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EXECUTIVE SUMMARY

Thie gummary focusee on qualitative isasues of priority interegt:
VHW performance, training, health education, supervision and
management, information gyatems, research and evaluation,
participant training, technical assistance and QCCS.

@Quantitative echievemente and details on qualitative performance
are discussed in the report (aee chapter 3).

Overall evasluastion: The project met it'’s quantitative goals in
terme of coverage and pre-sgervice training of VHW=2: but the
quality of CHW perfarmance, training, health education,
supervision, information system, research and evaluation vere not
adequate and remain problems. Caoammadities were adequate but a
gignificant amount had 2till not been pracured by the end of the
praject in June, 1987. Technical assistance and participant
training vere delayed and conatrained, and wvere not as effective
a2 they could have been. AID support should continue, but the
emphagis zhould be an improving the quality of VHW training,
guperviaion, aupport and perfarmance; and AID szhould continue to
help the DOH develop effective information and evaluation
a2ystemsa.

YHW Performance. Coverage appears goad quantitatively but varies
gignificantly fram area to area. AMW performance appears very
good, CHW perfaormance may he declining, but it is hard to Judge
because of the lack of reliable data and also, performance variesg
depending an incentives, VHY characteriatice, local economies,
health needs, etc. VHWs appear to continue to emphasize curative
aver preventive care.

Recommendetionge: Concentrate on CHWa2, redesign job descriptions
to be based on: 1) a core =zet of taske for all CHWs; and 2)
optional tasks depending on lacal needs. Acknovledge that the
CHW concept will wvork vell in gome areas but not in others
(because of incentives, the economy, health needs, etc.).
Identify and study options for those areag vhere the basic model
iz not viable.

Training has heen quantitatively impreseive, but uneven
qualitatively, AMW training appears much atronger than CHW
training for a variety of reasona: AMW melection is better, their
training is task and gkill -oriented, it ism longer, they receive
better supervigion and in-gervice training.



Recommendationg: CHW training is baesed on an inappropriate
strateqgy of academic, top~-dovn, train-the-trainers approach wvhich
dilutes curricula and methads. What is needed iz a more
8tructured, sgkillae-oriented curriculum which i developed first
and then trainers are taught to uge it in training VHWe.
Technical assistance will be required to design and implement
this approach, and the Burmese will need to receive extensive
training in this more appropriate training technology, referred
to a2 "competency-based".

Health Education materiels have been unavailable to VHW=, and

there has been no skills training of VHWs in effectively
communicating health education messages.

Recommendatione: give high priority to producing =simple,
reproducible, inexpensive materials for VHW2 - rather than multi-
color or TV materielg, e.qg. Provide competency-based training in
herlth education materiels development and in communicetiong
8kills 2o that VHWs learn hav to communicate health educatian
mesgages.

Supervigion and Managment remain the veakest program components.
TMO=2 have little time for supervigion and there are not enocugh
PHS-II to supervige the CHWs. No guidelines or curricula have
been developed, end na training has been conducted.

Recommendationa: provide more PHS-II's to supervise CHW’as and
appoint Senior HAs to supervise at the township level; conduct
ocperationg research aon alternative gupervigion schemeg, produce
guidelines for township, RHC and village levels, rewrite job
deacriptions on supervigion, design training curricula, conduct
training in supervis=ion for tovnship, RHC and VPC officialsz, and
evaluate results.

Information System development under PHC II has been
inappropriate and shauld be discontinued. The approach iz
conceptuslly, methodolngically, aend technically flawed. It i=s
algso econamically unfeasible.

Recommendationg: redesign the current HIS to bhe a decentralized
(townahip, RHC), flexible, manual ayatemn. Provide basic training
and ingstructions for local analysig and utilization of callected
data.

Regsearch and Evaluetion appear to have been undertaken by a

number of individualzs under PHC II. Approximately 1@-12 studies
on relevant vopica were conducted. Hovever, only one of these
could be located by the Evaluation Team, thus no agsemsment of
their quality and utility was possihle. Unfortunately, an
evaluatior syatem ha2 8till not been deginned, end it is =till
not possible to assesz the impact of the project on health, to
asgess VHW performance, to identify and analyze project praoblems
or to develop and test practical solutionsz to operational
problemsa. The Rapid Survey and Operations Research vorkghopa are
gtepg in the right direction, howvever.
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Recaoammendations: Develop an evaluation Byastem, get priorities
among resgearch and evaluation topics, provide training and
technical amsistance in applied research and program eveluation.

Participant Training. Quantitative targetz vere not met due to
delays in processing applicants. The project was extended toa
permit completion of scheduled overseas training. In-country
training was an acceptable alternative Zor courses in entomology
and MCH.

Recommendationg: *here ig a great need for advanced training in
public heealth and support areas (gupervision, training methods,
regearch and evaluation). Unleze Burma can develop an internal
capability for this type of training, it will have to rely on
training abraoad. In-country, short courses in gpecific topics
ghould be developed, but ghould not be congidered a aubstitute
for long-term educational develaopment.

Technical Assisteance encountered gignificant ingtitutional
registance, but was well-received on a perganal level. Because
of GSRUB resigstance, TA began late in the project and scopes of
vork of consgsultaents were often diverted from their original
purposes. Although most of the short-ierm congultantg vere
qualified, =some were unqualified, averly academic, and/or
inappraopriate for their aggignmentsa. The regult was TA that was
much leass effective than it could have been.

Recommendationg: Technical assistance ig clearly needed and there
is every indication that it can he effective if institutionsl
support is forthcoming, scopes of work are relevant to project
priorities and adhered ta, and qualified congultants are
recruited.

QCCS _Some additional recommendationz for QCCS have emerged from
thia evalustion:

1. Mass media in QRT and EPI are probably not needed. A better
uge of these resources would he to develop and distribute health
education materisls to RHCz and VHWsa.

2. Buy-ins to diversme AID contractors are less preferable than
cantracting with a limited number of congultanta who could
provide continued TA aver the life of the pProject.

3. More technical assiestance will be needed to develop
"competency-based"” training capability, and more funds vill be
needed to reprnduce training modules and manuals.
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1. THE EVALUATIGK

1.1 Evaluation Scape of Work

The follawing scape of work wvas compiled by the Evaluation Team
Leader based an cablee exchanged hetween USAID/Rangoon and AID/W
betwveen February 2@ and March 20, 1987 (#01045, @79179, 01649 and
@1683) plus discussions vith the USAID Health Developme.t Officer
in April, 1987. It should be notecd that e final gcope of work
vag naot received by the Evaluation Team; haovever, it wvas clear
that the major questions of concern to AID relsted to the quality
of CHW training and performance, and the statusg of the
information asystem. Consequently, the team focused it’'s
agagesgment on those isgues.

Becauge of acheduling problems, it was necegasary to conduct the
evaluation in two stages. The Team Leader visited Burma between
April 24-29, primarily tc attend the Weatern Conzortium’s end-of-
project briefing and to discus=s the Project wvith the USAID Health
Qfficer. The second stage of the evaluastion was canducted by the
Team Leader and training specinliast between Auguat 10-28.

However, by that time the Western Consortium Team Leader and
USAID Health Qfficer had left the country.

1.1.1 The Asgssezsment

For each of the questions belaow, the evaluation team will
provide:

o0 Finding=s {evidence);

o Conclusions (interpretation of the findingas and be=st
Judgments based on this information; and

o Recaoammendetions based on thesze Judgments.

1.1.1.1 Goel Level

What is the Project’as potentisl impact on mortality and morbidity
in children under five years oi age?

1.1.1.2 Purpose Level

a. Have improved VHW training curricula been developed and
applied?

b. Have improved training methods been developed and
applied?

c.Have improved health education materialg been develaped,
produced and utilized?

d.Is there any evidence that thig new knowledge iz being
applied by VYHWe and the target populatian?
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increasged (by tyne VHW)?
f.How many villagee are naow cavered by trained VHWa1?

g. What Percentage aof trained VHWs have received their
initial 2upply kitg?

i.I= the health infaormatiaon gyetem (HIS) in operatian?

J. Are reports génerated being uzed by health
planners/managers to make programmatic and gtrategic
decisions?

management and gupervigion gyatem?

m. Howv and tao vhat extent hag Bupervigsion of VHwg by Rural
Health Center staff impraved? :

1.1.2 Methoda and Procedureg

Tre team will vigit g repregentative number of project sites and
activities, consult with project, tovnahip and other Burmege
Government officials, and with laocal health providerg involved in
the program. It wvill almso talk with Government, AID and Western
Congortium ocfficialg., The evaluation vill take approximately 27
days to complete.

A two-perszon team ig guggeated, €onaigsting of an Operations
regearch/information syatem spevialist and a training/health
education gpecialigt.

three days Prior to departure of the team. The report ghould naot
exceed 20 e2ingle-epaced pages, excluding executive summary,
background and annex material. Four copies of a final written

report will he due prior to the departure of the Evaluation Team
Leader from Burma.

1.2 Hethodology

The Principal 8pproach applied in thiz evaluation Ccampared actual
Performance with planned Performance ag de=scribed in the PHC 11
Praject Paper and Logical Framework. Thie involved determining
to vwhet extent pProject inpute vere Pravided ag Planned; whether
inpute vere utilized ag intended and pPracegsed into degired
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outputs; whether the outpute in fact resulted in realizing the
project purposes (effecte on knovledge, attitudes and behavior);
and whether the purpose was appropriate and sufficient to result
in an achievement of the program goal (reduction in morbidity end
mortality).

A modified gystem= approach was employed to carry out this
evaluation. The PHC II project was divided into inpute,
proceases, outputa, effects and impactsz. Then the questions
listed in the evaluation gcope of work were used to identify the
moast gignificant of these to assesga (zee Figure 1-1). . The
evaluation then concentrated on these elements, wvhich were
analyzed in two steps:

1) Quantitative achievements {inputa and outpute=);

2) Qualitative performance (agsezzment of the subsystem
procesaes, including identification of the factors that
Bccounted for succegs or constrained performance).
Finally, options for impraoving performance were
identified.

The Evaluation Team relied on three sourceeg of data:

1) Existing documentation, including gtatiatics, program
data, reeearch, evaluation and congultant reparts (see
References).

2) Meetings and discuesions in Rangoon with key
policymakers, program planners, adminigtrators, donors
and consultants (gzee Appendix F).

3) Field viszsitse to Township and Rural Health Center ataff
to talk with local government health personnel
respongible for implementing the Peaple’s Health
Program, and to villages to aob=zerve and speak with
Yoelunteer Health Workers who form the core of the PHC
syatem (2ee Appendix F).

It muat be emphasized that the team had to rely on available
data, wvhich are extremely limited, =ince there i2 no vital
registration, service statistics or evaluation syastem and very
fev research projects on PHP II or PHC II. Some key documents
(the CHW and Trainere’ manualg, recent consultant reportse,
regearch gstudiee) vere either under review by DOH and were not
aveilable to the Evaluation Team or could not be located. The
field sites vimited were not repregentative of the country-wide
program. Finally, although the Evaluation Team Leader did
digcuasa the project with the USAID Health Officer and Wegtern
Congortium Team Leader during the firet phase of the evaluation
(April 24-29), both had left Burma by the time Phase II got
underwvay (August 1@-2a).

Counterbalarcing thege limitatione vere the Evaluation Team
Leader'’s familiarity with Burma and the PHP (he had been Team
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Leader of the PHC I Evaluation), the eutensive reportie prepared
by Western Conszartium congultante, and the access the team was
provided to key MOH =ztaff, files and documents.

The report wae prepared in an iterative manner. Izgues and
preliminary conclusions were discussed with DOQH officiale as the
evaluation progressed, a draft report wae prepared snd discuesed
with DQH and USAID officials as gcheduled, and the final repaort
vag completed prior to the Team Leader'’s departure from Burma an
August 28.

2. BRACROROUND(1)

2.1 Antecedents tao PHC I1I

The most seriocus health problema affecting Burma are concentrated
in the vulnerable @-5 age group and amang vomen of child-bearing
age (see Appendix C). In 1978, the Socialist Republic of the
Union of Burma (SRUB) begen the People’s Health Praogramme (PHP)
to reduce morbidity and mortality, especially among "infants,
children, mothere, and vorking people." The first phase of this
praogram ended in 1982, the second in 1986, and the third phage
¥vill conclude in 1990.

Since 1980, AID/Burme has provided commodities, technical
agsisgtance and participant training to this program through
Primary Health Care I (PHC 1I: Auguet 1980-March 1985) and Primary
Health Care II (PHC II: August 1983-Juns 1987)(2). A third
pProject, Quality Care for Child Survival (QCCS), ism expected to
begin shortly and will continue through 1990.

AID has heen impreessed with the quentitative achievements of the
People’s Health Programme, particularly, the recruitment,
training, equiping and deployment of thouasands of voluntary
health wvorkers (VHWs) and the ccoverage of the target population.
There have bheen zerious concerng, hovever, with gqualitative
performance, in particular “he training of VHWe, their

(1) For additional background information, consult the PHC I End
of Project Evaluation (Reynolds, et =sl, 1985), the PHC 1II Project
Paper (1983) and/or the Project Paper for the Quality Care for
Child Survival Project (19a6).

(2) Although the project began August 19, 1983, the firat
technical asgistance compaonent did not get undervay until May,
1985, but ended in June, 1987. Because the participant training
component began late, the Froject has bheen extended until 1990 ta
allov the atudents who vill begin their training in September,
1987 to complete their graduate studies.
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gupervigion, and program monitoring through the health
information gyatem. PHC II wae designed to eddress thege
Concerng while maintaining gupport for continued exXxpangiaon of the
nrogram Quantitatively,

2.2 Summary of PHC T Evaluation

A mid-term evaluation of PHC II was not conducted for several
reagans, including the fact that technical aasiatance and
participant training had not even begun by mid-term. Also, the
final PHC I Evaluatian anc a Health Sector Aggesement vere
€onducted at the mid-project point, in early 1985,

The PHC I End-of-Praject Evaluation can serve asg a gubstitute for
8 mid-term evaluaticon becauge of the timing, the gimilarity
betveen the tvo Projects, and the fact that 1t includes
recommendations for PHC IT(3).

PHC I, like PHC 11, was designed to Provide partial support to
the People’s Health Programme to help expand Primary health care
gervices to rural tovnshipa and villages. The overall conclusion
of the evaluation vas that PHC I wazm an effective project.
Commodities and Kyat contributions were very important.

Technical agsigtance and rarticipant training, hovever, were both
delayed and consgtrained, and were not az effective as they could
have bheen. But quantitative achievements were impressive.
Targets for pre-gservice and in-gervice training of VHWs were
achieved and Coverage of townships and villages with PHC wasa
expanded. The AMWes and Let-thea were Judged ta be performing
wvell, but CHwWws vere less effective and emphasgized curative more
than preventive care. Qverall, it appeared that the p.oject wasm
having =zome impact on health, although this could not be measured
because of the lack of data and the abzence of an effective
manitoring and evaluation syatem.

Three major problems vere identified, all of which were to be
addres=sed in PHC II. These were:

1. Training of CHWs vag particularly veak;

2. Superviseion and management were the weakest parte of
the system:;

3. Monitoring and evaluation were Practically nan-
exigtent.

(3) The report is 2til)l relevant today. Most of the
achievementa, constrainta and problems identified in that report

report, the reader 1ig strongly e@nacouraged to refer to the PHC 1
End—of-Project Evaluation for more detail.



15

The evaluation report recommended that AID support for the PHP
continue, but suggeated five priority areas for AID azssistance:

i. VHW kits. Provide them at the beginning of training;
increase the supply of medicines; help the VHWs find
vayg to resupply thei: kits.

2. Training. Continue to upgrade the training syetem with
impraoved curricula, modern training metheods, continued
training of township and RHC staff in training and
supervigion, more gtructured in-service training, and
increaged gquantities of training materials and eide for
RHCs and townghips.

3. Supervimion. Develop and implement a viable supervieion
syatem, praovide training in supervigory techniques and
prablem analysie, particularly at the RHC and VHW
levels.

