RN VR P

-y,
) S0 /4'/067

EXTERNAL EVALUATION
OF THE

TIHAMA PRIMARY HEALTH CARE PROJECT (279-0065)

MARCH 8, 1987

V7



Table of contents

External Evaluation Team Memoers

List of Acronyms

Map of TPHCP Sites

EXECUTIVE SUMMARY

1. PROJECT HISTORY AND CURRENT STATUS
2. UVERALL PERFORMANCE

3. ECONOMIC ANALYSIS

3.1 Budgetary Expenditures: YARG and MOH

3.2 TPHCP in Context

3.3 MOH Expenditures on TPHCY; Financial
Implications of a4 U.S. Withdrawal

4. MANAGEMENI SYSTEMS

1 Child Healtn Services

¢ Supervision

3 Training

4 Logistics and Transportation
5 Work Plans/Action Planning

6 Information System

5. SERVICE DELIVERY OF THE PRIMARY HEALTH
CARE UNITS

1 Organization ana Coverage

& PHCU Facilitics ang Equipnent

3  PHCws

4 PHCU services, Operation and Supervision
o Limmunization

6 Indications of Improvement

7 Weaknesses in pHcuy operations

6. CUMPARISON OF TPHCP 1V IdE TALZ pig SYSTEM

Footnotes
Appendix A: Evaluation S5cope or Work
Appendix B: Evaluation “etnodology
Appendix C: Persons Contactey
Appendix D: Referenzes

iii

iv

10

10
12

L7

17
20
22
24
25
26

21

27
28
28
29
3U
3V
31

34
35



EXTERNAL EVALUATION TEAM MEMBERS

Chris Hermann, AID/W/PPC/CDIE, Evaluation Speciali.t, Team
Leader

Richmond Allen, Economist
Bruce Kratka, Institutional Development Specialist
Elmira Gilbert, Program Assistant, USAID/Yemen

Mansour Shamiri, Program Assistant/Evaluation Officer,
USAID/Yemen

Abpas Zabarah, M.D., Director, Primary Health Care, MUHM
Ahmed al Kholami, Planning Directorate, MOd
Aodul al Hadee HMosen, Office of Tecnnical Cooperation, CPU

Monammed Zonra, Evaluation Office, CPQ

iii



PHCW
PHS/BHS

TB
TBA
THC
TPHCP
T/8
USAID

UNICEF
UcSo
YARG
YR

LIST OF ACRONYMS

Agency for International Development
Ceatral Planning Organization

Calendar Year

Diphtheria Pertussis Tetantus
Expanded Frogram of Immunization
Pemale Primary Helth Care Worker
Fiscal Year

Gross Domestic Product

Growth Monitoring

Health Center

Health Manpower Institute

Integrated Health Center

Local Birtn Attendant

Local Council for Cooperative Development
Maternal .hild Health

Ministry of Healtnh

Masters of Public Healtn

Managcinent Sciences for Health
National Institute for Public Administration
Oral Rehydration Therapy

Project Assistance Completion Date
Primary Health Care

Primary Health Care Unit

Primary Health Care Worker

Primary Health Service/Basic Health Service
of the Ministry of ilealth

Tuberculesis

Traditional Birth Attendant

Training Health Center

Tihama Primary Health Care Project
Trainer/Supervisor

United States Aguncy for International
Development

United Nations Children's Fund

United States

Yemen Arab Republic Government

Yemeni Rial

iv



vﬂlt'. .

(o LTI T 1

Tihama Primary Health Care Proﬁoct Sites

February, 1987
"-A4na Training Health Center in Hodeidah,

in b -e vi ‘ted during this evaluation.

v



-l-
EXECUTIVE SUMMARY

PROJECT EVALUATED: TIHAMA PRIMARY HEALTH CARE PPROJECT
2719-0 ) ’

The principal objective of the Tinama Primary Health Care
Project (TPHCP) is to support the development of primary
health care services in the Tinama. The Project wvas
authorized in 1980 and amended in 1982, extending the
Project toc June 30, 1987, the Project Assistance
Completion Date (PACD) with total AID funding of $11.5
million. The purpose of this evaluation is to determine
whether the PACD of TPHCP should be extended and, if so,
in what form,

OVERALL PERFORMANCE

Findings

As of February, 1987, TPHCP has inade significant progress
toward Project opjectives, whicn is particularly
noteworthy, given earlier (19Y8¢-85) implementation
proolems.

The Project is roughly one year pehind schedule,
Fifty-five Primary Health Care Units (PHCUs) are in
operation and one more is expected co re-open in the
coming months. Training objectives for Primary Healtn
Care Workers (PHCWs) will have been met by June, 1987,
making a total of seventy-two units possible. However,
sixteen PCHWs will have just completed training by tne
PACD and will not have estaplisned their units by that
time., Moreover, tne first year of operation reguires
considerable supervision and support, also precluded by

tnhe PACD,

The majority of existing PHCUs function at acceptable
levels. Their services are useful, effective and valued
py rural comnunities. However, the pertformance of a
significant percentage - perhaps as many as one-third - is
sup-standard and neeas improvement,

Progress has peen made in developing management syastems in
gupport of the PHCUs, but this work is not yet complete,

An adequate test of whether TPHCP repregsents a model for
replication or adaptation in other parts of the country is
evidence that the MOH can support the costs of the PHC
system established through the Project. cCurrent YARG
pudget contraints make it very unlikely that the MOH could
assume all costs of TPHCP immediately. Tnhe national
policy of tree medical services prevents imposition of
user fees, wiicn in turn limits the YARG/MOH's ability to

expand and sustain PHC nationwide.



Conclusions

Termination of TPHCP in June, 1987, would produce an
unsatisfactory End of Project Status. Services would
probably degenecrate gquickly. Additionai time is needed to
strengthen PHCU operations and management systems, and to
support new units to bpe opened by PHCWs curzcgently in
training. Further expansion beyond a maximum of
seventy-two units is unwarranted; tnere is not sufficient
justification for replicating the TPHCP approach elsevhere.

Recommendations

Extend TPHCP for two years at reduced funding levels to
achieve project objectives and ease the transition to full
MOH operation and funding. Reduce technical assistance to
three advisors during the first year, and one, if
possible, in the second year. Complete oOf terminate
TPHCP's Sana‘a based activities by June 30, 1987. Phase
out U.S. support of salary supplements during tne
extension. Direct Project activities to strengthening the
PHCU system, and limit tne nuncer of units to a maximum of
seventy-two. Policy dialogue at the highest levels of
government is needed to encourage policy reform concerning
user fees for medical services, Evaluate TPHCP in
December, 1984.

ECONOMIC ANALYSIS

rindings

since the 1981 collapse of oil prices, Yemen's
macro-economic situatioa has worsened, Corcespondingly,
real e:penditures by the Yemen Arab Republic Government
(YARG) and the Ministry of Health (MOH) have declined
sharply - estimated at twenty-eight percent during
1982-85. Althougn Primary Yealthn care/Basic Health
Services (PHC/BHS) may have increased its share of the MOH
pudget during this period, it is likely that PHC/BHS
spending also declined. Wwithout user fees to augment YARG
revenues, no expenditure upturn is foreseen betore 1989
when oil production bagins.

Despite decreased MOH expenditures, TPHCP has continued to
expand. The present concentration of PHCUs in the Project
area is far greater tnan in othet Governotates. In othet
regions, the rural population served pel PHCU is 3.6 times
greater than that of tne TPHCP catchment area. Given
TPHCP's payment of salacy incentives to most Healtn Center
personnel, the Project's share of total PHC expenditures
is greater still than is {ndicated by the number of health
units alone, By the end of 1987, even assuming the MOH
gealizes its very ambitious goals for additional PHCUs
this year, TPHCP, whicn serves nine percent of Yemen's
gucal population, would account for 21-22% of all PHC
expend, ires,
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Assuming AID‘s assistance ends as scheduled, MOH spending
for the Project would have to increase by 78 to 105% (in
1986 Yemeni Rials), depending on whether UNICEF or another

donor continues to fund mosc drug pu~-chases.

conclusions

The greater concentration of PHCUs in TPHCP's catchment
area means that a higher proportion of rural people
receives health care than elsewhere; there are greater
penefits as well as greater costs. However, from the
point of view of the MOH facing severe pudgetary
constraints, the Ministry would probaply be inclined, at
pest, to maintain the Project as is, wnile catching up to
TPHCP's level of covarage in the rest of the country. It
is doubtful tnat the MOH can assume full Project costs if
U.S. assistance ends as scneduled, The MOH'Ss apbility to
assume full funding might increase after 1989, but
expansion beyond seventy-two units is certainiy not

warranted.

Recommendations

continue TPHCP funding at reduced levels for two years.
Phase out U.S. contribution to salary supplements by
January, 1Y89. Provide partial funding for drug purchases
as a stop-gap measure with the condition that the MOH
improve its logisticai management of tne purchase.
Undertake policy dialogue at the highest levels concerning
development of a system of user fees tor nealth services,

MANAGEMENT SYSTEMS

Findings

wnile progress hac been made, management systens are not
operating at acceptable levels to provide adeguate support
to PHCUs. In 1985, a two-year Project workplan was
developed. MHore detailed workplans wvere developed for
each management component. Manuals are being produced ..or
the management and operations of TPHCP.

TPHCP's management information system functions
erratically. Operational data are either not recorded or
are reported ircegularly by many PHCWS. A more effective
reporting system will soon ne implemented oy TPHCP;
computerization of the system will produce pectiodic
summary statistics of PHCU operations.

TPHCP's transportation system is providing adequate
scneduling of venicles neaeded for staff travel and
operates an effective maintenance and repair program. The
logistics system is functioning well, with the exception
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of drug supply tc PHCUs. Project staff report that 30-35%
of the drugs and materials listed for PHCU use are
unavailable from the MOH and delivery is many times
delayed. Accurate records of drugs and vaccines are not
maintained by all PHCWs.

An extensive program of supervisory visits to PHCUs has
been developed. Actual supervision falls short of this
plan; visits are made less frequently than scheduled and
the skills of the supervisors need to be improved,
Supervision of the trainer/supervisors (T/S) is also weak.

Management of health services also needs improvement.
Preventive nealth care and, in particular, health care for
women and children, e.g., immunization, growth monitoring,
oral renydration tnerapy (ORT), and family care/Maternal
Child Healtn (MCH), are weak.

