead 
of artificially 
iffposed 'health 
committeee 

- Folklore for 
health education 

F. CONCLUISIONS 

Stengt Weaknesses fcommndat ione LEssons Larned 

- Caplete integraticn 
of project into tu 
regional MD" plane 
and oprations 

- Sharp increases in 
number and use of 
health services 

- Training exceeded 
plans 

- Traditional and 
moe:rn nedicine 
cmined 

-

-

-

No major proble 

Minor proolm of 
different persp c-
tives, in the ham 
office and the 
Solivia office of 
PCI abiout their 
roles 

Delays in parts of 
the roional plan 
due to MI", not PC I 

-

-

-

Continue to develap 
program and expand 
to rnw areas, es-
pecially Cochm 

MON m.st provide more 
health personnel 

tcourage multi-se -
tional development; 
qarlerw. water sup-
plies, etc. 

Training ifptrovements 

- elopmnt of system 
like this one require 
more commient than 
moreyt long-term 
administration is 
better than shorrt-term 
expenditures 

needs better 
understandlng of the 
Mus' roles 

- Place another 
specialist to 
xpara ton 

PHC 
help 

- Emwove rim/fiLid 
o0ffice relations 



9taY REPORT: Salvation A world Service Off ie, Pakistan 

Camqrohensive Preventive Health ProJect 

A. DMRIrION 

GslI/Purpos Strateg ies Activities 

- Rduce maternal. - VH provide ante-natal -All baseline surveys - $373,000 (2/3 from 
infant mortality Well-bahy clinicst fwnily doner all strategies AID) plum $68,000 
dysentery, T, com- planning. immunization, inplemented in 7 of 10 worth of HQ support
municable uiseases TS services; medical villages, pop. 20,000 
a" 100.000 rural treamenty sanitation - 2 full-time managers 
poo - Literacy classes for and several part

300 young womn time (all expat) 

- I rehabilitation - 3 full-time nurses 
program (expat) 

- 12 Pakistani labor 
workers 

- Many conaultants 

(expat) 

B. m~JLS 

Planned - Outputs - Actual Planned - IMPACT - Actual 

- Ante/post-natal care to - Outreach" outputs - Target: 100,000 - Reached: 20,000
 
251 of pregnant mn varied widely in people impact goals people
 

each village, pos- on infant or mater- - Baselines lack key
 
- Dounize 60% of children sibly because of re- nal morbidity not info. related to
 

porting inaccuracies, specified objectives
 
- Treat 251 of TB increase also because of the - Intermediate indi

knowledge of 25 stiff priorities of the - Reuce infant cators (outputs, or 
Nurso-in-Oiarge, and mortality by 15% services delivered) 

- Rhabilitate 100 handi- transport problems indicate likely im
capped children pact in half the 

- Poor: Antenatal, fun. outreach areas on 
planning. 7%, sanita- m objectives 
tino 

-KC imunization, Costs and Cost-Effectivoness
*literacy 

- Built on existing system 
- od: Hell-babyl lI start-up costs 
curative services 

- Low salaries for expaet 

- Low costs of clinics, 
literacy, rehabilitation 

- High ccmutin costs for 
VHts
 

Host Government
 
Planning Administration/Staff Relations Information Systems
 

of Large eupat mqxt. 
SMM'm reed to change including Ns know w/USAID and national but som key information 

Pakistan well, highly goverrwnt officials not collectd (e.i., In
- Inadequte definition comitted fant ad maternal mor

of objectives ad - cmal MOH officials tality) and n info. 
mares - Need for more focused not as supportile of excessive 

activ tie in MCH, ORT SAWiOI better ties 
- Inaduste baseline needed - System being revised 

studies, vill"Awi - Training is wak, #op. to fit r project
selection criteria, in sanitation objectives 
and cowunity wnvolw
ment plans 

- Plans grew out L staff -Good comunlcation - Very thorough records 



SPSc/PAXISTAN (Continued) 