4. Information Syatem. Develop a decentralized information
ayatem focused on RHC=2 and tovnshipa. Provide training
and TA in information gathering, processing and
analysis.

S. Evaluatien. Develop and implement an evaluation system
that addresses priority issues: gatudies of the impact
of the program on health, and an in-depth evaluation of
the performance of VHWsa.

2.3 Planned Project Inputs end Qutputs for PHC II
2.3.1 Strategy

The strategy of PHC II waa gimilar to that of PHC I, except that
more emphasisz wae to be placed on quality,. PHC II was designed
to address all of the iesues raised in the evaluation(4). It
continued support for expansion of the People’s Health Pragramme
by providing commodities and leoeal currency for training,
equiping and deploying VHW=s, but it placed gpecial emphasisz on
improving the quality of VHW training, management and
gupervigion, and the development of a viable information gystem
and complementary applied research. AID’e planned inputs
included a significant amount of technical assistance and
participant treining as well as commoditiese and local currency
cantributions.

(4) The Project Paper for PHC II wa=s gigned in March, 1983,
almost two years hefore the final PHC I evaluation wvas undertaken
(April, 19a5). However, the mame problems had been identified in
the PHC I mid-term evaluation, which was carried out in April,
19a2.
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2.3.2 Planned Project Outputs,
Outputs were grouped in three interrelated companenta(5) .

1) VHW Training, Supply and Deployment. The quantitative
training objectives vere

CHW AMW TBA VPC
Pre-gervice 12, 200 2,701 12, 00 19, 333
In-zervice 66, 835 14, 363

CHW training was to be e:panded from 3 weekse to 4.
Each VHW vas to receive a supply kit, including drugs,
upen graduation. Expendahle Bupplies were to he
replaced, paid for with community funda.

Quelitatively, 8 major effort wasa ta be made to imprave
training curricula and methods, with more emphagis on
Practi-ze rather than lecture, and preventive measpures
rather than curative, covering fewer gubjects, with the
curricule madified as appropriate. Mast important, g
"reviged, task-oriented curriculum for a four-veek CHW
training courge® vag to be prepared that would
emphagize treatment of diarrheal digeages and nutrition
8urveillance of c¢hildren under five.

developed and distributed to BHS ataff, emphasizing
environmental sanitation, nutrition, and diarrhea
control. Three DQH staff wvere to receive training
abroad in health education methods.

Finally, the State and Division.Training Teame (S/DTT)
vere to receive additional treining and the SRUB was to
"establish and fund permanent Poeitione” and a
"permanent S/DTT coordinating unit® vithin the Training
Diviszion.

2) Health Information System and Remearch. An improved
eyatem was to he developed that vould include "procesg”
information regarding performance of "program managers,
trainere and heelth care Providera® and "impact”
informatiaon regarding changeg in heslth statua of the
target population.

manage the Program efiectively.

(3) A fourth component, Family Health Counselling, vag dropped at
the ineistence of the Burmese Gavernment,
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3) DOH Management and Supervision. The technical and
management skills of DOH staff at central,
Divieion/State, Township and RHC levels wvere to be
upgraded through short and long-term training (bath at
home and abraad). Subjects vere to include MCH, health
gystem management/adminigtration, biostatistics,
epidemiology, enviranmental engineering, diarrheal
disease control and vector control.

2.3.3 Planned Project Inpute

AID agreed to provide the necesssry equipment and supplies (kits,
AV equipment, a jeep, bicyeles), local currency to cover VHW
training coats, selarieu for S/DTT staff and the coordinating
unit, production of training and educational materiale, costs of
research projects, a nutrition office and warehouse. AID aleo
sgree to pay for participent training costs and for a fulltime
Training Advisor (24 months), a Health Information Specialist (12
monthg), a Computer Specialist (9 monthe) and a Data Analyat (8
ronths). Table 1 shovws the summary of initial and amended AID
contributions.

Table 1
AID Initial and Amended Budget, PHC II
(2USOQQ)
Companent Initial Final Difference Percent
Agreement. Revigion _Change
Technical 1,293 2,167 +874 *r67.6
Agsistance
Participant 1,434 1,893 +459 +32.0
Training
Commoditiee 6, 329 3,190 -1,139 -1a.a
Evaluation 200 Q -2002 ~100.0
Contingency 744 70 -674 -90.6
Total 10, 200 9, 320 -680 -6.8
Lacal 34, 000 34, 200 ;] a
Currency
(USS equiv.) 4,533 4, 333 Q Q
Total 14,533 13,853 -680 -4,7

Source: USAID Project Paper and ars3/a7 Summary Project Financial
Report.



Consortium (TA Contractor) and two in-country training coursesg
given in lieu of short-term Participant training.

3. QUANTITATIVE ACHIEVEMENTS

Thig chapter deacribes the quantitative echievementg of PHC II,
focusing on the Principal AID inputs (commodities, technical
8g8istance, participant training, and local currency
Contributiong) and the statistics for the Principal project
ocutcomes (training, health information sygstem Products, research,
Ccoverage, VHW performance, marhidity and mortality),

3.1 Project Inputs

Ag the following table shovws, almagt one-third of Praject funds
are gtill uncaommitted. Theze are Primarily Participant training
funds, sgame of vhich will he committed over the next two yearg

Table 21 AID Planned and Actual Expenditures

(US9000)

Component Budget Earmarked Committed Uncommitted

(Obligated) Budget Percent
Technical 2,167 2,167 2, 140 27 1.2
Aggistance
Participant 1,893 21 21 1,879 98. 9
Training
Commodities 3, 19@ 3,183 4, 451 739 14,2
Evaluation %] Q %] - -
Contingency 70 Q Qe 7@ 100. 2
Total 9, 32 7,372 6,613 2,708 29.13
Local 34, 000 34, 200 34, 000 2 Q
Currency
(US® equiv.) 4, 533 4, 533 4, 333 Q Q
Totel 14, 533 11, 9as 11, 146 2,708 1a.6

Source: USAID Project Paper and asasa7z Summary Project Financial
Report.
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for long-term training of participants scheduled to enter achool
this fall. A significant amount of commodities has yet to be
praocured (RHC medical kitm, AV equipment, vehicle spare parts)
and a number of procurements are =2till in process. Appendix D
summarizes the status of commadity procurement. Approximately
93.1 million of commadities hasgs been procured to date.

USAID plans to deobligate approximately $£588, @0@ of praoject
funde, which will probably be rechligated to the QCCS project.

The allocation of lacal currency caontributione is shown in Table
3. The bulk of these funde was allocated to VHW training
(travel, per diem, meteriale) and galary support for project
staff (S/DTT, HIS, headquarters and logistice staff). Kyat funds
vere aleo used to purchamse bicyclesg for superviegors, construct a
building for the Nutrition Department, provide support for staff
workshope, and to pey for gurveye and studies. See Appendix F
for details.

Table 3
USAID Local Currency Contributions
(Kyat 0Q0Q)

Component Planned Actual Difference Percent

Change
VHW Training 21,138 21,934 -797 -3.8
HIS 1, 896 1,585 310 16. 4
DOH Management 8, 138 1@, 480 -2, 343 -28.8
Reserve 2,278 %] -2,278 ~-100. 2
Contingency 351 | ] -5351 ~100. 0
Total 34, 200 34, 000 2 2

Source: Department of Health

Technical assistance began late, but the planned peraonmanthes had
been provided by the time the project ended in June, 1987. The
Long-term Advigor served as Team Leader and Training Consultant
for 24 monthe. An additional 18 personmonths of TA in
educational methode and audic-visual methada brought the taotal TA
input in this category to 42 personmonthe. The information
gystem end research compeonent received 37 pergonmanths of TA.
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Table 4

Planned and Actual] Technical Aasistance

Category Number of Planned Actual
Consultantsg Manths Months

Long Termn

Team Leader/ 1 24 24
Training Caonsultant

Short Term
=201t 'erm

Educational Methods 3 12 12
Audio-vigual 1 ) )
Computer Specialigt 1 9 9
Information Specialigt 2 12 12
Data Analygt 2 a a
Operations Regearch 3 a8 a8
and Evaluation
Total 13 79 79

Source: Department of Health and USAID

Participant Training alsao gat undervay late and fell far ghaort of
it’e objective, in part due to the lead time needed to identify
qualified candidates. Applicants must pass a DOH technical
examination and an Engiigh language test, and the DOH has had
difiiculty finding junior heelth Rersaonnel who can pasa both
tegatsa. Five long-term training pPrograms vere undertaken and
another four are Planned for 1987 -19a49, Two short-term Programsg
vere completed and four more are ta begin ghortly,

training, angd brought Professors to Rangoon to conduct: 1) p
five-month entomology course for 18 malariologists; and 2) a gix-~
veek coursge for 3@ DOH staff Covering MCH, Community Organization

3.2 Project Qutputs

The major quantitative pPraoject outputs were the pre-service and
in-service training for VHWs. Table 6 8howas the figures for AID~
Bupported training. The planned amountg wvere ammended from the
original pProject targets of a8, 200 CHws, 2, 700 AMWz, and 12, 2¢a
TBAs.

Ag these figuree ghow, the targets wvers largely met, The pre-
gervice training vag completed on time, the VHWe trained vere all



equipped with kit=s and

Planned and

deplayed,

and annual in-gervice training
vag provided to most of the CHWs and AMWs.

Table 5

Actual Participant Training

Category Planned Actual Plan 87-89
Na. PM No. PM Na. Pm
A. Long Term
MPH Health Ed. 1 18 1 22 - -
MPH MCH 3 5S4 2 44 2 44
MPH Epidemiolagy 1 1a - - 1 22
MPH Education Sci. 2 24 2 44 - -
PhD Health Admin 1 36 - - - -
PhD Epidemiolagy 1 36 - - - -
MSc Enviran. Hlth 1 18 - - 1 22
MSc Computer Sci. 1 18 - - - -
MPH Health Admin 3 1a - - - -
MPH Health Stat 1 18 - - - -
Subtotal 13 258 5 110 4 aa
B. Short Term
Environmental Hlth 1 4 1 4 - -
Health Stat/Demag 1 6 1 6 - -
Ed. Science 6 24 - - 2 a
MCH 6 24 - - 2 a
Health Admin. 3 1a - - - -
Subtotal 17 76 2 10 4 16
C. In-Country
MCH ' - - 30 15 - -
Community Qrg - - » 15 - -
Program Eval. - - » 15 - -
Entomology - - 18 =17 - -
Subtotal 1@a8a 135 - -
Total 32 334 35 300 a 124

Saurces: DQH, USAID
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Table &

Planned e&nd Actual Pre-Service and In-Service Training

Pre-Service Planned Actual Difference Percent
CHW 12, a6 11,900 100 99.2
AMW 2,701 2,691 la 99. 6
TBA 12, 200 1@, 986 1,d14 91.5
VPC 19, 933 18,874 1, 59 94,7
Subhtotal 46, 634 44, 45 2,183 95.3
In-Service Planned Actual Difference Percent
CHW 66, 835 69, 301 6, 534 9.2
AMW 14, 363 12,893 1, 464 as.7
Subtotal 81, 198 73, 20@ 7,998 90. 2
Total 127,832 117, 651 19, 181 92.0
Source: DOH

The required inpute
Computers, vorkshops, some
gome funding of atudies, 8upport for HIS
A new information ayastem wasg partially designed and vas
Thia gystem
includes a gsample household gurvey that could become the long-
8ought village gurveillance ayatem. Approximately 11 =tudies
vere undertaken, but only four vere completed by the end of the
pProject period.

vere provided {technical agzsiatance,
pParticipent training,
ataff).

There vag noticeahle output for the DAH management and
gupervision component. No supervigion curriculum wag developed,
no training conducted, no guidelinesa Produced, ng changes made 1in
management or Superviagory Practices.

3.3 Praject Effecta and Impacts

PHC Coverage was
extended by the mere fact that CHwa and AMWas vere deplayed.
Because of the lack of reliable information syatem, evaluation
Bystem or resmeerch deta, hovever, it ia impasaible to determine:
1) what the coverage rate really ie; 2) what the VHWe are
actually doing after they are deployed; and 3) vhat effect this
has had on the behavior of the target Population and the
reduction of marbidity and mortality, Nevertheless, the data
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that are available give an indication that the project had an
impact.

Coverage of the target population wags increased. An additional
14, 50@ CHWz and AMWa were deployed, meaning that the =same number
of villages and urban wards nov have acceszs to a trained PHC
varker. The DOH target was to cover 45 percent of villages with
a VHW. Figuree reported by the DOH indicate that 6@ percent
villages are naov cavered.

VHW Performance ims difficult to assess because of the lack of
data, but there does not geem to have been much change since the
PHC I evaluation (see pp 46-49). Table 7 showe selected
etatisticas fraom the DOH reporting syatem. They incdicate that CH
performance has declined in gmeveral key cetegories (contacts,
activitiea with BHS, environmental sanitation) and increaged in
diarrhoea treatment end referrals. AMW performance appears to
have improved in almost all acativitiesm except Jjoint amctivities
wvith BHW=.

Table 7

Selected VHW Performance Indicators, 1983-1986

CHW a43/84 84/85 a5/a6
Ave.no. pergonal hlth care contacta/CHW 136 140 121
Proportion of treated diarrhea <5 yrs a8 14 19
Ave.no. treatmenta/new diarrhea cagme 1 1 1
Ave. no referrals to BHS/Clinic/Hoan. 3 4 5.4
Ave. no joint activities with BHS/CHW 8 6 NA
Ave. no. reporting activities/CHW 4 3 3
Ave. no environmental sanit. act/CHW 13 9 4

AMW
Antenatal coverage, percent 35 126 117
Ave. No. contactas per new AN mother 2 '3 3
Percent coverage of home deliveriesm 19 65 48
Ave.no attendsnces per PN mother 2 3 6
Percent under nutriticn <3yrs 13 11 9
Proportion of treated new diarrhea <5 4 a a8
Ave. nao. treatments/nevw diarrheas cage 1 1 i
Ave no. joint activities with BHS 9 7 6
Ave. no reporting activities/AMW 3 4 3
Percent referrals of AN/PN/infants to 3 2.4 3.1

BHS/Clinica/Hogpitale

Let-the (TBA
Ratio deliveries by trained TBA:BHS 10 . @8 .10
Percent referrals of AN mothers to BHsS/ 19 14 12

Clinicas/Hoepitala

Source: DOH
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Morbidity and Hartality are difficult to estimate becauge of the
lack of reliable data, It is impoaeible, therefore, to
determine: 1) vhether any 8ignificant change hag OCcurred in the
health s8tatus of the target Population; ang 2) what Proportiaon of
that change may have heen due to the PHC 11 Project. This mame
Point yag made in the PHC 1 evaluationp (gee pp 50-51),

Infant mortality ig a key indicatar of PHC impect, but the actual
IMR ig 8til)] unknaown, The SRuB report to the Pyithyu Hluttay for
1987/aa gave an IMR aof 44.5, while USAID data Tfar the game periad
vag 66. 9, A recent 8tudy of the reliability and validity of
vital rateg in Burma €oncluded that there ig 8ignificant
underreporting of vital evente: 13 Percent for birthg, 49 percent
for deathg and 75 pPercent for ahortiong (Khine Maung Thein, P.
9). The Principal reasong for underreporting cited wvere related
to the midvives, vho are responaihle for registering all vita]
events in the village or vard wvhere they regide: 1)) midwiveg do
not count deliverjeg hendled by hoapitala, AMWe and TBAg; 2)
nevcaomers to Comunitieg are not €ounted; and 3) deaths are nov
Counted or are forgotten. The authar egtimated that the actual
IMR wasa 28.1 4in urhban areas, 68.9 ip rural, and 58.9 for the
country ag g vhole.