Long-term training is nearing completion; two individuals
will have received MPH degrees, Thirty-eight man-months
of short courses and study tours abroad have been
completer five management courses have been conducted
for middle and senior level MOH managers. Pre-service
training will pe completed by June, 1987.

There i8 no counterpart for the management of h=alth
services and the Project currently employs seven persons
who are not MOH staff. The slowness of the MOH to process
employees, either nev hires or assignment of MOH staff,
has been problematic for the Project,

Conclusions

TPHCP management systems need further developnent.

Project staff at all levels necd to improve further their
skills, knowledgye and professional pertormance.
Strengthening Project operations could be accomplished
with fewer technical advisors during the extension

period. Future training should emphasize in-service and
on-the-job training in Yemen. Any snort-term training
outside of Yemen should be conducted in an Arabic speaking
country. Considerably more attention needs to be directed
to improving preventive health care services, and
especially services directed to women and children. The
MOH needs to deal more expeditiously with staffing and
personnel issues. The Project should provide partial
funding for the purchase of drugs needed by the PHCUS

during the extension.

Recommendations

Reduce technical assistance to three advisors in the firat
year of the extension and then to one or two in the second

year, depending on progress made in the preceding year.



-5

Develop a workplan for the extension period., Review
training needs for all Project statff (including Healtn
Center staff, T/Ss and PHCWs) and conduct short-term,
in-service and on-the-job training as required.
strengthen the supervision system, i.e., improve T/8
skills, increase tne number of visits, supervise the
supervisors, and broaden 0/8 work assignments to include
promotion of community action, women's programs, and child
nealth care. Fill all vacant MOH staff positions,
including those currently neld by Project employees.
Estaplish a procedure to reimburse the Moy for 508 of
costs for needed druds in the first year and 258 in tne
second year. Make reimbursement conditional on the MOH's
proper handling and expeditious delivery of the drugs to

the Procject.

SERVICE DELIVERY OF THE PRIMARY HEALTH_CARE UNITS

Findings

The majority of PHCUs are functioning adequately, i.e.,
they are providing useful and effective curative and
preventive services (more of the former than the latter),
which are valued by the communities where they are
located. Management of facilities, equipment, supplies
and patient records in these PHCUs is acceptapnle. There
is a growing acceptance of PHC gservices in the
communities, but considerably more education and
information must be provided to overcome prevailing
attitudes apout nealtn care.

Furtner indications of progress in developing tne TPHCP
gystem include: low turnover rate of PCHWs, marginal
improvement in monthly activity reporting (thcugh still
problematic overall), increasing awareness of community
health problems in rural areas, an increasing number of
presentations on public and personal healtnh issues at
schools and mosques, more regular requests for drugs by
PHCWs, recruitment of eight women to the program,
increased interest in PHCW training, and dissemination of
ORT information to an increasing numpber of women.

A significant percentage of PHCUs - perhaps as many as
one-third - are performing at sub-standard levels.
Problems include irregular hours, poor motivation,
inadequate knowledge of necessary skills, neglect of
preventive health care gervices, and genegally poor
management of the PHCU., These problems ate compounded DYy

weaknesses in tne supervision system.

In addition tu tnese prooleins, other weaknesses include:
‘ack of female PHCWs and LBAs to provide services to more
women & 4 children, a poor refercal system, continued
diffic. cies with the cnild growtn monitoring program,
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slow progress with tne imnunization program, a liwmited
range of PHC preventiv: services (e.g., no nutrition
education), low salaries for PHCWs, little or no financial
asgistance for PHCWs from tne Local Councils for
Cooperative Development (LCCDs) (indicating low support),
unavailapility of druygs. and poor cooperation among PHCWs
and other sources of medical services,

Conclusions

A period of consolidation and strengtnening of TPHCP,
tather than further expansion, is needed to improve the
overall performance of the PHCU system, This shift in
emphasis snould be designed to assure sustainability of
TPHCP accomplishments,

Recommendations

Limit tne numnoer of PHCUS to a maximum of seventy-two
units during the extension period. Identify PHCWS whose
perforimance is suv-standard; increase supervision, support
and training for thnese PHCWS; replace only those who fail
to improve. Concentrate on in-gservice and on-the-joo
training. Improve coordination of PHCW activities with
other sources of medical services. Strengthen the
supervision systenmn witn more training and increase /S
involvement witn promotion of preventive services,
comnunty action and women's programs.
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1. PROJECT HISTORY AND CURRENT STATUS

The major objective of tne TPHCP is to support the
development of primarcy health care gervices in the ‘Tinhama
region of Yemen. Technical assistance, commodities and
training are provided through TPHCP. The Project will
train seventy PHCHWS, tnirty-vive Local Birth Attendants
(LBA) and six mid-wives. Though not explicitly stated as
a Project output, the purpose of training seventy PCHWs is
to establish an equivalent number of Primary Health cCare
Units (PHCUs). To the extent that women can be recruited
for training,. the PHCUs will include an LBA or a female
PHCW. Through the pProject, the pHCUs are provided pasic
equipment and other materials; drugs are supplied throughn
tne MOH by UNICEF. The PHCWs are to provide both
preventive and curative services.

The Project was authorized in 1980 and initially
implemented DY cathlic Relief services. Unresolved
implementation proolems during the first two years of
TPHCP led to a Project Amendment and change of
contractors. The 1982 Amendment extended the pProject
Assistance Completion Date (PACD) to June 30, 1987, with
total AID funding of $11.5 million. Management Ssciences
for Health was gelected as the contractor for TPHCP and
began implementation activities in late 1983.

Implementation pronlems continued and DY early 1985, it
was apparent tnat consensus on TPHCP opjectives and
cooperation among the contractor, AID and the MOH were
lacking. An external evaluation in mid-1985 found that
progress toward Project objectives nad been made, pbut that
outstanding management issues needed resolution. A
workshop held for this purpose proved guccessful. The
aevaluation also re-tfocused TPHCP activities on Project
objectives which could be achieved by June, 1987.
Consideraply more emphasis was placed on the management
gystams necessary to support the operations of the PHCUS.
The evaluation made no recominendation for an extension of

the PACD.

As of February, 1987, TPHMCP has nade notable progress
toward achieving its overall objectives. MOH, MSH and AlLD
managaement staff have made a concerted and effoctive
effort to overcone earlier problems. ‘'he major output of
TPHCP {8 tne estaplisnmnent of fitty-five PHCUs, and one is
expected to re-open in the coming months. sixteen more
PHCWs will complete tneir training by Junae, 1987.
Therefore, THPCP could estaplish a maximum of saventy-tvwo
units based on training completed by the PACD.

Thougn training objectives will have been met, an
equivalent numpet of PHCUs (i.e., geventy-two) will not



have been established. Moreover, the first year of PHCU
operation requires considerabple supervision and suppotrt,
also precluded by the June, 1987, PACD. Progress has been
made towvard developing necessary managemaent systems for
TPHCP and training Yemeni counterpacts; however, this
process is not yet complete.

The primary pucpose of this evaluation, therefore, is to
determine whether an extension of TPHCP is justified, and,
if so, in what form and at what level of support.

2. OVERALL PERFORMANCE

Findings

As of February 1987, tne Project is roughly one year
behind schedule. A total of seventy-twe PHCWs will have
been trained by June 1987, put an equivalent number of
JHCUs will not be in operation by the PACD. At present,
an effort is being made to hurry the implementation
process as much as possible to approximate Project
objectives. The fact tnat tne project is somewhat behind
schedule is not a criticism of presgent management; rather,
it is remarkable that tne Project has been able to
accomplisn what it has given the seriousnaess of earlier

management problems.

The majority of tne existing PHCUsS appear to operat€ ai ai
acceptable level. But a significant percentage, pechaps
as many as one-third, are functioning at substandard
levels; hence, here is considerable room for improvement
in many of tne existing PHCUs. Management systems in
support of these units are also weak.

There is no evidence wnicn suggests that TPHCP constitutes
a viable model to be replicated elsewhere in Yemen. An
adequate test of this proposition is whether the MOH is
willing to assume the pbudgetacy ¢amands of TPHCP as AID
assistance is reduced. This wou'd represent a major
increase in MOH expenditures for PHC in tne Tihama,
approximately a 78% increase over 1986 expenditures.

National policy pravents tne establishment ot even minimal
user fees. Given current YARG oudget constraints,
revenues for PHC are lacking, thus, limiting the
possibility for establishing a sustainable PHC system
nationwide.

conclusions

Termination of the Project as planned in June, 1987, would
cesult in an undesirable End of Project Status. It is
very likely that services and operations would quickly
degenerate., Additional time and support are needed to
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assist the new PHCWs in estaolisning PHCus, to strengthen
the operations of all existing units, and to consolidate
and strengthen necessary management systems, Given the
MOH's limited budget, furtner expansion of the system
beyond seventy-two units in the next two years is
unWwarranted. Nor is there any justification for
replicating, even witn adaptation to differing local
conditions and health needs, the TPHCP approach.
Moreovez, the lack of user fees seriously undermines
efforts to expand PHC nationwide.

Recommendations

continue TPHCP funding for two years at reduced levels to
achieve Project objectives and ease the transition to full
MOH operation and funding. specifically, three advisors
pased in Hodeidan should be provided for one year to
continue training of Yemeni counterparts in the operation
of TPHCP manacement systems. One advisor is needed to
re-orient TPHCP training from pre-service to in-service
training and to use trainec/supervisors to injtiate or
strengthen programs in community health action, women's
programs, nutrition, ORT, expanded immunization and family
care/MCH. Assistance for improving the supervision system
will also be necessary. A second advisor should assist
witn information and evaluation systems, and with health
services. A third advisor is needed for logistics and
transportation systems,

puring the second year of the extension, reduce the number
of advisors to no more than twc and preferaoly one,
depending on progress made during the first year in
transferring management skills to Yemeni staff.

After June, 1987, terminate Sana‘a-based Project
activities in the MOH and eliminate future project funding
for the MSH office in Sana'a as part of the reduction of
TPHCP,

Focus Project activities on strengthening the operations
of the seventy-two PCHUs and do not establisn through the
Project additional PHCUs pbeyond that level during the

extension period.

continue Project funding for salary supplements at
twenty-five percent througn December, 1987, then reduce to
158 through Decemoer, 1Y88, and eliminate all salacy
supplements thereafter.