D. INSTTUICNAL DEVEWOPMEN 

Waining Participation 
 Susta nabi lity 	 fwelicability
 

- short courses - Ccaiunity groups - Self-financing is - Project can be confor VHWs not not receiving increasing thru fees tinued by Salvation

long enough. ennuqh attention for service, sale of 
 Army contributions,
Key subjects srm villagers medicines, etc. but is not likely to
like ORT, family alienated by *out- hecarw self-financing
planning not 
 siders" or Chris- - Cammunities contribute 
 for y.ars (until cm"

ail learned. tran" 
 to sanitation (may con- munity financing AndMoods iMrte- tribute to PHC, too) portion increases) 
ont - Fm villages are 

supportive, irwolved - Project not well inati- - Salavation Army and - Sanitation workers 
 tutionalized into MOH 
 its staff are stable,trained for only - Two villages raised plane permanent In Pak.
2 days funds and provided (oven more sustainable 
free labor for - Same villages have no than USAID)

- Now training sanitation projects institutions to sustain 
officer will 
 the project in future may be very
-Model 


be reorganizing 
 replicable in SA
curric. and 
 clinics (not clear

materials using 
 ether GOP will

Medef, other replicate)

irmroved sources 

Future replication
 
not advisable without
 
further testing
 

E. SPYIA ISSUES
 

Constraints Benefit Distribution InnovatioitTechnology Transfer 

- Extrow poverty - Vary effective outreach - Nw services 
limits uimpct, to 20,000 
 being provided

oustaina&bility 
 in these villages 

- Reote poor rural villages include literacy- Socio-religious un-erved by GOP classes for girIs,
suspicion of 
 thorough Uwmnwi.s-
Christian and non- - No organized comnity cln, Oil, family

resident outsiders participation 	 planning, sanita

tion, and rehabili-

Purdahrestricts MH tatin (ono area
 

a-1T"teracy 
 only)
 

- Prolr. of c ra
tion with local M 
officials 

I. COWISIO
 

MaorStrength& 
 Njor Weaknesses FCCMFendationA Cssons aarrned 

- Wry well organized, 	 - 'M and MeI  tmprove training of -	 Project dmnotrate"
ccmitted, esprt-	 (sanitariar) not all V&A and sant- the great potential
encod managaont 	 trained or super- tartane who rood to for transforming
tea 	 vimd aloqately live in villages 	 tradiltional clinic 

bansl progrm run by- rxcellent syetin of - Managment tem is - tprove info. 	 systwe itsslonaries into

clinics ad empet 	 90 expatriate to docurent prvress vtllage-ased pronrmNurses on wtIcm to fran o4selne to reachr- wre control is shared
build village outreach - MAnot wsrAing offe- Lng new oOjective$ by village leader 

tivly with vtllage
- SA very stable and lealer or local - Increase Pakistanis -nnewtivqn@s% ts notrespected institution health officials in mnamnt .nruqhi it needs to be 

in Pakistan 
 ocu"Mnted 
Innovations, lmpact - rocus on a few key MC 
not wil documnted activities in outreach 

MeI not village.
baeds 



SUMMARY REPOR: Helen Keller International, Philippines 

Interated Primary e Health Care and Blindness Prevention 

A. 	 DC"IPTICN 

Coals/Purponos Strategies Activities Inputs 
- To 	 integrate primary - Train Baranqay Health Aides - Assess eye problems - $192,000 totaleye 	 care (PEC) ad (BHA) to prevent, diagnose, in region cost 	includes:blindness prevention treat, and refer eye probinto 	the Bicol Inte- lem, and 	 train secondary - evelop curriculum, one full timegrated Health, 

tion, 
Nutri- level workers 	 trainirq, and public project coorand 	Population education materials dinator, secre-Project. - Integrate SHA training into tary, andexisting training program, - Train all 400 SHAA- Tb 	 demntrate an driverand 	 integrate ee care treat-

inexpensive value-	
in Bicol region, and equipmnt andment 	referral into existing secondary level suppliesadded* eye care pro- health ad rehabilitation (nurses. MDs)

gram 	Wich might be services

replicated in other - Provide equipment,PHC projects in the - Control costs carefully to supplies, and educa-Philippines eiure replicability tion materials 

- Br ize p level - Assist in supervising 
BHAs ad administra

- ye health education tion 	of PSC 

3. REULTS 

Planned - Oujtputs - Actual Planned - IMPCT - Actual
 
- Examination of random 
 - 2000 people examined, - BHA@ have only recently been trained insample of 1,500 in Bicol many treated or PED

for ey prolems, eye referredhealth knowledge and be- - No baseline survey available to measurehavior 
unpact, but the numbers of eye patients 
treated or referred is growing- Training for 	 fast400 BHa and - 280 SHM, 52 MIA, and


other secondary level 
 52 Public Health Nuseshealth workers trained Coat 	and Cot-Effectiveness 