In itg field vigit, the Evaluation Team found recorded and
reported IMRa ranging fraonm 6.6 to 64.3, with errore common in

Given the large investment being made in PHC and the need for
ACcurate data on auch key indicataora a8 the INR, 41t wvill he
Critical for the DOH tq develop an accurate vital registration

8yatem and/aor 8pongor 8clentifie s8tudies of the impact of the PHp
on health,

4. QUALITATIVE ASSESSMENT

4.1 VHW Performance

investigation and datn pProvided by the existing DOH informatian
a8yatem which may not he entirely reliable, a8 digcusaed below,

It wea clearly evident tq the Evaluation Team, hovever, that
quality of Performance vas greatly influenced by:
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o The quality and frequency of asupervision. AMW’s receive
far more and better gupervison than do CHW'’sg=.
Supervigory visita to CHW’a, on the average, are
declining as the number of CHW’s increages faster than
the number af PHS II gupervigors;

o The quality of pre- and in-service training. The AMW
receives more and better training during formal courses
and on-the-jab than da CHW’s, see discussion an
training belaw;’

o The existance of incentives. AMW'=e ugually receive
gifte for aesisting with deliveries, and many aspire to
careers ags paid midvives. If CHW’s shift avay Ifram
curative mervices becauge of drug shortages and
guperviged preventive work, incentives become legs.
Alsa CHW’se have no opportunity to work tawvarde a paid
Jjob in health gervices;

o The extent and quality of local community leadership
aimed at impraving health conditions. It is thig
leadership that is needed ta provide direction ta the
CHW while the AMW already hag s highly focused Jjob;

@ The economic conditions in the local community and the
cammunity ‘s ahility tao provide guppliea to support VHW
activitier, e.g. AMW’z need mainly soap while CHW's
need more expensgive drugs and materials to imprave
vater supply and build latrinesa;

o The amount of volunteer time availahle, and flexibility
in vhen time can be given by volunteers. AMW’s apear to
meet this need more than CHW’sa whao often are employed
during the day in earning a living;

© The natural ability and motivetion of the volunteer;

o The extent ta which vaolunteera are mobhilized around a
highly focused preventive health campaign.

Continued problems with CHW performance has resulted in the DQOH
piacing a temporary suspension on mobilizing and training
additional CHW’s. The DOH i=s presently conaidering possible
golutionas to thig problem: 1) recruiting and training only
females, 2) agking the Red Cromsa to teke aver regpongibility for
CHW’s msince they are administratively organized at lacal levels

and have supplies, and 3) impraving the training and gupervigion
af CHW'’sg.

It ims clearly evident that the CliW concept can be made viabhle in
s8ome and perhapa meny locationa. It ia also clear that the
concept will not work in all locations and under all situationg
in Burma.
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4.2 Training, Health Educatian, Participant Training
4.2.1 Pre-~ and In-Service Training of VHW'sa

Qualitative improvements in the pre-gervice and in-gervice
training of VHW’s was to he 8 major achievement of the PHC 1IT
Project. Thesge improvemente would hormally include: redegigned
pre-gervice training curricula to gtrengthen g8pecific content
areas in high priority Preventive/promotive tasks and to
8trengthen training methods to achieve improved skills
development; improved curricula for and training of BHS varkersa
respongible for the Pre- and in-gervice training of VHW’g2; the
deeign and implementation of training needs azsessment procedures
to support 8nnual refresher training; impraved surricula cantent
and methods for refregher training; and an improved training
evaluatiaon system that would provide feedback to trainers and

Field visitsg by the Evaluation Team indicated that qualitative
impravementas in the pre- and in-service training of VHW’a had not
Gccurred a= planned.

Some improvements in training of AMW'’s had occurred through the
contribution of other projects, e.g., greater attention to
nutrition education taska and gkillg development in grawth
monitoring, andg thraugh improvements in the skille of BRHS
trainers gained primarily through continued on-the-jab training
experience although further training was alaso given in
educational methads.

8ubjects ta he learned, the time available to Provide repetitive
reinforcement, and the quality and dedication of the LHV’a and
MW’s invalved ag trainers, who are albeit etil] weak in training
gkills.
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Although unstructured and informal, the aupervising midwives
conduct on-going performance assessments of AMW’s for which they
have supervisory regpongibility. This serves asg the bagis for
on-the-job counseling and training, and provides feedback for
defining formal refresher training needs. Although the training
of AMW’s could be significantly improved through the use of
better training needs assessment methods, a more competency-based
curriculum in preverntive-promotive health services tasks, and
improved training skills of trainers, the quality of training a=s
perceived by the Evaluation Team and as reflected in on-the-job
performance digscussed elgevhere, appears to be reasonable.

Project improvements in the pre- and in-gervice training of CHW's
vere found to be negligible or non-existent. Some limited
improvements are attributable ta the growing training experience
of HA’'s who gerve ag the principal CHW trainers, and to the
periodic workshaops they have attended on educational acience
given by Division/State Training Teams (D/STT’s) about ance s
year. However, about fifty percent of the HA's interviewed
indicated they had not received such training during the project
period. HA training methads consist mainly of treditional lecture
and discussion with little or no emphazis on active learning
methods. ’

The CHW pre-gervice training course wvas extended from three to
four veeks at the start aof the PHC II Project. Thies provided more
time to cover vhat continues to be an overly ambitiocue
curriculum. A nev curriculum has not been developed to narrow the
content and shift the emphasis to preventive/praomotive skills
develaopment. The pre-gervice training curriculum content and
methods have thus remained the the szame ag those used during the
PHC I Project. The CHW technical manuala being used in training
and for on-the-job reference alsa remain the same ag +the original
1978 wmanual.

The gix-day annual refresher training orX CHW’s also remains
eggentially unchanged. Evidence could not be found of training
needs assesgsment activitiea to identify specific refresher
training needs. Tovwnzhip Medical or Health Officers usgually
prepare a listing of topics for the HA to cover during the
refresher course conducted at the RHC. Topics are ugually chosen
on the basis of high priority health problems and anticipated
future campaignsg, rather than on gpecifically defined wveakneases
of the CHW’s. Emphasis continues to be on knovledge transfer
rather than skills and attitudinal development. The use of pre-
poet tests to evaluate training effectivenegs does not occur,

The general abaence of training materialz also =ontinues to
conatrain the quality of CHW training. The provigian of such
training equipment as flip chart/chalk board eagels, etc. tends
to reinforce traditional training methads.

Althouqh VHW training improvementa did not occur as planned, a
number of development activities aimed at improving VYHW training



methodology and community-hageq training methads,
including Curriculum development;

Annugl training vorkshops vere conducted by D/STT'g for
Township and RHC pergsonnel agn educational methodsg
including curriculum development;

A national Situational Analyesig Study (s5As8) vas
conducted to obtain informatian for design of improved
VHW job descriptions, vhich would "provide the cantent
and suggest the methods for Pre-service and in-gervice
training of Basic Health Servicesn (BHS) mtaff and

and BHS treiners of VHW’ g were Prepared. At the pregent
time they are avaiting maome content revisions bhefore
final review and appraval, The DOy intends to produce
and distribute 70, Qoo copies of the CHW manual and

10, 200 Caopies cf the trainers manual, pravided funds
8re made availahle for Printing;

A reviev of pPre-gervice training institutiong (non-vVHw
peraonnel) wag conducted to identify needed
inatitutional changes;

Division/State level area being initiated. The praject
called for thege posta to be established and filled
during the pProject Period, gee sustainability
digcuassion below;

A plan for impraoved management training of Township
Health Officeras has been Prepared and gubmitted, but
not yet reviewed and appraved;

Unfortunately none of the abave effortas have vyet to resgsult in the
intended improvementsa in pr'e- and in-gervice training, and in
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regulting improvemente in on-the~-job vork performence of the
VHW’2. There are, hovever, a number of gignificant factors
related to the project desmign and its implementation, inecluding
the context in vhich project implementatiaon occurred and the type
of technical assistance provided, that explain why the project
failed to achieve improved VHW training, and consequently,
improved on-the-job performance of VHW’sa.

Major deficiencies in the mobililization and management of
project technical aesistance was found by the Evaluation Team to
have been a major contributing factor in the failure to achieve
improved VHW training:

0 HMajor delaye in initiating technical agasiatance. The
long-term training adviszor did not begin werk until the
22nd project month, 18 months later than planned. The
gshort-term training advigors wvere not utitilized until
the 34th project month, almost three yearg later than
intended. Quite clearly there vas insufficient time to
initiate and ccmplete sequentiel, time-~consuming,
training improvements, let alone to achieve an improved
training impact on job performance.

o Resiastance of the DOH Training Divigion to accept
projec” technical assistence. The lack of involvement
of the Traininag Division in project design, review and
approval, and the large amount of time that trangpired
betveen project formulation and the arrival of
technical agsigtance, wvas reported by the long-term
technical advisor as the principal cauges of this
registance. Thias placed an unusgsual burden on the lang-
term mavigor to establigh rapport and a productive
vorking relationship with counterpartse in the Training
Division. This further contributed to delays in
training improvement. For example, a request by the
long-term training advisor for an Engliash language
version of the existing CHW curriculum was not met
until 12 months after he firat gought to assist the
Training Division.



Diversion of the lang-term training advigor fraom
Project SQW to other activities. The DOH and Training
Diviaion counterpartsg re-directed activities of the
long-term training advisor vhich precluded vork on
improving VHW training. This may be attributed to
delaye in beginning technical agsistance activities and
Project cantextual change=s that had accurred in the
interim, including other donor development assistance
activities and a new four year health Plan (PHP III).
Long-term advisor services vere utilized to assist
vith: a major national study on performance of VHW'’ga
and BHS personnel ; development of technical reference
manuals for VHW’a and RHC trainers; a gurvey of health
training institutiona; vaorkehaps for D/STT’s; and the
analysig and formulation of recommendatione for pre-
and in-gervice training syatems, e.q., pProposed
organization and functions of the Central Coordinating
Unit of the Training Divigion.

While the long-term training advigzor made commendable
contributiong in many areas, a focused effort to
improve curriculum and training of VHW’2 did not occur,

Diversion of ghort-term training congultar.c2 from
Project SOW to other activities. Qf the 12 vwork-months
of short-term consulting time designated for
improvement of training methods, e=is vork-monthe vere
diverted to the reorganization of the CHEB and related

matters (Johngon); two vork-nonths were given to
developing improved heaslth educatiaon g8trategies and
methads (Johnson); two vork-manthe to ag=2isting HATS in

reviewing pre-gervice training of BHe varkers
(Ausherman); and two vork-months vere apent in
developing a long-range and short-range in-service

Given past and present capabilities of the DOH to up-
grade quality of VHVW training, there ig Bome quesgtion
in the minds of the Evaluation Team about the adequacy
of short-term technical aasistance originally intended
to aseist with training methods improvements, and there
ig no question about the inadequacy of Bhart-tern
technical assistance that was actually assigned to
impraoving VHW training.
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o The distraction and added workload of propoeed early
termination of long-term training advigor. The decision
taken and later withdrawn by Burmese officials, to
terminate the training adviser’s services after eleven
monthe, created uncertainties and discontinuities for
several monthe mid-way during the training advisor’=s
tour of duty. Thie adversely affected his performance
and, together with other unanticipated cenditions
discussed elsevhere in this repoxt, added ta the Team
Leuder’s adminigtrative workload. These conditions
reduced the amount of time available for the long-term
advigor to assist with training impraovements. In his
final report, he indicated that only about fifty
percent of his time vwaza devoted to training activities
compared to the intended meventy-five percent of time
called for in his =zcope of vork.

Thue deficiencies in mabilizing, managing and utilizing project
technical assistance help to explain why intended training
improvements vwere not achieved, and vhy the long-term tra:ining
advigor’s final report consists mainly of recommendations for
improving VHW training rather than describing the training
improvementz actually achieved.

The pre-gervice and in-service training atrategie=s being

employed by the DUH to achieve improved training of VH¥'’s involve
mainly educational methods rather than competency-based training
(CBT) methods. This distinction is loat in the continuing
reference to "task-oriented training” vhich applies to both
educational and CBT training methaods.

Reliance upon a hierarchical multiplier training asystem, in which
trainerse train trainers at subordinate levels of the gyatem, who
in turn train lowver level trainers, results in weaker training
knovledge and skills at each gubordinate level. Thig is
particularly true vwhen trainers at D/S and tovnship levels are
relatively inexperienced and unskilled due to continuing
turnover.

Just as training skills are diluted at each subordinate level,
curricula development ig also diluted, e.g., tovnship officers
produce only a list of topicae to be covered in the refresher
training of CHW’s. By the time educational methods are
tranaferred to front line trainers respongible for CHW'’s,
traditional educational practices become predominate, with little
noticeable improvement in training capability. Qn the other hand,
competency-bused training methodologies that utilize pre-degigned
and more structured curricula emphasizing readings, discussions
and skills exercises, and the training of trainers in how tao usge
these curricula, is a far more appropriate and effective approach
to transferring training skills down through a hierarchica)
syatem. This i=s particularly true wvhen traditional training
methods are eo resistant to change. Thus the training development
g8equence ig reversed and curricula deeign, usually in modular
form for flexible selection and use, precedes training of



trained in training needs aggsegsment methods, hut then need only
be oriented in hav to g8elect and utilize the caompetency-baged

Educational, B8 contrusted tgo CBT methads, alego do not give
sufficient attention to training evaluation, feedback and
8djustment. The Evaluation Team found that the Concept and
methaods of Pre-posast training evaluation wag Non-existent. When
training vas evaluated, it consisted of measuring trainee
Perfarmance againat pre-get standards ducring and at the end of
the training experience. Workshaopsa often obtained feedback from
Participants an their f8sessment of the training eéxperience;
hovever, this practice ¥a8 not always followed.

and numberg of personnel trained. Thie finding hovever, doesg not
preclude knavledge exieting on the sBubject amang those not
intervieved in-depth.

8pecialigta in educational methodologies, including community-
based health education methadolagy, were gelected and utilized
rather than 8pecialigte in competency-baged training.

With regpect to the auatainability of pre- and in-gervice
training of VHW’g, g number of iassues have emerged:

0 Before completion of the Project in June D/STT’e were
to be permanently established through formally
g2anctioned posts, Thig did not Qccur and many of the
D/STT’e were digolved and atarff assigned to other
posts. PHN's, who had served ag the main gtrength of
theae training teams, vere traneferred, Many were 8ent
to training pogts in pre-gervice training ingtitutiong.
The Diviszional ocffices vigited by the Evaluation Team
expected to reform the training teams utilizing DHO’s
and Health Educators, Previously weaker membhers of
these teamg.
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At the central level, a request is currently pending

for permanent training poste at Division/State level.
Nevertheleass, much of the educational capabilitieas of
D/STT’e developed during the project period is being

loet and will have to be replaced if Divisions/States
are to continue with responsibilities for training at
lower levele of the aystem.

@ Project-funded incentive paymentas for VHW’s of 1@ Kyats
Per training day are no longer paid when gpecial
project funding ends, nor ig such funding included in
pregsent DOH budgets in-so-far as the Evaluation Team
could determine. At the same time, an increasing number
of villages are discaontinuing small monthly incentive
paymente for AMW’s and/or are failing to nominate new
candidates for training vhen requested, due to their
reluctance to praovide this funding. A= Townghips reach
12@% coverace of VHW’e and no longer participate in
gpecial project funding of training activities,
refresher training activities are being digcontinued
except in cases vhere VHW’g are villing to sgpend time
in training without remuneration or incentive pay. This
has seriocus consequences for the future of the VHW
program as periodic refresher trasining is essential to
sustain =skills among these types of workers.

@ The unavailability of training materialse, including
technical reference manuals, appears to be an
increasing problem, with the DOH not receiving adequate
fund allocations to meet even bhasic needs.

© The unavailability of structured curricula for VHW’s in
the form of detailed trainer and trainee manuals and
related training aids, combined with relatively high
turnover of trained teachers particularly at the
Division/State and townghip levelsz are requiring
regources to continually rebuild the training system,
instead of using resourcee to build upon and =strengthen
it.

4. 2.2 Health Education

A major obstacle to impraoving health conditionsz in Burma remains
the ignorance of the general population about preventive health
measureg. Field health workers cansistently reported that their
health education mesgages vere rejected by villagerse, e.g., the
need to boil water, the need for latrines, etc. One vaorker
reported "you can take a horse to wvater but you can’t make him
drink".

