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EXECUTIVE SUMMARY

The Swaziland Primary Health Care Project (PHCP) (No. 645-0220)
began in April 1986 and is due to conclude in Deceinber 1990. Its
purpose is to assist the Ministry of Health (MOH) to improve and
expand primary health care services, particularly in MCH/FP.
Objectives are to: (1) improve clinic and outreach services; (2)
increase worker productivity; and (3) strengthen regional
administrative and management capability. Because the Government
of Swaziland (GOS) has a commitment to primary health care and was
already implementing Regional Health Management Teams (RHMT), the
PHCP was designed to build upon and complement existing programs.

The mid-project evaluation was undertaken in September - October
1988 by a five-person team comprised of four short-term outside
consultants and a USAID/Washington staff member. Four weeks were
used to conduct interviews, review documents, attend meetings,
visit clinics and RHMT activities, and make four presentations to
the MOH and USAID. This review is the basis for our recommendations
about project activities, a revised workplan, and options to modify
the project design.

The principal project input is long-term technical assistance (17
person-years) from a MCH physician and specialists in MCH/FP,
clinic managment, administration, and planning. There were also
short-term consultants in health education and laboratory services.
Other inputs include academic long-term training (two health
educators, one information systems) and short-term courses in
African countries other than Swaziland (health administration,
health education, etc.) Selected commodities are funded to supp~rt
MCH/FP clinic services, basic laboratory services, health
education, transportation and communications.

The PHCP's initial design, workplan and program activities were
broad resulting in a diffuse workload which is still being revised.
There appears to be some uncertainty about the PHCP's major
objectives and its priorities at the regional and central level.
There are unmet expectations for support and commodities in several
areas outside of the MCH/FP target population. A clarification of
the project's objectives and priority activities should help reduce
such misunderstanding.

The evaluation team found that contractor performance by the
Management Sciences for Health (MSH) was satisfactory, given start-
up delays and shortage of MOH counterparts. Recent visits by a
Senior Technical Officer have helped prioritize activities and
delineate individual advisor roles. The project should collaborate
with the MOH to identify areas where decreased support is
appropriate.

The project, in collaboration with the MOH and other donors, has
developed effective methods to screen high-risk infants and
mothers, implemented a clinic health information system,
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established improved supply management for drugs and
contraceptives, and increased supervisory competency in management.
In collaboration with other MCH/FP-related programs, target area
Working Groups have developed several workplans (maternal health,
immunization, diarrheal diseases, ARI, and malaria) from which 1
year worKkplans are prepared. Areas for attention now include
strengthening of the referral system and evaluation of project
training materials and in-service training. Clinic management is
helping to strengthen the clinic linkage to regional planners by
generating relevant statistics and monitoring supply needs. An
orientation manual has helped staff nurses make a transition from
hospital to rural clinic, and a clinic reference manual is widely
used.

The MOH 1is decentralizing administrative and some planning and
resource allocation functions to the four Regional Health
Management Teams (RHMT). The project has produced guidelines for
personnel management, financial management, and drug inventory
control, and helped two of the four regions prepare annual budget
requests. Establishment of a management information system is a
high priority so that RHMTs will make efficient use of
transportation, logistics and communication resources.

Training activities involve all levels of the project. Workshops
were used widely and achieved a rapid infusion of information about
MCH/FP services, problem-solving, and clinic supervision tasks.
This in-service input raised nursing morale and confidence. Little
evaluation of post-training change has been done, a high priority
for the next year. The evaluation team recommends clinic-based
learning with planning and training by regional public healch
nurses and supervisors. Health education has received insufficient
attention at the clinic or community level. A short-term health
education/curriculum consultant is recommended in early 1989 to
help identify target areas, focus training, and monitor resultc.

The evaluation team has summarized major conclusions and
recommendations in Section 7. Detaiied information to support the
summary is available in section 4 and 5, project inputs and outs.

In conclusion, the project is now progressing in its phase 1 MCH/FP
services and clinic management components. Encourzging developments
have taken place at regional level and in central administration.
If further institutionalization is achieved, the PHCP will make an
important contribution in enabling the Government of Swaziland to
reach 1its stated national health goals.
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.1

INTRODUCTION

This report presents the findings and recommendations
from the mid-term evaluation of the Swaziland Primary
Health Care Project (PHCP) (USAID Project No. 645-0220).
This 5 year project was approved in August 1985 with AID
funds of $5.7 million and a GOS contiibution of $2.3
million and is scheduled for completion in December 1990.

The project is implemented for AID through a contract
with the Management Sciences for Health (MSH) of Boston,
Massachusetts, a sub-contract with the Charles R. Drew
University of Medicine and Science (Drew), and in
cooperation with the Ministry of Health of the Kingdom
of Swaziland. The project provides long-term technical
assistance in health planning and budgeting,
administration and decentralization, maternal and child
health/child spacing (MCH/CS) and clinic management;
short-term consultants participant and in-service
training; and limited commodity support for
transportation, communication, and MCH/CS services.

The evaluation was carried out by a team of four short-
term outside consultants and a AID/Washington staff
member between September 19 - October 20, 1988, 24 months
after the effective commencement of the project in
Swaziland. The first technical advisor arrived in
Swaziland in May 1986, but thz other members of the team
did not arrive until September, 1986. The contract
(AID/AFR-C-C0-6021-00) was signed 4/9/86 with an
estimated completion date of December 31, 1990.

BACKGROUND

Origin of the Project

In the twenty years since independence, the Government of
Swaziland (GOS) has invested heavily to improve and expand
health care throughout the country. Of particular concern have
been maternal and child mortality and morbidity rates that
have remained high for a country with Swaziland's many
advantages. These include a homogeneous population with high
rates of school attendance; a compact size and good
transportation and communications systems; and relatively high
per capita gross national product and expenditures on health.
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The draft UNICEF situation analysis of status of children and
women in Swaziland in 1987 reports an infant mortality rate

of 110 per 1000 and notes that half of infant deaths occur
before the age of two months.

Primary health care (PHC) has been a major national health
focus since 1983 when the GOS issued the National Health
Policy with the stated goal of the development of a
comprehensive PRIMARY HEALTH CARE system. The policy paper
identified primary health care as defined in the WHO Alma-Ata
Declaration as the "most effective and least costly strategy”
to achieve the Ministry of Health (MOH) objective of improving
the health status of the Swazi people. The major elements of
the PHC system are:

.the provision of health education

.promotion of food supply and nutrition

.the promotion of clean water supplies and basic sanitation
.the provision of maternal and child health care, ircluding
family planning

.immunization

.prevention and control of endemic diseases

.treatment of common diseases and injuries

.provision of essential drugs.

To make these services more available to Swaziland's largely
rural population, the MOH 1is integrating health service
delivery and decentralizing health service planning and
delivery to the regional 1level. There is an emphasis on
community involveme-.t in decision-making, developing
additional clinics arnd outreach sites, using hospitals as
referral centers, and increasing hezlth manpower training.

It was within this context of changing and expanding health
services that the Primary Health Care Project (PHCP) was
designed in 1984/5. Those involved with project design took
a "sectoral view" and saw AID financing as "contributing along
with other donor and GOS inputs to" the achievement of the
national health service targets for 1990. The project was
also designeu to consolidate and continue activities supported
under other AID health assistance prujects in health manpower
development, health administration and diseese control. At
that time it was expected that on-going projects in waterborne
disease and childhood communicable diseases would end shortly
and this project would take on these responsibilities.

Project Objectives

The resulting project design was very broad with resources
directed at eight PHC service areas: prenatal care; attended
deliveries; post partum education; immunization; oral



3

rehydration; growth monitoring; child spacing; and treatment
of priority diseases. Five service support areas were
specified: training; transportation and communication;
laboratory services; health education messages and clinic
management. To decentralize health management to the regional
level required strengthening of five management and system
support areas: coordination of maternal/child health programs;
planning, budgeting and financial management; research
monitoring and evaluation; health financing and nursing
education.

The MOH impact objectives in maternal and child health (MCH)
were adopted as the end of project status (EOPS) indicators.
Recognizing that the "stated service delivery targets were
very ambiticus", the project design emphasized the
development of a national MCH plan and a workplan which
coordinated PHCP activities with those of other donors and
other AID projects. An evaluat*tion one year after the arrival
of the technical assistance team was planned to deterniine the
adequacy of resources and the feasibility of targets. When AID
resource constraints limited the number of long term advisors,
the chief of party position was combined with that of a
technical advisor.

The project was authorized in August 1985 with total funding
of $7,945 million of which the AID grant was $5.7 million and
estimated GOS contribution was $2.245 million. A coatract was
awarded to Management Sciences for Health in April 1986 and
the Chief of Party came to Swaziland in May 1986. Shortly
thereafter a stop work order was issued until the GOS was able
to meet the project requirements for additional MOH positions.
This was lifted in August 1986 and remaining team members
arrived in September 1986.

External Factors

Initial project activities were further complicated by changes
in USAID, Ministry of Health and project personnel. Very few
of those involved with the project design remained to assist
in its implementation. Almost none of the MOH technical
officers responsible for implementing activities in project
areas had been involved 1in the project design. The
availability of MOH counterparts was overestimated. The
original technical advisor in health planning and budgeting
departed after only one year in the position, and he was
replaced in November 1987. The MCH/FP Nurse Practitioner
resigned in June 1988 and her replacement arrived in
September. In addition, in September 1988 MSH shifted the
Chief of Party role tc the new Planning/Budgeting advisor.
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There appears tc have been considerable misunderstanding about
the purpose and scope of the project among both MOH and the

donor community. Studies to develop baseline data, evaluate
targets and focus project activities were not done in the
first year as planned. When GOS approval for a baseline

health and population survey was not obtained in time to have
the activity supported under centrally-funded AID project, the
decision was made to support the survey directly with
technical assistance from the Centers for Disease Control.
The interviewers began the survey in September, 1988. The
first PHCP workplan was approved in January 1987.
Subsequently, in August 1987, the MOH requested an operational
review of the project. Based on that review, a revised
workplan was approved by AID and provisionally approved by the
MOH in March 1988.
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EVALUATION METHODS

Purpose of the Evaluation

In this mid-project formative evaluation from September
19 to October 20, 1988, the evaluation team assessed
progress by comparing the level of effort (inputs) and
performance (indicators, outputs) against the project's
goal, purpose objectives, targets, activities, and
indicators. The evaluetion team have attempted to clarify
the initial project design, objectives, and assumptions
as described in the PP lcgframe. After reviewing the
indicators intended for monitoring progress the
evaluation team identified problems and considered
options or solutions which would help attain project
objectives. This review is the basis for recommendations
to revise the workplan priorities, modify inputs and
outputs, and to consider alternative scenarios of project
resources and time needed to achieve different levels of
output and EOPS.

Evaluation Scope of Work

The evaluation team was asked to respond to a set of inquiries
prepared by the Ministry of Health, MSH team, and
AID/Swaziland (Appendix A). These questions were formulated
under the following overall objectives of the mid-project
evaluation:

(1) Review the appropriateness, timeliness and
quality of inputs of the project and host
country; provide a descriptive analysis of
project status relative to inputs, identify
any problems or short-comings, and make
recommendations for cvercoming them.

(2) Review project outputs, quantify progress made
toward achieving output indicators, and provide
a detailed explanarion of these areas where
project outputs either have exceeded or are
not likely to achleve targets. Recommend
strategies for overcoming shortfalls.

(3) Review the project purpose and assess the
extent to which project inputs and outputs are,
or are not, leading to the achievements of the
purpose and the Erd of Project Status
indicators by the project completion date.
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Evaluation Procedures

These were chosen to meet the information needs described
above.

Evaluation schedule

The team leader, AID staff member, and nurse/midwife attended
a one day orientation to the project by the staff of
Management Sciences for Health. The first two also had a one
day briefing by Drew staff before coming to Swaziland. The
first week involved orientation meetings with the MSH team,
Ministry of Health, AID/Swaziland staff, and key persons in
related projects. The second week involved field trips to
clinics and hospitals in Shiselweni, Manzini, Lubombo, and
Hhohho regions to observe clinic activities. We met all four
Regional Health Management Teams and most senior regional
supervisory personnel. During the third week, additional
interviews were conducted. Findings and a preliminary set of
recommendations were discussed with the TA team. An initial
report draft was prepared for separate presentation to the MOH
and to AID. After review of the draft report we made further
revisions to complete the final evaluation report.

In the limited time available the evaluation team could not
review all relevant documents or contact all potential
informants. The evaluation team scheduled interviews to match
team member expertise and responsibilities in the evaluation
process. The evaluation team was comprised of a public health
physician, a nurse/midwife and specialists in
planning/budgeting, training, and health management.

Data Sources

(a) Documents Reviewed/Places Visited. A thorough review was
made of project reports and other documents and relevant
documents (Appendix B). Visits were made to clinics and
programs chosen as representative of primary health care
activities.

(b) Interviews and Meetings. A large volume of contacts was
made by team members, as reflected by Appendix B. Often
two or three meetings were made with Kkey persons to
obtair. additional information. The evaluation team are
appreciative of the efforts made by the MOH and TA team
to accommodate our requests.
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(c) Feedback. The evaluation team held briefing meetings with
the project officer each week. An informal discussion was
held with the TA team and Project Officer in the third
week to elicit Womments and inquiries prior to formal
presentations to the MOH and AID. This helped clarify
issues and focus final report recommendations.

Limitations

In the process of collecting and analyzing data we identified
several topics of interest which lack adequate data. These are
importsnt to address during the remainder of the project.

(1) Assessment of the clinic staff patient care
performance (in diagnosis, treatment and
referral) and health education:

(2) Documented evaluation of several project

materials - MCH/FP protocols, guidelines,
checklists, manuals, activity graphs,
workplans;

(3) Analysis of clinic efficiency: patient flow,
staff deployment and tasks, analysis of cost
per visit;

(4) Clinic catchment area population or,
alternatively, patient place-of-origin
statistics;

(5) Clinic nurse supervisor performance: lack of
evaluation use of various methods used to train
staff and assist in planning;

(6) Follow-up evaluation of training received at
workshops or other in-service program;

(7) Inventories of transportation, communication
and housing needs for requesting assistance.

The evaluation was also constrained by having only 3 of the
5 technical advisors in Swaziland when we were there. While
three members of the evaluation team met the clinical
management advisor (on a 4 month study leave) and former
NP/midwife in Boston during a one-day orientation at MSH, we
could not obtain the same information they might have provided
in the field.
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PROJECT INPUTS

This section lists project inputs, as called for in the
Project Paper (PP) and as contracted for in agreements
between AID and the GOS, and AID and MSH. An evaluation
as to whether these contractual obligations have been or
will be met is also provided.

USAID Inputs

The Project Paper (pp 19-22) lists AID's inputs to the
project. These include long and short-term technical
assistance; overseas and in-country training; costs for
research, monitoring and evaluation; and a limited amount
of commodities. Operations and management of the project
were contracted to Management Sciences for Health (MSH).
The overseas training component, a portion of short-term

technical assistance, and one technical associate
position (clinic management) was subcontracted to Drew
University, International Institute. Support by

AID/Swaziland is coordinated the Project Officer.

1 Technical Assistance

The PP calls for 197 person months of long-term technical
assistance in a team initially comprised of 5 long-term

advisors (subsequently re-titled associates). These
included 2 technical advisors (MCH physician,
FNP/chi ldspacing) tor the entire project and 3
administrative/management advisors (health
administration/decentralization - 3 years; clinic
operations/management - 2 years; and a planning/budgeting
advisor - 2 years). While the PP and MSH's contract

called for 16 1/2 person-years, one-year extensions have
since been made for the planning/budgeting and clinic
management advisors, to total 17 2/3 person-years.
Therefore two additional person-years have been already
approved.