Initiate discussions at tne most senior levels ot the YARG
concerning the necessity of instituting user foes for PuC
services led py tne U.S. Ampbassador and the USALID Mission
Director. Encourage the intecnational donor community in
Yemen to promote and support this reform,
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conduct an evaluation of the Project eighteen months after
the extension to determine whetner the MOH is providing
adequate funding for the seventy unit system. Changes
which might have occurred in national health policy (or
progress toward such changes) and the results of the
evaluation snould clarify wnetner future AID assistance in
the sector is warranted.

3., ECONOMIC ANALYSIS

Tne TPHCP was launched in 1980, close to the end of tne
1975-82 pboom period. The period began with the upsurge in
oil prices in 1974, wnich led in turn to soaring
remittances from the (roughly) one quarter of the Yemeni
lapor force who found work in Saudi Arabia. In response
to the remittance intlow, imports and YARG spending
surged, and real GDP rose at a rate of 7 percent per
annum, Government spending on services increased from 11
percent of GDP in 1975 to 26 percent of GDP in 1983.
Spending on health services kept pace: from U.43 pecrcent
of GDP in 1975, to 1,00 percent in 1983, Even at the 1983
level, however, total spending on health - investment and
current expenditures combined - amounted to only 2.4
percent of GDP, a low ratio even by developing country

standards.

since 1983, in pbelated response to tne oil price collapse
in 1981, imports and YARG spending have been drastically
reduced; tne Yemeni Rial (YR), which had been pegged at YR
4.5:$1.00 since 1971, has declinea to 11.86; GbP per
capita has marginally declined, and price inflation has
risen rapidly. <The outlook is for further retrenchment
Jntil at least 1988, wnen the ccuntry will begin to ship
its first oil from the on-going Hunt 0il Company
development., Initial annual revenues are estimated at
$400-450 million (whicn can be seen in the context of a
1986 import oill of apbout $800 million), depending on
world oil prices, Wnile revenues of this magnitude will
permit some upturn in imports and Government spending,
thgre will not be a return to the tree-spending days ot
19 5'82 .

The downturn in the economy and its future course, taking
into account the prospect of oil revenues, have obvious
implications for the aoility and willingness of the YARG
to assume the increased Project expenditures inplied in a
ctermination of U.S. funding., In Section 3.1, we examine
the trend of YARG and MOH spending during 1982-86.

3.1 Budgetary Expenditures: YARG and MOH

Tne MOH does not budget separately for PHC as such, not
can the expenditures on PHC pe determined ex post from the
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available data. Some indication of the resources
available for PHC may pe had from the expenditures by MOH
as a vhole., Table 1 shows the trend of spending by the
YARG and MOH for the period 1982-86. In this compilation,
YARG expenditures comprise budget chapters 1-5 only, i.e.,
omitting the "Unclassified® and "Various® categories vhich
cover mainly the military and service on the country's
internal dent.

TRBLET

YARG and MOH Expenditures, 1982-86
(YR Millions)

YARGA/ MoH MOH _as % YARG
1982 7,089 467.0 6.59
1983 4,984 434.1 8.71
1984 4,711 426.4 9.05
1985 6,798 446.8 6.57
1986 71,6270/ 468,95/ (d)

Notes: (a) Chapters 1-5 only.
(b) Estimate based on data for Jan-Sept.
(c) Budget.
(d) cCalculation not meaningful.

Sources: MOH and Central Bank of Yemen

As can be seen, the MOH increased its share of YARG
expenditures significantly during 1983-84. However, the
MOH share fell back to the 1982 level in 1985, and was
apparently well below the 1982 level in 1986, to judge by
the available indications (estimated YARG expenditures up
128, MOH budget up only S percent on actual 1985
spending). Wnen allowance is made for inflation, both
fARG aTd MOH spending have declined drastically, as shown
n Table 2.

— TABLE 2

Real Expenditures, 1982-863/
(1982 = 100)

YARG MOH
1982 100.0 100.0
1983 60.9 87.4
1984 59.8 0.7
1985 71.9 71.7
1986 59,30/ 55,45/

Notes: (a) Nominal expenditures deflated by the GDP
implicit price deflator. Annual inflation
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rates are: 1983, 6.3 percent; 1984, 6.4
percent; 1985, 18.0 percent; 1986, 36.0

percent.
(b) Estimate based on spending for Jan-Sept.

(c) Budget.
Sources: MOH, Central Bank and CPO.

Findings

MOH as well as YARG expenditures declined by about 28
percent in real terms during 1982-85; and based on its
1986 approved budget, the decline in MOH spending may have
reached 45 percent during 1982-86.

The decline in MOH spending may reflect, in part, a
concomitant decline in donor support for the health
sector, as detailed in a recent World Bank paper,
‘Resource Mopbilization in tne Healtn Sector of tne Yemen
Atab Republic,®) though tne extent to which donot
support is reflected in the MOH data is not made clear.
If the purely foreign curcency portion of donor support
(i.e., the salaries of foreign experts) is not included,
then overall expenditures in the health sector have
declined by more than the above figures suggest.

conclusions

Given the apparently strong MOH commitment to the concept
of PHC/BHS, it is quite possible that the latter has
managed to increase its snhare of available MOH resources;
(certainly this is true of the TPHCP). However, it seems
more than likely that real expenditures on overal! PHC/BHS
have shared in the general decline, if perhaps to a lesser
extent than overall MUH spending.

In the absence of a system of user fees, no upturn in

YARG spending or spending on PHC can be expected before
1989 at the earliest, Expenditure trends thereafter will

depend on tne degree of success achieved in tnhe
exploitation of tne YAR'S oil resources and, of course, on
world oil prices.

Recommendations

USAID and the U.S. Empassy should undertake a policy
dialogue at the nighest levels of the YARG aimed at

development of a system oL user fees in the health care
area.

3.2 TPHCP in Context

As noted apove, expenditure data for PHC in Yemen are not
available. An indication of the Project's share of total
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spending on PHC can, however, bLe had from the availaole
data on numoers of PHCUs. The Project has 53 PHCUs, with
another 19 expected to pegin service in 1987. Comparaple
MOH data are hard to come by; tne Ministry's figures for
PHCUS currently in service may include (especially in tne
Sana'a Governorate) Rural Healtn Care Units, which are
partly supported by the Local councils for Cooperative
Development; and tneir plans for units to be placed in
service py the end of 1987 are ampitious, to say the
least. Table 3 snows the MOH figures provided us, with no
attempt on our part to adjust for pussiple

over-statement. The same table snows the numoers of rural
population for eacn PdCU (or Rural Health Care Unit, as
the case may be). For these purposes, the Hodeidah
Governorate has been divided to show separately: (a) the
area, comprising approximately tnree fourths of the rural
population of Hodeidah, served by the TPHCP; and (b) the
remaining one quarter of the population residing in the
zapid, Hays and Bait Al-Faqin areas, whicn is served from
Health Centers not attached to the TPHCP. With those
areas omitted, the TPHCP catchment area accounts for apout
9 percent of tne rural population of North Yewmen.

Findings

Even at the 55 PACU level, the TPHCP nas tne nighest
concentration of nhealtn units of any Governorate in.the
country. In fact, no other Governorate of any size, i.e.,
excluding Al-Jawf witn cae percent of the rucral
population, comes reimotely close, The average PHCU
outside the TPHCP area serves 3.6 times the nunobers of
people served by a TPHCP unit,

At year-end, and even allowing for the Ministry's
seemingly extravagant projections (from 219 units to
381-401 units country-wide), the numbers served by units
outside of the TPHCP would still pe 2 1/2 times tnat of a
PPHCP unit. At that time, if the MOH projections are
realized, the TPHCP would serve Y percent of the rural
population with from 18 to 19 percent of the PHCUs.

In expenditurc terms, the TPHCP share of PHC resources is
almost cetainly greater than is suggested by the Project's
share of PHCUs, if only because of the salary incentives
apparently paid only by tne TPHCPZ. In other respects,

it is not clear whether TPHCP operations are more ot less
expensive than PHC operations elsewhere; (TPHCP apparently
nas more Healtn Centers per PHCU, pbut the relative costs:*
of Health Centers vs. tne mopile teamns reyuired for
gsupervision purposes in tneir apsence are not known).
According to information prepared by project personnel
(see further Section 3.3), TPHCP salary supplements will
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add 17.2 percent to Project costs at the full-scale
operating lavel (5 Training Healtn Centers and 72 PCHUs).
All other tnings being equal, therefore, TPHCP costs at
the 72 PCHU level can be estimated as from 21 to 22
percent of all PHC costs in the YAR ( 712 X 1,172 =

.210 - ,221); and again, this ratio will be higher to the
extent MOH projections for additional units in 1987 are

not realized,

Conclusions

Wwithout question, the greater concentration of health
units in the Project's catchment area means more intensive
coverage of tne rural population than in other areas
(tnough whethner the additional numbers of people reacned
are in proportion to the additional numpber of units is
douptful; one study has shown diminishing returns to
additional PHCUs)3. We are not suggesting nere that the
TPHCP nas done anything other than what was asked of it.
However, from the point of view Oof a Ministry operating
under extremely tight budgetary constraints, the
preponderant share or resources devoted to the TPHCP is
likely to pecome a strong argiment for, at best, holding
the line in Hodeidah, while moving to catch up in the
relatively neglected areas of the country.

Recommendation

See recommendation in Section 3.3.