Praject implementation gave greater emphasiza and technical
aggistance resources ta the develaopment of health education than
called for in the original Project design. Project funds,
hawever, were not originally budgeted nor later re-allocated ta
the production of health education materials. A request for re-



allocation of surplus Project fundg ig being Currently being
contemplated for thig purpoge.

by the DOH 1igs mainly attributable tgo the importance given to
coammunity involvement and education in the PHP III. The
Evaluatian Tean, hovever, found no evidence at the local
community level that project technical aggiastance inpute have had
8n impact at that level:

© VHW’za vere universally without health educatian
materialg, explaining that "all they had vwas their
mouth®, Both BHS Bupervigsors of VHW'g and VHW'’g

© Bagic 8supplies, €¢.g9., paper and flannel with wvhich
health education mailerials could be made, wvas

Caonaigtantly reported asgs being difficult to aobtain at
the village level;

@ Health education skille of VHW’se Qppeared to be similar
to that reported in the PHC I evaluation;

exerciges, i.e. practice talk pPresentations, were nov
included in annual refresher training;

o It ie intereating to note that the quality and
availabhility of health education materiale vasg very
uneven amang RHC'g and gubh-RHC'’g vieited, and that the

Pogtere and leaflets appeared to he in greater gupply
at central and Divigion/State levels, vhere they gerve
to deccrate officea, than they are at RHC's and sub-
RHC'’ g.
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In one Division, local funds are used to redesign and
print leaflets for digtrihution to lowver levelas gince
only a fevw centrally distributed-leaflets are received.
Redesign of centrally provided leafletsz is required
becauge these leaflets are printed in multiple colors
that cannot be easily reproduced for printing in one
color. Staff of he Central Health Education Bureau
(CHEB) indicated that multi-colored leaflets and
posters are preferred by them because guch materials
are conaidered to be more effective and less likely to
be given awvway or thrown awvay. Cost-effectiveness wvag
acknovledged to be a problem however.

Some of the inost affective health education materials
found in the field vere materiale such as flannel
boards and illustrations made by MW’s for use in the
refregher training of MW’s and in pregenting health
education messages to mathers;

Nutrition education materials in the form of a series
of posters and illuetrated flip chart boaoklets have
recently been made available to BHS vorkersg in 93
townships. These wvere provided through another project.

Project technical assistance provided to improve health education
vag utilized for the follovwing purposee, which helpas to explain
the abaence of irnact at field level:

=}

Review of the organization, gtructure and functiaoning
of the Central Health Education Bureau (CHEB), and
develapment of recommendationg for impraovements;

Esgstablighment and functioning of a Task Force on Health
Education Training;

Improving coordiration betvween the CHEB and other
central DAH unitse including the Training Division and
ite Central Coordinating Unit;

Development of outlines and propanals for a variety of
health education reference manuals (guidee) and
improved training in health education at all levela in
pre- and in-gervice training, including an outline for
@ health education curriculum for BHS workerzs and
lege.r plang for teaching community health education
methode. These outlines and propasals have heen
avaiting review and approval by the DOH before starting
the develapment work of preparing the content and
methods materials;

Aagistance in planning and conducting a vorkghap for
D/STT'’e and othera in community-based health education
methods.
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4.2.3 Participant Training

traineen available to the Evaluation Teem for interview, and
becauge g major evaluation of A.I.D sponsored Burmege participan
training is about to be completed. That atudy ise expected to
provide gsubatantive information an the quality of training. One
recently returned short-courge pax-ticipant and geveral
Participants who attended the in-country "70@ geries” courages
vere interviewed.

The recently returned participant reported that the two
universaity Courses (biostatigtics and demography) and the one
Eagst-West Center course (MCH), that were attended during her six
month vigit to the U.s., were invaluable in giving her a much
more advanced underatanding of the s8ubjects studied. The
experience slgo taught her about the need for gtudy in ather

closely related g8ubjects (e.g. computer hardvare and softwvare
utilization) which g8he considers very important in develaping her

capabilities to better-utilize what she had learned during her
2ix montha abraad. Specialized short-courase training thus leads
to demands for more treaining in related subjects.

Participants who attended the three "70@ series" courge given hy
the Western Congortium, all reported that:

© The asubject contents of each course vere extremely

8ituation, whigch would naot have happened in a u.s.
baged course;

© The inatructors vere of excellent quality and the
participatory learning methods emplaoyed were very
effective;

o The Participants, baing all Burmesge, could more eaeily
discuse and absorb vhat wvasg being learned 8ince there
vas a commonelity of experience in the Burmese

been in a U. s, based course.

In revieving the cost and quality of thege in-country short-
courses, it ig Clearly evident thet the cast-effectiveneas ig
8uperior to that of U.S. basgsed short -coursaes, although ghort-
coursases, vhether 1n—country or abroad, cannot gubatitute for
longer-tern advanced educational Programs.

4.3 Supervigion and Management
The quality of gupervision and management within the BHS gyatem

remaina esgentially the same ag reported by the PHC I end of
Project evaluation findingna;
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"l.Lack of adequate training in gupervigory techniques;

2. Heavy vorkload of gupervigors;

3. Lack of leadership from tovnships, States/Division
levels;

4.Supervigsion biased tovard curative rather than
preventive activities;

S.Lack of quantifiable information for management
decision making;

6. Irregular supervision meetings. "

Field visite and zome selected in-depth interviews of VHW
supervisgora revealed that there is minimal undersgtanding of
supervigion, wvhat it should conaist of, and hav it should be
performed. This was particulearly true of CHW supervisors (PHS
II'a. who have received no training in supervisory gskille,
degpite their title. Supervision continues to he generally vieved
ag an audit function by medicel and health officere, HA’=, PHS
I's and PHS II‘s. Also there is little underatanding of vhat ia
involved in asupervising asupervisora. Amang some LHY’s and MW’ga,
hovever, there vwas evidence of very effective suparvisory
perfnrmance.

Participant training for higher level DOt officers in health
adminigtration was not achieved during the project as originally
intended. Except for a plan to provide management training to
tavnship afficera, which has yet to be acted upon by the DOH, the
Evaluation Team could not identify project activities aimed at
develaping managerial and guperviaory capabilities. The UNDP/WHO
manpover develapment project, which involves develaopment aof
training in gupervision and management for thea BHS gyetem, and
vhich contribhuted to the stirengthening of HA refresher training
in supervigion and management three years agao, i=s apparently
viewed by the DOH a= their mein development assistance project
for improving performance in this area.

The expanding numbersa of YHW’a, wvwithout comparahle increases in
the number of VHW supervigors, is resulting in a declining number
of supervisory coantacts.

Although AMW guperviagors appear ta be managing their graving
vorkload well hecause of their large numbers and continuing
excellent ratio of superviasors to 8upervisees, PHS II workere vho
are normally expected to provide technical guidance to CHW’s and
vho have alvwaya been in short gupply, represgent a groving problem
vith sustainability implications for the entire national program.
Some CHW'’a are now reporting receiving only three to four, or
fever, sgsupervisory contacts a year. Others report frequent and
reqular visits by a variety of BHS peraonnel. The PHP III
provides little remedy tao this problem. It callz for an expangion
of 25,149 CHW’z bhut only G650 PHS II'sg through 199@. That ig a
ratio of 38:1.
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4.4 Information System and Operations Regearch

This aection deala with three inter-related Components: the
health information sygstem (HIS), research and evaluation (R&E),
and rapid surveys and Operationg regearch.

4.4.1 Health Information System

The averall objective tgo eatablisgh an "effectiver health
informatian Bystem and g "village 8urveillance Byetem” wvere not
achieved. This wag due in part to the late 8tart the technical
aBsistance team had, ag noted earlier. But even if TA had begun
on time it 4ig unlikely that viable rygtems vould have been

HISs, 8everal vorkshopa wvere held, a number of Consultant papers
prepared, five portahble cComputers and Printers and an IBM PC-AT
vere Purchased, forma, inatructionsa and caomputerized data entry
pProgramg wvere Prepared. In January, 19a7 2 pilot teat began in
five tovrshipe in Pequ. That teat ig satill going on.

In conducting thig Pertion of the evaluation, the Evaluation Team
intervieved one of the congsultants invalved in the design (Data
Analyst}, revieved the Weztern Congsortium reportsg, intervieved
HIS staff and vigited the Pegu test site. Our general conclugion
is that the syatem wag poorly conceived and poorly designed. It
is far mare Complex than the current system, requires much more
staff time for datea Collection and data entry, uges more ascarce
reaQurces (e.q., Paper), is much 8lover, and hag no utility
becauge there ig no analygis plan, analysig pragram, or
utilizatiagn plan. In short, it ig simply a masgive datg
collection and data entry g8yatem, not an inforwmation 8vatem.

developed g Process for developing 8 completely new system, This

angver,

Bseveral optiong for the organization of the data collection and
analyais functione, all of which asgumed that the aystem vwould he
Computerized and vould require gseparate Computer unitg tgq pProcesg
the data. Thoge agsumptiong effectively Cut out the RHCa and
townehips, vhich wvere to be the Principal ugersg of the HIgG,
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Thus, instead of a sgimple, menual eystem that RHCs and townshipe
could use to assess needs and monitor performance, the approach
taken virtually assured a centralized high-tech syastem where
data would flov to the State/Division and Central level for
processing, analyesis and eventual feedback to the operating
ievels. Thia is the problem that exists currently and that the
nev gystem was gsuppozed to remedy.

The next step taken by the consultant vas to convene meetings of
8ll directors and project managers to identify queations that

they vanted the gystem to anaver. This vas a gerious error. It
opened a Pandore’s hox as every director wanted the gygtem to
angver every posgible questiaon. Over 1,100 variableeg were

identified, most of which vere deemed "esgential". Thie approach
had been taken several yeers before when WHO tried to help the
MOH develop a simplified HIS. The same result occurred then, and
one vould have expected the DOH to have learned from that
experience not to repeat that approach.

The next step was to reduce these data requestas to a "Minimal
Esgential Data Set", through a group process. Thia waiz also an
error, becsuse it had been done befare and experience has shown
over and over again that most people are unwilling to give up
their "essential® data needs. That has been the case at the MOH,
alsao. The consultents and DOH officials all acknowledge that the
Minimal Essential Data Set (MEDS)is neither minimal nor
eggential. One of the consultants counted 1,900 items in thism
MEDS, which currently congists of 12 data collection forms in 2@
pages plure 16 worksheets in 23 pages, 24 pages of calculation
instructiona and 21 pages of report forma.

The coneultante could have avoided thie development by being more
directive, but they sawv their role as educators rather than
advisore. One consultant maid that the DOH *had to go through
thie process themselves”" 20 that they could experience the
implications of collecting large quantities of data. Then, he
thought, they would begin to cut out non-egsential information.
He auggested that vorkshopa be held over the next several years
to allow the DOH to reviev the MEDS and revise it. Thie was an
additional error that prcbably reflects their lack of experisenca
in working in developing settings. The DOH clearly looked to the
congultants for advice and guidance, and it was not given. Novw
that the project im over, the DOH is left to its own devicere to
deal with the myatem. Currently, the Director General is taking
an active intereet in reducing the MEDS and has already directed
that a number of items be eliminated.

Because of the pregss of time, the consulitante and DOH hurridly
arranged a field tegt before the gystem design had been
completed. The HMEDS had not been reduced and an analysis plan
had not been devecloped.

The field test got underwvay in January, 1987 for an expected six-
month period. It wam not a feamsibility teat of the eystem an
much ag an experiment to Compare computerized analysis of data
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collected with manual analyais., Thig objective will not be met,
hovever, since the computers are not being used in the
"computerized” test sites, largely because sealed, aqir-
conditioned roaoms have to be congtructed firgt,.

Vigits by the congultants, the Evaluation Team and DOH gataff to
Pegu have shown that the testsg are being carried out (that is,
data are being collected), that there are 8 number of minor
problems with the formse, 1nstructions, etc., and that at leasgt
some health vorkers are complaining about the amount of time the
nev system requires. The DOH ig Planning a formal reviev of the
s8ystem in the next few monthsa. Hopefully, thiga review will
include an examination of the time and costs of the =zysten.

The Evaluation Team has Caoncluded that the eystem will require an
enormous amount of staff time, not Just for data collection, but
for compilation, data entry, data Processing, analyeig and
reporting. For example, it currently takes two persons (one to
enter, one to verify the entry) one hour to enter the data into a
computer from one health vorker’s get of forms, Each township
wvould have approximately 70 forms per month to procees (5 AMW =+ 5
CHW in 7 RHCs) for a total of 14¢@ personhours/month (7@ forms x 1
hour x 2 persons to enter/verify), That ie pPractically one
fulltime persgon Per township s8imply to enter the data.

Processing the data, pPraoducing tables, and analyzing the results
vill also take congiderable time.

A8 noted previously, na Bnalysis procedures have been developed
so far, The Data Analyst prepared 9@ dummy tables in August,
1986 as examples of the kinds of tables that could be produced.
Many more table could he developed, of course, The expectation
ig that the DOH, gomehow, will chooge the tables it needs. Until
that occura, the Computer Specialist cannot Prepare a camputer
Program to generate the tables, and the Data Analyst cannot
develaop analysis procedures. Thus, at this time, there iz no
data Processing or analyaisg Component to the system and no plane
to develop one.

The MEDS includes a "Clueter Population Coverage Sample” thet
vould replace the Lay Reporting Syatem Currently bheing used.
Apparently, thig component would eventually become the "Village
Surveilance® gystem gpecified in the PHC 1I1I Project paper. Esch
midwife is asked to do an annual censusg of 1@@ householdg in her
village or ward and to keep track of vitel events, immigration
and emmigration. The ayatem ig relatively simple, but it wil)
not produce valid estimatez of vitpml rates hecause of two
methaodological flavwa.

1. The villagee gampled are not selected ut random and are
biased toward villages with better health care because
the midwife lives there. The sample village should he
selected at random from the %-6 the midvife gerves,
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2, The 100 householdse eelected in each village are also
not representative. The instructions are to select
these that are "most proximate” (closest) to the
midwife. Thegse househaolds are alsa likely to have
better health care because of their proximity to the
midwife. The 1@@ houses do not have to be selected at
random, although this would be the ideal approach. An
acceptable alternative is the WHQ technique of
gelecting the first household at random and then moving
in one direction until the cample is completed.

3. The cansultant alza recammends not using data from
midvives vwhose reportas are incamplete. Thig would
introduce an additional bias. The problem can be dealt
wvith in other ways: better Bupervigsion, weighting of
ugable data, follow-up.

4. 4.2 Research and Evaluation

The Project Paper did not call for a specific number of atudies,
but allotted £123, @@ in local currency, wvhich could be expected
to support from 8-12 studies. The Project Paper also gave many
examples (see pp. 15, 25) of suggested studies, ranging from
periodic household surveys of morbidity, mortality and health
care, to financing of health care delivery, and the effects of
the nev training mevhode/curricula on CHW performance.

The DOH identified 9 studies that vere funded under PHC II:

1. Dr. U Ba Tun. Study of the Demand in Villages for All
Types of Pharmaceuticalg as a Regult of the Deployment
of YHWas. 1984

.2. Prof. Aung Tun Thet. Obaervational Study of the Time
Utilization of VHWe and BHS. 1914

3. Prof. Aung Tun Thet. Study of the Coats Currently
Incurred by the Health Care Syatem in the Treatment of
Septic Abortion. 1984

4. Prof. Aung Tun Thet. Studies of Ways of Increagsing
Involvement of VPC’z or VHC's in Plenning, Implementing
and Evaluation of the VIillage Health Programme. 1984

3. Dr. D. Khin Hlaing. Household Survey of Development of
Indicatore for Asseasment of the People’s Health Plan.
19a5

6. Dr. C. Khine Ming. Study of the Monitoring of Vital
Events, Nutritional Statua @-3 Birth Weights and PHC at
the Village Level. 1985

7. Dr. Tin Tin Hmon. Repeat Survey on the Performance of
TBA Three Yeara after Training. 1985
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8. Dr. u Thein Dan. Situation Analysgig Study on Primary
Health Care and Baagic Health Services. 19487

Only the lagt et these studies wag availahle for review by the
Evaluatiaon Team, Apparently, the Iirat 8tudy has not gotten
undervay ag vyet; gtudiewg 2,3,4 are completed hut the author has
been abroad for ave~ g Year and copies of the reportg could not
be found at DOH or in the USAID Project files: Btudies S and 6
are gtill in the analygin 8tage; and numher 7 could not he found.