Short-term consultants fully supported by the PHCP include:

Health Education: 1/4 - 2/14/88 (6 weeks)

Laboratory Services: 3/20 - 4/30/88 (6 weeks)
Therefore, to date, the project has ccnsumed 5 months of the
available 30 person-months of short-ternn technical assistance
provided by the Sub-contractor, Drew University. Drew is
prepared to provide additional teciinical assistance if
requested to do so by the Ministry of liealth.



Several other short-term consultants were also used,

including:
Health Planning: 8/25 - 9/13/86
Personnel management: 10/4 - 10/2/86
Manpower planning: 10/25 - 12/5/86
Manpower planning: 1/14 - 4/13/87
Workplan priorities: 1/26 - 1/30/87
Cervical cancer review: 7/15 - 7/28/88

The project also hired an administrative assistant to
coordinate in-Africa and in--country training and a secretary.

4.1.2 Academic training

The project is financing three participants in long-term
training in the U.S. two in health education and one in health
information. There are also funds to support 12 participants
for long-term (1-2 years) training in African countries in the
areas of health administration and health education.
Additionally, short-term training in other African countries
and in the U.S. was authorized for 49 person-months. While the
U.S. long-term training will take about 1 person-year longer
than authorized, there have been fewer long-term in-Africa
trainees and fewer short-term overseas trainees than
anticipated. Pending a review of overall project-supported
training needs, it is suggested that overseas short-term
traineeships be reduced by 6-8 positions to offset the
additional vyear costs expected for the U.S. trainees, and
perhaps a portion of the cost of the two additional person-
years of long-term technical assistance. Drew provides a full-
time participant training coordinator in the U.S., which
appears to be adequate backup staff for the trainee worklonad.

4.1.3 Commodities

Of the commodities listed in the PP Annex 7F 7 vehicles have
been purchased and much of the laboratory and clinic equipment
and supplies have heen ordered.

4.1.4 Research and evaluation

A list of 17 potential studies and surveys for operations
research, epidemiologic information, and surveillance (PP,
Annex 7H) was initially proposed and budgeted, $480,000. Only
a subset of these warrant implementation (see section 5.1.2).
Two external project evaluations are also authorized - this
mid-term one and another at the end of the project.

AID has requested that MSH propose a contract amendment to
accommodate certain additional costs within the existing
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contract budget. These additional costs include the in-country
costs of the Family Health Survey and the one-year extensions
of the two long-term advisors noted in section 4.1.1,
totalling approximately $500,000. If no additional funds are
available to the project as a result of this evaluation, the
existing contract budget will need to be revised to reflect
project priorities and identify costs that will match the
needed $500,000. However, AID has asked MSH to defer further
work on this proposal until after this evaluation is
completed, since the evaluation may provide additional
rationale for other contract amendments.

.5 Coordination among MCH/FP-related Projects

During the initial project design and implementation phases,
there may have been insufficient attention to integrating
project resources and activities with those of other donors,
NGOs and other USAID-assisted projects. This may have been a
product of insufficient communication with other donors in the
design stage; inability in the first year to carry out planned
design analysis to determine overall project focus, strategy
and activities; changes in key personnel; and the delayed and
phased arrived of team members.

The relationship between this project and two other related
USAID-assisted projects changed between the design and
implementation stages. Initially, this project was to serve
as an umbrella project for the health sector in primary health
care. As such it could consolidate and further support earlier
USAID-assisted activities in training, health planning and
management and disease control. Subsequently, the decision was
made to extend both the Rural Water Borne Disease and the
Combatting of Childhood Communicable Diseases (CCCD) Projects.
However, the lack of a full-time, Swaziland-based advisor for
CCCD resulted in considerable demands on PHCP staff for work
in that area, as was the source of some confusion about the
relative roles of the two projects. This early expectation
that the PHC project could and should assist in all sreas of
PHC administration, service delivery and logistics support has
diffused team efforts and has contributed to misunderstanding
in the Ministry of Health. However, many of the -- problem
areas have been resolved in the revised PHC Project workplan.

The need for improved planning and coordination among donors,
parallel agencies and USAID-assisted projects 1is well
recognized and supported by key individuals in the Ministry
of Health, the donor community and other participating
agencies. They recognize the importance of the on-going
technical collaboration and sharing information and resources
at the operational level. The various Ministry, donor and AID
coordinating committees such as donor meetings chaired by the
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Resident Representative, United Nations Development Program;
the Ministry of Health Primary Health Care Coordination
Committee; the Ministry of Health MCH/FP Committee:; and the
Primary Health Care Project Implementation Committee reflect
a broad target to coordinate successful multi-donor
collaborative activities. The informal USAID HPN Sector
meetings also facilitate coordination among the staff of
USAID-assisted projects.

With the recently approved MOH/USAID Family Health Services
Project and planned new UNFPA MCH/FP project, particular
attention needs to directed to both formal and informal
information sharing and planning so that resources used in
this critical area are maximized. The importance of child
spacing and the prevention of pregnancy in high risk groups
for maternal and child health in Swaziland makes this a
critical area for coordinated multi-donor support.

Recommendations

(1) As the project moves into more focused activities in the
final years, additional attention needs to be paid to
working collaboratively with the MOH and other donors to
determine respective roles and tasks so that priority
national health needs can be met from the pool of multi-
donor resources, and false expectations are not
maintained about specific PHCP contributions.

(2) It would be extremely helpful if such a broad-based group
could focus on two critical elements in rural health
service deljvery: the provision and management of
transport at the regional level, and the need for more
adequate housing and facilities for nuising staff at
certain rural sites. The tradition of community
participation i building clinics and nurses'
accommodation suggest that PHCP support for building
materials may be an appropriate high-priority area.

(3) Collaborative activities should focus on the
strengthening of regional information and management
systems, and the improvement and extension of maternal
and child health services must be continued. Together
with UNICEF, PHCP should continue to provide coordinated
support to the MOH in strengthening the ties between the
community, RHMs and Public Health Units and clinics. PHCP
should also assist the MOH and other agencies in
strengthening the linkages between pre-service and in-
service training for nurses, nursing assistants, and
other categories of health workers. The project should
coordinate with the MOH, UNICEF, and SINAN on
breastfeeding prumotion and education.
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.6 Other inputs

Another AID-funded project, CCCD, is implementing
immunization, oral rehydration and malaria control activities.
This input and other products, such as the Antenatal screening
protocol, contribute to achieving MCH/FP service targets.
Other donors with PHC-related activities include UNICEF, UNFPA
and WHO. While the PHCP cannot attribute all operational
success to its own interventions, its involvement in assisting
the MOH to coordinate these resources and implement effective
methods is a major contribution.

GOS Inputs

The supportive involvement of key MOH officials (e.g.,
Principal Secretary, Undersecretary, Senior Health
Administrator, Public Health Unit) has created a favorable
environment at the central level. In several key areas
linkages need to be strengthened in order to make project
activities relevant to the priorities of the MOH.
Additicnally, close, on-going participation by key Swazi
counterparts is essential for institutionalization of planning
and management capability, a major product desired by the MOH.

The PP indicates that the GOS contribution to the project is
25% of total project costs of which contributions include
provision of housing and office space to the technical
advisors. While precise expenditure data is beyond the scope
of this evaluation, it appears that the GOS has delivered its
expected inputs. Alternate financing mechanisms and a policy
to retain patient fees need further consideration.

Contractor Management and Budget Performance

The Technical Assistance team faced several start-up
difficulties as described in the Background section.
Interviews indicate a weakness in planning and coordinating
team activities in the field. This unfocused team effort made
monitoring of progress towards project goals difficult. This
situation has been partly addressed but, requires additional
planning and team building efforts. The MSH Senior Technical
Officer has made two project monitoring visits to review,
redirect and support the TA team's activities. In addition,
a series of short-term consultants (see 4.1.1), have been used

to provide special advice and information. Based on the
Technical Assistance Team's quarterly progress reports, the
revised workplan, and other documents (Appendix C), the

evaluation team feels that further improvement is necessary
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in order to develop and monitor individual performance targets
related to project goals.

The revised workplan is very ambitious in its target outputs
and diverse in its scope of activities (see section 5.1.2).
Additionally, detailed steps and expenditures required to
perform each activity are not fully described. These
difficulties have been identified by various parties involved
with the project, and need to be resolved.

The budget in the initial life-of-project workplan was not
clearly linked to specific activities, and did not fully
address and describe all project inputs. As a result, given
the "umbrella project" concept, not all project expenditures
in support of priority activity areas conformed fully to the
workplan budget. This situation has been markedly improved in
the revised workplan, but still deserves attention as overall
project resources are reassessed as a result of this
evaluation.

This situation is further complicated by differences in the
in categories and/or line items budgets used by MSH, Drew and
USAID, so that the development and use of a common system for
tracking and accountability has not been possible. This is
quite typical of AID projects, but it presents a particular
problem with this project because of the broad range of
project inputs. The new COP, together with MSH headquarters
staff, have recently devised a financial report and analysis
system that will overcome most if not all of the difficulties.
Once this system is in effect (retrospective September 1988)
project financial management will be greatly improved.

The COP position 1in many projects is a full-time
responsibility. In this project, owing to a reduction in AID
funding from that originally envisaged, the COP responsibility
was added to one of the full-time advisor positions. The time
required for COP administrative/liaison responsibilities to
the MOH and USAID, as well as overall project management and
monitoring activities, inevitably detracts from time needed
to provide expected technical inputs. This task overload
adversely affected the previous COP's technical input in
decentralization. Even though the COP responsibility was
shifted to the Planning/Budgeting advisor, there continues to
be a potential overload problem.

Recommendations

-To keep the COP's performance 1in technical areas at a
satisfactory 1level, a way must be found to reduce his
administrative workload. The MSH Senior Technical Officer and
the COP need to resolve this issue in the near future. The
current Administrative Assistant should have an expanded role,
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and additional secretarial support should pe provided.

-An intensive strategic planning process, involving the MSH
Senior Technical Officer and all team members, is required in
order to increase the team's effectiveness 1in coordinating
individual responsibilities in carrying out project
activities. On another level of inter-action, assistance in
team-building, wusing MSH resources, should be provided in
early 1989.



5. PROJECT OUTPUTS

5.1 Progress Towards Project Outputs

15

This project's purpose is to improve primary health care in
Swaziland using two main strategies:

- improved clinic-based MCH/FP services

- effective decentralization to the regional level.

A series of outputs are shown in the PP logframe, usually with
underlying assumptions felt to be necessary for success.

Output

1. Improved outreach
and service delivery
approaches

Incentive schemes
to increase demand

2. More productive
health workers

3. Health facilities
have appropriate
equipment and
supplies

4. Decentralized
system of planning,
budgeting, financial
management, super-

vision, and management
operating effictively

Assumptions

1. Government assigns
adequate number of workers

2. High quality services

available

3. Public aware, want
services (health education)

4. Increased in-service
training and supervision

5. Improved support systems

6. Task re-assignments to
optimize staff productivity

(e.g. Effective drug
inventory system;

Effective communications

to parent hospitals)

(e.g. 3-year and Annual

Development Plan;
tabulation of HIS;

financial management)

Status

Progress

Unclear

Progress

Progress

Gradual
progress



16

OQutput Assumptions Status
5. Increased proportion 7. MOH allocates adequate Meeting
of GOS recurrent health funds. targets
expenditures for PHC in PP

8. GOS maintains suprort
of PHC and health
infrastructure

9. Donor funds available
and well-coordinated.

Based on the above summary, the team concluded that progress
has been good in all but two area of outputs. The second part
of output 1, stimulating increased uemand for health services,
has not been sufficiently addressed. This output is
incompletely defined, since demand for preventive services has
a complex set of factors. As indicated in Section 5.2 below,
high-risk groups, principally in the rural areas, will not be
reached unless services are expanded. Several key
recommendations in the areas of training and health education
highlight the approach that should be taken.

The other area of concern is the second part of Output 5,
dealing with cost recovery mechanisms ("extra-budgetary
support"”). Based on team discussions with key MOH officials,
it seems clear that the kind of cost recovery mechanisms (e.qg.
higher fee schedule) proposed in the PP are not realistic for
implementa:ion within the GOS financial system during the
expected life of this project. Thus the team recommends that
this portion of output 5 be deleted. However, since the
proposed cost recovery mechanisms were to generate E1,000, 000
in extra-budgetary support during the life of project, the
MOH and AID need to determine that the overall GOS
contribution to the project (25%) will be made available
through other resources.

Some of the original project design assumptions are no longer
valid. Assumption (1) about an adequate number of rural health
workers has not been achieved and many clinics are
understaffed. There is a shortage of nursing assistants who
might have nursing tasks reassigned to them, freeing up the
nurse for outreach programs, including RHM supervision, school
education, and home visiting. The assumptions (2-4) underlying
more prcductive workers are true, but additional incentives
such as acceptable housing or a salary incentive for rural
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service are policy issues warranting further attention. The
immediate impact of training, supervision, and a steady flow
of supplies on the volume and quality of services seems true,
but the long-term outcome is less clear.

Of interest is that neither the decentralization or the system
(e.g. supplies) management outputs had specific logframe
assumptions. An effective clinic inventory system has had a
positive effect, but insufficient communications in some
clinics makes timely ordering difficult. A major assumption
concerning regionalization is that the central government will
progressively relinquish control over transportation
management, financial management and budget allocation to
reinforce, the RHMT strategy.

The PP gives inadequate attention to demand for PHC,
particularly preventive services. An important contributing
factor to Swaziland's high infant mortality rate is low clinic
utilization even when the child's condition is severe - the
"too little, too late" syndrome. A variety of education and
social marketing studies have found that education needs to
be directed at providers and the public to stimulate their
cooperation and interest (assumption 5, 6). But demand also
is affected by access, availability and quality of care
factors. When it appears difficult to support further clinic
expansion, community workers such as the RHM or traditional
healers can facilitate community clinic linkages. Assumptions
10 and 11 about factors enhancing demand for services seem
reasonable, though untested as yet. A positive patient-health
worker visit experience presumably encourages subsequent
utilization. Health education is an important strategy to
raise community awareness about available services. Promotion
of "non-urgent" preventive care may be a gradual, long-term
process.

Financial (7-10) and infrastructure (1) assumptions are
critical rural MCH/FP service sustainability issues
(assumptions 7-10). Pressure continues on the MOH to provide
an increasing volume of curative services, and hospital-based
activities consume the majority of MOH recurrent expenditures.
A variety of innovative health financing mechanisms are
receiving attention. The project's pending user cost/fee
schedule study may clarify the current fee/cost gap. Even if
an increase in current fee schedule was authorized, current
revenue policy does not allow patient fees to be retained by
the MOH. A significant amount of MCH/FP service activity is
provided by donors, and careful coordination and planning is
necessary to maximize their impact.

One important assumption that was implicitly made in the PP,
though not formally stated, was that the clinic supervisor and
nurse would be available for coordinating RHM activities and
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increasing community participation in MCH/FP. These activities
are time-consuming and often require significant logistical
resources which may not be available at the peripheral clinic
unit.

While the logframe outputs lack clear definition or
measurability, the project has accomplished progress in the
first four. There has been improvement in MCH/FP services (see
Section 5.2 below); training and supervision; and effective
decentralization. For example, two of the four RHMTs have
prepared recurrent budgets, but need strengthening of planning
and financial management components in conjunction with a more
effective health information system (see Section 5.3).