‘fable 3
Rural Population Per PHCU, 1987
No. of PCHUs Population per PHCU
As of Feb end-1987 As of Feb End=-19817

Sana‘ad/ 55 85-105 27,182 17,568-14,238
Taiz 31 36 47,613 41,000
Hodeidah:

TPHCP area 55 72 13,255 10,125

otherb/ 10 10 24,300 24,300
IbD 5 18 79,278 79,273
Dhamar 5 5 155,800 31,160
Hajjan 1V 25 87,900 35,1460
Sa‘adah 15 45 22,400 7,467
Al-Mahwveet 5 20 62,800 15,700
Al-Beida 5 5 66,800 66,800
Mared ) 20 22,800 5,700
Al-Jawf 5 20 17,400 4,350

YAR 219 3sl-401 37,502 21,596-20,461
YAR, excl. TPHCP
Catchment area 164 309-329 48,548 25,793-24,225

Notea: a. May include Rural Healtn Care Units
b, Estimated
Source: CPVU for population data, MUH for PHCUs,
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3.3 MOH Exgenditures on TPHCP; Financial Imglications of a
.S, wWithdrawa

The available data do not permit a measurement of TPHCP
expansion in financial terms, ot at least not within the
time allowed for this Evaluation. There is no nistorical
record of the MOH share of Project expenditures, and the
USAID share of local currency expenditures can be
ascertained only by combing through ledgers vwhich, for the
most part, are not organized on a programmatic basis.,
Fortunately, Project personnel, with the asgsistance of the
MOH/Hodeidah, nave compiled an estimate of the MOH share
of Project expenditures in 1986, by major program
function, along with estimates ot tne costs that would be
porne by the MOH assuming a termination of U.S. assistance
on June 30, 1987, and further estimates pased on expansion
of the Project beyona tne presently planned 72 PCHUs4

Findings

Taple 4 summarizes the MOH share ot Project costs in 1986,
and the projected costs to the MOH, assuming the present
expansion to five HCs and 72 PCHUs and termination of U.S.
assistance on June 30, 1987. Assuming continued UNICEF
funding of most drugs (those used at the PCHU level) and
vaccines, operating costs would rise by 53.8 percent. If

TABLE 4
Operating Costs For TPHCP
(000 YR)

1986 Full Project Scale

(MOH Snare)  (in 1986 prices)a/ ¢ Inc.
Salaries 3,616 3,071
Incentives 344 1,189
Drugs, med. supplies
for HCs, THCs 383 383
Oper. funds, supplies 76 249
Vehicles, op/maint. 130 6i1l
Training - 135
Other main office exp. - 356
subtotal(l) 4,549 6,997 53.8
Depreciation - 1,105

subtotall2) 4,549 8,102 78.1
Drugs, med. supplies
for PHCUsR/ - 1,197
vaccines®. - 55
Total 4,549 9,354 105.6

Totais, excluding
salary incentives:
1. Assuming continued
outside drug funding 4,205 6,913 64 .4
2. Assuming MOH
funding ~f drugs 4,205 8,165 94.2
Notes' Assumes expansion to 72 PCHUs and 5 HCs by 6/30/87.

currently funded by UNICEP,



depreciation costs are taken into account, the increase
would pecome 78.1 percent; and if the MOH were to assume
the full cost of drugs, the increase would become 105.6
percent. The latter point needs emphasizing since: (a)
there is no. assurance of UNICEF funding beyond the
mid-1989 expiration date of the current agreement; and (b)
the Hodeidan Governorate is said to have already drawn its
full quota of drugs under the present agreement. In fact,
we were told of drug ghortages at all of the PHCUs that we
visited. Taple 4 also shows full-scale Project costs
assuming the salary incentives were to be discontinued.
The increase on that pasis would be 64.4 percent, assuning
continued UNICEF (or some other donor) funding of drugs;
94.2 percent if MOH were to assume the full funding of
druys. It should be added that Project personnel feel the
Project would collapse if the salary incentives were to be

withdrawn.

As part of the same exercise, Project personnel projected
TPHCP costs on the pasis of a turther expansion to 80
PHCUs in 1988, and 8% pPHCUs in 1989. On this basis, total
costs in 1986 prices are shown as rising by an additional
13.6 percent in 1984, and 14,1 percent in 1989.

Conclusions

considering tne axtraordinary increase in costs to tne MOH
at a time of extreme budget stringency, the recent
expangsion from 55 to 72 PHCUs appears to hnave peen unwise
from the standpoint of Project sustainapbility. However,
since the training to support tne additional units and tne
integration of the additional TTHCs ate waell underway, the
Evaluation Team feels that it has no choice but tce

acquiesce in a fait accompli.

By tpe same token, and considering also the relatively
neavy concentration of PHC activity in the Hodeidanh acea,
it appears douptful that tne MOH wou!d assume the full
costs of TPHCP operations on June 30, 1987. (Indeed, we
were told tnat tne lMOH even now is in arrears on its share
of salary incentives). Whether salary ircentives, vehicle
costs, or something else would be the first to be cut is
impossipble to say, but as thinly stretched as matters are
now, any cuts would lead to a deterioration in Project

gervices.

Given tne conclusions stated aobove, the Evaluation Team
considers any axpansion beyond 72 PHCUB tO pe out of the

question.

Although the MOH share of Project costs will inccease even
without a termination of U.S. assistance on the PACD, the
increase would be more gradual; (the gvaluation Team
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would not reduce the U.S. shatre of salary incentives until
1988). The continued U.S. presence and tne more gradual
ecansition should improve the chances of continued MOH
funding (of its share) beyond mid-1987.

The prospect of an impreving economic situation atter 19886
provides a better cnance that tne HMOH will be able to
support full project funding by 1989.

Recommendations

Continue U,.S. assistance to tne Project for an additional
two years. Continue to fund 25 percent of salary
supplements through CY 1987, 15 percent through 1988, and
zero thereafter.

provide funding of a portion of the required drug
supp)ies, on a one-tinme basis, sufficient to maintain full

operations through mid-1989.

4., MANAGEMENT SYSTEMS

The following major TPHCP management systems have been
examined at the Project Office, Healtn Center and PHCU

levels of the Project.

4.1 Cnild Healtnh Services

child nealth services encompass PHCU attendance,
immunization, growtn monitoring (GM), oral rehydration
tnerapy (ORT) and child spacing (Pamily care/McH).

Reviews of these components show that although a high
quality system has been created, there are still
weaknesses in its implementation. Lack of progress toward
Project goals is attriputable to inadeguacies in
supervision, logistics and information systems, along withn
a lack of MOH coordination and difterential community
acceptance and emplcyment of preventive healtn measures.

Findings

An excellent PHCW reference manual has been prepared and
continuously revised which can be of great value to PHCWs
in reinforcing tneir skills and knowledge. PHCU
attendance continues to be dominated by males, a situation
which the Project has sought to correct. According to
pProject reports and interviews with Project personnel and
PHCWs, PHCU attendance by cnildren and women of child
pearing age is still guite low. Average monthly
attendance at PHCus for preastfed cr'ldren and pregnant
women decreased considerably from 1984 to 1985, although
tneir numbers were already gsmall fractions of the total
attendance., There was a slight increase in females over
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the age of 5, while attendance by males over 5 rose 158,
Experience has shown that children generally need medical
attention for diarrhea and bronchitis, and child
malnutrition is common, Project documents report
inadequate progress in immunization thus far. At last
year's 9% rate of increase, six additional years would be
necessary to reach the target of 80% coverage. Coverage
varied tremendously by PHCU as a result of PHCW amd T/8
performance, logistical and supply problems witn EPI and
differential community support. Public health education
througn village and home meetings in support of
immunization, growth monitoring, ORT and environmental
health has been minimal. It is tnhe responsipbility of high
level MOH, EPI and Project staftf, along with T/Ss, to
solve logistical propblems involving immunization.

Growth monitoring has been avbandoned as a result of poor
community assistance during immunization clinics and among
parents; tnere is eitner fear, disinterest or a lack of
faith in its usefulness. While there is some acceptance
of GM when it occurs during home visits, GM is not
regularly discussed in community meetings and PHCWs are
unaccustomed to plotting tne GM charts. ORT continues to
pa passively administered; PHCWs and T/Ss claim that
mothers have no faith in its benefits. In genecal, PHCWs
do not attach great seriousness to diarrihea as a threat to
community healtn, though some PHCWs pay lip service to its
inportance. The effectiveness of child health services
has also been atffected by weak supervision of PHCWsS;
supervision at all levels has not been up to standards.

It is clear that although tne PHCWs are adeguately
trained, they lack the supervision, direction, monitoring
and on-the-job training necessary for them to pursue
preventive healtn activities adeguately. While the
supervision system is complete and comprenensive, it is
not closely opbserved by tnose in supervisory positions.

In community relations and public education, supervision
is generally lax, providing little direction and support
for the PHCW. Thus, contact between tha PHCW and the
community has fallen short of what is needed to promote
understanding, acceptance and cooperation among villagers
regarding preventive healtn activities. Above the
theoretical classroom level of PHCW training, no Project
attention has ever been paid to child spacing due to its
delicate nature and the lack of an articulated YARG policy
in this regard. In most cases, the Project statf has
already identified tne apbove constraintsa to child health

services implementation.

Conclusions

PHCUs have reached a point at wnich they pertorm valid
curative services and are considered legitimate and
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worthwhile by their communities on that basis. While
actual PHCU attendance is appropriate, the patient load is
principally male. Emphasis on curative services continues
to impede development of adequate preventive health care.
This has obvious negative effects on community members at
nighest risk. It has been assuimmed that the number of
children clients would be larger if a female PHCWs were
employed, but tnis cannot be tested as LBAs do not work in

this -~apacity.

Immunization, GM and ORI require much strengthening and
consolidation if they are to create a positive impact on
child healtn. A focused program for cach of these child
health components is needed. A recently developed GM
program will be implemented soon and its status should ope
closely monitored.

Notwithstanding logistical and supervision ditficulties,
the findings suggest that a lack of community
understanding, acceptance and support ot preventive heaith
is the overriding constraint to implementation of child
nealth services. Prevailing healtn attitudes run contrary
to those of the PHCW as health promotor. Given the
difficulty of recruiting a cadre of female health workers
and the generally poor performance of child health
services thus far, it is evident tnat tne PHCW's
preventive healtn care activities must be made more
effective as soon as possipble, Tne PHCW's potential
contribution to improving healtn status through child
gservices and public health can occur only if the community
is educated in this regard. Community action and public
health education can raise the consciousness of commnunity
lcaders and community members at large so that a village
doctrine of healtn develops. With a full campaign for
community health education, better integration of the
preventive nealtn component of the PHCU into the community
is possible. Once reasonaply versed in preventive health
i{ssues, the comnunity is more likely to support PHCW
assistance and measures designed to improve child healtn
care,

Recommendations

Strengthen on-the-job and in-service training for PHCWs,
T/Ss and Project counterparts in preventive health care
activities. Particular empnasis snould be given to
providing services to women and cnildren by their active
recruitment; for example, pregnant women can be approached
and refecrred to the area Healtn Centers for pre- and
post-natal care., To support tnis, PHCW schedules should
pe arcanged for 3 hours of PHCU duty, with the remainder
of the work day spent in home and school visits,
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Develop cooperation and coordin®-ion vetween the PHCWS anc
THUAS WO now operate in tae variEﬁg cominunicies, 'I'vAs
should be contacted by Project pers&ypel and encouraged to
reter tneir proolem pregnancy cases tev tue dealtn Center
and to encourage female patients to tawg advantayge ot
Linnunization and GM services otffered at wne PHCU for tneir
cnildren.