Another Btudy, which iz sti1l} underwvay, wag really an Cperationg
regearch training exercise. It dealg with the Performance of the
Puhlic Health Supervigor II. The data are being analyzed at this
time and aq report ig expected within a few manthg, A second
Btudy, alsao an ORrR vorkghop exercime, ia g training needs
asgeaament of RHS a2taff, Thim gtudy 18 in the dat.a ccllection
phasge.

The Training Diviaion, H.A.T.S., and the Nutrition Diviaion
Conducted studies during the Period, all funded by other agencieg
(WHQ, DANESA, JANS). The moat relevant of these ig the HATS

atudy on the Perfarmance af VHWa and their 8uperviasoxrag. Thiag
Btudy ims in the analyesia phage and a report 1s eXpected in
October, Another relevant etudy ig g follov-up to the veaning

8tudy conducted under PHC I. Thia im algo expected to he
Completed in the nNext aeverel] monthe,

Although the above studieg Bppear to be highly relevant tg the
Primary Health Care pProgram, it ig diaoppointing to learn that

The PHC II pProject anticipated Epecial ptudiesg tg complement the
data produced routinely by the informatiaon gyatem., The rapid
8urvey wond Gperntions resenrch approachen developed by the

One Conaultant, the Dntag Analynrt, gpent the hulk of hig time, not
an developing the analynig Proceduren far the HIS, but "chaame to
addrega the development of methode of data gathering alternative
to the major HIG"(2), Given the direction the HIS wag taking,
thia may have been fortuitouu, becauge the rapid aurvey (RSG) may
be one of the hetter contributiong of the contractaer ta the DOH.

Rapid Zurveyn involve gahort and fpecific quentionnairea on
Bpecific tapicsa, gmall cluater aamplen (3@ clunteras of 7
re2pondentna each), datp entry irn the field uaing portable
computera, angd analyaing and preparatiaon of preliminnry reporta
vhile in the field.

(2) Team Leader Report, p. 4a.
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The congultant held a series of vorkghops for a small group of
DOH =teff on computer softvare usze (Lotus 1-2-3, Surveymate,
dBage III+, SPSS) and a special vorkshop on RS methodology. The
highlight of the training, and the most impressive agpect of this
activity, vas the design and conduct of an RS by the consultant
and 9 DOH traineee. The survey was done in Hlegu Townghip May 4-
7, 1987 to assess health status of children under 3. One-half day
after data collection vas completed, a preliminsry report vas
presented to the Hlegu TNMO. A gecond report wvas presented to
genjior health officials in the DOH an May 21.

The DOH plans to replicate thisn gtudy in another tavwnship, and
depending on the resultes, may take further steps to
institutionalize the RS and/or conduct additional gtudies.

A few problems with the approach have been identified, howvever.
Firast, the Hewlett Packard computer, while superior in many ways,
does not accept a number of IBM-compatible moftware. The
congultant had to use his own portable computer (a Toshiba)
inatead. Second, the ink-jet printer purchaeed is very
convenient, small and portable, but it requires a gpecially-
coated paper that is hard to obtain and expengive,

More significant, there is no plan for the RS. The conasultant
recommended that the DOH estalkli=h a Rapid Survey Unit, but there
has been no analysis of the feasibility and costs of maintaining
guch a unit. No estimates have been made of the costs of
gurveys, either, or of the number of surveys that a unit could
feasibly conduct in a year.

Eight personmonths of technical aggiatance vere =et aside for -
ocperationge research and evaluation. Three consultants wvere
involved in this activity.

The firet consultant changed his scope of work and instead of
evaluation and operations regearch, he prepared a paper on health
services delivery in Burma, a gubject that was totally irrelevant
to the project and contractor’s gcope af work.

The second consultant conducted a vorkshop on epidemiology and
degigned a study to evaluate the impact of an MOH goiter program,
Although this vas evaluative in nature, the topic was low
priority, given the focus2 of PHC II on the health of children and
mothera. An adventage of thie gtudy is that it was to employ
rapid survey methodologqy.

The third consultant conducted geveral short workshops on
Operatione Research (QR) to help the Burmese get research
priorities and learn some qualitative data collection technigues.
He also helped deaign tvo studies, neither of which vag OR or
evaluation. The first ia a descriptive study of PHS-~I
activities. The second is a training needs asseasment.
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4.5 Technical Assigtance

variable, depending upon the receptivity of the DQH, the
appropriateness of the technical assgistance 8cope of work, the
extent to which cansultante vere diverted from their intended
Bcope of work, and the appropriatness and capability of the

The Evaluation Team identified 8 number of problems in the
gselection, mobilizatian and utilizatian of technical aggistance
that wvarrantg attention in thig report. It 12 clear that maximum
benefitn vere not aobtained by the DOH for the folloviong reasong;

advigora vere even later in being utilized. The Project
Paper called for uge of one Congulting firm to "receive
timely and reliable services over the life of the
Project. " Thig did not occur becausge of the long lead-
time in arranging a technical aggiatance contract;

o DOH and Training Divizian registance to receiving
technical agaistance. Thig igm cbviously an

Nevertheless, Bccesa and therefore contribution of
technical advigore vasg regtricted;

Project needs;

© Inappropriateness of =ome short-term congultants.
Although the consultants utilized vere capable
g8pecialists in their own fielde, saone with widely
recogniged reputations, toc often their mkilla did not
match the job to he done, e.gq. utilizing an education
8pecialist for a training gpecialist’s job, and
utilizing a high technolagy information system
specializst for a developing country {appropriate
technology) information ayatem specialigt’sg Job.
Although the long-term advigor and some short-term
congultantg performed vell, sgame sghort-term consgsultantg
were unqualifiasd, averly academic, and unsuitahble.
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The averesll result of the abave findings suggests that project
technicel assiatance was much lezs effective thar, it could have
been.

S. CONCLUSIONS AND RECOMMENDATIONS

S.1 General Conclusiaong and Recommendations

The overall conclusion of the Evaluation Team i2 that PHC II was
effective in training, equiping and deploying additional VHWa.

Ag with PHC I, the project met itsm principal quantitative goala
but the quality of CHW performance, training, supervision, health
education, information gystem and reeearch and evaluation wasg nat
adequate, particularly given the epecific emphagis thigz project
vag to give to improving quality.

The averall recommendation of the Team is that AID continue it’e
aggistance to the PHP, and that it continue to help the DOH find
vaygs to imprave the quality of gervicesg, training, and
gupervigion. Support should continue alseo for development of an
effective information syatem and the development of a viable
regearch and evaluation capability.

5.2 PHC II Priority Areas
5.2.1 Training and Health Educatian

Training improvement objectives of the project vere not achieved,
although a variety of development initiatives vere begun and some
completed, which will eventually contribute to improved VHW
training.

The oversll strategy for training of VHW’ae, i.e. educational
methodolagy rather than competency-baged training methodolagy,
i2, in the judgment af the Evaluation Team, inappropriate
technology. The Evaluation Team recammends that:

1. The DOH shift to the use of competency-baged training
methodology for pre- and in-gervice training of
peripheral health vorkers;
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readings, discussions and gkille development eXercigesn;
3) designing, conducting and assegsing pre- and past -~
training evaluations, including design and uge of
appraopriate evaluatian instruments faor aggessing
knovledge and gkillg development; and 4) the desgign and
conduct of training to train trainers in the use of
Competency-baged training curricula.

in Competency-bageqd training methode gained thraough
intengive shart-course training. This ghould include
curriculs design, training of trainers, and training
evaluation.

s

sectiong: 1) gtandard nationwide tasks, and 2) taske

that are 8pecific to local needs and priorities; that
the standardized pertion of Job dezcriptions degcribe
only those limited tasks considered highest priority

fram a national pergpective.

train existing CHW’s ag determined hecessary by
training needs assessments, and utilized for follow-an
refregher training.

With respect to health education, the conclugion must he drawn
that the DOH is too over-centralized in its approach to improving
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health education services and materials. The needs and priorities
aof VHW’s and BHS workers are not being met. The cast-effective
and continuing face to face contacts at the lacal community

level should he =supported and exploited. It is therefore
recommended that:

1. Priority be given by the DOH and CHEB to the pravisgion
of eimple, inexpensive and vagily reproducible health
educatian materials for use in communities by VHW’s and
BHW’e, including basic raw materiales from vhich health
vaorkers can produce their awn health education
materiale, rather than continuing the praduction of
limited numberszs of expensive multi-colored materials;

2. Health education methods not be utilized alone in
training peripheral health vaorkere in the gkkills
needed to perform health education vork; that aspecial
competency-baged training madules he degigned and
provided for use in training VHW’s and BHS workers in
health educatian gkillse, including cammunicationa skillsa
and skills in preparing their own health education
materials. (msee competency-based training
recommendationg abave);

3. QCCS Project funds pregently budgeted for meszg media
health education be re-allocated to meeting the abhove
higher priority health education needs of the
peripheral service delivery ayetem.

4. The CHEB be rearganized to provide greater suppart to
vhat is becoming a vast cedre of frontline VHW and BHS
vorkers.

With reaspect tao participant training, quantitative targets were
clearly not met due to delays in candidate pracessaing and
approval. The project has been extended to allov completion af
acheduled overseas training, however, quantitative targets will
8till not be echieved.

Long~-term and short-term participant training remains a high
priority need of the DOH, and in most areas of advanced study
there are currently no in-country training alternatives except
bringing foreign gpecialist inatructors to Burma which vould not
meet lang-term participant treaining needs. The Evaluation Team
therefore recommends that:

© Higher priority he given to, and more efficient
procedures be estahlished by GSRUB for, gelecting and
approving participant training candidates;

o A.I.D. continue to give priority ta supporting long-
term and short-term participant tiaining for the DOH,
and;
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o In-country intengive short-zourgea on gpecific high
Priority subjecta, which are planned and conducted by
visiting 1nstructors, should continue to he 8upported

Conaequently, existing efforts will not achieve improved
8upervizion and management. It ig therefore recommended that:

Priority as vell;

2. Specific Operating policies, Procedures and formats he
developed through regearch and identification of
exigting g8uccesgful 8upervigory and managerial
Practices in the BHS gystem; that guidelineg for
management and 8S8upervigion at tovnship, RHC, Sub-RHC
and village levels be develaoped and Produced in the
form of reference manualg for each level including the
village council level; that these manuals be uged asg

Iunctiona;

4, Training methadology in the form and gubgstance of
competency-basged training, be utilized in the training
of tovnahip officers and other managera/aupervisora at
lover levels of the BHS eyatem;

levela of the syatem. .
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5.2.3 Information System, Research and Evaluation
S5.2.3.1 Information System

The need for an effective information gystem ig clear. PHC II
had as a major priority, the development of such a syastem. This
vag not achieved for tvo interrelated reasong: 1) the latenegs
wvith vhich technical assistance got underwvay; and 2) the approach
to development of the system taken by the congultants. Ingtead
of improving the current gyetem, the consultants deeigned a
conpletely nevw szyetem that is more caomplex, costly and of leus
use than the current gystem. It containe only deta collection
and data entry forms and procedures. There ie no analysig plan,
no utilization plan, and no plana to develop themn.

The DOH will undertake a critical review of this eystem over the
next fev monthe and the Evaluation Team gtrongly encouragee them
not to limit the reviewv to the data elementa, but to exemine the
time and costs involved in the collection, processing and
analygis of the data as wvell a=z it’'s utility.

The Team would alao repeat the recommendation of the PHC I
evaluation that a new gyatem nat be designed, but that the
current gystem be modified and decentralized so that relevant
data can be collected, processed and used at township and RHC
levels to monitor project performance and plan future g2trategiesn.

The informetion needs of the States/Divigsions and central office
can be met through quarterly and annual forvarding of gelected
data on a limited number of indicators (e.g., 10-12). Additional
data that is needed periodically or infrequently could be
obtained through special gurveys (including rapid surveys),. The
DOH should gupport the development of gtandardized rapid surveys
in priority PHP areas, for example, EPI/UCI, ORT/diarrhea, growth
monitoring/nutrition, environmental health/latrine conatruction,
malaria, and performance of CHWa and AMWe,

The: QCCS does not reflect this recommendation for a decentralized
system, and the Evaluation Team would encourage both USAID and
the DOH to consider this alternative approach before inveasting
&ny more resourcea in the development of the HIS that is being
teated in Pegu.

5.2.3.2 Research and Evaluation

Although the Evaluation Team was not able to locate copiea of
geven of the eight RAE studies conducted under PHC II, the topics
appear to he highly relevant. The one atudy reviewved {Situation
Analyaig Study) wvas highly relevant and uzseful to the DQH. If
the other atudies vere as vell -designed and ugeful, this would be
@ significant improvement over the state of R&AE found in PHC I.
The "OR and evaluation" atudies developed by the consultantsg vere
reelevant, but none have been concluded to date.



PHC I, even though this wvas a Priority area for the project. In
fact, compared to PHC I, R&E has actually regregsed.

Neither was any progress made in designing and 1mplementing an
evaluation strategy or syatem. This lack of attention to a
fundamental Project component meang that once again, as in PHC I,
little reliable information wug available on VHW/BHS Performance,
Project impact on health, project Problems, or even pProject
activities. Strategic rlanning and programming decigionga have

evaluation system, setting prioritiesn among R&LE needs, degigning
g8tudies, developing analysis plane and Praocedures, and
disseminating regsults tq decisionmakers, If the DQH 18 to asgume
regpongibility for R&E, it will have to: 1) eastablish an R&E
Unit, or equivalent locus for its expertime in this area; and 2)
develop the expertisge through long-term rarticipant training in
applied research and program evaluation. An alternative, that
had been recommended in the PHC I evaluation, ig to build the
capability in existing research institutions (e.g., the
Department of Medical Research, the Inatitute of Economics) and
develop an institutional arrangement that will rPermit the DOH to
commission studies it needs from these institutions.

R&E priorities remain as they were after PHC I: Periodic studies
of VHW performance; regular 8urveys to measure the impact of the
PHP on health; and Qr gtudies on operational problems in
training, 8upervigion, the uge of volunteers, and community
financing of PHC. )

5.2.4 Technical Aegigstance

The DQH and related organizations have a critical need faor "gstate
of the art" technology in research, ayatems design, training and
other areasa. Technical aggsistance repregenta the maoat efficient
methad of tranaferring technolagy, provided the technical
8gsistance conaultants are carefully gelected and managed to
achieve technical assigtance objectives. Unfortunstely, thia did
not alvays occur in the pProject.

Many af the short-term congultantg vere inapprapriate for the
tasks asasigned, Two wvere actually asgked to leave Burma. Several
othere reviged their scopes of vork ta guit their awn intereste.
Moat perceived their roles as educatore rather than technical
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advigore and change agentg2 and go emphagized education rather
than skille development.

For the future, the Evaluetion Team recaommends that:

o

Technical assistance continue to be offerred to the DOH
and ite related organizations an a high priority need
bagig;

The acopes of work of consultantz he carefully
developed to reflect precige project requirementsa and
be adhered to in the melection and use of each
consgsultant;

Short-term consultantg be employed with a commitment to
be aveilable for follov-on intermittant work to engure
continuity and effectivenesz in continuing and
follovwing up on the development task.

5.3 Other Recaommendationa for QCCS

There are geveral new componentg in the @QCCS project and the
Evaluation Team believea that lessons from PHC I and PHC II can
and should be applied to those components. Three gspecific
recommendations occurred to the Team:

1.

3.

There doea not seem to be any need for a masa media
campaign to promote QRT and EPI. Both are widely known
and widely accepted. A better usme of theme resocurces
vould be ta develop and distribute gaimple health
education materialas (black and vhite leaflets, pasters)
to RHCa2 and VHW=e. There is a desperate need for these
materiala, and their impact is likely to be far greater
than through the extremely limited Burmese mass media.