.1 Mid-term Progress Towards EOPs Indicators

There is a consensus that the original project's design,
complexity and scope of outputs resulted in a large and
inoperable project workplan (see Background). One of the mid-
term evaluation goals is to reassess this document and
"streamline" the activities and relevant inputs to match the
priorities.

The logframe EOPs indicators and output indicators were
selected to be consistent with the MOH objectives in primary
health care. Because delivery and support inputs came from
several sources - MOH, this project, and other MCH/FP-related
or PHC-related programs, (e.g. UNICEF, CCCD, FLAS, SINAN, etc)
it is impossible to attribute changes in the EOPs indicators
to this project alone.

The EOPS indicators include MCH/FP coverage rates and several
quality of care measurements for selected conditions for the
eight activities the MOH originally directed this project to
Strengthen. These are:

Activity EOPS Indicators
1. Antenatal care 90% of pregnancies
2. Postnatal education 90% of maternity deliveries
3. Trained birth attendants 70% of births
4. Child spacing 12% using contraceptives
5. Infant immunization 70% by 12 months
6. ORT Effective use in 50% of serious
diarrheas
7. Regular growth monitoring
in preschoolers 90% of under fives
8. Priority diseases Appropriate management of
(a) wunder fives malaria, lower resp. infections,

(b) 15-49 yr old women Syphilis, anemia, toxemia.
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Activities 1-5 and 7 above are important targets and reflect
future outputs produced by an effective, well-supported
primary health care system. This project's activities and
resources are not capable of achieving all of the long-term
targets (EOPS indicators). However, progress 1is occurring,
particularly in immunization (5), availability of ORS (6),
high-risk clinic screenrning (7) and in-service training and
supplies to support treatment of target conditions (8).

These outcome measures are similar to those used by AID Child
Survival as Tier II indicators of coverage rates. While such
measures can identify successful programs, they do not provide
day-to-day operational indicators to plan program activities.
Additionally, this project cannot estimated in local areas
until catchment area population statistics are available.

The decentralization component does not have adequate process
indicators specified in the original project design as
reflected in the PP's logframe (see 5.1). These are needed as
tracking measures to guide program operation decision-making.

Well-tested process indicator examples are available, such as
the list of service delivery and support activities developed
by PRICOR. This valuable resource includes all eight MCH/FP
service areas, their process indicators, and recommended
measurement methods.' The TA team is now refining a set of
MCH/FP process indicators to evaluate training and as a
baseline to test clinic operations research. Use of process
indicators will make an important contribution to other PHC
projects, such as the CCCD, whose 3-year plans for diarrheal
diseases, immunization and malaria do not include such
indicators. By refining use of selected process indicators at
the clinic and regional levels, this project has the
opportunity to make a major contribution to MCH/FP programs
worldwide.

1Primary Health Care Thesaurus. Vol.1. A list of Service and
Support Activities. PRICOR. Center for Human Services.
Bethesda MD. 1988,
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5.2 Project Activities

5.2.1 MCH/Family Planning Services

This has five elements: maternal care, expanded program in
immunization, growth monitoring, family planning,and rural
health motivators and community development. The project, in
collaboration with the MOH and other donors, has made
considerable achievements in the areas of maternal and child
health, the majority of which are sustainable. The quality
of outputs in the areas of high risk screening, the assessment
and management of STDs, the development and implementation of
a health information system (HIS) for MCH/FP activities at the
clinic level, analysis of maternal/perinatal mortality in
Swaziland, the development of a supply system for family
planning commodities, and clinic management are particularly
notable. It is clear from the many site visits that the
project is responsible for extensive skill development and
increasing the self-esteem, confidence and motivation levels
of the clinic nurses and supervisors. The absorptive capacity
and enthusiasm of the nurses regarding project outputs appears
to be consistently high.

The improvement of service delivery at the clinic level is a
considerable achievement, however the maternal and child
mortality and morbidity rates remai unacceptably high for a
country with Swaziland's infrastructure, resources and
commitment to primary health care. Of particular concern is
the extremely high mortality rate for infants during their
first year of 1life and pregnancy related mortality and
morbidity. XA large percentage ot the mortality and morbidity
could be prevented if mothers and infants at risk were rcached
with a limited number of low cost, appropriate technologies
and services. Of particular importance are high risk
screening and referral and breastfeeding promotion. This is
an area where the PHC project has the potential to make an
enormous contribution to Swaziland by directing the majority
of 1its resources to strengthening the service delivery
mechanisms that will ecnable the clinic nurses to reach
important target populations in the rural areas.

Building upon the solid accomplishments the project and the
MOH have made in training, clinic management and high risk
screening for mothers and children, the project now needs to
develop a clear, cohesive strateqgy to direct technical
assistance, commodity support and training efforts (including
on-the-job supervision) towards reacning  these critical

populations, where the majority of mortality and morbidity
OCCurs.
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In collaboration with the MOH and other donors, the project
should move into a second phase. While continuing to
strengthen the service delivery skills of the nurses, clinic
staff and supervisors, increased emphasis should be placed on:
community leadership development, strengthening the role of
the RHMs and their working relationship with the clinic
nurses, collaboration with traditional healers to identify and
refer high risk cases, and health education in the community.

5.2.1.1 Maternal Care

The major outputs in the area of MCH have included the
implementation of antenatal cards, high risk screening and
protocols, the identification and management of STDs, MCH
workshops, the support of research on breastfeeding practices
by SINAN, an analysis of the extent of cervical cancer in
Swaziland with recommendations for action, a regional analysis
of maternal/perinatal mortality in Swaziland and the
implementation of a HIS for MCH/FP activities at the clinic
level. The quality cof outputs in this critical area appear
to have been consistently high.

Findings

-The HIS for MCH activities is well established at the clinic
level.

-High risk screening mechanisms are in place, however, the
infrastructure support to effectively deal with high risk
cases, once they are identified, is inadequate in most areas.

-Many clinics visited did not have basic equipment to conduct
nigh risk screening (ie; BP cuffs) or to attend deliveries
(ie;delivery instruments).

-Nursing assistants in many of the clinics appear to be
assuming responsibilities identical to those of RNs, without
the appropriate training, due to the shortage of staff.

Recommendations:

-Mechanisms to support/strengthen the back-up and referral
system for high risk MCH cases need to be developed on a
regional basis. This should be a project priority.

-The institutionalization of regional review committees to
investigate all maternal and neonatal deaths should be a

project focus. Lessons can be learned and practices
contributing to preventible deaths can be modified effectively
through this mechanism. It is important that the senior

public health matrons and supervisors, as well as a physician
are represented on each committee.
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-Responsibility for conducting the MCH/Perinatal Mortality
Meetings should be assumed by the MOH, with minimal support
from the project, in order to institutionalize this
capability. Meetings could be held regionally every 6 months,
with a national meeting once a year.

-Nursing assistants should be included in all future MCH
training activities.

~The provision of material support necessary for high risk
screening activities and conducting deliveries in the clinics
should be a project priority.

5.2.1.2 Expanded Program in Immunization (EPI)

According to the draft UNICEF situational analysis,
immunization coverage increased from 14% to 60% between 1982
and 1986. The project has contributed to the on-going MOH

efforts to increase immunization coverage. Major project
outputs in the area of EPI have included support in developing
the Immunization Program, the development of training

materials for EPI, the revision of the EPI component of the
Clinic Manual, back-up support to the EPI program in planning,
management and operations during the absence of the Combatting
Chronic Childhood Diseases (CCCD) Project Technical Officer,
the distribution and inventory of sterilization equipment, and
regicnal workshops. e

Findings
-EPI activities appear well-established at the clinic level.

~-The HIS for EPI activities at the clinic level are well-
established.

-The cold chain appears to be functioning adequately at the
clinic level.

-Mechanisms for identitying and reaching unimmunized children
in the community are inadequate. Little follow-up appears to
be conducted.

Recommendations

-The project, in collaboration with CCCD, should focus on
developing mechanisms for reaching unimmunized children in the
community (ic:RHMs, school programs, community  based
campaigns )
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-The practice of using disposable Vs re-usable
syringes/needles varies from clinic to clinic. Clear policy
guidelines in this area should be established by the MOH with
support from the project and CCCD.

5.2.1.3 Oral Rehydration Therapy/Control of Diarrheal Diseases
(ORT/CDD)

This continues to be an important area of infant and child
morbidity and mortality, despite the fact that an estimated
60% of child care providers have learned how and now use ORT
(UNICEF). Early supplementation of infant diets (lack of
exclusive breastfeeding in the first 6 months); contaminated
water supply, inadequate sanitation and hygiene and delays in
providing ORT to sick children are the principal causes for
the continued high morbidity and mortality.

Project outputs in the areas of ORT/CDD have included the
implementation of "ORT Corners" in designated clinics in each
region, workshops for clinic nurses in ORT, the development
of training material for ORT, the production of an ORT manual
and a manual for Directors of Diarrhea Training Centers.

Findings
-ORT packets are widely available in the clinics.

-The KAP of nurses in ORT/CDD appears excellent at the clinic
level.

-There appears to be a clear emphasis on breastfeeding for
control of diarrheal disease on the part of the nurses,
however skills in the area of managing breastfeeding problems
need strengthening.

-Several of the hospital nurses interviewed appeared to
question the value of ORT.

Recommendations

-In-service education on ORT for the hospital nurses should
be considered in collaboration with CCCD.

-The project should increase its support of breastfeeding
promotion activities in coordination with SINAN. 64% of all
hospital deaths in infants under the age of 4 months in
Swaziland are due to diarrheal disease (UNICEF). Since
exclusive breastfeeding in the first 4 months of life would
prevent the vast majority of these deaths (and the need for
ORT), as well as prevent the number and severity of ARI cases
(the 2nd leading cause of infant death), this should be a
project priority.
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5.2.1.4 Growth Monitoring

Approximately 1/3 of Swazi children fail to grow as well as
they should during the first 3 years of life, resulting in a
high prevalence of chronic malnutritinn or nutritional
stunting. Attendance at growth monitoring programs rose from
25% to 40% between 1983 and 1987 (UNICEF).

Project outputs in the area of growth monitoring include
collaboration with UNICEF in the production of a Growth
Monitoring Training Manual, regional workshops, and assisting
the MOH to develop Growth Monitoring policies.

Findings

-The KAP of clinic nurses in the area of growth monitoring
appears to be excellent.

-Mothers with growth charts in hand were observed in most
clinics visited.

Recommendations

-The project should focus on developing mechanisms to promote
RHMs involvement in growth monitoring activities in the
community in ccollaboration with UNICEF. RiIMs could be
provided with scales, arm circumference bands and teaching
materials. This strategy could increase the credibility and
stature of RHMs in their communities and be a focal point for
expanding the involvement of RHMs in other critical MCH
activities such as high risk screening and referral,
breastfeeding and weaning counseling and education, family
planning counseling and referrals for immunizations.

5.2.1.5 Family Planning

The GOS has identified the lack of family planning as one of
the main contributors to poor maternal/child health in
Swaziland. The problem is exacerbated by Jlow contiaceptive
prevalence rates combined with decreased rates of exclusive
breastfeeding (an important factor in the delay of post partum
fertility).

Family planning outputs have included the development and
implementation of a family planning commodity and supply
system, the implementation of family planning protocols, the
development of a plan for childspacing activities for 1987-
1988 in addition to a 3 year plan, family planning skill
development in the clinic setting, workshops, the compilation
of family planning service statistics, pre-service and in-
service curriculum development and the provision of family
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planning health education materials and tools to the clinics.

Findings

~-Clinic nurses appear to have a positive attitude towards
family planning. Their sensitivity to social issues involving
the promotion of family planning in the community and the
implications for women is impressive.

-All clinic nurses questioned expressed the need for
additional in-service in family planning skills.

-The HIS for family planning services are well-established at
the clinic level.

-Two family planning trainers for each region have been
trained.

-Infrastructure support for the family planning trainers to
conduct their activities in the regions is weak. A number of
the supervisors stated that the trainers are losing the skills
learned in the workshops because they have been unable to put
them to use in the clinic setting due to logistical problems
(ie; lack of transport).

-Community activities to reach target populations for family
planning promotion appear to be minimal.

Recommendations

-The development of infrastructure support mechanisms to
enable the family planning trainers to implement their program
activities needs to be explored by the project in
collaboration with FLAS and UNFPA.

-The project should continue to provide family planning skill
development for nurses at the clinic level in collaboration
with the family planning training coordinator, the family
planning trainers, FLAS and UNFPA.

-Mechanisms for the expansion of community based family

planning promotion activities should be developed by the
project in collaboration with FLAS, UNFPA and the MOH.

5.2.1.6 Rural Health Motivators (RHM) and Community Development

Since independence the GO5 has sought to improve access to
health services for rural populations. With the help of
local communities and donor groups the MOH has expanded the
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number of clinics and service delivery sites through outreach
(community sites served by mobile units) and the Rural Health
Motivator (RHM) program. The goal of the RHM program is to
augment clinic services through the use of trained community
workers. UNICEF has provided the major donor support for the
RHM program. In addition to outreach sites and the RHM
program, clinic nurses are expected to visit homesteads.

The project has provided some assistance for the equipping of
clinics and community shelters for outreach activities and in
assessing clinic renovation needs (PEC Technical Report: A
Proposal for the Rehabilitation of 11 Rural Clinics in
Swaziland 1987). The project has provided modest support for
the RHM program through its support of several workshops in
Community Leadership in collaboration with UNICEF and the
sponsoring of a 2 week study tour for 12 RHM tutors and 4
Regional. Public Health Matrons in Kenva. There is strong
national leadership for the RHM program.

The project paper, and subsequent reviews of PHC have
identified the lack of adequate housing in certain rural sites
as a major constraint to the posting and retention of clinic
staff. In its provisional acceptance of the revised PHC
project workplan, the MOH cited the clinic rehabilitation
report and requested that budget allocations be made to
strengthen the physical infrastructure of rural clinics by
upgrading and renovating staff housing. The MOH has asked for
help with the cost of materials only with the local
communities providing the labor.

Findings
-UNICEF training materials for RHMs are excellent.

-Support for RHMs by the nurses at the clinic level appears
high.

-The support mechanisms for the supervision and effective
utilization of RHMs in the community are inadequate. The
clinic nurses have a key role in establishing and maintaining
a working relationship with the RHMs to extend services to the
local level.

-RHMs are an important cadre of outreach workers. However,
there appear to be several key problems that need to be
overcome: rapid turnover, uneven effectiveness, in part due
to problems with the selection process, the lack of a
consistent policy concerning their role, and lack of supplies,
transport, consistent supervision and support in the
cemmunity. UNICEF is currently planning a major evaluation
of the RHM program in early 1989.
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Recommendations

-If the necessary resources can be found, in collaboration
with the MOH, the project should provide materials necessary
for the renovation of staff housing at the 11 priority
clinics. Such support should be contingent on the Ministry
developing a budget line item for clinic renovation and staff
housing in the next GOS budget cycle, to ensure sustainability
of this critical effort to improve work conditions in the
rural areas. Procedures for community participation similar
to those used in the Rural Water-Borne Disease Project should
be developed.

-In collaboration with UNICEF and the MOH, the project should
continue to promote linkages between clinics and RHMs.
Efforts shculd be concentrated on mechanisms which increase
the effectiveness of RHMs in the community to reach critical
target populations.

-The project should continue modest support of workshops and
other activities which promote the development and involvement
of community leaders.

-On-the-job training for clinic staff should continue to

emphasize the importance of home visiting and other methods
of facilitating community development and client follow-up.