Intensify supervision, training and monitori®%g at all
levels; sucn training snould focus on skills needs,
supervision Of sKills, and community udevelopnent
activities. PHCWS reguire assistance trom 1/8s, Project
Stdaft and counterparts if taey are Lo pe successtul votn
at jmounting preveative nealtn programs and providing
reguldr nedltn cdre services. Tne Project birector snould
contrionute to this eftort vy functioning i1s o liaison
vetween the Project dand tne cuomuunity dand vy approacuing
tne LCCD at tne Hodeidan dand naniya levels tor tormal,
tnougn pernaps not financial, support, tne Juit/dodelrdan
snould coordinate more etfectively witn BPI 50 tnat tpe
full potuntlal of LmaunlZdation 1s ool Jasted dde o
logistical proolewns, ne vroject snould encouragye tne Mol
to articuldte a policy 1n favor of (alld spacing, witn
services availaole at tne Healtn Center aad PUCU levels as
dappropriate,

4.2 SUpervision

Findings

fhe Project drdatt supervision mdnual 1o comprenensive and
tnorougn; instructions dre simple and easy Lo tollow,
General Job description or supurvistion are avatlaole, and
standard operating proceduies estavltianed tor cach level
oL dupervistion, The todr ctess ol supervision saould
ddedquately provide ror detection and correction ot
proovlems 1n PHC at cacn levels A Drart dveacners' danual
tor Traj rs/Supervisors 18 LiKkewsise well prepared and
covers . aspects ot preventive nwealtn care activities,
along #1 1 teacning netnods for cdon topice,

Jne supervision manual callys tor speciiice coverdge 9t
dctivities, anonyg tneil, aeeting Jitn comnunity leadery,
ovservdtiun oL tne PUHCW's portoraanes ot Lecanical dutieys,
review and discussion ot datly activity sneets, o study ot
the patient regtater ana druay gupply tecocds, an
vpgervdtional tour of tae communily 10 wnicn Lno
conversations Jitn vililagers ocedr, and Linally, Jan
agsessiient ol tne PHCH'S perlorimang:,

Ertorts vy the avaluation team Lo 0us2rve Supervisors
during three reqgular and one bmtuiiZation vigits wera
dnguccesastul, a3 in atl cwies the /55 nad depatted vetorce
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the team's arrival. This suggests that the T/Ss in
question did not follow tne standard procedures for
supervision laid out in the supervision manual; in most
cases, tnhe PHCws' descriptions of tne T/Ss gupervision
supstantiated a general perception that 't/S supervision is
not carried out according to regulations. Although a
regular supervision visit snhould take 3 to 4 1/2 hours,
PHCWs reported that T/Ss rarely spend more than half an
hour during visits. Further, there are scheduling
difticulties, as tne Project Deputy Director sometimes
arranges two /S visits within an area during one day; one
T/S cannot tnoroughly complete two PHCU supervision visits
during a regular working day.

The actual number of regular T/S visits to PHCUs is
unclear, as the manual states 1l visit/2 months, while
Project staff report that 1 visit occurs each month, It
is equally unclear what duties thne ?/Ss perform during the
remainder of the month. Project documents also point to
tecnnical inadeguacies among a tew T/Ss. According to
Project documents, tnere are repeated complaints by PHCWs
that T/S regular supervision and assistance during
immunization clinics are either inadejuate or
non-existent. Project staff responsible for supervigion
recognize tne snortcomings of supervision implementation,
put explain that it is difficult to motivate individuals
to fulfill completely their supervisory roles; tnis i8
disturbing, given that those responsinle for supervision
already receive salary incentives.

Conclugions

On the pasis of inforimation gathered on 7/83 and
opbservations of actual PHCU activities, it is clear that a
lack of supervision is closely related to poor performance
of preventive healtn care duties at the PHCW level.,
Inadequacies witnin monitoring and direction leave the
PHCW free to emphasize curative duties, those which are
simpler, require less initiative, and do not require
community cooperation., Supervision requires strengthening
at the T/S, Healtn Center Director, and Project Deputy
Director levels if preventive nealtn measures are to pe
promoted and a reliable set of health gtatigtics
collected.

Recommendations

Complete a thorough review of T/S and Health Center
Director performance in relation to standard operatiny

procedures as soon as possiole by the Project Deputy
Director. Develop a checklist of supervision tequirements
for each supervisory unit and assure {ts close monitoring

by the Proujuct Director.
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Begin a skills needs assessment for T/Ss immediately;
pased on results, modify in-service and on-the-job
training to prepare the T/Ss more fully. This would
likely require the development of skills asscciated with
technical health issues, personnel development, community
involvement and public education.

In-service training for all levels of personnel should
emphasize tne information system and its importance to
overall health goals.

4.3 Training
Findings

Long-term participant training was originally planned for
four persons. One person completed an MPH at John Hopkins
in June, 1986, and is now director of TPHCP. The former
Project director will complete an MPH at Tulane in August,
1987. Thirty-eight man-months of snort-terin external
training/study tours have been conducted in several
countries having similayr health care systems. No further

external training is planned.

Training by the Project in Hodeidah has produced 55 PCHW,
10 LBAs, 3 counterparts, and 40 TBAS. Eleven T/Ss have
peen trained by Healtn Manpower Institute (HMI). Training
{s now peing conducted for 16 PHCWS and 9 female PHCWs.
short in-service training is given to T/Ss, PHCWs, LBAs as
needed. Supervision and on-the-job training are given to
PHCWs by T/Ss.

TPHCP, with assistance from NIPA, has conducted the
following courses in Sana'a for MOH staftf: General
Management (2 weeks) 14 pacticipants; supervision (2
weeks) 24 participants; Accounting/Financial Management (2
weeks) 24 participants; Manpower Management (2 weeks) 21
participants; Information Systems (2 weeks) 20
participants. Two more courses are planned before June,
1987: a one week course at the Directorate General level
in Sana'a, and a two week course in General Management for
Project and MOH Hodeidah staff.

HMI provides training for PHCWs, but its courses emphasize
curative rather than preventive health care. HMI has
trained the T/Ss for TPHCP and tested the PHCW8 at the
conclusion of their courses., MOH sana‘'a deterinines the

curriculum for HMI.

Tnere is general agreement tnat ore in-service and
on-the-job training is neaeded at all levels to enaple
Project personnel to raise the health care services to the
standards deaired.
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There are seven office staff working at the Project center
who are not employed by MOH and are expected to leave when
the MOH assumes full management of TPHCP. At present,
there is no counterpart in tne Project for the health

services advisor.

conclusions

Project training in the future snould emphasize in-service
and on-the-joo training. All permanent gtaff should pe in
place promptly to opbtain training before June, 1987. NIPA
can be a resource to develop management skills needed in
TPHCP. Staff pre-service training will only be necessary
for PHCW replacements; Project training nageds in the
future can pe met tnrougn on-the-job and in-gervice
training conducted in Hodeidah.,

Most senior Project staff are trained to a level that
assistance from the MSH can be reduced after June, 1987.
At Hodeidah, working relationships have been established
and trust has developed among those involved so that
transfer ot skills, knowledge and attitudes from MSH to
Project staff has occurred to soine extent.

Recommendations

Conduct a needs analysis carly in the Project
consolidation phase 8o as to determine the skills,
knowledge and attitudes of Project personnel required to
improve the healtn services component of TPHCP. Emphasize
the following: imnunization, child spacing, GM and ORT
for children, community involvement in praeventive
measures, increased participation by women and children,
and staff supervision. Tnese activities should pe
gtrengtnened oy in-service and on=-the-jon training by
Yemeni Project staff witn MSH staff suppott.

provide pre-service training only for replacement PHCWs
and only wnen a sufficient numper (10-15) of vacancies

make training cost ettective.

Review the management needs ot genior Project statf six
months after tneir managenent training. Additional
training required should be given by MSH statf locally or
througn a NIPA short course.

Appoint a Yemeni counterpart tor the heaith serviceu
advisor immediately so that he can obtain on-thae-7j00
training pefore the PACD.

Replace the seven Project gtatf who will not vbecome MOH
employwes oy Mou personnel go that the latter inay ruceive
on-the-job training from present non-MOH statf pefore the

PACD.
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Continue to provide Yemeni senjior Project staff with
on-the-job training by MSH staff as necessary.

Discontinue central MOH courses in Sana‘a.

4.4 Logistics and Transportation

Findings

The logistics system of TPHCP receives necessary drugs and
other materials from the MOH, stores those supplies under
proper conditions at the Training and Integrated Health
Centers, and supplies these materials to the PHCUs as
ordered. TPHCP logistics is reponsible for provision of
furniture and equipment at PHCUs when they are established
and when replacements are needed., Project staff report
equipment has been purchased for supplying a total of
seventy PHCUs. Distribution ot motorcycles to the PHCW is
also a logistics function.

TPHCP's transportation system involves scheduling vehicles
for Project activities, venicle maintenance and repair.
PHCWs and their LCCDs are responsible for motorcycle
maintenance and repair. However, since many LCCDs lack
the funds for this, costs are often borne by the PHCHW.

Thirty-nine drugs and other medical supplies are supposed
to be available to the PHCWs and adequate supplies of
these materials are to pe stocked by the Project, At
present, there is a two month delay between the submission
of drug requests by the PHCWs and actual provision to the
PHCUs. Unavailability of drugs from the MOH is a critical
factor in this regard. Project statf acknowledge that
30-35% of tne drugs and vaccines listed are not availaple
at the PHCUs. As discussed in Section 5, Service
Delivery, PHCWs cite tnhne lack of drugs as a major problem
affecting their operations. Their inability to meet the
demand for curative treatment has a detrimental effect on
their credibility and effectiveness in the community.

Past experience with the MOH's importation, storage and
distrioution of drugs indicates that the Ministry's own
logistics system is weak., For example, perishable drugs
have set as long as six months in storage at temperatures
above acceptable limits. The consequent losses have been
high, making some donor agencies reluctant to supply drugs
through the MOH. Distribution to PHCUsS of drugs wnhich
have lost their potency or are beyond their expiration
date is ejually detrimental to the credibility of PHCWs.