The propaoeed project anticipates buy-ing to a diversge
number of AID-centrally-funded contractors. Experience
has shaown that the Burmese prefer and work best with a
samall number of consgsultants who: a) can gapend 3-4
montha in country at one time; and b) are able to
return periadically ta cantinue their TA.

More technical azssistance than is currently programmed
wvill be needed in QCCS to develop "competency-based"
training capabilities and operationg reasearch and a
viable information gystem. Funde vill also be needed
to reproduce training modules and materimals.



10-

a2

REFERENCES

Agarval, Seema. The Participation and Training of
Burmege Waomen in AID-Funded Programmes in_ Burma.
USAID: Rangoon, Dec., 19a6.

Carlaw, Raymond w. Raport of Training Consgultant,
Western Congortium for the Health Professiaona: San
Francisco. April, 1987,

Carlaw, Raymond W, Team Leader Report. Western
Consortium for the Health Professiong: San
Francisgco. May, 19a7,

Detelgs, Roger. "Workshop on Epidemiologic
Strategies for Testing Etiolagic Hypotheges angd
Evaluating Intervention Studies, Department of
Health, March 18-21, 19agg.» Mimen.

Frericha, Ralph. Proposed Analytic Procedures for
the New Health Information Syatem and A Workshop
on Hicrocomputera and Rapid Surveys. Wegtern
Congsartium for the Health Professiona: San
Franciace, September, 19486.

Frerichs, Ralph. Young Child Cluster Survey: A
Report on the Firsast Rapid Community-baaed Survey
in Burma. Wegtern Consortium for the Health
Profesgic ag: Sen Francisco, May, 19a7.

Frerichs, Ralph. Final Report on the New Health
Informetion Syatem _end the Rapid Survey Unit,.
Western Consortium for the Health Professions: San
Franciaco, June, 1987,

Gustafaon, Harold cC. Operntionsa Research in
Burma’sa Primary Health Care Syatemn. Western
Congsortium for the Health Profeapiong: Sen
Franciaco, May, 19a7.

Johnsaon, Donald c. Conaultanahiip on Educational
Methods. Weatern Conaortium for the Health
Profemsaiong: San Franciaco, Septemher, 1986.

Minkler, Donald H. Report of 'Courge Number 77a;
Maternal and Child Health Program Deaign,
Management and Evaluation, June 30-July 9, 1987, »
Western Congortium for the Heealth Professionga: San
Francigco.



a3

11.Mytinger, Robert. Taward An Improved Heslth.
Information System for Primary _Health Care.
Western Consortium for the Health Profeassions: San
Francisco, Octaober, 19a5S.

12.Mytinger, Robert. Alternative Designs for PHC/BHHS
Information System. Western Consortium for the
Health Professiona: San Francisco, November, 19a5.

13. Nelgon, John H. Audio-Vigual Congultant’s Report.
Weatern Consortium for the Health Prafessgions: San
Franciasca, April, 19a87.

14.00t, David, et al. A Reviev of AID‘s Health Sector
Strateqy in Burma. PRITECH. February, 19a5.

15, Reynalda, Jack, et al. PHC T End-of-Praoject
Evaluation. USAID: Rangoon. February, 19as.

16. Roemer, Miltaon I. Primary Heelth Care in Burma'’s

National Health System. Weatern Conaortium for
the Health Profeassions: San Francigsco, Augusat,
1986.

17.Stubbhg, Harrison A. Report on Software and
Exigting Micro-Computers and Related Needa of
Health Information Syastems and Primery Health
Care, and an Introductorv Workehop on Statistical
Analysis uging Personal Camputeras. Weatern
Congortium for the Health Profeaziona: San

Franciaco, March, 1986.

18. Stubba, Harrizan A. Computer Applicationa
Specialiat (Report). Weatern Consgartium for the
Heelth Professions: San Francisco, Decembher, 1984.

19. Than Sein. "Development of Health Information
Syatem." Ministry of Health, Department of
Health: Rangoan (mimeo), QOctobeir, 1986.

20. Than Sein. Health and Develapment: A Caze of
Avyadaw Township, Burma. Hinigtry of Health,
Department of Health: Rangoon. April, 119as.

31.Thein Dan. Situation Analyeias Study. MOH, DOH,
February, 1987.

32.Thein Dan. Review of DOH Training Ingtitutiona.
MOH, DOH, March, 19a7.

33. USAID. Praject Paper, Burma. Primary Health Care
II, (482-00Q4), 18832

34.USAID. Project Paper Amendment, Burma. Primary
Health Care II, (482- -22Q4), 19485




35.Worth, Robert M. Overviewv of the Burma Primarz
Health Care TT Computer-Assisted Data Collection
and Report System. Western Consortium for the
Health Profeassions: San Francisco, November, 19ag.

APPENDICES

PHC 11 Logical Framework

Health Status Statistics

PHC 11 Commodity Status Report

Kyat Expenditures

PHC II Planned and Actual VHW Pre-service Training

PHC II Planned and Actual CHW & AMW In-gervice Training

Officialse Contacted

Evaluation Team Schedule

54



xmwm”'f"wwy-'

Prebocr Titlg

IMARY HEALIM cAflE 11 (482-0004)

APPENDIX A

PP I1 LOGICAL

FRAMEWORK

FROJECT DESIGN SUMUARY

NARRANVE SLEAARY

LOGICAL FRAMEYORK

LS TAUCTIOn. Trlb 1
POAN MON Can
10 OROAMITMG DATA pOR

AEPORT. 1Y %E2D lﬂ"ll ast
08 WaisT1210.}

An OF
S8 ULID AS AN AID
™

Lilg of Pisjocr . ,-“:
o FimFYBY_serr_pgg i)
i oal WS F :
A a1a Prapaad:

T
- PAGE

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

Piogoa = [ Goel. Tho broader sbiective 1o
ehich ie projoxt canmibutes: [A-))
!

Insyitute declining murbidity and
ewrtality among children under 5
and their sothers that is caused
by

- grarvheal Jdisease

- malnutrition

- selected infectious discase

- 1mpreper cbstetrical care

- unregulated fertility

Mesivios ol Goal Achlevemens: (A-2)

Morbidity

1983 % Change
Diarrhea i

171000

Malnutrition
normal wt/age #/1000

Neonatal teianus #/1000

# Newborn entering surveil-
lance system

§ tiospital Admisssions for
Abortion

Mortality
Diarrheal dis #/1000
Necnatal tetanus #/1000

Maternal §/1000

{A-3

Records of AMM/MA welight
clinics

Sample surveys

Hospital admisston records

AN/ 1ogs

IMPORTANT ASSLMIPTIONS
Assvapilons [o echloving gosl targetns lTu
[}

- Data collection {s extensive,
accurate and timely enough to
measure morbidity and martalfity
decline.

- Yolunteer Health Workers are
supported and supplied by
Village People's Council.

- The curative care health chain
{s strong enough to accept and
care for referrals from VHW's.
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PurOJECY DESIGH SUMnARY

HARRATIVE SUMAWRY

(3-1)

Facjsct Pupase;

+ To e¢xpand rural health services
toverage in Burza by Yolunteer
edlth Workers, with increased
caplasis on quality of services
thru fuprovad pre-service and
in-rervice training.

. lu introduce fert1lity and in-
tertiiity counselling and services

o> «n integral part of MCH services.

1
OBJECTIVELY YERIFIABLE IHOICATORE_

Conduinnfl'nol =ill indicaie Puipvie Lous Lewy
echioved:” End of Project votue. (U-2)

£nd~of~éroject Statuys
Coveraae

An addTtional

‘r
- BBOJ CH's trained, equipped
and deployed 1o rural
areas in {147) townships

- 2701 AMi's trained, equipoed
and deployed
t
- 12500 T1BA'S trained,equipped
and deployed

Throughout Burme:

- 453 of villages will have a ChW

- 1C0% of Village Tracts will
have an A% or M

)
- 15,000/ trained TBA

- 120 of 314 rural and urban town-
sh'ps offer reproductive health
services

- Approx. 15X of Eligible Couples
using contraceptive services
provided by the DOH Public
Healtn Program in areas offered
and infertility services avail-
able in 15 Yocations by 1966.

Lc{czc,u FRANENORK

Lite of.Projacy;
S FY 81 Py

Taiol U. . Fund 10.0 il )y
Dats Prepured o8 3/20/111__...‘4

Page ¢

MEANS OF VERIFICATION

WPORTANT ASSUMPT IO,

(B-3)

-DOH records of pre-service and
In-service training by location.

-AMH/CHW logs
-IH1S agyregation of AMM/ClMW logs
-Sample surveys

-Hospital and clintc MCH records

Avsumpriong fe Schioving puipoas. v

-Task orlented, practical traim
will ravse level of worker cony
tence and hence quality of scrs

-Yillages wil) recognize and ut:
conpetent redical assistance.

-There in & demand for Family 1.
Couns=llinyg services.
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réfﬂocl_ Pmnl @a-n. Coadiloas thes will ndicete pupese has bean (B-3)

ochlcred Eadol-Project status. (B-2)

CHd

An fncrease in the number

# Latrines in villages
Village sanitation check list
to {nsure

- no scattered refuse

- 10 standing water

- covered water containers
in use

An increase in the amount of
Personal hygiene

- lectures with increased
attendance

lmnunizations arranged by VHW
Curative treatments

# diarrhes cases
f first aild patients
# total paitents

An improvement in VW
Dlagnostic skills

Site visits

HIS Reports

Annual DOH Evaluations
Inspection of CHW logs
USAID Evaluation

Corroborating diagnbses from
RHC or Township Medical staff

Assuaplions fu scheviag pwpase: [B-4) l |

't

That job ortfented tratning

of volunteers with regular
in-service training and
supervision will be sufficient
to enable workers to influence
villagers.

That the YIPC councils can and
will provide support to the
volunteer workers to institute
changed behavior.
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NARRATIVE SUMLARY OBJECTIVELY YERIFIABLE INDICATORS

IEANS OF VERIFICATION

' _Paqe —
IMPORT ANT ASSUMPTION®

=166l Pucpase: (Io.l)

Conditivas thal will indicase Puipose has bean
ochioved: End of project siasvs. (8-2)

2ual fey

——

Obstetrical care at the Yillage

level including increase in the
urhan of .

Prenatal visits
Dellveries
Post-natal visits
A Nutrition surveillance system
in place which tabulates numbers
! regularly welghed
# newborn in regular weighing
1 not gaining g decrease
1 < 5§ diarrhes g decrease

(8-3)

Assemptions for achleving pugese: u-
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HARRATIVE SUMMURY

OBJECTIVELY VERIFIABLE INDICATYORS

IMPORTANIT- ASSUMPTIONS

(c-1) - L

T e

svining System Improvement

Curricula .reviseq fon more
practical, task-oripnted ,
tratning ‘pre and jp-service).

Iraining methods and tesching
41ds gceared 1o practical, task-
uriented training.

S/0T1Ts ippolnted..uorking and
#5109 revised curricula which

tontaing basic principles of
windgenent .

147 Townships

, .
“service tratning of Chw, AMM,
* coaplete in 147 Towdships

rlete in 147 Townships

ecvice training of ChW, AMW
I TUA couplete f{n 147 Townships

CHW
A
18A

Mogniiwde of Ouipuis:

Iralnlng

(C-2)

New § week CHW course
Additiona) material on Rx
of dlarrheal disease and
welght surveillance

In-service training on annua) '
basis (5 days) '

Trainers manuals - 1984
VIIH workers manuals - 1984

Comaunity education materials
developed - 1984 :

5/0TTs recruited and trained
in 14 State angd Divistions

T of townships with al) VPCs
oriented

Number of YHW's trained:

Pre-Service In-Service
8000 . 22158
2891 7200

12000

LIEANS OF VERIFICATION
(C-3) :

- Review of printed curriculd, workersy
* and trainers manuals } :

Field checks

Records of pre and in-service
courses

Assumpilons for ochisvlng eviputst - (c-2)

— -y R T O

- S/DTT's wil) be recruited by the
Department of Health and. after
training will be encouraged to
perform tralning.and'supervlsory
duties. :

- DOH will coordinate with the bura.:
Sociallst Program Party, the Hinist
of Home and Religlous Affairs ans
village-based organization }ike Lan
Youth Corps fn drranging cenducting
Village People's Counci orfentalaa
courses.
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OBJECTIVELY VERIFIABLE INDICATORS

Production and Distribution

System

- VIN initial supply Kits fssued

2ach AMW, VHW, TBA

- VI resupply system in place

. health Informatior Syten

iS5 Reporting System in operatios

end reports {n hands of health
planners/managers

R e RS

Magaltude of Outpuia:

ILEANS OF VERIFICATION

ftem r g — bl av e
Towl u, s, Vending $]0.Q millic
Goute .i'upo-th.Z#Z' 0/83

Page 6

(c-2)

- Number of Kits [ssued:

1

8000 CHW kits
2801 AN
12000 TBA

- A1) workers get essential
resupply from BPI or open
market.

Reports covering at a mininum
these iteus by Township:

2.

¢ of<5 children with
diarrhea

f of<5 deaths due to
diarrhea

? of newborn entering
weight surveillance

- # Proportion of children.

<5 below stindard of
wt/age. .

- # of pregnant women under

observaticn.

. # of deaths dye to childbirth

.- # of cases of neonatal
tetanus admitted to hospitall

(C-3)

- Record of distribution
- Field checks

- Field checks

- Records of distribution
Field checks

Published Reports

|MP0R1A~f‘Z§&ﬂJPI|5§$—f

Assumprions ler ochisving ovipuis:  (C-

- AlD able to geliver CoRmodiL

on schedule.

BPI produces needed druys :¥YTp
provide funds; supply system

Operates to provide supplies.
DOH develops inventory system

Lecision on data to be collec:
1683,

Collection orocedures establi:
1964,

Analysis procedures by l1984.

Publication by 1984
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HARRATIVE SULMARY

OBJECTIVELY VERIFIABLE WiDICATGRS

MEANS OF VERIFICATION

IMPORTANT ASSUKPTIONS

NI X H

(c-1)

- I

L laaily Health Counselling Service
Stle< in Operation staffed by
lrained gersons and equipped
and supplied
lones designed and adopted:

- Client records

- Supply system
records

- Keporting

Studies and reports available
Lo administrators

Megnlivde of Outpuss; (c-2)

- Approx. 600 clinical service
sites in 120 townships:
1984-93
1985- 40
1986- 50

- Every clinfca) site and
domiciliary service provider

- Base-line measures of fertility-
related worbidity and mortality

am0ng women; infants znd children;

ard of contraceptive use

- Reports of findings and reconmen -
dations by consultants

(c-3)

Service statistics
Site visits
Monthly service statistical reports

Monthly supply issuance, stock
balance, and distribution reports

Site visits

Published reports

Asgumptions fw exhieving auipuia;

(C-4)

Tinely Procurement, arrival ..
distribution of clinical eQuiy. .o,
and contraceptives.

Hillingness of AdIINIStratar sy ey
MO technical staff to acCuepl -
.vised or additional recording ud
reporting foruns.

Availabnllty of sufficient daty 1.
establish base-line indicators
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C. pol Haquement/Supervision

Apse)

. Participant Training

"(PhD. -Health Adain, )

(HPH - Health Admin.)

(ﬁ?H - Three - MCH)
(Php;-Epidemlology)
(HPH-EpIdemiology )
(H.Sc.-Environmental Science)
Short-term

i |
(ﬂég!th Planning/Hanagement)
{Environmenta) Health)

. (Project Headquarters staff)

(BHS. Staff bicycles)
(Building construction)
. (Nygpitlon)

(Fami1y ‘Health Counseling) -
e .