5.2.1.7 Cyclical Planning in MCH Programs

The Public Health Unit, project-related programs (e.g., CCCD),
and donors have established a cyclical planning strategy to
guide and manage selected conditions (immunizable diseases,
diarrheal disease, malaria, acute respiratory infection and
growth monitoring).

The current planning process includes the appointment of a
Working Group comprised of local experts and representatives
from the appropriate organizations to devise a 3-year workplan
which includes targets, indicators, and monitoring procedures.
The Working Group then prepares a detailed l-year workplan
from the 3-year document. This includes priorities, new
initiatives, activities to achieve targets, time tables and
specific task responsibilities. These tasks are displayed on
GANTT charts.

Using this planning sequence the project has assisted in the
production of several 3-year plaas for maternal health,
diarrheal diseases, malaria, ARI, and immunization. Another
3-year plan for Growth Monitoring is scheduled for early 1989.
Each of these long-term guides is being used as the basis to
produce a series of l-year workplans. This cyclical planning
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process has encouraged donors to work together with the MOH.

This process now needs to be extended and linked with similar
planning at the regional level by the RHMTs. This has been
included in program workplans as an annual Regional Review,
beginning with CCCD and EPI, because of the implementation by
clinic supervisors. This includes an evaluation of outreach
and community involvement and the scope of health education.

.2.2 Clinic Management

This 1s a critical area 1in assuring quality of care,
sustainability and consumer use of services. Project outputs
in the area of clinic management are impressive and appear to
have resulted in significantly improved clinic operations and
supervisory skills. The outputs include informal neads
assessments, supply management guidelines, the training of
community health committees in clinic management, workshops
and in-service, the implementation of a drug management
program, working with regional teams to expand outreach sites,
and the development and implementation of a Supervisory Check
List, Orientation Manual and Clinic Reference Manual.

Findings

-Ciinic management activities in the project appear to have
resulted in significantly improved skill development and
problem-solving abilities on the part of the supervisors
(Appendix H).

-The Clinic Orientation Manual is being utilized at the
clinics and appears to be useful in assisting new staff in
adjusting to working in the clinic setting. This 1is an
important tool in addressing the problem of high turnover and
frequent rotation of staff from clinic to clinic and hospital
to clinic.

-The Clinic Reference Manual is being used extensively by the
nurses in the clinics (all copies inspected were worn from
use). All nurses questioned stated the manual was extremelyv
helpful in their clinical practice. The Manual is also being
used in pre-service nursing education at the Institute of
Health Sciences. Many nurses stated more copies of the Clinic
Reference Manual were needed.

-The Drug Management Program, included in-service training in
drug management at the clinic and regional levels, reduced the
number of drugs used in the clinic te 21, and provided of
drug charts for all clinics. The program appears to have had
a8 positive impact on drug use in the clinics. All nurses
questioned stated the new system was a significant
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improvement, problems with drug supplies were now minimal,
and they were now able to distribute necessary drugs more
effectively and efficiently.

-The Supervisory Checklist is being used by the supervisors;
however; many of the supervisors stated it was too long and

needs revision.

-The infrastructure support system for the supervisors in the
regions to carry out their responsibilities is inadequate.
Several of the RHMTs expressed anger that the supervisors were
unable to implement the new skills learned in the workshops
due to logistical problems (i.e., leck of transport),
therefore increasing their frustration level.

Recommendations

-The Supervisory Checklist should be revised by the MOH with
support from the project.

-Additional copies of the Clinic Reference Marual should be
printed and distributed to appropriate health personnel.

-The project should collaborate with the RHMTs and other
donors to address the problem of inadequate logistical support

for the supervisors. The provision of a limited number of
vehicles for the clinic supervisors in thz regicns, should be
considered, with strict covenants regarding

use/management/maintenance plans.

5.2.2.1 Laboratory Services

This continues to be a high-priority area for +he MOH, as
indicated in thei. 1989/1991 Health Sectoral Dewelopment
Program Plan. Considerable MOH resources for the
rehabilitation of the Central Public He-.lth laboratories are
included in the MOH, 3-Year Capital Roliing Plan. In 1987 a

consultant from Drew University conducted an extensive
evaluation of the laboratory services at the Central and
regional level. The project appears to have spent a

considerable amount of time on assessing and upgrading the
provision of basic laboratory services at the Central,
regional and clinic levels. Workshops for laboratory
assistants have been conducted, 4 laboratory personnel were
sent on a study tour of the Blood Banking Program in Zimbabwe,
and equipment and basic laboratory reagents and supplies have
been provided.
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Findings

-The level of resources that would be required to implement
even a small section of the recommendations outlined in the
report are not available within the current project, except
at the expense of other important project activities.

-The majority of nurses questioned at the clinics stated that
transportation for getting lab tests to the nearest laboratory
facility was essentially nonexistent. Vehicles are usually
flagged down to take the specimens.

-The nursec at the clinic level appear to have adequate
knowledge regarding important tests for high risk MCH
screening/FP.

Recommendations

-Given the magnitude of technical assistance and material
resources that would be required to make a
measurable/sustainable impact on the upgrading of laboratory
services at both the Central and regional levels, further
project inputs into laboratory services, except at the clinic
level, are neither desirable nor appropriate. The project
should continue to provide technical assistance and the
minimal material support necessary to conduct only tests
critical to high risk MCH screening (i.e., STD tests,
hemoglobin, pregnancy tests).

-Consideration should be given to contracting private labs to
provide basic laboratory services. This may be a more cost-
effective solution at the present time.

.3 Regionalization

The MOH has transferred decentralized decision-making for
administrative and planning functions to all four Regional
Health Management Teams (RHMT). This is intended to encourage
greater local input in health services management and is
expected to increase productivity. Because it involves
training and supervision, logistics and supplies, and
communications and referral, ragionalization in critical for
sustaining improved clinic services.

The project strategy is to phase in administrative, planning
and system management skills by regular RHMT in-service
sessions and workshop exercises. A core set of planning and
financial management skills is required. During evaluation
team wvisits, RHMTs described budgeting and management
capability, particularly transportation and personnel
services, as their high-priority training needs.
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Decentralization is a gradual process and cuts across all the
projects's EOPS indicators. As decentralization becomes
institutionalized, it should make support to peripheral
clinics increasingly efficient, and should impact positively
on health service delivery.

Findings

- . The Decentralization Task Force has been working
effectively to assess RHMT progress and provide guidance
and support.

- RHMTs are holding regular meetings; two of the four are
progressing especially well in planning capability.

- A series of appropriate guidelines in personnel
management, financial management, and drug management
have been produced; the personnel management guidelines
have been partially implemented.

- The Administration/Decentralization Advisor has had
frequent contact with all four Regional Health Management
Teams and the new RHA.

- Two critical logistical needs, transportation and
communication, are not met at the regional level.

Recommendations

- Project staff, together with the Regional Health
Administrator, should establish annual workplans with
each RHMT, identifying priority activities and the
resource requirements necessary to implement the plan.

- A set of process indicators need to be revised and
introduced at each RHMT to assess progress in planning
and support activities. These should include easily
observed graphic (e.g., Gantt chart) as well as periodic
written activity reports.

- Feedback to clinics should be developed to encourage
timely, high-quality reports.

- The Senior Health Administrator and project advisors
should devise strategies to tie RHMT budget information
more directly to the central MOH recurrent budget
process. Senior MOH officials should consider developing
and implementing policy changes that will shift both the
authority and responsibility for budgets and financial
management from MOH headquarters to the RHMTs.
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5.2.3.1 Transportation and Communication

The project paper identified transportation and communication
as one of the four critical areas for project financing
resources of activities which would directly "support the
capacity of service providers to perform more effectively".
AID support in these areas was contingent upon the Ministry
of Health  conducting feasibility studies, developing
management and operating procedures and making arrangements
for maintenance and the support of recurrent costs.

Findings

As was noted in the WHO Primary Health Care Review and many
of the evaluation team meetings with MOH officials at the
national, regional and local level, the absence of adequate
reiliable transportation and communication continues to be a
major constraint in the improvement and expansion of maternal
and child health services in many rural areas.

Recently, a limited number of vehicles have been assigned
directly to the Regional Health Management Teams to assist in
the management, delivery and supervision of public health
services.

-In addition to the five vehicles that support the Project
team, the project has provided two vehicles to the Ministry
of Health to meet high-priority needs. A project advisor is
a member of the MOH working group which is studying
communication requirements at the clinic level. They have
identified approximately 25 clinics by 1990 will not have
telephcne or radio links to a higher-level care facility. A
short-term consultancy is just beginning to assess needs,
feasibility, equipment options, costs and maintenance and
management requirements of an expanded MOH communications
network. A similar transportation study is planned for the
near future.

Recommendations

If the two planned studies confirm the need for additional
support in transport and communications, the Ministry of
Health agrees that these two areas are high-priority, project
activities and makes the requisite decisions and allocations
for management, maintenance and operation of this equipment:

-Consideration should be given cc augmenting project resources
to support the purchaser of a limited number of vehicles for
use at the regional level, and communications equipment for
clinics with special needs.
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-Such equipment should only be provided where neecd:;
assessments have demonstrated its importance for MCH service
delivery and where procedures for management and use have been
developed.

-The provision of the equipment must be accompanied by
training for all those concerned with the management,
operation and maintenance of this equipment.

-Because of the potential important contribution of such
assistance, a specific and acceleratedtimetable should be
developed for decisions on the purchase and distribution of
such equipment within the next twelve months.

5.2.4 Systems Management

In the following sections, Health Planning and Budgeting,
Resource Allocation, and HIS/Monitoring are key activities to
be institutionalized. They also are major factors in
sustaining clinic service delivery, as well as the broader
regional health activities. To achieve institutionalization,
proposed recommendations and strategies need to consider how
requisite skills and knowledge can be transferred by PHC
project staff and consultants to relevant Swazi colleagues.
This will include the use of both appropriate technology and
culturally relevant operational guidelines.

The project should increase management capacity from the
"bottom up", expecting that RHMT competency will impact upon
central level performance.

5.2.4.1 Health Planning and Budgeting

Planning and budgeting is required for the implementation of
the programs supporting the national/project target service
areas. Project emphasis should be at the regional level and
below. RHMT sub-committees for planning, budgeting and
monitoring plans will facilitate joint planning between the
regions and MOH headquarters, and will facilitate "bottom-up"
planning.

Findingg

- MOH health planning has been deficient due to shortage
of experienced Swazi staff and high turnover in key
positions. -

- The MOH budget has historically been developed using a
straight-line extrapolation based on historical trends.
Current regional plans and budgets are not incorporated
into the overall MOH budgetary process.
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- The project has trained 2 persons to wuse LOTUS
spreadsheets for preparing budgets; and planning and
budgeting functions as the central 1level have been
strengthened in some specific areas through the PHC
project staff efforts.

- Project advisors personnel participated in developing
the MOH 3-years plans for MCH/FP, ORT/CDD and ARI.

- The MOH Financial Controller's office has been receptive
to these planning inputs, and project manuals on
budgeting and personnel management have been developed
and implemented.

Recommendations

- Focus planning and budgeting assistance on the RHMTs and
the Regionalization Task Force as a high priority
capability. The Administration/Decentralization Advisor
and the Planning/Budgeting Advisor should jointly plan
and monitor their activities with the RHMTs.

- Redefine "counterpart” in the planning/budgeting area to
cover a wider range of Swazi colleaqgues with whom the
appropriate PHC project staff members may collaborate.

- The proposed user fee study should be carried out with
the collaboration of central and regional MOH collecaqgues
to facilitate skills transfer and  enhance  use  of
findings.

- The Planning/Budgeting Advisor, Logether with appropriate
MOH officers, should collect and analyze resource use
and unit cost information to encourage central MOH to ro-
evaluate its resource needs and financing option:s.

5.2.4.2 Resource Allocation

The lack of successful long-term experiences with alternative
financing schemes in developing countrics illustrates the
difficulty of achicving major breakthroughs in this area. Yot
financing and itg corollary, resource allocation, are critical
to maintenance of heaslth services delivery at the periphery,
The project shonld focus on improving resource al tocation, and
should «lowly butld a basis for future consideration ot
alternative financing schemes.



35

Findings

- Little data exist on MOH service unit costs or the effect
of different facility size, location, and workload on
efficient resource allocation. '

- Previous health financing alternative analyses have not
been fully understood by the MOH; interviews indicated
reluctance to introduce health financing alternatives at
the present time.

- Fees are collected at clinics and passed on to the
general treasury. may act as a disincentive for the MOH
to raise user charges.

- There are, additional community activities in support
of MOH health service delivery. Most commonly +this
involves community participation in the construction of
clinics, staff housing and outreach shelters.

Recommendations

- The Project Paper incorporates a covenant regarding GOS
commitment to investigate and experiment with various
forms of financing of health services outside normal GOS
budgetary resources, with a view to increasing by
E1,000,000 by the end of the project the amount of extra-
budgetary funds spent by the MOH on health services".
The evaluation team recommends that this covenant be
deleted, since the current political climate appears to
preclude the consideration of such alternative financing
schemes during the remaining life of the project.

5.2.4.3 Health Information System (HIS)

The Health Information System being developed under this
project combines two equal sub-systems: one which monitors
health status indicators and health service indicators and
another which tracks the resource flow to service and support
activities. In Swaziland the term "Health Information System"
(HIS) 1is wused for both health statistics or the more
comprehensive term, Management Information System (MIS), which
includes resource allocation. HIS at the regional or central
level in this report is synonymous with MIS.

The MOH has identified the health information system (HIS) as
a top priority to support primary health care delivery.
Information systems are inherent in many of the activity areas
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listed and are important for proper management at the clinic
and regional levels. The project should upgrade the existing

HIS

and broaden that system to encompass a variety of

management information needs.

Findings

Parts of an HIS exist at central and regional levels.
Clinics have basic financial accounts periodically and
submit forms such as Monthly Activity Forms. Analysis of
this information is incomplete and statistics forwarded
to central headquarters has had little impact on regional
planning.

Skills in basic HIS analysis are needed for clinic
managers, while skill in comparative HIS analyses are
needed by RHMTs.

PHC Project staff are assisting RHMTs in analyzing their
HIS forms and their use for planning. All clinics visited
display basic HIS data on large wall graphs, including
immunization and prenatal visits. ‘

CCCD has begun to collect data on certain diseases from
the clinics and to provide feedback feed trends back to
the regions.

A national Family Health Survey funded by the PHC Project
is currently underway with collaboration from CCCD.
Survey results should provide important baseline data for
the health information system.

Owing to the overall workload of the Planning/Budgeting
Advisor, including his COP responsibilities, development
and implementation of the Health Information System is
proceeding more slowly than planned.

Recommendations

Project advisors should reinforce the MIS concept and
the value of analyzing both types of information in
allocating health resources effectively.

Project HIS activities should focus on the information
needs of RHMTs and clinic supervisors.

Regional results of the Family Health Survey should be
used by each RHMT ir. regional planning and resource
allocation.
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5.2.5 Training and Health Education

The project has provided assistance to the MOH in both pre-
service and in-service training in Swaziland, and in short-
and long-term participant training in other countries.
Training was one of the major components of the national PHC
Plan. The National Health Policy identifies "the availability
of appropriate health manpower as a critical factor in
implementing primary health care services".

5.2.5.1 Pre-Service Training/Nursing Education

Findings

-Project advisors have developed a close and effective working
relationship with both Nazarene Nursing College (NNC) in
Manzini and the Institute of Health Sciences (IHS) in Mbabane.
The project also provided a bus to IHS to facilitate practical
field experience for the nursing students. Project staff have
also collaborated with Project HOPE in the area of pre-
service training.