- Costs- rjsiqn of low cost eye - Materials designed 	 are low because HKIand projects
health trainiiq and public produced
education materials . hae minimal staff (one
 

- Local prioduction expat)
 
. use no expat MD@,only
 

- Prvide eye surgery in - Surgeon MM available locally
flow 	frm • pigqybacks e care ontoboth provincial Manila monthly provides an existing PIE system,hospitals surgery in one hospltal so requires no special
only 
 infrastructure or staff
 

- designed low coat oduca
tional materials which 
can be produced locally 

- is eutruwly careful 
bout controlling coats 



HKI/Philippineu (continued) 

C. MANAGEXENr
 

Planning 

- Careful plannina, 
involved GOP, AID 

- Bicol Project, de-
velcped without eye 
care emphasis since 
1970, was the basis 
for HXI project. iJqAID/ 
anila requsted HKI 

pr osal 

- National Sight Plan 
(1979) nedcd to be 
implemented 

- H4E had experience in 
rehabilitation of the 
rural blind in Philip-
pines since 1970s 

- etailed, country, 
specific plan written 
by hom offic, staff 
in 2 visits 

D. INSTMrIONAL DEV 

Training 

- raining is very 
good, the project's 
major focus. All 
training mthods 
ard materials were 
carefully pretested 
with test grnups. 
aterials produced 
locally at low 
cost. PC train-
Ing at all levels, 
including nurses 
and MD, mainly 
focused on RHAs. 

-

-

-

Administration/Staff 

- ery campetent (U.S.) 
Project Coordinator is 
careful to build GOP 
responmibility for 
project, control costs, 
ensure replicability 

- Also campetent Atmin. 
Assistant (Filipina) 
can take over Coordina-
tors responsibilities 
in his absence 

PDEN 

Participation 

Most SAs wor with 
som type of Saran-
gay (village) health 
comitteer people bo-
coming wre of ey 
services available 
(unclear how effec-
tive cammittoes are) 

Private setor in-
volved, refer non-
paying patients to 
the " or hospitals 

-KAm try to reach y 

patients being m~n
treated by tradlitional 
healers 

BHA supported by all, 
evn the militant op
ponents of Marcos 

Relations 

- Very close and 
effective ties to 
the reqional office 
of the MOH, which 
can 
the 

- Very 
AIDI 
was 

soon take over 
program 

close ties to 
RKI Coordinator 
USAID consultant 

and maintains contact 
in Manila (camutes 
there twice monthly) 

- Private MD, Lions 
Clubs, other support 
lKI effort 

Sustainability 

- Cost of HKI project 
can probably be covered 
by MOH as part of 8HA 
pogrm, so H)I project 
can be continued an long 
am the MON is able to pay 
for the BIIA in Sicol 

- Cost-effectiveness and 
cost recovery need to be 
researched it long-term 
ountainability is to be 
assessed 

-

-

-

-

-

Information Systems 

Careful color-coded 
records are kept at 
every staqe of refer
ral systemi each form 
stimulatee follow-up 

RHA records, appear 
accurate and canplete 

Information on health 
problem is used for 
public education (wall 
posters, etc.) 

One statistician from
 
Inst. of Ophth. dtoes 
monthly data analysis 
at project office 

Replicability 

Because SHAm have 
only recently bequn,
 
the 8co project 
rede to be studiled 
carefully hefr. 
replication b"4,ns in 
other regions like Panay 

Because costA are low 
and the 81A'm role is 
enhanced, HKI approach 
Ia likely to be re,
pasted in other PHC 
projects in Philippines 
and elsotwere 



HKI/Philippines (continued) 

E. ItfW=JTNAL DEVETOWlJ3r 

Constraints Benefit Distribution Innovationtrschnology Transfer 

- Project still very - Poor villages are reached - Project dnmonstrates 
new, difficult to by 400 BHA@ providing that an effec
measure effective- PEC tive vertical 
nees at thi time canponent (PE)C) can 

- Sme older blind cannot be strengthen a hori
- MON in financial persuaded that cataracts zontal (PREC)proqram

crisis, cut "sen- can be removed (but thi BHAs are more re
tial drugs includ- word is spreading) slected by coawsnity
inq eys oinb w ts and thawseives when
and Vitamin A Some poor neding sLqery they have eye care 

cannot afford to take tim skills, medication, 
- Difficult to get off workism have trans- kits, etc. 