: (quﬂqtics Staff)

b Lo et ot gy Target (Type ard Quansity)
(D-2)

Fx LC
($000) (K000)

1 ea. : 99 -
1 ea. 50 -
'3 ea. 150 -
1 ea. ) 99 -
1 ea. 50 -
1 ea, 50 -
24 mos, 138 -
18 mos. 105 -
4 mos . 23 -
764 -

3 persons - 128

4B50 ea. - 4650

ljea. T 3000

1’ea. - 330

Pea. - 500
3 persons - 54

- 8662

(D-2)

UEANS OF VERIFICATION
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: PAGE )
IMPORTANT ASSUNPTIONS
Assveptions for Providing lnpypy: (D-4)
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' ’:92(_5.

Fx Lc
L ($000) (xo00)
-D. Fam{ly Health Counseling

1. Technical Assistance 28 pm 446 -
2. Chimtiodities .
(Paper, 1nk, Stationery) - 200 -
(Clinic equip,) 1225 ea. 450 -
(Contraceptlves) . r - 1300 -
(Medicaj kits) 225 ea, 117 -
(1uo) - 100 -
(Office equipment) 1 set 130 -
(lerary books) 1 set -5 -
' 2202 .
3. Participant Training
'('Observatlon tours) 12 pm 30 -
(Management Training) 6 pm 30 -
(HPH - Family Healpn | '
Counseling) 2 ea. 100 -
(Tratning of Tratners) ' 4):11 23 -
,- (Unspecifieqd
_ ! 41:Short-term) -3 .

213 -
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(Studies/Surveys)
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€. Evaluation

F.‘Contlngency

Loglecontet|on Teiget (Type ond Quantiny)

{D-2)

Fx LC
($000) (x000)

1 set -

450 . -

10 - -
Mid-term &

End of Project 200

744

10000

188
1048
150
375
315

2136

504
34000

MEANS OF VERIFICATION
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APPENDIX B

C. HEALTH STATUS STATISTICS

Table 1
Selected Demographic and Vital Statistics

Population (1986-87) 37.85 million
Percent Urban (1983) 24.0 *
Crude Birth Rate (1986 - prov1siona1) 28.5
Crude Death Rate ( ) 8.5
Rate of Population Growth (1986-87) 1.98
Infant Mortality Rate (1986 - provisional) 44 .5

IMR (AID Health Information System May 87) 66.9
Child (1-4) Mortality Rate (1985) 7.0 **
Maternal Mortality Rate (1986 - provisional) 1.0
Still Birth Rate ( ) 10.7
Abortion Rate (1985) 72.0 ***

Source : SRUB Report to the Pyithu Hluttaw for 1987/88

* Source : UNICEF Situation Analysis of Women and Children, 1986
** Source : Yital Statistics Report, CSO

*** Source : UNICEF Situation Analysis of Women and Children, 1986

Table 2
The Magnitude and Distribution of Stillbirths by Year and Region
Year SBR State/Divisions SBR
1955 40.2 Mandalay 15.5
1960 37.6 Shan 13.6
1965 24.0 Magwe 13.4
1970 16.2 Kachin 12.0
1971 16.7 Chin 11.9
1972 16.6 Sagaing 11.9
1973 13.7 Pegu 10.4
1974 13.1 Rangoon 9.8
1975 12.0 Rakhine 8.6
1976 12.1 Kayah 7.5
1977 12.3 Mon 7.3
1978 11.0 Karen 7.0
1979 12.4 Tenasserim 6.6
1980 10.5 Irrawaddy 6.2

Source : Central Statistics Organisat1on



Table 3
ates

Perinatal Mortality Rates in Burma (1970-80)
Year PMR
1970 33.7
1975 27.4
1980 24.2

Source : Central Statistical

Organisation

Table 4
Causes of Perinatal Mortality in Rural Areas, 1978
Causes of PM Numbe r* Percent*

1. Prematurity & LBW 169 62.5
2 Anoxia/Asphyxia 107 39.6
3 Infections 43 15.9
4. Birth injusries 14 5.2
5. Cerebral haemorrhage 8 3.0
6 Congenital abnomalities 7 2.6
7 END cause unknown 4 1.5
8 SB cause unknown 55 20.4

Source : Perinatal and Low-birth Weight Study, 1978
* The total of the two columns do not add up to 270 or 100% because

cause classifications are not mutually exclusive. ‘

Table 5§
Causes of Neonatal Mortality i

Causes Neonatal Mortality ENM

7d
Conditions originating in peri-

natal period 1533
I11-defined conditions 486
Infections and Parasitic diseases 250
Intestinal infective diseases 89
Acute respiratory infections 140
Tetanus 93
Congeni tal anomalies 49
Diseases of the Circulatory system 29
PEM (all forms) 6
Tuberculosis (all forms) 1
Malaria 4
TOTAL 2694

Source : Central Statistical Organisation

LHM NM 2
7-28d _Im
626 2159 42.6
392 878 17.3
605 855 16.9
422 511 1041
181 321 6.3
101 194 3.8
14 63 1.3
6 35 0.7
1 7 0.7
5 6 0.1
1 5 0.1

-—--—-—---—-----------------_



Table 6
Infant Deaths by Cause .n 146 Towns, 1980

Cause of Death Number of deaths %
1. I11-defined conditions 2435 26.6
2. Conditions originating in

perinatal period 2358 25.7

3. Other infections 1487 16.2
4, ARI 1253 13.7

(a) Pneumonia 1203

(b} Bronchitis emphysema,

Asthma 50

5 Intestinal Infections diseases 958 10.4
6. Tetanus 220 2.4
7. PEM a1l forms 123 1.3
g Congenital anomalities 9N 1.0
9. Disease 72 0.78
10.  Meningitis 61 0.67
11.  Malaria 0 0.33
12.  Tuberculosis 28 0.33
13.  Accidents and violence 18 0.20
14. Measles 14 0.15
15. Anaemia 14 0.15
16.  Whooping cough - 10 0.10
17. Malignacies 2 0.02

TOTAL 9164 100.00

-——————-——--—_-—--.._....---—-—---—--——-----—--———---------------.«- - - -

Source : Central Statistical Organisation

Table 7
Ten Leading causes of Infant Mortality treated in (479)
Hospitals,1982
Cause Group No. of deaths 2
1. Pneumonia 1120 26.1
2. Intestinal infections diseases 496 11.6
3 Slow fetal growth, fetal mal-
nutrition & immaturity 496 11.6
4, Other disorders originating in
the perinatal period 432 10.0
5. Tetanus 192 4.5
6. Pyrexia of unknown origin 176 4.1
7. Other diseases of respiratory system 144 3.3
8. Septicaemia 80 1.9
9. Meningitis 80 1.9
10.  Bronchitis, chronic and unspecified
emphysema and asthma 80 1.9
11. A1l other deaths 992 23.1
TOTAL 4288 100.0

Source : HIS, DOH



Table

Age SpeciFic Hortalvty Rate

Age group (years) 1970 1975 1980 1985*
1 68.2 51.2 36.2 -
1-4 12.6 13.1 7.5 7.0
5-9 3.1 4.4 2.5 3.0
10-14 1.8 1.7 1.3 2.0

Source : Vital Stat1st1cs Report, 1970, 1975, 1980 - Cs0
* Estimates

" Table 9
Ten Leading Causes oF ChiTd (1-dyrs) Mortality
in (479) Hospitals, 1982

Cause Group Death Percent
1. N1 defined intestinal infections 944 21.1
2. Pneumoria 944 21.1
3. Other Protein-Calorie Malnutrition 448 10.1
4, Halaria 432 9.7
5. Other diseases of resp1ratory system 208 4.7
6. Pyrexia of unknown origin 96 2.2

7 Intestinal obstruction without

mention of hernia 80 1.8
8. Helminthiasis 64 1.4
9. Meningitis 64 1.4
10.  Other diseases of the digestive system 64 1.4
1 A1l other deaths 1222 25.1
TOTAL 4466 100.0

Source : HIS, DOH



Table 10
Ten Leading Causes oF 5-14 year Child Mortality
in 470 Hospitals, 1982

Cause Graup Deaths Percent
1 Malaria 672 20.4
2 Pneumonia : 384 11.6
3 Tetanus 272 8.3
4. I11-defined intestinal infections 256 7.8
5. Pyrexia of unknown origin 176 5.3
6 Other viral diseases 144 4.4
7 Other diseases of respiratory system 128 3.9
8. Meningitis 80 2.4
9. Other protein calorie malnutrition 80 2.4
10. A1l other deaths 1106 (33.5

TOTAL 3298 100.0

Table 11
Distribution of Maternal Mortality Rate by Year and
Regions (1985)

Year MR State/Division MMR
1960 4.2 Karen 5.9
1970 1.8 Sagaing 3.2
1971 1.8 Rakhine 2.8
1972 1.7 Kachin 2.2
1973 1.6 Irrawaddy 1.9
1974 1.5 Pegu 1.3
1975 1.4 Magwe 1.2
1976 1.6 Rangoon 1.1
1977 1.4 Tenasserim 0.9
1978 1.5 Mandalay 0.9
1979 1.4 Chin 0.9
1980 1.3 Kayah 0.8
1982 1.0 Mon 0.4
1984 1.0 Shan 0.1

Source : Central Statistical Organisation



Table 12
Maternal Ceaths by Cause Group in 146 Towns, 1980

Cause Group Deaths Percent

1. Complications following abortions
and Ectoptic & Molar pregnancies 94 39.2
2. Post-partum haemorrhage 38 15.8
3. Hypertensive complications 29 12.1
4. Complications during labour 29 12.1
5. Pueperial Infections 16 6.7
6. Ante-partum haemorrhage 13 5.4
7. Complications during pueperium 11 4.6
8. Complications during pregnancy 7 2.9
9. Other complications 3 1.2
Source Central Statistical Organisation
Table 13
Maternal Mortality by Cause Group at the Central
Women's Hospital Rangoon, 1984
Cause Group No. of No. of MMR/1000
cases deaths Tive births

1. Abortions 9735 16 2.0
2. Haemorrhages 499 5 0.6
3. Toxaemias 327 6 0.7
4, Pueperal infections 109 3 0.4
5. Pulmonary Embolism 2 2 0.2
6. Medical conditions 74 12 1.5
7. Stillbirth 459 - -
8. Uncomplicated Tive birth 8007 - -

TOTAL 18828 44 5.5
Source : Central Women's Hospital Rangoon



Fig. 3 Distribution of IMR by Regions, 1985
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Fig. 4 Distribution of 1-4 year Age Speciltic Mortality

Rates by Region, 1985
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APPENDI X C

PRIMARY HEALTH CARE 11 PROJECT COMMODITY STATUS REPORY (482-0004)

AS OF AUG. 11, 1987

Project Start Dt: Aug. 19, 1983
Project End Dt: Jun. 30, 1989
File: PHCII on Wang

PI0/C Actual Amt.
Issued Earmarked Amt. Procurement Qty Qty
PIO/C?¢ Date Cammodity Yalue USS$ Canpleted Carrier Ordered  Shipped Remarks
30022« 10/23/84 Rural Health Sub Kit 72,282.00 59,470.39 Burma Five Star 1,120 1,120 UNICEF 1V# 12105
ETA. Rgn 4/27/85,
each kit $43.29, 18 iteas
30023+ 10/23/84 Comaunity Health Workers Kits 889,082.00 784,934.72 8,420 8,400 $43.29, 18 1tems
$82.63, 24 1tems
30024* 10/23/84 Traditional Birth Attendant 148,838.00 115,657.00 Mergui (BFSL) 12,000 12,000 $3.69, 9 1teas
Kits ETA. Nov, 3/85, BL HC-3
30025*  07/05/84 Auxiliary Midwives Medicine 500,111.00 349,305.00 Mergui (BFSL) 5,600 5,6C0 UNICEF 1ssue order #71972,
Kits $52.28, 11 items
30026* 10/23/84 Auxiliary Midwives Kits 135,771.20 128,642.00 2,800 2,800 Increasing $20,689.20
$32.11, 33 items
30027*  10/23/34 Rural Health Centre Kits 117,923.00 60,954.00 280 280 $329.03
30028* 10/23/84 Saltes Type Scales 224,486.00 105,395.00 Anna Copenhagen 6,000 6,000 85 cartoon scale, 100, 548.60
Bassein Hamburg pCcs pcs $16.27 1YA13810(UNICEF) 4/26/85
30029*  08/08/84 Auxiliary Midwives 80,811,40 78,711.00 PRS/Roosevelt 7,700 7,700 B/L 169533, GSA, $7.00 WCA7138
Carrying Case Y 003 2,14/85 pcs pcs WCA 7138 3/5/85 Cadle setstate
240089, S4.95, $11,335.89
30030* 08/09/84 Infant Spring Scales 109,200.00 65,438.00 12,000 12,000
pcs pcs
30031 07/05/84 Station Hospital Equipment 287,450.00 117,504.00 Kiso Maru 40 40 40 Generator sets $13,9724.12,
and Miner Surgical Set sets sets €5 cartoon, XPN-B 5/6/85,

Battery 1.5Y, 24 ez WCA 7475,
21, 708.71 Minipump WCA 7512



g\

P10/C Actual Amt.
Issued Earmarked Amt. Procurement Qty Qty

No. PlOo/C¢ Date Conmodity Yalue US$ Completed Carrier Ordered Shipped Remarks

1. 30032 10/15/84 CJ-8 AMC Jeep 276,894.00 217,967.00 18 CJ-8 18 €J-8 pickup, 1 CJB Wagon
Pickup shipment not later than first
1 CJ-8 week of August 1985
Wagon

12, 30057 12/27/84 Ohmeda Cyprane Anaesthesia 54,500.00 46,191.04 82 unit As per invoice amount

13. 30058 01/09/85 Househcld Furniture 14,963.00 13,804.00 Pagan 4/24/85 1 Lot Cleared Custans 8L 15

4. 30059 01/09/85 Household Appliance 11,037.00 9,972.00 Pa-an v. 8] 1 Lot 5/3/85 stored at DOH/USAID/

3/22/85 w/house. IV# 112489, Ivp 851570
5/16/85, 7 Aircons.

15, 30060* 02/04/85 AlO-Emblems 500.00 479. 21 3N/85 D-2 = Invoice #0G3116
4,000

6. 30074 06/18/85 AlD-Emblems 5,000.00 4,672.00 Pouch 3/14/85 D-2 = Invoice #003277 8/14/85
50,000

17. 30079 08/08/85 wW/house equipment & Supplfes 7,832.43 7,122.00

18. 30085 04/08/86 Office Materials and Ware- 10,810.00 Lot In Clearance

house Appliances

19. 30086 04/22/86 Racor Fuel Filters 960.00 960.00 6 Ele- Procurement completed
ments

20, 3vo088 04/22/86 Computer Purchase 102,623.00 48,943.00 Lot

21, 30094 07/22/86 Entanology Supplies 15,000.00 13,997.00 Y .80C

. 30095 Books & Mat. for YBDC Ref. 6,000.00

23, 30104 11/3/86 Standby Power Source 1,600.00 1,637.00 V.BDC

4. 30108 1/23/87  Computer Equipment & Suppltes 53,680.00 Unliquidated

5. 40015 11/12/85 Rural Healtn Center Kits 51,200.00 42,805.00 200 kits



Pl1O/C Actual Amt.
Issued Earmarked Amt. Procurement Qty Qty

No. PI0/C# Date Commodi ty Yalue US$ Completed Carrier Ordered Shipped Remarks
26. 40016 11/12/85 Rural Health Subcenter Kits 384,000.00 314,928.00 5000 kits
27. 40017 11/12,85 Auxiliary Midwife Kits 377,150.00 309,225.00 5000 kits As per invoice received
28. 400'8 11/12/85 Health Assistant's Kits 75,000.00 68,363.29 1000 kits As per invoice received
29. .40019 11/12/85 Public Health Supervisors 192,000.00 133,691.32 3000 gits

Kits
30. 40020 11/12/85 Community Health Workers 435,200.00 282,392.00 4000 kits
3. 40021 11/12/85 Ringer's Lactate & Infusion 403,840.00 403,840.00 150,000 182 Pkts as per invoice

Sets sets received
32. 50062 6/23/87 RHC Medical Kits 648,000.00 12,200

kits

33. 50080 6/11/86 Audio Visual

. 00 pplies 53,492.74

B. Office Supplies 76,049.00

C. Office Supplies & Paper 12,259.26

D. Plywood 8°'x4°'x3/4"=1100sht 10,208.00

E. Honda Generator 15 Nos 21,750.00

Total: $ 5,867,503.03 3,080,999.97
Note: *Procurement caompleted



APPENDIX p

BURMA/USAID

PRIMAKY HEALTH CARE II PRQJECT
KYAT EXPENDITURE
1983784 - 1986/97

PARTICULAR
1. VHW TRAINING

a).Preszrvice

b). Inaervice
C).Letthe Training
d).S/D Trg. Teams
e).VPC erientatiaon
f).Material Prod:n.