Conclusions

The logistics system of the Project needs further
strengthening to reduce the time between submission of

drug regquests and actual supply to the PHCU,
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Phe unavailapility of drugs to the PHCUs is ultimately a
problem that the MOH must correct. During the two year
extension of TPHCP, this problem could gseriously undermin
the test of whether the TPHCP constitutes a model for PHC
systems in other parts of the country. Project assistanc
will be needed as a stop-gap measure to deal with the dru
shortage problem, under the condition that the MOH take
the necessary actions to improve its own logistical systew

Recommendations

Continue technical assistance for logistics and
trangportation during the first year of the extension and

perhaps for a second year, depending on progress made.
Provide adequate funding to assure transportation for

supervisory visits.

pProvide equipiment and furniture to the new PHCUs as
planned.

provide partial Project funding for the purchase of drugs
for the PHCUs in the Project area. Project support should
pe contingent on the MOH'S taking the necessary action to
expedite drugs through customs and to deliver those same
drugs to the Project immediately. The procedure can be
descrioed as follows:

a) Assess supply versus need for the thirty-nine items
available to the PHCUsS to determine critical shortages;

b) TPHCP, AID and the MOH agree to what will be puchased;

c) the MOH purchases the drugs and expedites the shipment
through customs;

d) the drugs are delivered immediately to the Project
and, assuming the drugs have peen treated correctly in the
process (e.g., proper storage at acceptable temperatures,
assured by Project statf ingspection of storage
facilities), the Project will reimburse the MOH for fifty
percent of the costs of the drugs (not to exceed $50,C00)
for the first year of tne extension, and twenty-five
percent (not to exceed $25,000) for the second year. The
Project will not reimourse the MOH for drugs which have
peen mishandled.

4.5 Work Plans/Action Planning

Findings

In 1985, to obtain consensus on roles and responsipbilities
among various entities involved in the Project and to
agree on tne major activities to be undertaken, a two year
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Project workplan was developed. In addition, the Project
management systems each developed individual workplans.
Most workplan activities are behind schedule and some have
not been initiated. Original long range planning was
mocified to respond to new conditions and information that
emerged during implementation,

Within the Project's two year workplan, most goals and
activities nhave not reached the Project standards, These
are: number of female PHCWS trained, number of women and
children using PHCU services; amount and type of
preventive health care activities in operation; cominunity
involvement in health care activitiea; fully trained
Project staff; all positions in Project filled with MOH
sta:f; up to date accounting on all units and activities;
anu the management systems,

Conclusions

while progress has been inade, many of the health care
activities in the two year workplan have not reached the

goals estaplished nor have management systems been fully
developed.

Recommendations

Develop a new workplan for health care activities for the
consolidation phase from 1987-89, with end products having
clear standards that are realistic to conditions in the
Tihama and MOH capapilities. Develop six month workplans
for each Project section and management system with
reviews and action planning within each plan scheduled,

4.6 Information System

Findings

Data are needed on PHCWs/PHCUs and IHC/THC activities and
on the costs of services provided by TPHCP. PHCWs now
should report monthly on twenty-nine types of operational
measures. A more comprehensive information system is

being developed.

Many PHCW do not adeguately complete the monthly data
forms, nor do they adequately maintain a running balance
of drugs and vaccines., T/Ss supervise in order to
identify and report problems the PHCWs have in providing
the health care services at Project standards, as well as
to give on-the-job training where needed.

The project has a computer. The TV media segment has been
eliminated from the Project.
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Conclusions

Phe information system must ve improved ir it is to
provide useful, accurate datd which can e dndalyzed aad
effectively used in modification ot Project activities
toward improved services.

Recominendations

Increase training for PHCWsS 1n colliection and recording ot
useful data/information. Analyze on a montnly nasis tne
data/intormation collected, $0 tnat 1t results 1n feedvack
to concerned Project and Mud statt. Give additional
computer training to selected Project staff so tnat
information can be stored and retrieved easily.

5. SERVICE DELIVERY OF ‘Thll PRIMARY HsSALTH CARE UWITS

Pnis section reviews tpne current operations or the
existing PHCUs, noting ootn strengtns and weaknesses in
their performance. At tnis time, suwnnary statistics on
service delivery of tne PHCUs are not avdilapble. Monthly
reporting from the PHCUs continues to ve inadejuate; a
numpber of PHCWs fail tv report regularly and record
keeping is frequently incomplete or inaccurate.
Conseqguently, tnis section relies on Wuat Limited
statistical data are availaole, ooservations and
interviews conuyucted at nine PHCUs and une Training Healtn
Center (Tahreer Center in Hodeidan), and interviews witn
Pruject statrc.

5.1 vrganization _and Coveraye

findings

PPACP will include fitfty-six PUCUs witnin tne nest few
montns. Assuming tne sixteen PHCWs currently in training
estaplisn new PHCUs, a total of seventy-two units will e
pussipble within tie nexi yuedr. two Training dealtn
Centers (IdC), one in Zaidia, tone otner 1n Hodeidan, are
staffed witn doctors, comaunity nealtn nurses, and
nidwives to provide nedical services veyond tue capacity
of tne PHCUS. Recently, tnree lateyrated Healtn Centers
(IHC) were establisned tu expand medical services and
supervision in the Project darea, The I[HC3 will eacn have
a medical doctor, nurse, midwite, dand o PHCW. ‘Tne IHCs
are also petter equipped tnan PHCUs. lrainer/supervisors
(F/8) are assigned to tne tive Healtn Centers,
Supervision visits to the PHCUs ure supposed to oe made at.
least once a montn, By June, 1987, toe Project Wwill nave
ten /S8, giving a ratio ot seven PHCUS per supervisor.,
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It snould pe recognized that the dctual Project area ot
TPHCP does aot include all or tne Tinama, Rataner, Project
activities have pbeen limited to an area witnin
approximately two hundred Kllometers of Hodeidan, The
coverayge provided by the fifty-three PHCUS in cne project
area 1S already denser tnan in otner dareas of tne
country., Obviously, this coverage will increase with
seventy-two units. A very rouyn estimate pased on a
catchment area of 3,000 people per unit is tnat thne
seventy-two unit system could provide services to
one-tnird of tne total rural population in tne ‘l'inama,

5.2 PHCU Facilities and Bguipinent

Findings

Forty-tnree of tne existing PHCUs are curcently ovperating
in temporary facilities, such as rooms in the PHCW'S nouse
Or spdce donated oy tne sneik or a locdl ousinessian,
otners are estaolisned in permanant tacilities constructed
witn funds from tne LCCD anu/or UNICHSE. HHowever,
temporary facilities are not necessarily interior to
permanant locations,

Conditions in tne PCHUS visited varied Lrom very sdnitdry
witn functioning eguipment whicn appeared to ove used
regularly, to unsanitary (e.y., yarvaye piled outside of
tne unit) and equipment tnat was nroken or infregquently
used (e.g., neavily covered vitn dust), 1In addition to
unsanitary conditions, most PHCUs did not nave electricity
and piped water,

5.3 PHCWs

Findings

The PHCWs interviewed for tue evaiuacion ranged 1n age
trom nineteen tu twenty-eignt. oOne veygan working in the
PHCU when he wds sixteen, All PiHCWs at present are males,
tnougn eight women are currently in PHCW training. An
elementary scnool education is reguired to enter PUCW
training., Several taught elementary scnool prior to
pecoming PHCWY., Sonme nave additional educdtion and are
studying for a nign scnool diplomd. The increasing numper
of individuals 1n rural comnunities witn elementary scnool
educations nas enlarged the potential pool of PHUCW
candidates, However, tnese people recoynize tnat other
options are also availaole to tnem. L snort, 1t cannot
ve determined wnether tne Project nas veneliled tcom tne
1ncreasing numoer ¢t individuals witn elementary scnool
Qducation in rural areas.
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5.4 PHCU Services, Operation and Supervision

Findings

Based on PHCU visits and limnited operational data, it
appears that the majority of units are operating at an
adeguate level and providing services which the community
values., This includes having a technically sound
understanding of PHC services, maintaining sanitary
working conditions in the unit, keeping regular hours,
making house visits, lectl@ring on health issues at schools
and mosques, keeping thorough records, reporting
operational data as reyuired, etc, It appears tnat many
PHCWs have gained acceptance and respect in their
comnunities. For example, patients at the unit will refer
to the PHCWs as "the doctor.®” It is also interesting to
note tnat PHCWs in discussing their operations express a
proprietary view apout tneir activities, as thouygn it were
a business.

The number of patients seen per weck varies widely, Newly
establisned PHCUS may have twenty to twenty-five contacts
a week (the same person imay be seen more tnan once that
week). Longer estaolisnhed PHCUs nave a patient load of
fifty tc sixty contacts per week, and inay go as nigh as
one hundred during peak periods of the year., A number of
PHCWs also report mmaking house calls which further
increases their patient load.

Project staff report tnat tnere {3 a tendency for PHCWS to
shift to curative services at the expense of preventive
health care, cCurative services are siinply easier to
provide than preventive services. Prevailing attitudes
toward health care result in a preference tor curative
services. Equally important, fees can be collected by the
PHCW for curative services, thouygn this i8 not official
MOH policy. It is consideraoly harder to obtain payment
tor preventive services, pdarticularly tnose involving
community action or provision of public healtn
information. Nonetheless, several PHCWsS interviewed
during the evaluation cited their efforts in preventive
nealth care as an important part of tneir services, This
included draining of stagnant pools of water and coveriny
water sources to reduce malaria, inspection and treatment
of water tanks, sanitary disposal of garbage and solid
wastes, and lectures on puvlic and personal health care at
gchools and mosgues.

To offset the tendency to shitt to curative services,
regular supervision and reintforcement of the importance ot
preventive services are necessary. Supervisory visits are
supposed to ve conducted at least once a montn, However,
records at one PHCU snowed tnat eight supervisory visits
nad peen made in the past year, and project records
indicated tnat soime unitg were visited only twice in L9880,



5.9 Immunization

Findings

An important part of TPHCP preventive health care is the
immunization program for cnildren under five. The progran
includes a set of three injections for DPT, Polio, THB, and
Measles., TPHCP has oeen instrumental in starting an
imnunization program and in implementing the YARG'S
Expanded Program of Immunization (EPI) in the Tihama.