MIM out of Manila, port prblIms (HKI working 
or to get MDs to on this) - Eiducational materi
work in public als ire produced
sector locally, low coat 

- Discusslons under 
way for involving 
private Mon part

time in surgery for 
non-paying patients 

F. CCmCoN 

Strengths Wbaknssses Iaccppsndat ion$ eassone Learned 

- Project is fully UNICEF has delayed After project has USAID can be a help,
integrated into M1ON the delivery of matured in Bicol and not a hinderance, toprOgrm Of PHC essential drugs data prove it cost- a PV project, and 

which are needed effective, continue vice versa - Additional training for PIR credibility In another region
for eye care takes (Vit. A and eye (Pansy) - PA should try to 
little tim and cnst oinment) qive the local MnH 
but enhancs the MIA Do more focused r- officials a major
statug set n cost- No surgen to wail- sarch on special stake in their pro
effective able yet at one of issue, e.g., cost- ject if U project

the tw Amn he- effectiveness, to to be intitu
- Project so popular pitale in the region, nutritional inter- tionalited (adopted 

e~ the rvmlution- 'w patients ha" a ventions and adapted) for 
aris back it prblm travelin cnntinuatin and 

ratablish a brinaer replication 
- MI gets full credit -HI project is de- and more Influential

and reeponsiblity for pendent on continu- constituency for eye - ?nforAti n syltm
project (MET has low ation by O of the care build support to vital to Po
protile) O'W S Ilikely, but for uJs neglected pro~ect sustain

not guaranteed) National Sight Plan aOlity and repli
- Mgt develrpe a clear caolity


country-ipecific plan - ?ptrin administration 
of surgery- Str'rq ..'IV ate on 

infofWset ton sysi
 
and accurate mnitoring
 

I 



S.AY REPOIWr International Eye Foundation, Honduras 

Pritmry_ Care Delivery and Trainlr 

A. PUW1r WSCRIirITN 

Goals/Purposes Strategies Activities Inputs 
- alleviate blind-

nee* (reduce prw-
alence and in-
cidence) byi pramotive 
preventive, and thera-

peutlc services 

- upgrade tertiary 
care first to absorb 
dound from subsequent 
primary eye referrals 

- training auxiliary and 
professional nurses 

- specialized training of 
opthaLmologists 

- currculum dvelomnt 

- S213,000* Seot 79-
June 83. AID contr 
buted 88%. itaff 
I C.O.T. (IFF) 
20 * intermittent 
(M) 

- develop capacity of m5I 
thru: surveys and planning, 
upgrade PEC skills, train 

- comwdltioe 
*includes 

n-MG funds 

trainers 

5RM~L79 

Planned - C1.ti~ut~S - Actual Planned - Inac - Actual 
trainirg
.24 professional nurses 
.400 auxiliary nurses 
.aptialmlogsts 

- 118 nurse supervisors 
trainedi 11 current 
supervIsors were trained 

- no indicators 
stated 

- no surveys 
undertaken 

curriculum development 
in 6 schools 

- 27 nurse instructors trainedl 
321 of current instructors 
trained 

- increase inutilization 
of tertiary 
care level 

- 757 auxiliary nurses and 
students trained 

19optaljuaLarxists 
total) 

(71I of 

curriculum good at 3 uni-
Vorsittee lveli very little 
at 3 ausallary %crwlxg 

Pin 

purpee and 
oOictvs rno 
wll define. 

owfaell Mr ptrnr1 

on pvLmaly cars rat 

AIfIstratw/Staf/ 

ICY trainer not 
qalfied for 
Inst-bldgo 

-

ollatione 

inadequate Attn' 
paid to prr ira 
by WiM. LAID 

(And tYI 

private sectornot Purtued 

InformationSystemsi 

Imforw.tion system 
.. ak, difficult to 
evaluate and 

monitor status 

no plan tr ornvan. 

*pev. survey ft (VOW 

= Fnr1r 
stiligea1 

urvey flt 



IF/Honduras (cont.) 