-The faculties of both nursing schools agree that there is
an on-going need to integrate further primary health care into
the core curriculum. The lack of coordination of pre-service
and in-service training is also a concern.

-There appears to have been limited interaction by project
advisors with the School for Nursing Assistants in Siteki.
Plans are currently being made to expand the curriculum to
include midwifery training for nursing assistants.

Recommendations

-Efforts to strengthen the linkages and coordination between
pre-service and in-service education should be continued.

-Project staff should inform nursing school faculty of
training activities in the field and exchange resources among
the IHS; NNC; and Siteki programs.

-Primary health care and health education promotion should be
further integrated into the core curriculum of all pre-service
training institutions,

5.2.5.2 In-Service Training

The project has sponsored a large number of workshops in
areas such as clinic management, health education, maternal
and child health, and management and supervision. The project
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has also worked with other donors on the training of trainers
for family planning and community leadership.

Findings
-Clinic staff who have participated in the workshops expressed
a high level of satisfaction with the training. The nurses

stated that prior to the inception of the project, they had
not received any in-service training for 15 to 20 years. This
was of particular concern because of the many recent changes
in practice and technology in primary health care.

-An important additional benefit of the training is that it
has increased the self-confidence and self-esteem of the
nurses. Self-esteem is critical for increased leadership
skill and problem-solving capabilities. The groundwork has
been laid for more task-specific, skill-oriented training in
the future.

-The workshops appear to have accomplished an important goal
in raising consciousness and providing much needed recognition
and attention to the clinic based provir ars. There is
evidence that this has resulted in a positive change in
nursing practice at the clinic level.

-An important outcome of the workshops was the development of
the Clinic Nurses Orientation Manual. The manual is being
used in all the clinics visited by the evaluation team, and
the nurses indicated that it is very helpful.

-There have been a number of shortcomings in the way training
was designed, scheduled, evaluated and reported. Training was
carried out without formal needs assessments or the
development of written criteria for the selection of
participants. Record keeping has been minimal. The reports
of the training workshops are inconsistent; some describe in
detail the format and content, whereas others provide almost
no information.

-From the reports, it appears that most of the training has
been experiential, with limited structure and little emphasis
on measurable learning objectives (skill/competency based)

-Recent assessments of training by project staff have
identified problems in the length, location and cost of the
training workshops. Project staff now are seeking more
appropriate, cost-effective ways to provide training. Project
staff are also working with the MOH on implementing new
procedures to coordinate training efforts.

-At the project level, there has been 1insufficient
coordination of training efforts. However, there are several
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3
good examples of coordination among projects and donors i
placing and implementing in-service training courses tha
achieved mutual objectives.

Recommendations

-Providing appropriate education in primary health care shoul
continue to be a focus of the project. The link between in
service and pre-service training is essential in order t
institutionalize primary health care strategies in MCH.

-Guidelines should be established for all future training
activities. These should include:

a) Formal needs assessment

b) Overall training goals

Cc) Behavioral objectives

d) Methodology

e) Skill assessment

f) Evaluation

g) Follow-up

-Evaluation and follow-up of all training activities ics
critical for both participants and supervisors. Follow-ug
activities should test for competency and retention of
knowledge gained.

-All training should be competency-based. Skills to be
mastered should be clearly defined and measurable. -

-The hotel-based workshop format should be replaced by more
individualized, clinic-based training.

-Training should be a joint effort between MOH headquarters
and the regions. The regions are aware of their needs but the
central level should provide coordination of resources and
ensure consistency in training, since nurses often rotate from
region to region.

-Attendance records should be monitored at both the national
and regional levels to ensure that training opportunities are
made availlable equitably.

5.2.5.3 Participant Training

The project has supported the following long-term training:
6 participants to Lesotho for training i1in laboratory
technology; 2 participants to Botswana for training in health
administration; 2 participants to Nigeria for training in
health education; 2 participants to the United States for
training in health education and mass communications; and 1
participant to the United States for training 1in health
informations systems.
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The project has provided short-term out-of-country training
to: 12 RHM trainers in Kenya (2 weeks); 2 matrons to a l-month
MEDEX course in the United States; 1 MD to a 6 week Child
Survival Course at Boston University in the United States: 1
Nursing Principal to Boston University for 1 month, 2
participants for a 1 week HIS course in Boston and 4 health
planners to Zimbabwe for 3 weeks.

Findings
-No records of the training curriculum for these participants
were available. Thus it is difficult to assess the overall

effectiveness of this training.

-Short-term participants interviewed by the evaluation team
reported favorable experiences.

Recommendations

-Because of budgetary constraints, priority should be given
to skill-based, in-country training. The emphasis on training
chould be on skill building, rather than general observation.
This can best be accomplished in-country.

-Study tour commitments already made should be honored. Any
further study tour activities should be curtailed.

-Long-term training currently in progress should be continued
and supported as should other third-country training for which
firm commitments have already been made. (This includes the
two additional participants for health education training in
Nigeria, although candidates have not yet been selected.) The
project should not support any additional long-term training.

-Out of country short-term training courses should be
carefully evaluated as to their appropriateness and cost-
benefit. Such training should be limited to high-priority
activities for which no in-country alternative exists.

-The 8-week course in the U.K. proposed for administrators
should be considered as to its appropriateness and potential
impact on the nealth care system.

5.2.5.4 Health Education

Improvements in maternal and child health are dependent on
families recognizing health risks, utilizing health resources
and cisngina behavior. The draft GOS and UNICEF report on
the situation of women and children in Swaziland makes the
important points that:



41

-infant mortality could be reduced appreciably by changes in
a limited number of health care practices; and

-education, promotion and social mobilization could alter
these behaviors.

The report also points out, efforts to change health behavior
in Swaziland have been "remarkably successful." It attributes
important changes in the utilization of immunization, growth
monitoring and ORT to the "impact of well-designed and
executed community education programs". Health education is
one of the major tools for increasing public awareness and
encompasses a range of activities at the national, regional,
clinic and community levels. Another important tool is
involving communities and their leadership in decisions about
health needs, priorities and resources.

Project activities in this area have been limited. While the
project design and the MOH policy statement both identify
nealth education as an integral part of primary health care,
this has not been given priority.

An inventory of in-country health education resources was
completed by a short-term consultant in February 1988. A
survey of the impact of health education was carried out
earlier this year but the data have not yet been analyzed.
There has been one workshop, "Health Education: Alternative
Methods and Strategy" for «clinic nurses. Those who
participated are actively engaged in outreach/health education
work (i.e., home visits, small group talks, use of graphs and
chartg), using techniques such as songs and puppet shows,
which +they learned in the workshop. The majority of the
nurses interviewed acknowledged the importance of health
education in all aspects of their work with clients and
expressed a desire to expand their knowledge base and practice
in health education.

The project has supported long-term training in health
education in Nigeria(2) and in the United States(2). Two
additional participants are expected to complete the Nigeria
course.

Health education in the schools is not an area of project
activity. This overlooks the great potential that the school-
age child has as a health advocate/promoter in his own family.
The high enrollment of children in schools in Swaziland makes
this an important channel of information into Swazi
homesteads. Another reason to consider this health education
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avenue 1is the proximity of schools to clinics. Many clinic
nurses have been assigned responsibilities for school health
but they are limited in their effectiveness by lack of skills,
materials and time. UNICEF and other donor agencies have
excellent school health materials which could be used in an
expanded effort.

Recommendations

-The importance of health education in primary health care
must be emphasized and should be a unifying focal point for
the entire project team. Team members should 1look for
opportunities to work with the MOH at all levels to expand
health education outreach activities.

-Together with key MOH headquarters staff and the RHMTs, the
team should develop a strategy for implementing health
education activities throughout the system.

-A workplan for integrating health education/community
outreach should be developed. The major focus in all future
in-service training should be on teaching all providers
(nurses, nursing assistants, health inspectors, supervisors,
etc.) basic tools and techniques for promoting PHC through
education. This would include the use of group talks,
charts/posters, songs, plays and visual aids.

-Resources should be allocated for short-term technical
assistance and in-service training in health education. An
estimated 6 months of short-term technical assistance 1is
needed to help the MOH and project staff design and implement
the community health education strategy. Appendix O contains
the a brief description of the tasks to be carried out under
this tecnnical assistance.

-Project staff must work with the MOH, UNICEF and other

agencies in identifying important health messages
(breastfeeding,better weaning foods and other nutritional
behavior and environmental sanitation), and seeing that new

ways of getting these messages to key decision-makers, leaders
and childcare prowviders are developed and implemented.

-Health education in the schools, an important sub-component
of health education, needs to be addressed.

- In collaboration with UNICEF and CCD emphasis should be
given to further training of the clinic nurses assigned to
school health - especially in health education methods, tools
and techniques.
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-Materials developed by UNICEF and CCCD should be provided to
the school health nurses and their activities should be
reinforced by appropriate followup and continuing education
by clinic supervisors.

Collaboration should be sought between the Ministries of
Education and Health in order to introduce health education
(re. primary health care) into the curriculum.
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OPTIONS FOR OVERALL PROJECT RESOURCES

The scope of work directs the evaluation team to reassess
technical and management inputs in relationship to progress
towards outputs (5.1). The evaluation team did not reach a
consensus about extension of the project. Four scenarios were
devised and are shown below. Scenarios A and B assume that the
project will end in December 1990 as planned. Scenarios C and
D include extensions of six months or three vyears. Each
scenario is based on different assumptions about the extent
to which projact outputs 1-4 (section 5.1) have been met, the
availability of resources, and sustainability by the GOS. The
scenario reflect a cumulative set of resources for tc A to D.

The evaluation team considered technical assistance, project
achievement, and sustainability issues as background for
preparing the set of project scenarios.

1. Technical assistance input

Technical assistance has contributed to significant
accomplishments in attaining objectives to improve MCH/FP
services and more productive health workers. Less progress has
been achieved 1in decentralization/regionalization partly
because it is a new development in which transfer of central
decision-making will take time. The initial technical
assistance distribution and COP time requirements resulted in
the regionalization ccmponent receiving about one third of
total long-term technical assistance input. The evaluation
team recommends increased technical assistance in this area
after the project's third year. This redistribution of
technical assistance input should be considered when reviewing
project scenarios.

2. Progress towards project objectives and goal

The evaluation team had difficulty in reaching a consensus
because they differed in the interpretation of key terms -
"outreach", "demand", "expand" - used in the Project Paper.
One interpretation is that these terms were to be applied to
clinic catchment areas, and that this project should not be
expected to achieve the MOH's long-term goal of improved
health status. An alternative interpretation is that the EOPS
indicators and health status impact are appropriate project
objectives, which deserve a re-focus of present MCH/FP service
delivery and outreach approaches to reach currently less
accessible population subgroups, where there are high rates
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of preventable disease and death. This latter interpretation
will not be achievable within the current project resources
and time-frame, giving a rationale for extension scenarios in
time and resources. In addition, support and resources from
the GOS and other donors will be important.

3. Input sustainability by GOS

AID and other large donors such as UNICEF, the United Nations
Development Program, and the World Bank have recently
considered factors which affect the sustainability of health
project activities and benefits after donor project funding
ends. In_a recent AID review of experience with health
projects, critical program components for sustainability
were:

Financing
Host country policy
Appropriate program design with respect to breadth
of objectives
Program management
Community participation in planning and implementation

These comporients tend to interact. A sustainable program must
have trained and motivated counterparts a functioning
management information system, and a system to monitor
progress. Community involvement would seem important if a
greater proportion of action service costs for expanded PHC
was to be met by patient charges. In view of the present GOS
fee schedule policy which precludes raising fees, any planned
expansion of rural PHC services would warrant additional
discussion with the GOS.

Scenario A

This proposal involves obtaining additional resources to
support a third TA (planner/budget - Chief of Party) to the
EOP in addition to the two TAs (Maternal/FP; child health)
originally budgeted. It includes funds to offset the current
$500,000 shortfall caused by an increase in long-term
technical assistance (2 extra years) and several unbudgeted
expenditures. Because there has been more technical advisor
input in the «clinic service/management component, the
decentralization objectives are 1likely to remain le’s
complete. If this scenario does not receive support, there
will be a need to reallocate existing funds by cutting back
in training, rescarch and commodities.

2AID Program Evaluation Discussion Paper No0.23 Development
Assistance and Health Programs: Issues of Sustainability. AID
Washington, DC 20523 (PN-AAL-097) Oct. 1987.
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Scenario B

This estimate retains a fourth long-term TA (decentralization/
administration) to the end of the project in order to provide
additional support to the regionalization/systems component,
to increase potential for institutionalization. Since 4
positions are recommended to EOP but 5 TA's are currently
involved, the contractor should work with the MOH to decide
which of two positions (clinic management; child health should
be continued after the project third year. Additionally, a set
of high priority MOH commodity requirements are recommended.
These include radio equipment at 25 clinics, 2 vehicles per
region to facilitate «clinic supervision (total:8), and
buiiding material to help renovate 11 clinic facilities. If
this scenario does not receive support, outputs 3 and 4 are
unlikely to be fully attained or institutionalized. If this
scenario does not receive support, the decentralization and
management objectives are unlikely to be fully attained or
institutionalized. The proposed commodity resources were cited
as areas for budget reallocation by the MOH in their
provisional acceptance of the revised workplan.

Scenario C

This scenario is similar to B except for a six month extersion
to offset the delayed start-up of the project until 9/86. The
same four long-term technical advisors are retained to the
EOP. This scenario assumes that a modest extension of the
project, combined with the increased central MOH support of
decentralization, will enhance RHMT institutionalization.

Scenario D

This scenario assumes that both the MOH and AID agree that the
project goal of decreasing MCH morbidity and mortality and the
project purpose are still valid and important. It also assumes
that both are prepared to commit resources, along with those
of other donors, to reach high-risk population with high
impact low-cost interventions. This scenario would require
continuing resources for training (in-country and limited
third country), commodities, and technical assistance. The
long-term technical assistance would consist of an additional
108 person-months. Short-term technical assistance would be
approximately 9 person-months. Resources should also be
included for modest studies (2-3 per year). Consideration
should also be given as to whether a followup Family Health
Survey should be carried out in the 7th project year.



47

These scenario profiles are summarized below.

END OF ASSUMPTION RESOURCE REQUIREMENTS
PROJECT RE OUTPUTS(3) Technical Assistance Other
AND INSTITUTION- No. TAs(l) Total P-M(2)
ALIZATION
A 12/90 1-2 met 3 84 To offset
3-4 Incomplete; current
Some institution- shortfall
alization
B 12/90 1-4 met; 4 108 Radios for
Moderate 25 clinics;
institutionalization 8 vehicles;
renovation
of eleven
clinics
C 6/91 1-4 met; 4 132 Same
Improved
institutionalization
D 12/93 Output 1 has not 3 240 Adequate
been met: there is logistics
inadequate access support

to high-risk
population subgroups;
2-4 met;

improved
institutionalization

(1) Number of Technical Advisors at End of Project

(2) Estimate of person-months of long-term technical advisors
from 12/88 to proposed End of Project.

(3) Outputs are described in the Project Paper.
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Improved outreach and service declivery approaches and
incentive schemes to increase the demand for health services

implemented.
More productive health workers.

Health facilities supplied with necessary MCH/FP equipments,
ORS, supplies, vaccines, drugs, and contraceptives on a
steady, reliable basis.

Decentralized system of planning, budgeting, financial
management, supervision, and management.