Progress toward immunization objectives has been mixed. A
comparison of 1985 and 1986 gesults suggests that the
percentage of cnildren completing the set of injections
increased by nine percent (this is witnhin an estimated
population of under 5s for each PHCU). However, at this
rate, it will take six years to achieve the objective of
80% coverage in rural areas. On the other hand, health
attitudes change slowly and the importance of immunization
appears to be gaining wider acceptance, in part due to
encouragement py local leaders (e.g., tne sheik) and
through mass media campaigns, but also because of the
efforts of the PHCWsS.

5.6 Indications of Improvement

Findings

Though firm data are lacking, Project staft report some
positive signs that the operations of PHCUs are improving
and that general acceptance of PHC is growing. Only two
PHCUs have dropped out of the program to date, hence staff
turnover has been remarkably small. Of course, this
overlooks the numper of PHCWs wnose pertormance is
sub-standard.

The regularity of submitting monthly reports appears to be
gradually increasing, tnough activity reporting
(operational statistics) is still problematic and needs
furtner attention. A new system will soon be implemented
involving daily recording of activities and inonthly
compilations made during supervisory visits., The
unevenness of reporting was supported by PHCU visits:
several PHCWs appeared to Keep inadeguate or very dupbious

records.
Other signs of improvement include:
-- increased awareness of commurity nealth problens;

-- an increasing numoer of presentations at schools and
mosques on pupblic and personal nealtn issues;
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-- drug requests peing made more or less on time by
almost all PHCWS;

-- TPHCP's apility to attract eight women and several
older individuals for training;

-- individuals' requests for training, as opposed to the
need to recruit trainees, as was the case at the start

of the Project;

-- an increasing number of women contacted aoout ORT,

5.7 Weaknesses in PHCU Operations

Findings

Despite tne progress made oy TPHCP, there is considerable
room for improvement in the existiny system. Visits made
to PHCUsS during the evaluation sugyest tnat tne operations
of as many as one-third of the units (perhaps more) need
improvement. In addition to the proolems cited previously
concerring record keeping and facility conditions, some
PHCWs lack necessary skills and motivation, resulting in
poor services and irregular operating hours.

The lack of female PHCWs and LBAS continues to preclude
women and their children from access to PHC services, The
location of some PHCUs is simply unacceptable for women.,
Project staff readily admit that the referral system is
functioning poorly. Only at Zaidia (a THC) is there any
indication of increasing contact between tne Center and
PCHUsS. A similar pattern may emerge tfor the Integrated
Health Centers, but that remains to be seen, A persistent
problem has been implementing tne growth monitoring
system. Interviews confirmed that some (pernaps many)
PHCWS either do not understand how to use the charts or
simply fail to do so., Healtn attitudes favoring curative
services and the lack of interest in preventive services
impede tne program, Moreover, the current program of
services supported tnrough TPHCP is not as comprenhengive
as it ought to be. Major inadequacies include a lack of
nutrition education and cnild spacing information,

Interviews witn PHCWs identified additional weaknesses in
the system, The proolen most often cited by PHCWd was the
low pay they officially receive. The base MOH salary
geveral workers reported was YR 138U per month, In some
cases this i3 augmented by a payment from the LCCD, as
much as YR 500 per month. Some LCCLsS also cover limited
operating expenses, sucn as gasoline, and have contibuted
to facility construction. However, in many cuses, there
is no support of any type from the LCCD.
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It is presently a natioual policy that all MOH medical
services are free, However, it is widely acknowledged
that an informal system of user fees i8 in operation, and
tnis is certainly tne case in tne TPHCP system. One PHCW
(openly) admitted that he received payment for injections
and house visits, Given the low salary PHCWs receive and
the proprietary, business-like view they express about
their operations, there:is good reason to pelieve this is
more widespread than a single case, And all the better if
it assures tne presence of inedical services in rural
areas, Moreover, when the PHCU lacks drugs, patients will
purcnase medicines at pharmacies, indicating their
willingness to pay for medical treatment,

After low salary, PHCWs reported tnat the unavailability
of drugs such as anti-tetanus vaccine, medication for
bronchitis in cnildren, and aspirin substitutes, was
problematic., In some cases, the PCHW writes a
"prescription® for tne patient to purchase medicine at a
local pharmacy; others reported receiving money fron
patients to purcnase tne nedicines tor them, In snort,
from the PHCW's point of view, tne lack of drugs
undermines his crediovility and effectiveness in tne

community.

There is also an apparent lack of cooperation among PHCWS
and otner sources of medical services. Several PHCWs
reported that tney have never worked with Traditional or
Local Birth Attendants in tneir area. Moreover, it
appears tnat competition between PHCWs and otner providers
of medical services exigts. Yet in direct contradiction
to tnis, otner PHCWS cite tne lack of an LBA as a problem
for tneir operations.

Additional in-service and on-the-jon training is nended,
and PHCWs expressed considerapble interest in this. They
frequently encounter healtnh problems wnich they cannot
treat. Of course, certain medical pronlems tney should
not treat, but instead retfer the patient to a medical
doctor. But the training issue also pertains to
oroadening TPHCP services, i.e.,, additional training will
pe needed in nutrition education, family care/MCH, and
community organization for public health activities,

conclusions

The preceding tindings suygest gradual progress toward the
objective of estapblishing an effective PHC system, 'Tne
preventive and curative services provided by tne PHCUs are
having a positive effect on the nealth status of riral
people. Far more are receiving pasic services tnan prior
to the project. Thougn the pasic e¢lements of PHC are
emerging from tne results of TPHCP, more remains to be
done before the gsystem can effectively raeacn its potential.
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The majority of tne PHCUs appear to Dde operating at a
satisfactory level; however, a significant number, pechaps
as many as one-third, are not. Based on the total number
of PHCWs to ke trained by Juney 1987, asixteen additional
PHCUs can openj thus, the Project will have established

seventy-two units.

Tne need for additional training is apparent if these
improvements are to be made and if tne proader program is
to provide a full range of PHC gservices. Information on
coordination amony PHCWS and other sources of medical
gervices is somewhat contradictory; some PHCWs report they
never work witn otner medical practitioners, while others
gtate that a major problen is the lack of additional
agsistance, sucn as that of LBAsS. At tne very least, it
can pe concluded tnat petter coordination within tne
existing healtn service network 1is needed. As descriped
in Section 4, Management Systens, progress nhas been made
toward developing necessary support systems, but this wWOIK
is not yet complete.

A period ot strengtnening and consolidation, rather than
furtner expansion, 13 needed to improve tne overall

per formance of the PHCU system. This will entail cefining
management systems, upgrading weak PHCUs and making
operational the remaining units to reach the target of
geventy PHCUs. In short, TPHCP needs toO shift its
empnasis from continued expansion to assurance of the

gustainapility and ennancement of accomplishments.

Recommendations

Limit the nuinber of PHCUS established through TPHCP tO a
maximum of seventy-two.

Direct Project activities to strengtneaing the operations
of the seventy-two units, whicn includes the following

actions:

-- jcentify PHCWs whose per formance is sub-standard and
provide adaitional training, suppurt and supervision
to these workers, as well as the newly trained PHCWS;
if necessary, replace tnose who do not improve;

-- concentrate future training activities on in-service
and on-tne=3Joo training;

-= improve coordination aiong PHCWs and other sources of
nedical assistance in the imnediate areaj and

-- gtrengthen the gupervision systen and revise the scope
of work tor trainer/supervisors to empnasize proyrams
in communty organization and public health action,
inclusion of women in tne PHC systemnm, nutrition
egucation, and tamily care/MCH information.
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6. COMPARISON OF TPHCP TV 'THE 'TAIZ PHC SYSTEM

Findings

The Taiz PHC system has been developed by gradually
expanding services managed and supervised from the central
MOH facility in Taiz. Tne Taiz progranm incliudes a more
comprehensive set of preventive services that does TPHCP,
including nutrition education and child spacing

practices., Supervision of tne system is equivalent to
TPHCP's at tnis time, i.e., marginally adequate. The
director of the program plans to move to a decentralized
approach, similar to [PHCP's, as the number of units
increases.

Currently, thirty-one PHCUsS are in operation, with another
five units to pe added shortly. Thirty-seven PHCWs are in
training at the Taiz facilty in preparation for further
expansion of the system. Adeguate funding for tnis
expansion is lacking and tne Swedisn Save the Children
Project, whicn provides limited funding, will soon end.

Cong¢lusions

Experience from the expansion of the Taiz system in the
coming months will provide useful information apout future
YARG/MOH support for PHC. The broader range of services
provided througn the Taiz system provides an insightful
guide to the MOH's definition of PHC and suggests TPHCP
consider expanding its program accordingly.

recommendations

Monitor closely the Taiz PHC experience.
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Footnotes

(1) Lilian L. Barros, IBRD, Resource Mobilization in tne
Healtn sector of the YAR, Januacy 1985.

(2) We were informed by Project personnel in Hodeidan that
the Swedisnh Save the Children Mission paid salary
inc-entives to workers at the Swedisn-supported project in
Taiz Directorate, and that this practice was continued
atter the termination of most Swedisn fiiancial support,
However, the lone remaining Swedisn advisor, whonm we met
in Taiz, advised us that tney never pPaid salary
supplements. Rather, ne said, they financed a portion -
roughly nhalf - of tne regular salaries ot Primary Healtn
Care Workers, He added that this was also tne practice of
tne foreign Missions supportinygy PUC programs in Ivb and
Dnamar,

(3) Barros, op. cit., citing a study done by Salen and
Haider, According to the study, tne numwer of healtn
centers increased by 4% percent between 1981 and 1982, but
tne clientele increased only 9 percent,

(4) Vincent David, TPHYCP PFinancial Analysis Report,
Feoruary 1987,
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The external evaluation tesm found that adequate progress
tovard achieving EOP's had been made, despite the above fssues,
to varrant continuation of the project. Evaluation

reconnendations conceruing a work session to resolve
outstancing issues betveen the MOM, USAID and the Contractor

vere successfully cospleted later in 19835, with the assistance
of an external facfilitator. Follovwing that, recommendations for
the development of a more focused, revised vorkplan vere also
folloved by all partiea. This workplan d1d not fnclude certain
objectives envisioned in the 1982 amended Project Paper, such
as training of 75 LBA's and production of a series of
television spote, due respectively to changes in MOH policies
and LOP time constraints. The evaluation team did not

reconaend a project extension.