D. INSTITUTIONAL DEVEEOIMNT 

Training Participation Sustainability Replicability 

high quality - primary eye care progrAm ending, no - design can be 
training despite 
(lack of later 
follow-up) 

it community level 
as envisionerl in MG 
proposal not imrple-

effort made to sus- 
taini no institutional 
structure being left 

replicated in 
private or public 
sector if .OH will 

mented in final behind become committed 
program 

- very little attn* 
paid to inst-bldg. 
other than training, 
to sustain training, 
or to private sector 

E. SPcrAL ISSUES 

Constraints Benefit Distribution Innovation/Technology Transfer 

- MOH disorganiza-
tion 

- aux. and prof. nurses 
received training 

-

-

external 'causes* 
of increased util-
ization 

lack of TA for 

institution 
building 

-

-

-

rural 1 not included 

primary ee care not 
implemented 

tertiary care providers 

- new 
not 

for program 
elsewhere 

in Honduras, 

U. OCtS TONE 

Strenths Weaknessee lmcoawnndat ions LEssons Learned 

good training provided 
at all level 

-

-

-

-

no follow-up to 
training 

no measures by 
IEF of impact on 
eye health 

no sustainability 
or replicanility 
planod 

project phased 

out (7) 

-

-

work more clcely 
with govermnt in 
the overall design 
of project 

ensure Long-term 
continuityl plan 
with all stakeholders 

-

-

planning and policy
making are as important 
in the design of an 
easily-neglected 
vertical program, am 
is quality of eye 
care training 

manaqwnt of eye care 
workers is as important
as training them 



SUARY REPOIRN: International Eye Foundation, Malawi
 

Blindness Prevention and Treatment Program
 

A. ocSCRIPTICH 

Goals/Purposes Strategies Activities Inputs 

- Primary Eye Care (PEC) 
delivery and training 

7he IEF ophthalimlcqist(s) 
would: 

- eye surgery provided 
in 2 hospitals 

- $333,000 (plus
SI,0O0 for 

- reduce curable and - provide eye care delivery - Medical ,Msistanus survey I s 

preventable blindness and training in the (CMMA) and other - 2 ophthalmologists 

- establish an institu-
tionalize1 capacity 
for prevention and 
treatment of mlindness 
and e disease 

central hospitals 

- train medical assistants 
to provide preventive 
and curative service in 
rural areas 

realth personnel
(even saite I4A.s) Mav 
been trained in PHC 

- 9-month course for 

- .i.minLstrativa ini 
technical backup 
from hcme office, 
esp. for survey 

- supervis, all eye
workers in Malawi 

care 
OCtAs from 6 countries 

- W supervision and 

-M provides 
hrusin, office, 
support staff, 

- formulat, a b~lindnes 
inservice training local travel, etc. 

prevention plan for MOH - survey of 7000 people 
in southern Malawi 

- do e disease surveys 

- develop eye health educ. 
materials 

B. RESULTS 

Planned - OUTP/13 - Actual Planned - IMP#=T - Actual 

- blindness prev. plan - existing plan strengtht- - to reduce the - no systern for measurtryl 
enod by [Er prevalence of is in place (ii hase

curable and pre- line, inconsistent 
- training for eye - many peronnel fro* ventable disease tnmitorinq of preya

health personnel Malawi, elsewhere, lence of blLniness 
received traininj or disease) 

- PEC materials devel- - ve produced in - impact may he Measurable
oped in local English only later if more stulies 
laruages like IF's are Ione U 

nwasure prevalence 
- PHC workers trained - Nn, PFfC prcxgram not 

in PEC velc w.1 
Cost and C,-^t-Fff-tivres-S- desiqn PI C prcrs - " 

- surgical arjdst-patient outputs have 
- 162,000 outpatients - 180,000 outpatients 

been 
htqh hilte lFT wimintstrative conts ire very 
low (havirij no ,dministrativ* field itaff),- 500 stqht-savir'q - over 2,000 eye Thus cost per patient tteatmd appears low. 

operations operations
 



IEF/MALAWI (Continued)
 

C. MEGIDEN 

Host Governments 
Planning Administration/Stafflirn Relations Information Systems 

- no specific tasks, - two Mon ware the only IE" works very - outputs not reported
 
work schedules, out- tEF staff: very compe- closely with MOH to AID
 
puts were planned tent and experienced Blindness Prey.
 

in East Africa 	 Comm., and with - The Blindness Prev. 
.MOHhospitals Program and IEF do 