ESTINMATED

8, 382, ace
1, 150, 500
S, 63, 4@0
1,718, 200
378, ooa
945, 000

II. HEALTH INFORMATION SERVICE

a).StudieB, gurveys
b).HIs Peraonnel
c).0ffget Persannel
d).5/D HIs Peraonnel
e).Rangoan Workshops
f).Incentives

Sub-Total

III. DOH MANAGEMENT

a8). Headquarter
b). Logimtic staff

€). Bicyclea
d). Buildinga

IV. Remerved
V. Contingency

Total

332, eoa
243, 000
39, aeo
310, 100
71, 400
660, 200

- - - -

110, 500
47, 100
4, 650, 000
3, 300, 2ao

8, 137, coe¢
2, 278, 200

551, aoo

ACTUAL EXPENDITURE

10, 449, 169/69
5, 218, 353/7¢0
4, 6@9, 033/04

526, @77/42
376, 064/1¢
755, 769/47

609, 940,00
110, 371/50
47,774/50
401, @12/63
36, 000/00
360, 266/90

it e kI

226, 623/2%
18, 104,99
2,683, 838/90
7,521, 600/00



STAFF APPOINTED UNDER PHC II PROJECT USING KYAT FUNDS

STATE/DIVISION TRAINING TEAMS (SDTT) PLAN ACTUAL
1. Medical QOfficer 15 -
2. Public Health Nurge 17 17
3. Driver 15 13
HEALTH INFORMATION SECTION
1. State/Diviaion Stat. Technician 135 18
2. Central Office Stat. Technician éa éa
3. Computer Staff (1 Engineer and

2 Pragrammers) 3 3
4, Offaset Staff (Printer,

Photographer, Binder, Worker) 7 7
PROJECT HEADQUARTERS
Medical QOfficer 2 -
2. Accountant 1 1
3. Public Health Nurse 2 2
4, Stat. Technician 2 2
3. Agat. Accountant 2 2
6. Secretary/typist 2 2
7. Driver 3 3
LOGISTICS
1. Logiastic Officer 1 1
2, Aast. Laogistic Officer 2 2

Total



APPENDIX E
VH PLANNED AMD ACTUAL PRE-SERVICE TRAINING

——-—-..-—-—-.—_-—_-..—_..--—_-.__-._-_—_-——_.._..._.._....._.-_-._..—_—-.—_————_—..--—-.-—_

YEAR CHW AMW TBA VPC

PN ACT eLan acT e er me
1983784 2644 2615 901 899 4000 3635 6413 3832
1984/85 2666 2617 907 900 4000 3291 6850 4415
1985/86 56668 6668 893 892 4000 4060 6668 6627
AL 12000 11300 a1 aen imewo tewme1emss e

-——-.-._.._..__--____——____._..__..--_—-————_—___..____—_-—-—u-—--————-.-.—_—_.-_-_-..



CHW AND AMW PLANNED AND ACTUAL IN-SERVICE TRAINING

APPENDIX F

CHW  IN-SERVICE TRAINING  ( 1983 - 1986 )
1

S | state/oivision | Tspd, 1983784 lggps 198485 irop 1985¢86 ' I 1" i
No. P A b A P A
1 KACHIN 11 {425 | 343|13| 461 351 | 16| 489 419
2 KAYAH 6 | 94 72| 6| 108 63 | 6| 122 79
3, KAREN 6 | 312 | 28] 7| 327 269 7| 33 266
q. CHIN 6 |371 | 308| 8|57 43| 9| 592 504
5. SAGAING 23 p111 | 1940 28|2568| 2305 | 33 | 3125 2886
6. TENESSERIM 6 |383 | 318| 7| 477 aa1| 8| 543 383
7., PEGU 17 p108 | 1975| 20(2623| 2445 | 24 | 3207 2990
8. MAGHE 16 ha6s | 1786 | 19]2195] 2079 | 22 | 2427 2312
9. MANDALAY 17 bo63 | 1917 21(2533| 2393 | 25| 3175 010
10. | Mon 10 |498 | 430 10| 584 50| 10 659 587
1. | ARAKAN 0S| 1036 131543 1283 | 15| 1765 | 1466
12. | RANGOON 20 b113 | 1828| 26|2672] 2383 | 32| 3229 2890
13. | sHAN 22 1078 | 966| 32|1466| 1218 | 42| 1714 1471
14. |  IRRAWADDY 16 B330 | 3138| 19]4262] 3786 | 22| 5028 | 4785

TOFAL 187 18058 | 16295 (229 [2233¢ 19958 | 271 [26411 | 24048




APPENDIX F  (CONTINUED)

AMW _ IN-SERVICE TRAINING

- 1983-84 1984-85 1985-86
:g: STATE/DIVISION Tps. p A Tps. p A Tps. p A
1. KACHIN 9 226 171 3 33 38 16 326 253
2. KAYAH 5 28 20 - - - 5 26 23
3. KAREN 5 190 158 2 26 24 7 263 230
4. CHIN 5 144 119 2 9 9 8 186 171
5. SAGAING 19 635 579 5 108 8l 33 1094 1004
6. TENESSERIM 5 69 66 2 13 13 g8 133 98
7. PEGU 14 415 384 4 117 94 24 980 913
8. MAGWE 13 488 464 4 120 114+ 22 1068 983
9, MANDALAY 14 557 495 4 162 139 25 1118 1039

10. MON 10 207 179 3 27 27 10 246 223
11. RAKHINE 9 338 287 5 145 126 15 716 580
12. RANGOON 14 359 346 2 60 63 16 589 521
13, SHAN 12 331 304 10 128 114 41 703 600

14, [RRAWADDY 13 613 566 5 142 136 23 1227 1139

TOTAL 147 46000 4138 31 1090 974 253 8673 7777




Appendix G

Officiunls Contacted

Department of Health
Dr. U Tin U, Director Genersal

Public Health

Dr. U Ba Tun, Director, Public Health, and Director PHP
Dr. U Hys Win, Deputy Director (RH/SH/NCH)

Dr. U Thein Sve, Amssistant Project Director (PHP)

Dr. Daw Khin Tar Tar, Assigtant Project Director (FHC)
Dr. Dav Tin Tin Win, Asgigtant Project Director (FHC)
Dr. U Saoe Tint

Dr. U Htay Win

Nutrition
Dr. Thyra Po, Asaistant Director

Health Education

U Min Sve, Asaistant Director
Dr. Yin Yin May

Enviranmental Sanitation

U Mying, Aesistant Director

Training and Foreign Relations

Dr. Thein Den, Deputy Director
Dr. Thein Tun Sein, Treining Qfficer

Vector Borne Dimease Cantrol

Dr. U Nyunt Hlaing, Deputy Director (Malaria)
U Sav Marcus Winn, Senior Entomologiat

Health Information Service (HIS)

Daw Htay Htay Aye, Senior Statistician
U Than Lvin, Statigstical Ofiicer
Dr. Dav Khin Mya May, Medical Qfficer

Health Agssistant Training Schaal (HATS)




Dr. C. Hla Shein, Director
Dr. C. Khine Ming, Senior Lecturer
Dr. Kyi May Thein, Lecturer

Hlegu Township

Dx. Sein Lwin, Acting Team Leader
Dr. Ye Myint, Deputy Team Leader

Pequ Divigion

Dr. u Kyaw Yin, Director

Dr. Myat Khine, Daputy Director

Dr.Nay Lin, Senior Medical Officer

Dr. Myint Hyint Yee, Township Health Qfficer

Hundalay Divigion

Dr. U Kyaw Sein, Director

Dr. Khin Myo Myint, Divigional Health Officer
Pr. Kyin San Yin, Divimeional Health Officer,
and Nutrition

U Tha Din, Health Educational Qfficer

Dr. Ye Hle, Division THO (PHP & Training)

Singaing Station Hospital

Dr. Daw Khin Win Swe, TMQ
Dr. Daw Hla Myo Khin, Medical 0fficer, St.
Daw Iagabelle Sein, LHV

Daw Khin Pyu Win, Mw

Daw Htwe Kyie, MW

Daw Pearl, AMNW

Ma Win Kyi, AMwW

Ma Khin Lay, AMW

Ma Nu Kyin, AMW

Ma Htay Kyi, 2Mw

Ma San San Htay, AMW

Ma Than Than Wai, AMW

Maung Maung Kyin, PHS 1T

Saw Hti Mu, PHS II

Yevun RHC, Myit Thne Townghip

Dr. Tun Kyi, TMmO

U Hla Kyve, HA

U Myo Myint, Ha
Maung Win, CHw

Maung Hila Win, CHw
Meung Htay Aung, CHW

Shaw Bin Suhcenter

Ma On Mar Lwin, Mw
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Hospital
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Maung Aung Lee, CHW
Ma Kyi Kyi Htay, AMW

Meiktila Township

Dr. Tint Naing, TMOQ
Dr. Ma Shu Kyi, Teamnm Leader, Urban Health Center
Dr. U Tin Sein, Urban Medical Officer

Magyedine RHC, Kyaukpadung Townghip

Dr. Thinn Maung, TMQ

U Khin Maung, HA

U Myein, Chairmen, Village Council
Ma Khin Thein Yi, AMW

Ma Kyoal Kyee, AMW

Ma Kyin Von, AMW

Ma Mya Mya San, ANW

Maung Shaung Lin, ChW

Maung San Hyint, CHW

Ma Hnin Yi, AMW

Sebauk Subcenter, Popa Township

Pav Then Nwe, LHV
Daw Thein Thein, NW
Ma Khin Nwve, AMW

Ma Hya Sein, AMW

Ma Ohn Myint, AMW
Ma Thein Myint, AMW
U Htay Win, CHW

Nuaung U Townehip

U Myint Thaung, THO

Wet-Kyi Inn Sub-Center (Pagan RHC)

U Aye Maung, President, Peaople’s Council
U Kyav Yin, Party Representative

U Mya, Pagan RHC

Das Than Than Win, LHY, Pagan RHC

Dav San San Htay, MW, Wet-Kyi Inn

U Aung Than, PHS-2

U Sein Win, PHS-2

Ma Mya Ngwe, AMW

Ma Kyu Kyu, AMW

Dav Hla Thi, TBA

Ma Myint Myint Sein, CHW

Maung Myint Thein, CHW

Maung Htay Win, CHw

Maung Aye Lwin, Ten Household Heaith Worker (THHW)
Maung Aye Ko, THHW

Khin Maung Tin, THHW

Ma Aye Kyi, THHW

Ma Khin San Way, THHW



Khin San Linn, THHW
Ma Myint Myint Kyi, THHW

Sageing Diviaiaon

Dr. Kyaw ¥in, Directar

Dr. Mya Than, Deputy Director

Dr. Than Tun Qo, THO (Team Leader, SDCP)
Dr. Zaw Pe Khin, Team Leader, VBDC

Dr. Than Hlaik, TMQ

Dr. Aung Moe, THO

Daw Win Mar, Divisional Statistician

Sseduang RHC

U San Aung, Ha

Daw Khin Win, LHV

Daw Khin Myint Shve, MW

Daw Khin Nyunt vi, AMw

U Thaung Shein, CHw

U Ba Lwin, People’a Council Chairman

Kyavzeyar Village

U TIn Myint, CHw
Daw Kyeaing, TBA
Daw Hla win Sve, ANW

Weatern Conaortium fo, the Health Professions, Inc. (April)

Dr. Ray Carlaw, Team Lender

Dr. Roger Detels, Opera‘.iong Research Consultant (UCLA)
Dxr. Harold Guetafsaon, Cperationeg Regsearch Consultant (UucC
Berkeley)

Dr. Ralph Frerichs, Rapid Survey Consultant (UCLA)

Dr. Rubert Miller, Weetern Coneortium

Agency for International Development (April)
Mr. Earl J. Young, Directar (April, August)

Dr. John Naponick, Health Development Officer
Mr. Terry Barker, Program Qfficer



Appendix Hi

Evaluation Team Schedule

Phage I (Revnoldsa)

Friday, April 24: Arrive Rengoon, informal meetinga with
John Napanick and Ray Carlaw.

Saturday, Sunday, April 25-26: Reading.

Monday, April 27: Briefings with Fay Carlaw, Terry Barker,
Jahn Naponick. Heetinga wvith Hal Guastafson, Earl Young,
Ralph Frerichas and Rager Detels regarding consultant
activitiesn. Informal discussions with Dr. U Ba Tun, Dr. U
Mya Win, Dr. U Than Sein.

Tuesday, April 2Aa: Meeting with John Neponick re acope of
vork. Attended Western Consortium end-of-project
presentation at Department of Heelth. Informal meetings with
Ray Carlav and Western Consortium consultanta re project
evaluation.

Wednesday, April 29: Attended Weetern Congortium PHC II
debriefing and wvorkehop. Meetings with Naponick and Barker
re draft ocutline of evaluation report; meeting with Carlaw
to discuase mcope of work, diascussion with Frericha abaout
Rapid Survey methodology.

Thuraday, April 3@: Depart Rangoon.

Phase II (Reynolde and Petrich)

Monday, Auguast 10: Reynolda and Petrich arrive.

Tueasday, Auguset 11: Briefing by PHC Committee at Departwment
of Health. Reading and orgaenization of materials and
aggignmentsa.

Wednesday, August 12: Vigit to H.A.T.S. Meeting with HIS
Personnel. Reading, preparation of report cutline.

Thuraday, Auguat 13: Meeting with Deputy Director, Training.
Meeting with Amsmsietant Director, Nutrition. Meeting with
Deputy Director, Malaria. Reading.

Friday, August 14: Travel to Pegu Diviaion. Meeting with
Diviaion health officers regarding teat of minimum data set.
Vigit toe Aung San Demonatration Health Unit and Training
Center. Reading, drefting of introduction and appendices of
report.



Saturday, August 15: Reading and continued drafting of
introduction and appendices.

Sunday, August 16: Reading and drafting of notes for
substantive zections of report.

Monday, Auguat 17: Travel to Mandalay. Meet with Mandalay
Diviaion Health staff.

Tueaday, August 1a: Travel to Sagaing. Meet with Sagain
Division Health staff; visit Civil Hoapital to mee AMW
Training; trav-l to Sadaung RHC, meet with RHC gtaff; vigit
Kyawzeyar Village.

Wedneaday, August 19: Travel to Meiktila Township, with
stops et Singaing Station Hospital, Yewun RHC (Myit Tha
Tovnship), Shaw Bin Subcenter, Meiktile Urban Health Center.

Thuraday, August 20: Travel to Pagan with stops at Magyedine
RHC (Kyaukpadung Tovnahip) and Sebank Subcenter (Popa RHC).

Friday, August 21: FPagan. VYigits to Het-Kyi Inn Subcenter
(Pagan RHC), Nuaung U Townghip Hoapital.

Saturday, Auguet 22: Compile notes for report. Travel to
Rangoon.

Sunday, Auguat 23: Draft report.

Monday, August 24: Heeting with DOH Health Education; wvark
on report.

Tueaday, Auguat 2% Draft report. Interviev returned
Participant Train-ee. Debriefing for Director General, PHP
managera and USAID Director.

Wednesday, Augueti 26: Meeting with Earl Young, USAID.
Meeting wvwith Dr. U Ba Tun and PHC ataff. Work on report.

Thuraday, August 27: Petrich leaves. Work on raport. Meeting
vith Earl Young, USAID. Meeting with Director General, Dr. U
Tun U and PHC Staff.

Friday, Auguat 2a: Turn in report. Reynolde leaves.