Increased proportion of GOS recurrent expenditures for health
devoted to primary health care.
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SUMMARY OF MAJOR CONCLUSIONS AND RECOMMENDATIONS

The Primary Health Care Project and other donors are
effectively collaborating with the Ministry of Health to
improve and expand primary health care and to develop
management capabilities and systems to sustain and support
these gains. The project's initial ©phase has made
contributions in several areas: improved outreach and service
delivery approaches; more productive health workers; a
reliable, steady supply system; and regionalization of
planning, budgeting, and system management. Staff workers have
more confidence in their skills and are able to rely on
regular supplies and assistance from experienced supervisors.
At the regional level, all four Regional Health Management
Teams (RHMT) have been supported with guidelines and technical
advise from the project. Annual workplans and identification
of regional health priorities have helped to budget resources
more appropriately. An effective information system is
beginning to evolve. The remaining project time should refine
and help institutionalize these capabilities and make the
improved clinic services more accessible.

The project's initial design, workplan, and activities were
broad and created a heavy project staff workload, as well as
unrealistic MOH expecta‘:ions of material support in several
areas (see Sections 2.° and 2.2).

1. The project workplan and strategic planning process
should be re-focused principally on the clinic
service/outreach and decentralization components. Other
priority areas include plarning/budgeting and the health
information system. The roles of project advisors should
redefined as necessary to focus on these areas.

2. Efforts should be continued to reduce the scope of
activities, with corresponding reductions in advisor time
and other project resources. A streamlined wcrkplan is
a high priority.

3. The Contractor, in collaboration with the MOH and AID,
should identify areas for decreased support to ensure
that project rescurces are used efficiently, that they
have the desired impact on PHC services, and that
sustainability is likely.

Areas to consider for reduction in support include: out-
of-country training, short-term technical assistance
except in support of priority areas; laboratory services
and equipment except for those necessary for high-risk
screening at the clinic level; and disease control
programs where other donors or other AID-assisted
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projects have mandates and the necessary resources.

In view of the re-focusing and priorities recommended above
and emphasized in other recommendations which follow, the MOH
and AID should review the availability of project resources
to provide limited, high-impact commodity support in the
following areas:

4. - Clinic supplies for high-risk screening and
deliveries.

- Building materials for community renovation of
priority clinics and associated staff housing.

-- Based on the outcome of the planned studies of
transport and communication needs, provide limited
vehicular and communication equipment to support
MCH/FP activities at the clinic level, contingent
on appropriate MOH management decisions to support
sustainability.

Project management and advisor priorities have contributed to
a fragmented set of activities with insufficient team
collaboration. Cooperative team functioning is critical to
maximize this project's objectives. (4.3)

5. An intensive strategic planning and team-building
process, involving the MSH Senior Technical Qfficer and
all team members, is required in order to increase the
team's effectiveness in coordinating individual
responsibilities and carrying out project activities.

The advisor/counterpa:t linkage is quite strong in several
areas but needs strengthening in others. Increased joint
decision-making is needed to make activities relevant and to
facilitate instituticnalization of technical skills. (4.2)

6. The MOH Undersecretary and the project Chief of Party
should periodically review participation of counterparts
in critical areas and jointly address any difficulties.

Monitoring of project progress to date has not fully involved
all three key parties -- the MOH, the Contractor, and AID. In
particular, project financial infermation has not been
available, although a system is now being installed that will
identify and control resources more effectively. Reactivation
of the Project Steering Committee has been proposed but has
not yet been accomplished. (4.3)

7. The Contractor should continue efforts to refine and
improve the project's financial management system and use
it as a basis for making joint resource allocation
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decisions.

8. The Undersecretary and the COP should hold scheduled,
periodic briefing meetings to assess project progress and
problems. .

9. The proposed reactivation of the joint MOH/Contractor/AID

Project Steering Committee should be implemented as soon
as possible.

The MOH has stated that the majority of the very high levels
of maternal and infant mortality could be prevented through
simple, low-cost interventions and health educatiun via
community-based programs which "directly target infant, young
child, and maternal mortality and morbidity in underserved
rural areas. Specifically, considerable epidemiological
information implicates the adverse effect of early
discontinuation of breastfeeding on infant mortality. (5.2.1)

10. The project should assist the MOH in developing simple
mechanisms, using available data where possible, to
identify high-risk groups which can be targeted ZIor
intervention.

11. The project should assist the MOH to devise strategies
to improve community health education; strengthen
referral mechanisms between communities, clinics, and
health centers and hospitals: identify areas of
cooperaticn with traditional healers; develop community
leadership; and improve outreach activities.

12. The project should support breastfeeding promotion
activities in collaboration with SINAN and UNICEF.

The quality of clinical procedures and clinic management
introduced thus far in the project have favorably affected the
level of clinic functioning. These areas deserve further
evaluation and refinement,. (5.2.2)

13. Evaluation and follow-up of on-the-job training sessions
should be instituted to maximize the effectiveness of the
guidelines for supervisors and clinic staff.

The implementation phase of the project has gone well at the
clinic “nd regional levels with an increasing capacity to
. manage - .inic and regional support systems. It is essential
to trar. fer the problem-solving and decision-making capacity
to Swazi personnel during the remainder of the project.
Similarly, a variety of manuals and guidelines have been
devised for RHMT programs, but are being implemented at
different speeds. (5.2.3)
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14. A management needs assessment and priority-setting
process 1s needed for each RHMT because of variable
levels of experience.

15. The Senior Health Administrator, together with the
Administration/Decentralization Advisor and the
Planning/Budgeting Advisor, should provide increased
technical and management input to expand the planning and
management capabilities of the RHMTs so that all four
RHMTs achieve an agreed-upon and sustainable level of
functioning by the end of the project.

The project's ianitial training focus on workshops has had
benefits in reaching a large group of health personnel,
stimulating +their efforts and transferring appropriate
clinical and management skills. Insufficient evaluation and
follow-up work has been done. There needs to be a greater
linkage with pre-service training institutions to ensure that
current needs and field experience are reflected in pre-
service curricula. (5.2.5)

16. Future training emphasis should be on on-the-job training
and small, regional workshops. Efforts to develop
stronger pre-service and in-service links for PHC should
continue with a focus on the institutionalization of in-
service training capabilities.

A fundamental component of primary health care, health
education, has not received sufficient attention. (5.2.5)

17. Health education in primary health care must be
emphasized and should be a unifying focal point for the
entire project team. Team members should work with the
MOH at all levels to expand health education outreach

activities.

18. A short-term consultant should assist the MOH and project
' staff to design and implement a community health
education strategy.

The evaluation team has prepared four alternative project
options for consideration by the GOS and AID (Section 6). Each
makes different assumptions about the project's progress
toward objectives, strategies, and the availability of project
resources. None of the proposed scenarios can be implemented
without adiitional resources.

19. In reviewing the four options, the GOS and AID should
consider the extent to which the project purpose and
outputs will be achieved and relevant sustainability

factors.
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PIO/T Number 645-0220-3-8(00;

* A cixth project output Inttially incorporated i1n the Project Ppaper
cencerning the development and implementation of a GOS population poli:v,
was deleted by nutual agreement between the GOS and US AID/Swaziland,

B. Prolect Activities
The project supports activities of three different types: (1) <hose
directly related to improving service da= livery, (2) those related to

supporting health service providers, and (3) thoqe related to 1mprov1ng
managenent and support systems. These are summarized as follows

1. Activitles directly related to primary health care services: ’

~-=- pre-natal care

~- attended deliveries

-- post-partum education

-- immunizations

~- oral rehydration

-~ growth monitoring

-- child spacing

-- treatment of priority diseases

2. Activisies which directly support service providers:

== traln:.ng
-- transportation and communication
- lab0fator/ services

-- health education messages

-- clin:ic managenent

3. Activities providing managenent and systems support:
-- de:e:::al;:azlon
-- cocrdination of maternal/child health prograns
-- plann.ng, oudgetl‘g and f:inancial management
-=- [esear<n, monitoring and evaluation
== nealtn f1inancing
== nursing «e¢ducation
I, EVALUATION STOPE OF WOPFH
ARTICLE . Title
Swaziland Primary Health Care Project
(643-0220
Mid-Project Evaluation
ARTICLE II. e cryivacs
1, Review the appropriateness, timeliness and qualiszy of inpudts of e
Project and tne host country, Provide a descrip=:ve analys.s ol
Project status relative to the lnputs and i1denzify any proc.erms -
shortcomings and make recommendations for oxnrco“.ng Lnem.
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2. Review project outputs, quantify progress made Lowardg achiceving

output indicators, and provide a detailed explanation of tnose area

1

where project outputs have exceeded or are not likely ro achieve
targets., Recommend strategies for overcomning snortfalls.

3. Review the project purpose and assess the exten: to which project
inputs and outputs are, or are not, leacding to the achievement of
the purpose and the EQPS indicators by the project assistance
completion date (pACD),

ARTICLE III. Scope of Work

The Contractor will perform a mid-project evaluation beginning in mid-
September and extending through mid-October 1988. The evaluation tearq

will be composed of five full-time members, with background and expertisc

consistent with the focus of the evaluation. One of these team member
will be an AID Direct Hire HPN Officer. (See "Qualifications of

Evaluation Team Members" below.) 1In addition, although an MOH officia
cannot be made avajilable on a full-time basis, the evaluation team wil

S

1
1

benefit from the participation of one or more MOH officials to the extent

that performance of thejr other duties will allow.

Prior *o arrival in Swaziland the team leader will mect with Managemen
Sciences for Health (MSH) staff in Boston, Massachuse-ts ¢t review the
Project Contractor's home office support and operations for 4nis

project. The team leader will also meet with staff of the rroject
Subcontractor, The Charles R. Drew University, in Silver Spring, Maryl
Lo review its home office support and operations. in Swaziland the se
will meet wish GOS officials, representatives of other relevapns

organizations and agencies, the MSH long-term Ta tear, and USAID offi:
The evaluation teanm wilj begin 1ts work 1in Swaziiand on Seuvery ,
1988, The team will coordinate :ts5 work through <he keqicn ; 1nhs
Populaztion Development Qfficer, who is the Project Offjicer

projecs, in carrying out its tasks the evaluation tean Wil

Projec:t and GOS reports, workplans, and documents, as wel)

relevan« materials: meet with GGS cffic:ials, Iepresentatyye r
crcanizations and agencies, the long-ternm 7p team, and UGS 3
and rmake selected s5ive Visits togetner witp A0E and TA taarn

In addition o the participa RSN Laves
the team will draw on ass 5t L ID Z
fanacerent Criice (5-7 cays) 1D 20
and tne GOS contrinution to Pr iU ficer
will also e involved 1n oail Jor n i, 30U -
davs). Otner USAID officers will ne avarlable ag o,

The evaluation “oarm wil: bresent a full drafy ropory (o0 cops oant o4
orel briefing o 605 and USAID offi1cials no- later wnan 15 Jcuober N
GOS and USAID officials wyill provide comments non e Tepart not later
than 13 October, :¢ tequired, thne Team Leader wyiil INNaln 10 Swazilan
for up to one additional week to incorporate anv necessary Tnanges in
iraft and submis g final evaluation report (20 copies) pricr oo LT e

ieparture,
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humper 645-0-20-2-600

c
-

d Loy,

Iin working to achieve its objectives, the cvaluation Lecam chou
the follow:ing specific topics;

)
-

Review the aprropriateness, timeliness and guality of
inputs of the Project and the host countrv. Prov:icde a
descriptive analysis of Project status relative to the
inputs, identify any problems or shortcomings, and make

recommendations for overcoming :hem.

.

Objective

Are the level and quality of AID Project inputs adeguate to
's outputs and EOPS during the remaining life of
are the Project contractor and subcontractor
responsibilities satisfactorily, both
Has the quality of technical

1.1.
achieve the project
project? In particular,
carrying out their contractual
in-country and at their home offices?
assistance, including management of the long-term TA team and
coordination among team members, been satisfactory? Does each -cam
member each have a manageable workload? Are the currently oenvisioned
levels of long-term TA sufficient to achieve the Project outputs and
EOPS? Is USAID/Swaziland performing its Project management role
satisfactorily and being responsive to Project needs?

5

1.2 the absorptive capacity of the MOK -- the availabpi

o
~

-

timeliness, and quality of MOH inputs
Project's outputs and EOPS during the
GOS meeting its opnligations under the

S

~-- adequate to achieve
remaining life of proj
Grant Agreement and Pr

Has

.

especially the provision of appropriate counterparts?

P
P

succeeced
healtn care?
revised?
Progranm,

anc

.3
netween
assist

-

2.1

oux?
cutputs ancd
followed up
an aceguate
curricula ar
vice-versa?
rmechanisns, -4
achieved?

team snpoulqd
analys.s

e

-

oy oqr
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3
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2.2 Which act:ivities described in the revised workplan woyld
tontribute most ro achieving tne Prcject purpose within the remaining
li1fe of the Project? Are critical PEC Progranm {unctions seing
institutionalized througn the Project 5o that they will be susrained
after the Project ends?
2.3 Oc the MOH and the TA team coordinate Project activitiesg
adegquately, both witp those of other donors (:z.g., UNICEF, WHO, UNFPA)
and with other USAID projects (e.q., Combatting cCommunicable Childhood

diseases, Rural Water Borne Disease Control,
2.4 Is there adequate communic
headquarters and field
objectives of pHC activities?
facilitate such coordinatio

personnel at the MOE neadquarters
share a common concept of, and
2lanning, budgeting, training,

What has

support for,

ation and coordination betwean
personnel concerning the t

and at the regional and clinic 1
5uch project activities
decentralization, alternative

and Family Health Services)

MOH

1ming, content arnd

the PHC Project done to
n and communication?

To what degree do
avels
as

f1nancing,

2tc.? Should the mechanismg for reqular communication among MOy

tounterparts and Project tean members be expanded and improved?

dbjective 3, Review the ‘project burpose and assess the extent -o
which project inputs and outputs are, or are nc:,
leading to the achievement of the purpose and the EOpPS
incdicators by the project assistance compietion dase
{PACD).

3.1 Are the in:itial logical framework assumptions still valig? ;¢

10t, what modifications should be made, and what implications dc thege

hanges nave for :he Projezct?

3.2 Has the COs Prinary Health Care Program in Swaziland IR GYed

ince the PHC Priject began® Does tne MOH have the asrlity ©o trisy and

€asure changes :p the y tll1zation of PHC Services?  Tc wpat wxtent can

LY improvement be traced Yo PHC Project activities?

.3 IS the scope of the PpHC Project realistic in Lerms ool LU

ational framework and ite comprenensive range of ACTivitie: oes

he revised workplan f£it with the Original Project g Gr.?

Utputs and Z0PS acnievable and realistic within t 2

Ioject, or should they be revigsed? vihich 1ndica- Hox

valiuate the Proc¢ress made towarcd achieving the pr ¥

.4 A& SWazis aware of which PHC services are :

38 trhe uUse 0f these services inCraasec®  What additieons. ace

aculd ce undertaken 0 increase demand for services? :

f£forts thus far o “xtend PHC services beyond statiz healor Jill ;

©.G., Monile outreachH clin:cs, strencthening tne pural Healo: Meoivaonr

fogram, peen successfyl ? Shoulcd tnese efforts be frpanded To helg

chieve Project outputs and EQps?
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3.5 Do MCH personnel understand and support the oblectives cf the
Project? Do MOH personnel urderstand and support the revised worrplan?
Are Project activities generally consistent with the priorities of MOH
personnel? Do other key GOS ministries (e.g., Ministry of Finance,
Department of Economic Planning and Statistics) understand and support
the goals of tne PHC Project?