JFollovwing the evaluation, Project 279-0065 audit

recosmendations that primarily concerned contractor reporting
procedures vere resolved between USAID and the contractor, and
a final report fssued by USALD. The audit process underlined
the fact that past expenditure patterns indicated the
contractor vould not expend exiating contract fundu by the
PACD. As such, the Mission did not request an additional
facrement of funding for 279-0065 in FY 86. In order to
eliminate discrepancies between the original 279-0065 contract
amount and the actual amount of AID funds obligated, the USALD
Contracts Off’cer vent into negotiations with the contractor in
1986 to r~Zuce the level of effort in the original contrsct.

During July, 1986 a 279-0063 participant who coapleted a
greduate degree in Public ilealth under the project returned to
become Project Director. He submitted a proposal to USAID that
the project be extended on the grounds that all activities had
centersd around traiuning new steff, and a period of
consolidation vas required. MHe proposed, further more, that
cartain problematical child health services (growth monitoring,
ORT) required further strengthening and some new services
(child spacing) should be introduced as part of an extended
project. The Min{etry of Health submitted a formal request for
& project extension in Dececaber, 1986,

As of January 1987, of the objectiven listed In the 1982 PP
amendment, the following have been accoaplished:

1. 1 baseline and 2 follow-up health surveys --
baseline health survey conpleted in 1985

2. 1 faciiities survey ~--
completed in 1983

J. Manouals developed and tested --
3=4 completed in draft and unier discussion with TPHCP stal!

4, 80 PHCVW's certified and employed --
60 PHCW'e certified; 16 PNCW's in tratning; 3) PICH's

functioning;
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753 LBA'e certified and eaployed --

7 LBA's now eaployed, traiming vas ended due to changen in
NOR policy. Tratining of THA's conpleted tn S villages, and
initial group of 8 female PliCu'y (category that teplaces
LBA's in PHC programs) in training

9 LT and 38 PM ST training -~ _
3 LT participante returned with HPH'a; 1} currently {n
training; 1 potentiasl candidate; ST training completed

1 coordinated sst of programs for community PHC--
systeas for training, surervision, drug logistica,
transportation, information and child health developed and
associated procedures manuals prepared in drafg

TV broadcast facilities strengthened and 3 medis surveys -~
1 ST wmedia consultancy completed; TV clement dropped due to
tine constraints and regional nature of project; mome funds
trenaferred for health education unte equipnent and

treining

Housing for trainecn --
housing provided; atr condfitionting recently uppraded

2. Statement of Work:

The folloving questions arc the body of the evaluation. The
evaluators auet Tespond to each of the questions in thefr final
teport by presenting their {indings (t.c., evidence), thetr
conclusions (t1.e., thetr interpretattion of the evidence and
their bdest Judgenent based on thetr interpretation), and thetr
Tecommsendations bssed on thelr Judgements. Each section in the
final evaluation report should rcapond to the aub-headings from

A=-C.

The evaluators are requested to distiaqutah clearly

betveen findings, conclusions, and tecomnendationa.

(a) Atcer revieving TPHCP finance study datn, calculate
the fncrease in MUN funding rcquired to suntain all
S88pects of the project at the Planned 70 untt lavel
vhen USAID grant snsletance cnds, Analyze thia
incresnse in teras of the MO budget.

(b) Through tntervicws with the MON PUC Directorate,
Hodeida Governorate llealth Uffice atatl, and other
donore, describe which SanAagenant systems (vorkplan,
trafining, supecrviaion, transportatfion, logiattce,
child health) used tn the TPICP can, and should be
developed on a nationvide bnsts or in one of more
addittonal governorate PilC progrems., Preasent
conclusions and recossendationse.

(¢) Through fintervievs with the TPIC Project Dtrector and
Managers, community members and reviows of PICU Llogw



descridbe to what extent PHC gervices are being used 44 Planned
(e.g3. sanitation education, preventive chi}qg and aaternal
health, environaenta] health), Present conclusions gng
Fecommendations.

3. Methods and Procedures:

The Evaluation Tean Leader, evaluation Speclaliae, will be
Teaponaibdle for 1deut1£y1n; and developlng the ®ethodology and
procedures that the tean will {aplement, In addittion, the
evaluation tear leader wil}) pe tesponsible for the Prtelininary

evaluation Teport.

The total level of effort of the external Contractor team g
Planned at 3¢ person days, 7T, facilitate tho evaluation
exercise the followlns itens are noted:

== S84x day work veek in Yenmen authorfiged,

== The YARG wi]}] noafnate three Persons who wil] pe menbers of
the evaluation tean,

== USAID/Yemen will Provide two pergong vho wily facilitate
d

completed 1n Arabic gnd Englieh ang signed by 4311
evaluation tegn Seabers prior by March 3, 1987, One of the
USAID gtafyg will be bilfngual in Arabic and Englinh,, and
asofst with translation and Preparation of t)e Arabic

Tentative Schedule
\.*

Date Locatgon
Tean Planntng meeting 2/16 Sana‘a
Interviews and data analysis 2/17-23 llodetdan
Meetings to draft report 2/24-26 Sana'a
Present draf: repore
eigned by 411 tean meambders
in Seeting st MOM, record
einutes for insertion
fiato draf: 2/28 Sana's
Sass, USAID 2/28 (py) Sana‘s



Prepare final reports, Arabic

and English, including mtg.
ninutes /1 Sana‘a

4. Required Reports

A final evaluation report incorporating findings, comclusions
and recomsendations on each of the three questions described
previously, to be written in English and Aralic and signed by
all evaluation team mesbers. The report 18 to be presented to
USAID no later than March 2, 1987.

5. Compositicn of the Evaluation Teamt

Mission judgement based on the statement of work {ndicates that
the evaluation tean should be structured as followvs:

Tictle/Function Organization Duration
Evaluation specialist/ AlID/M, PPC/CDIE
Tean Leader 14 P/D
(To respond to statement (c)
in the SOW)
Economist External
(To respond to stament (a) Contractor 14 P/D
in the SOW)
Inst. Devt. Specilalist External
(To respond to statement (b)  Contractor 14 P/D
in the SOW)
Program Assistant

USAID/Yenen 14 P/D
Evaluation Officer USAID/Yemen 14 P/D
Representative from YARG cpro 14 P/D
Representative from YARG MO 14 P/D
Represeatative froa YARC Mon 14 p/D

The following parsons will participate as resourcec persons
aveiladle to the evaluation tean.

Heslth Officer, USAID/Yeaen
Mansgesent Sciences for lealth team (Project conttactor)
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Justification

Justification Por Othet Than Full and Open Competition

The available pool of local expertise capable of pecforming the
tasks described in the above scope of vork is extremely Limited
in Yemen, due to the vely small pool of professionals,
pacticulacly English-speaking ptofessionals, who are available
for a short-term assignment of this natuce. The short-time
period allowed for the planning of this evaluation and the
necessity of contgacting focally witnh limited funds further
constrains possibilities fot competition.



Appendix B:
Evaluation Methodolo

basis of economic, management and operational
considerations, tne assignment was Possible witnin the

limited time availaole,

As noted in tne Leport, operational data from the
Project's management information system were very
limited, The Principal sources of inforwation for tpe

team divided i1nto three groups to contact as nany units as
time permitted, Nine PHCUs and the Training Healtn Center
in Hodeidah were visited; PHCUs were: Al Laawia, al
Ma‘aras, al Mo'ataradh, al Hashaavara, bayr Mandi, Kidf
Zameila, al Qamaria, al Behah, and 0'val. The team also
interviewed staff at tne Taiz Health Center and visjited
two PHCUs in the Taiz area,

A short list of questions was covered during the
interviews witnp PHCWS to assure that the same pasic
information was obtained for eacn unit visited. The
following questions were used:

l. PHCU - Unit Conditions

-~ How long has the pHCy oeen in operation?
= Are drug supplies adequate?

= Is equipment functioning?

- Estimated number of patients per week,

= Quality of record keeping,

2e PHCW - Statfing

= Age and education or PHCW,

= Adequacy of technicai skills,

-~ Interest in additional training,

= Major prooliems encountered witn service delivery,
~ Perception of pHCW Dy community,

3. Otrer sources Of medical services

- Presence of nurse, mid-wite or doctor in the immnediate
vicinty,
= Does PHCW work with any of tne aoove?

4. Wnat Support for PHCU does tne local coimnunity provide?

Economic data were obtained from tne MUy and CPO. 'The
economic analysis section Oof the evaluatjon benetited
substantially from a recent study produced by Vincent
David, MSH, wnicn estimated current costs and projected
increased budget requirements for the MUH ir it were to
assume tull financial responsioility for the Project,



Appendix C:

Persons Contacted

USAID

Michael Lukomski, Deputy Director

Gerry Donnelly, Chief, Program Division

Howard Thomas, General Development Officer

Lee Feller, Healtn Officer/TPHC Project Ufficer

MSH

Don Chauls, Chief of Party

Vincent David, Chief of Evaluation and Follow-up
Mary Hebert, Chief of Training

William Guy, Chief of Services

Tim Irgens, Cnief of Logistics

TPHC Project

Arsalan Ahmed, M.D., Project Director

Ali Sherai, M.D., Project Deputy Director

Salah Hakim, Counterpart for Evaluation and Follow-up,
Najip Kaid Mana'a, Counterpart for Lougistics

Ptimar! Health Care Workers interviewed and their
respective ages

Hassan Abdallah Hamood, al Mo'ataradn
Hassan Ali Sagheer Haza', al Ma'aras
Hasson Qadri Suleiman, al Hashaabara
Mohammed Shoqi Anmed, Dayr Mahdi
Ahmed Al{ Ahmed, al Qamaria

Abdo Omar Salem, Kidf Zumeila

Ahmed Basha Apbdallah, al Behah

Shoqi Abkar Ali Hassan, O'pal
Mohammed Yanhya Ibrahim, al Laawia

Healtn Manpower Institute, Hodeidan

Nahat Rudami, Deputy Director

‘Tanreer Training Healtn Center

Aodul al Galil, M.D., Director

LCCD, Hodeidah
Hebat-allah Sherain, Secretary General

Taiz Swedish Save the Children Hospital

Abdul wahab al Ghurvani, M.D., Director

Abdul Karim Ahwed, Trainer

Abdul lah Bader, Trainer

Dr. Roland Ecksmere, Swedish Health Consuiltant
Monamed Denagee al Ganadee, PHC Supervisor

v
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