- no baseline data or - but no staff available and districts not monitor eye care 
surveys were studied to do admin. tasks, activities carefully; 
to help in planning information, etc. USAID does no records from OMAs are 

monitoring of IEF incomplete and inaccu
- plans based on 1g81 - IEF improving admin. (or other cen- rats
 

eye health assessment of CMAa trally funded
 
and IET experience in PY4s) - IEF improving the
 
Kenya MA's info. system
 

IEF has not as part of better 
- no long term plans for - minimal hose office assisted private supervision 

institutionalization support (except during hospitals 
survey) from lEr - eye surgery may 

- collaboration provide some base
- four different state- with Lions Clubs, line Info., but more 

ments of goals, plans, Hopkins, HKI is needed 
strategies used in 
planning 

D. INSTIWFIC AL DEVELOPMENT 

Training Participation Sustainability Replicability
 

- IET Mrn train - little comunity level - Surgical output in - Training of non
hospital and activity has begun, central hospitals physicians to do 
clinic staff but increasing numbers largely dependent on surgery, interna
in 2 regions of rural poor are IEF, 2 Malawian ." tional eye care 

receiving services In unable to do surgery course, and trainirn/ 
- major intl. central and district supervision/referral 

training pro- hospitals - only 2 ,malawians system for district 
gram held for (non MD@)ablo to do hospitals - all can 
20 eys health some suroery in and hould be repli
workers from central hospttls cated throughout
 
6 African Malawi, possibly
 
countries - OA system could other African
 

continue without lEF countries 
- survey used to but needs lEF super

train 74A in vision to ensure - " must develcp PHC 
villages quality system before PFX can 

be tested in a few 
- 1TJ trained in villages, then 

PEC pilot tests replicated 



IEF/MALAWI (Continued)
 

E. SPEIAL ISSUES
 

Constraints 
 Benefit Distribution 
 Innovation/Technology Transfer
 

- MON ham not assigned - I nod beneficiaries: - international trainingcounterparts to take 
 162,000 outpatients 
 course
 
over IEF role 
 and 500 sight-restoring
 

surgeries

- lack of N4alawian ; e - IEF is continuing sur

qical wnrk in lospitals
to take over eye 
 actual beneficiaries: 
 bequn by expatriates a
surgery 
 T801O00 outpatients decre ago (now new)

and over 2000 eye
- MrH budget very surgery patients 
 .ye surgery (now beingrestricted; OmAs 


analyvel) may be one of
cannot be increased 
 some rural poor have 
 the best recent studies 
been among beneficiaries in Africa
- 1EV deeply involved in the two central
in hospital care, 
 hospitals and the 
 PEC is a badly needed
not able to develop southern and central 
 innovation but is 
not
PE regions 
 yet begun 

- P1C proqrm not IBA help preqnant women
functioning yet 
 and infants with eye
 

care after IEF training
 

F. CONCUJS I0S
 

Strengths 
 Weaknessess 
 ecomndatlions Lessons Learned 

- Highly skilled, pro- - MH dependence on I1F: - Develop clearer ob- - AID should ask man
ductive e specialists few Malawians are being jectives, long-term
with African experience trained to do eye Sur-
for country specific 

committed to long term, 
plans for manpower plans with objectives,Wry, and no Malawian training, PEc, moHhard work scheduled outputs,
MWAare able to take cammiulints, etc. plans for institu

over for 11E staff 

- If works clrnely with tional development,

- Requiro Malawian etc. (IFY isM"h, activities well not- Iff deeply involved in counterparts to take building the Oinstiintegrated into MOH 
 central hoepitals, un-
 over 1EV rolesprngra, tutional capaCityO
able to devote enough which in the purpose
time to developing dis- Develoo test of PnI- Costs of its mitching grant:Are low, well trict and village level systems to be inte-controlled, little PIE instead, it has prodeonstration grated into the pE
hame office longd falawi's depenexpere project proqram being develotd dency on expatriates). 
large survey done, can - RPi proqram of GOM Is AID or USAID shouldImprove data collection then monitor progress.
have important effect 
 very marll, too early and analysis
 

to develop PEC demon-
Training for Africans 
 tration project 
 Consider noo-mwicalfrom 6 countries 
1EF staff, and mvv'e
 

lacks clear long-
-17 hnme office involve
tern plans for insti- mant to improve plan
tutionalization of 
 ning, information,

national blindness 
 training 
progrm, including PE_ 