3.6 Ate the Project purpose and emphases supportive of current GOS
health policies, plans, and priorities? Are there any new developments
in PHC services that should be incorporated into Project activities and
outputs (e.g., the findings and recommendations of the joint
UNICEF/USAID-supported Weaning Improvement Project)?

ARTICWLE 1IV. Qualifications of Evaluation Team Members

The Primary Health Care Project covers a wide range of activities related
to primary health care. It is essential that each evaluation team
member, while focusing on one or more specialized aspects of the Project,
be able to relate his or her area(s) to the overall Project as an
integrated whole.

1. Tean teader (Public Health Physician): M.D. degree and Ha
Punillc Health or equivalent degree required. Extensive an
increasingly responsible experience in comprehensive healtn care
progranm development, implementation, and assessmens regquired,
including 1n a developing country cetting (preferanly sub-Saharan
Africa). Previous health project/program evaluation eYyperience
required, including AID project evaluation. FExcellent analytical
and writ:ing skills required. Experience in developing and
implementing inservice training prograns for healtn worrers in a
develcping country setting highly desirable. Zxperience with nwalsoh
care cpora ns research decsiraocle.

Z. iraith Irformation/Financial Management Specializt:  2an
degree wn punlic nealtn or related field reguireg, with n
nealtn :nformation sSystems ancd/or financial managemens, e
eéxper.ence reguired in the development, implementat:on,
assessnment 0o health i1nformation and {inanc:a. manadc ,
inciuding in a developing country setting (preferacn
Africr). Excellent analytical and writing skill
Previouc health project/program evaluazion eaperLence by
Sesirazlie, Iyxperience :n nealth care Operations researc:, desicanle,
KN Nurse pidwg N degres: reaggired ononuro. P P S R I !
tn maternas wnd chiid heaisn (MCH), macdwWrfery, and oor farlly
o.anning, Dratensive experience recoired Ln o corDroneno. e M0
Frogran developrent, INplementation, and assessoent, inaLuding n o2
developing country setting (preferaciy suo-Saharan ASry tal
Experience in curriculiunm development and teacning ono b and relasad
areas reguaired. Ixcellent analytical and WELLING 5k1115 readLred,
¥perience in health care operallOns regearch dotiran.e.
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ce required in

Extensive

riting skills requirec

perience in

ms and

4. Health Training Sp
education, with empnasis in manpower planning and development, and
preferably including curriculunm development and assessnent.
Specialization in the health field especially desirable.
experience required in manpower development, curriculum development
training, and the assessment of short-term training prograns,
preferably in the health field. Relevant experience in a developir
country required. Excellent analytical and w

5. Health Management Specialist (AID Direct Hire HDN Officer):
Relevant academic qualifications and extensive field ex
developing, impiementing, and evaluating AID HPH progra
projects, preferably including sub-Saharan Africa. Excellent
analytical and writing skills required.

ARTICLE V. Reports

1, The Evaluation Team will provide a full draft report (20 copies) an

make an oral presentation (summary findings, conclusions, and

recommendations)
October 1988.

USAID will
13 Octobe

2. GOS and
no later than

provide comments on the dr

r 1988¢.

0 GOS and USAID/Swaziland officials not later than 10

~
in

aft report to the :tea

3. The Team Leader will remain in Swaziland for Up to ore additional
week to incorporate any necessary changes to the cdraf:t report and supmit
a final report (20 copies) prior to his/ner departure.

4. The format of the final report will be consistent with the AID
Project EZvaluaticn Sumrmary format.

ARTICLZ VI, Relationships ané Responsibilities

i The evaluation team w.ll coordinate :%5 work through shne
USAID/Swaz:i:land Regional Health and Populat:on Development Cfficer,

z. The Team Leader will have overall responsibiilty for conddcting the
evaluation and assuring that its opjectivaes are met in oaccordance wWion
the evaluation schedule provided in Arsicle VII velow, and az deccriess
mere fully in Article III above.

ARTICLE VII. Terns of performance

Eeginning on or abous 112 Septemper 19BE, the tear leader will condy-.
Sltie Viciis no the home offices of tpe Project Contractor, Mana:eron-s
S5ciences {or Health, n Hoston, Massachusetts and the Project
Supcontracior, The Charles £. Drew Universicy, in Si1lver Sprineg,
Maryland. ‘Vork will commence 1n Swaziland on Oor about Leptembhor 16, Dtk
for the entire full-time evaliation tear. ALl work Lo owexpezhed toope
completed wy 1 Gcrtober 1986 with the Submissiorn cfothne final evaluat: o
report,
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LRTICLE VIII. Work Days Ordered

Note: A si¥-day work week is authorized in Swaziland.

1. Team Leader (Public Health Physician): 33 work days plus travel
(including up to six work days to finalize the report).

2. Health Information/Financial Management Specialist: 22 work days
plus travel.

3. Nurse/Midwife: 23 work days plus travel.
4, Health Training Specialist: 17 work days plus travel.

5. Heal<h Management Specialist: [AID Direct Hire HPN Officer)

ARTICLE IX. Miscellaneous

1. DLty Post: Swaziland

2. Language: English

3. Access to classified information: None

4. Logistical support: USAID/Swazilana will make available all
pertinent documents and files related to the Swaziland Primary
Health Care Project. Limited office space will be provided for

evaluation team use. The Contractor is expected to arrancge for all
secretarlal and clerical assistance as well as trancport for the

evaluation team, as reflected 1n the Illustra“ive Bucget (Attachnmen:
2). USAID/Swaziland will assist in making appointments with GO5 an<
other cfficials, and hotel ond rental car reservations 1£ reguecsted,
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LIST OF PERSONS CONTACTED

FEGIONAL

FIELD PERSONNFL SWAZILAND

Elizabetit Nxumalo
Elizabe u Mnzdebele
Prisca 5. khumalo
Gcina R. Dlamini

A.D. Zwane

T. Nxumalo

E. Dhangwenva
E. Nvoni

A.M. Mndzebele
A. Hobbs

S. Motha

Philemo~ Dlamini
Moses Shongwe

Dudu P. Makhanya
Agnes Dlamini
Precious Nkambule
Catherine N. Dube
Emminah Madonsela
Assunato Simelane
Rachel Mavuso
Catherine N. Dube
Agatha Mpunwa
Pauline Mdiniso
Virgini: T. Tembe
Edmund Dlamini

Hazel Tembe
Khanvisile Nkabindze
Dumistle Dlaming
Dudu Masilela
Happiness Maziva
Thob1le Madolo
Elrzabeth ', Zangwenva
Margaret Vilane
Elitzabeth T, Mndzebele
Prisca Lhumalo

Mavis hhumalo
Vera Abler
C. Mkhonta

E. Mdluli

G. Matsebula

T. Khumalo

P.P. Mthemby

L.L. Mtetwa

R, Maziva

Hilda Mdluli
Thandie Mnd:ebele
Eli1zabeth Mndzebele

Stphofaneni Clinic
Siphofaneny linic
Nursing Sister & MH FP Coordinator

Res. Health Inspector
Sentor Matron, 6.S5.H.
Region Matron

S/N Sithobela

N/S Siteki P.H.U.

flealth Inspector, Sithobela

SMO, Good Shepherd Hospital
R.H.A., Lubombo

PH, Inspector, Lubuli
S/H/A, Lubombo

Dealeni Clinic

Zombondze Clinic
Zombondze Ciinic
combondze Clinic
"harmacist
School Health
Mantal Health Nurse

Publi. Health Matron

Hlatikulu Hospiral

Nursing Sister Nhlangano Clinic
Matron, Hlatikulu Hospital
Regional Health Administrator
Assistant Nurse

Nurse

Statf Nurse

Staff Nurse

S/N Basic Management, Health Educ.
N/Assistant

S/N

S/N Basic Management, Health Educ.
Assistant KNurse

King Sobhuzo 11 Health Centre
Familv Planning Coordinator, hing
Sobhuza [T Health Center

Familv Flanniny

Med. Surgerv Nazarene Nursing College
Regional Health Adminiatrator,
Shiselweni

Regironal Health Advanietrator,
Manzina

Regionel PH Matron,
Regtronal PH Marron,
Senior Health blucator

Sentor Health Tnspector

Medical Technolopiot

EPT Coordinator

CHD Coordinator

FH Matron also coordinator for RFM

Hhohiho
fubombao



Sister Marv Magwa:a
Sibongile Dladla
Zandile Mathenjwa
Thandi Mango
Thandi Nxumalo
Gladvs Nhleko
Sophie Matola
Nelly Vilakati
Ntombi Mndzebele
Fikile Gule

Mr. Dennis Khumalo
Dr. Jack Hickel
Mr. Alsen Kunene
Constance Ngozo
Vena Dlamini

Joyce Vilakati
Mary Magagula

Hope Msibi

Alson Kunene

Vena Mabuza

-
- -

Clinic Supervisor
Nursing Assistant
Staff Nurse
Nursing Assistant
Staff Nurse
Nursing Assistant
Staff Nurse

Staff Nurse
Nursing Sister
Nursing Sister

Matron

Sister

Sister

Sister

Sister

Hospital Administrator
Nursing Sister

MINISTRY OF HEALTH/SWAZILAND

Trusty Masuku
Dr.Q. Dlaminikhubu
Louisa B. Dlamini
Nester T. Shongwe
Isabel T. Zwane
Bertha Vilakati
Ephraim Hlophe
Pitnera Mthembu

C.S. Mkhon:za

Dr. J.J. Mbambo

Dr. Qhing Ghing Dlamini
Ngwebendze Nhlalatsi
Paul Thompson

C.V. Kunene

Dr. T. Shilubane

T. Khumalo

T. Masuku

A.J.Dlamini

Dr Frances Friedman

Mr. Chris Mkhonza

Mr. Ephraim Hliophe

Dr. M.P., Makhubu

Dr. John Mbambo

Mr. Mduduzi Hlophe

Mr. Ngwbendze Nhlabatsi
Mrs Abigail Dlamini

drs Nester Shongwe

Ms Kara Hanson

Training Officer, MOH
Chief Nursing Officer
Deputy CNO

Principal Institute Health
Tutor, Com. Health, Inst.

Nursing Tutor
Under Secretary

Senior Health Fducator, Health Ed

Center
Principal Secretary

Director of Health SVS (Acting)
Deputy Director of Health
Senior Health Administrator

Financial Cecntroller
Principal Accountant
Medical Officer, PHU
Personnel Officer
Training Officer
Senior PH Matrca

The Hon. Minister
Principal Secretarv
Under Secretarv

Chief Nursing Officer

Director of Health Services

flealth Planner)

Senior Health Administrator
Sr. Public Health Matron

Principal, IHS
Sr. Assist., Hlth Plan.

Health Sciences



Ms Gillian Holmes
Mr. Sipho Hlophe

Larry Brown

Faye Richardson

Tom Kenyon
Agatha Lowe

Arline Duvall
Dr. Q. Qhobela

R. Phillips
K. Dlamini
M. Mkhabela

A.¥W. Hoadley

S. Dlamini

B. Pekeche

W, Msibi

Rodney Phillps
Bernard Hausner

Roger D. Carlson
Allan Foose

Mary Pat Selvaggio
Allan Reed

Columbus Spaine
Max Gonson

Al Neill

D. Kraushaar
J. McDermott
Dr. Margaret Price

Dr. Ned Wallace
Dr. R. LeBow

R. Connor

Dr. R. King

Ms. Mary Kroeger
Ray Maseko
Nosisa Mohammed

Sr. Assist,, Hlth Plan.
Principal Personnel Officer

Doncr Agencies

Technical Officer, CCCD Project
Nazarene Nursing College

Raleigh Fitkin Memorial

Hospital

Project Hope

Nazarene Nursing College

Raleigh Fitkin Memorial

Hospital

Nurse Educator, Project HOPE

WHO Representative

UNICEF

FLAS

Red Cross

Rural Water Borre Disease Control
Project /RWSB

NGO Coordinator

IPPF

Save the Children Fund

Assistant Representative

Deputy Resident Representativelouisa

USAID/SWAZILAND

Mission Director, USAID/Swaziland
Regional Health & Population Officer,
USAID/Swaziland

Assistant Regional Health §
Polulation Officer, USAID/Swaziland
Program and Project Development
Officer, USAID/Swaziland

Deputy Controller, USAID/Swa:ziland
Financila Analyst, USAID/Swaziland

MSH/DREW TEAM/SWAZILAND

Admin., Management Sciences for
Health

Planner, Management Sciences for Health

MCH/PF, Management Scieces fr Health
Clinic Mg-., Management Sciecnes for
Health

MCH, mnagement Scicnces for Health
Senior Technical Officer, MSH
President, MSH

Drew University

Family Nurse Ptractitioner

Admin Assistant

Snr Program Assistant



APPENDIX C

DOCUMENTS REVIEWED (BY EVALUATION TEAM)

Proceedings of Workshop: Health Education: Alternative
Methods and Strategies, 1987.

AID program Design and Evaluation Methodology, Report No. 8,
Conducting Group Interviews in Developing Countries

AID Program Design and Evaluation Methodology, Report No. S,
An approach to Evaluating the Impact of AID's Projects

Report of the Second Review of Primary Health Care in
Swaziland, 1987

USAID, Swaziland Health Manpower Training Project, 1986

Green, E.C., Traditional Healers, Mothers and Childhood
Diarrheal Disease in Swaziland: The Interface of
Anthropology and Health Education, Soc. Sci. Med, Vol 20, No
3, pp 227 - 285, 1985

Green, Ec - L Makhubu, Traditional Healers in Swaziland:
Toward improved Cooperation between the Traditional and
Modern Health Sectors, Soc, Sci Med., Vol 18, 12, pp 1071 -
1079, 1984.

Mary Ashley, Health Education Consultancy Report, 1988

Proceedings of

Workshop on Clinic Management 1986

Workshop on Intersectoral Collaboration 1987
Workshop on Home Visiting and Community Profile/Drug
Workshop on Management, 1987

Workshop on Health Education, 1988

Workshop on Team Building, 1088, 1987

Report of the Second Review of Primary Health Care in
Swaziland October 1987

MOH Swaziland Primary Health Care Project Revised
March 1988

PRICOR Primary Health Care thesaunis Vol. 1 A list of
service and support activities Centre for Human Services
Chevy Chase MD 1988

WHO Acute respiratory infections: A guide for the planning,
implementation and evaluation of control programmes within
primary care. WHO/RSD 86.29 1986
MOH Fourth Five Year Development Plan

MOH Clinical reference manual for clinics and Health Centre.
Swaziland August 1985

UNICEF Plan of operations Swaziland November 1987



MOH National health policy. July, 1983

MOH Health Manpower Requirements
FY 1988-89 to FY 1992-93 March 1987

A.1.D. Evaluation Handbook. A.I.D. program designed and
evaluation methodology report No. 7 (PN-AAL-086)
Washington DC 20523 April 1987

Swaziland Health Manpower Project

Gish, Oacor Planning the halth services of Swaziland
American Public Health Association Washington DC 1974

Salveig Jensen, Bjavne Jensen The Community Health Project.
an evaluation of clinic nurses' job performance and
assessment of the Community Health Project. Swaziland
Institute of Health Services Mbabane Swaziland . 1984

MOH Swaziland, Regional budgeting Manual,
Revised June 1988

MOH Swaziland., Uniform Fee Structure for all Government and
Mission Health Facilities

World Bank, Swaziland Population and Health Sector Review,
May 31, 1985

R. Yoder & D. Herman Discussion Draft Fees, Travel Time and
patterns of Facility Utilization in Swazilard's Health
Services {(no date)

Lucy J. Gilson, Swaziland: Health Sector Financing and
Expenditure Survey 1984/85, March 1986

C.M. Stevens, Alternatives for Financing Health Services in
Swaziland, November 1984

MOH Swa:ziland, Budget Manual for Central Administration,
December 1985

MOH - Hohho Regiona Staff, Evaluation of 1986/87 workplan, 10
September 1986

MOH Swaziland, DRAFT Recurrent Budget Summary Sheet for
1989/90, August 1988

GOS, National Development Plan (1983-88)
Your ------ccc----- , Health Services Fee Structure
Rationalization and Government Financial Relationship with

Mission Sector Health Services, February 1984

Donald S. Grant, Health Services Fee structure Assessment,
November 1985



USAID, Swaziland Primary Health Care Project Paper, 1985

USAID Program Evaluation Disc. paper No. 23, Development
Assistance and Health Programs: Issues of Sustainability,
October 1987

Marc Mitchell & Polly Harrison, '"Monitoring and Evaluation of
Child Survival Projects: A guide for PVO Managers'", December

1985

MOH Swaziland, Accountancy Workshop - The Vote Book, February
2-4, 1987

Robert L. Robertson § Norren L. Qualls, costs of the
Combatting Childhood Communicable Diseases Project in
Swaziland, 1984-8S5

MOH Swaziland, Report of the Second Review of Primary Health
Care in Swaziland, October 1987,

Dan Kraushaar, Health Information System Review, March 26,
1988

MOH Swaziland, Primary Health Care Project Workplan Review,
30 April 1987

Assorted MOH and Project budgets and cost estimates for
project activities

Summary of HPN Office Projects (8/81)

Terms of Reference for the PHC Project Steering Committee
(8/88)

Swaziland Project Implementations Reports (3/31/88)

Central Medical Stores Program Evaluations § Recommendations,
prepared by Milton W. Skolaut, R. Ph. (10/87)

Making Growth Visible, published by MOH and MOA (6/88)

Key Results of the Swaziland National Nutrition Status
Survey, prepared by National Nutrition Council (84)

Literature Review, Project for Promotion of Improve Young
Child Feeding, prepared by National Nutrition Council (87)

Handouts for the Modules for Training Extension Workers,
prepared by Center for International Education, University of
Massachusetts and Division of Extra-Mural Services,
University of Swaziland (12/84)

Swaziland Rural Water Borne Disease Control Project Final
Evaluation, prepared by N. Adrien, P.E., P. Ashelman, M.S.
and C. Curtis, M.A. (8/86)

R & D Feedback, prepared bv the Director, Field Services
Division, International Health Program Officer (6/88)

Training Guidelines for Rural Health Motivator, prepared by
MOH (5/87) '



Clinical Reference Manual for Clinics and Health Centers Swd.
Family Planning Knowledge, Attitude and Practices Among Women
of Childbearing ages in a per-urban of Swaziland, conducted
by Rogers Ndlangamandla and Jeanne Mcdermott

Svphilis Seroreactivity of Pregpnant Women in Swaziland in
1986, by Jeanne McDermott

Swaziland Family Health Survey, Homestead/Household
Questionnaire

Products of GM Consultancy by UNICEF
Growth Monitoring Policy

Policy Paper on Growth Monitoring and Promotion for Swaziland
by Dr. Samir Chaudhuri

Status of Growth Monitoring in Swaziland

Growth Monitoring and Promotion

Status of Growth Monitoring in Swaziland

Examples of Training Materials - GM used at GM Workshop 1987
Presentation on GM by NW at PHU Annual Meeting

Growth Monitoring working activity

Growth Monitoring

EPI

Clinic Manuals

Supervisors Check list for GM

Infant Mortality

Recommendation 2: Determine infant Survival Rate
Proposal for Rapid Appraisal of Child Mortalitvin OMAN

Swaziland, A Review of Commerce amd Industry, published by
B&T Directories (swaziland) Ltd. (87)

National Health Policy, prepared by MOH (7/83)
Swaziland Institute of Health Sciences (2/87)
Introduction to the Plan

Swatiland Primary Health Care Project Paper, prepared by
USAID (8/85)



Regional Health Workplan, Shiselweni Regiona (88-§9)

Ministry of Health Sectoral Development Programme
(89/90-91/92)

4th National Development Plan, Government of Swaziland
{83/34-87/58)

Assessment of Laboratory Services, prepared MOH and Swa:ziland
Primary Health Care Project (8/87)

Assessment of Laboratory Services, Recommendations and
Proposed Changes, Prepared by MOH (1/87)

Explanatory notes on Population Distribution and Clinic
Catchment area maps of Swaziland, prepared by E.M.
Testerink-Maas (2/86)

Safe Motherhood Initiative, prepared by WHO

Aid for Primary Health Care: A decade of Experience,
prepared by David Nabarro and W. Henry Mosley (9/88)

Maternal and Prenatal Health and Nutrition (7/87)
Immunization Strategy, prepared by USAID (1/86)
Investments in Health Technologies, USAID

Material and Young Child Nutrition, Experts from UN expert
group, edited by Ynnave Hofvander (83)

The Weaning Project, New Strategies to Improve Infant Feeding
Practices, Concluding the Assessment Phase and Planning
Communications Strategy, prepared by Marcia Griffiths,
Director, The Weaning Project (88)

The Weaning Project, New Strategies to Improve Infant Feeding
Practices, Project - Preparation and Material Design, prepared
by Benedict Tisa, Creative Consultant (88§)

Project for Promotion of Improved Young Child Feeding,
prepared by National Nutrition Council of 3Swaziland (87)

Report of the Food Consumption Survevy, Swaziland Cropping
Svstems Project, prepared by Rebeccda Huss-Ashmore, Dept. of
Anthropologyv, Universitv of Pennsylvania

Development Assistance and Health [ssues of Sustainabilitv,
prepared by Shirley Buzzard, Ph.D., Anthropnlogist {(10/87)

Swazi1land National Nutrition Status Survey, prepared by GOS
with assistance of U.S. Dept, of Health and Human Services,
1n Cooperation with USAID, Office of Nutrition (83

Drew Quarterlv Reports, prepared by Bowyer G. Freeman,
Program Monitor (12/87)



Swazi Observer Publication, "Price Win Praise for her
Priceless work" (8-$8)

Maternal und Perinatal Mortalitv Meeting (3/87)

Report of the Proceedings of the National Maternal and
Perinatal Mortalitv Meeting of Swaziland, compiled by Jeanne
McDermotrt, Nurse Midwife 'Childspacing Associate, Project
Health Care Project (G/87)

Maternal and Preinatal Mortalitv in Swaziland, compiled by

Jeanne McDerniott, Nurse Midwife Childspacing Associate,
Project Health Care Project (5/88)

MANAGEMENT SCIENCES FOR HEALTH REPORTS

Swaziland Primary Health Care Project

Working Draft (6th Quarter July - Sept 87)

Final Report submitted by Jeanne McDermott Nurse
Midwife/childspacing Associate, PHU project

Swaziland Population and Family Planning

Institute for Resource Development Demographic and Health
Workshop for the introduction of Childspacing protocols and
Review of protocols for Maternal Care and Managerment of
Sexually Transmitted Diseases (STD'S) (22-25 June, 1987) at
SIMPA, MBABANE

Swaziland Primarty Health Care (Monthly Report) USAID No.
645-0220 - Activities for month of June - July 1988 and
Quartelv Sttus REport No 7 - 9 Charles R. Drew

Evaluation Teanm

Workplan Review for the Period October, 1986 - March 1987
(Charles R. Drew)

Consultant Report CANCER OF THE CERVIX July 15-28 (Mary
Kroeger, CNM, MPH)

Issues for the Mid-Project Evaluation (18 September 1988)
Memoraidum To A. Neill from M. Price Subject Handover of
Activities (August 16, 1988)

Tentative Agenda (September 14, 1988)

Quartely Report (November 23, 1937) _ Jeanna McDermott
Quartely Keport (October 8, 1987) Clinic Management - A.R.
Neill

Quartely Replort June to September - Jeanne McDermott Review
Quartely Report June to September - Jeanne McDermott Reviewed
by Mavis Nxumalo

PHC Project LEvaluation

Primary Health Care Project approach Jduring the first 90 days
and tasks for work plan development (Albert R. Neill) June
30, 1980

Implementation of Decentralization 90 dJav Day Programme:
Julv - September, 1946 - Musa Mdladla, Albert R. Neill

Quarterly Status Report No. 4 for Period 1 Januarv - 31
March, 1987 (Charles R. Drew)
Quarterly Report - (Jeanne McDermott)

Clinic Managment “A.K. Neall) October B, 19§~

Quartely Status Report No. 3 for the Period 1 October - 31
December, 1986 (Charles R. Drew)

Quartely Status Keport Mo. 5 for the period 1 April - 30
June, 1987 (Charles R. Lrew)

Revised life of project workplan December 1987 (R. Drew)



APPENDIX D

Table D=-10. Preliminary Heslth Facility Data, 1983
Average
Health Urban/ No. of Total Stay Jut-
Facility Sector Rural 8eds Admissiana {days) oatients
Hosplitals
Mbabane Gov't Urban 1280 10,059 12.9 166,882
Hlatikuluy Gov't Rursl 189 4,788 18,097
Plgg's Peak Gov't Rural 66 2. 18 18,002
Mankayane Gov't Rural 43 1,848 r.? 29,30
RFM Mission yrban Joo® 10,5270 5.6 51,830
Good Shepherd Mission Rural 120 4,318 22,469
Havelock [ndustry Rural 68 1,606 10.4 6,202
Specialty
Hospitals
Tuberculosis Gov't Urban 120
Mental Gov': Jyrbsn 200
Heslth Centers
Nnlangano Gav't Rural 17 3,002 3.0 30,205
Sithobela Gov't Rural 16 us6 2.9 9,787
Ngonini Gov't Rural - - - -
Emkhuzweni Mission Rural 27 1,52) 5.4 11,500
Mbabane Clinic Private yrban 2% 1,412 1.7 4,490
Tshaneni industry Rural 20 - - -
Ubombo Ranches [ndustry  Rurasl 118 1,79 3.% 72,862
Rock fands {ndustry Rural 14 - - -
Bhuays Mill Industry  Rural 12 - - -
Si1munye Industry  Rural 8 502 2.1 62,498
Health Rural/ Nut-
Facility Sector urban patients ANC C
Public Heatth
Units
Mbabane Gov't yrban 1,618 10, 6,343
Pigg's Peak Cov't Rural - 2,606 3,071
Hlatixulu Gov't Rural 1,114 4,666 1,738
Hankayane Cov't Rural - 2,188 4,380
KS 11 Cov't urban 1,180 5,709 7,465
Good ShepherdC Mission Rural 1,923 31,30 12,383
Health Ruraly/ Cutpatient “Yumoer
Facility Seclor urdban visits ANC Ce Nuaber Regorting
Clinmes Gav't Jroan - - - 9 -
Gov't Rural 378,167 37,707 84,564 38 33
Mission ursan - - ' 9
Hissi1an Rurat 134,323 18,334 35,742 27 25
Private Ursan 7,143 152 1,409 19 !
Private Rurat tu,560 1,193 3,407 23 ]
[naustry - 119,564 2,7%8 3,118 1" 7
Jtner yrhan - - - 2 :
Jther ural - - - ] 2

dfncluces dass:inet

3.

Olncludes doarzers.

“Incluges sutreach

jource:

Health Planning Unit,



APPENDIX E
SWAZILAND FPRIMARY HEALTH CARE FROJECT

memor-amndum . - -

Mbabane
4 October 1988

To: Evaluation Team
From: Al Neill

PROJECT DELIVERA S*

Deliverable Reference®
TECHNICA
1. Antenatal Card and Protoccls ) 4/4
2. 1987 SEF] (Swaziland Expanded Programme for
Immunization) Plan of Action - Staff Develop-
ment and Training, March 1987 4/3
3. Expanded Programme ror Immunization, Instruction
Manual for Refrigerators, July 1987 5/93
4. Director‘s Guide, Diarrhea Training Unit, Draft,
June 1987 576

5. Proposed Actions for Childspacing for 1987-88,
21 Apral 1987 S5/7

6. Report of Field Visits to Health Facilities in
Hhohho Region (tocus on Family Planning and Fost-
natal Care), 25-77 May and B June 1787 5/9

7. Immunization Statistics Facket, including national
targets, coverage for the years 1982-86, monitoring
forms for clinics, and histograms for national co-

verage and 1ndividual clinics S5/1%
8. Report of the Proceedings of the National Maternal
and Perinatal Mortality Meeting of Swaziland, 2
September 1987 Y
9. Training Manuals for Steam Sterilization and RCW
Refrigerators 674
iDeliverables as retferenced 1N the Quarterly Feports.

excluding training woirkshops and administration.

2FRefers to reference numbers contained 1n Quarterly Reports,
i.e. Duarterly Report No./Reference for the given quarter).
1



10,

11.

16.

17.

i8.

~e
-

~r
-

-1,

Assessment of Laboratory ServiceS, August 1987

A Proposal for Evaluating the Impact of Health
Education. September 1987

Draft EFI Manual
Measles Outbreatl. Documentation
Draft ORT Manual

Report of Regional Fieid Visits for the distri-
bution of FP Protocols, October 30 1988

A Report of the Current State of Medical Labora-
tory Equipment used by the Swaziland Government
in its Medical Laboratories, Med-Mer, Swaziland
Heal th Education Consul tancy Report, Mary Ashley
Breastfeeding Practices Survey Report (SINAN)

EqQuipment List for National and Regional Diar-
rhea Treatment Centres

Research on Home Mixed SSS and One Year Review
ot Diarrhea Treatment Centre

Clinic Reference Manual

Final Repart submitted by Jeanne McDermott,
Nurse Midwife/Childspacing Associate, 30 May 1988

Keport on Meternal and Perinatal Mortality,
based on two meetings - 2 September 1987
and 2 Marrch 1588

Insert for ANC Card

Report on S.philis Seroactivity of Fregnant Women
1n Swaziland, 1986

Guidelines tecr Operat.on of ORT Corners 1n Clincs

Family Flanning ¥Aap among Women of Childbearing
Age 1n a Feri-urban Areca of Swaziland, May 27T 1988

ART Guidelinng, drafted for use 1n workshops
Study Tour to Z:mbabwe for Laboratory Fersonnel
to [nvestigate lood Banking Frogramme

Clinic Labharatory Management In‘ormation Systems
Manual, ist. Edition, Richard Haynes, April-1588

Frocurement Liste for Clinic Equipment

t)

&6/7

6710

7/5

7/48

7/7

7/8

7710

8/3

8/6

8s7

8/8

8711

971

9/2

3z

?/4

/5

?/46

/7

9/9

/L0

9742



MANAGEMENT

Memo - Implementation of Decentralization - 90
day Programme, I0 June 1984

Health Planning Consultancy, Lucy Gilson, 25
August ~- 13 September 1984

Clinic Management Programme (formulated in one-
day conference with health providers), 15 Oct 88

Manpower Planning Consultancy, David R. Alt, 25
Octaober - 5 December, 1986

FPersonnel Management Consultancy, David K. Alt,
4-24 QOctober, 1986

Referral Forms and Procedures for Trial Applica-
tion in the Manzini Region, March 1987

Operatons Research Study on Drugs Supplies Manage-
ment, Hhohho-North Sub-Region, February 1987

Community Health Nursing Standards, Draft, March 87

"Your Regional Health Managment Team, Hhohho Region,
A EBrief Explanation of Decentralization, Your FRole,
and the Role of the RHMT," March 1987

Health Manpower Requirements - FY 19088-89 to FY
1992-93 (Five Year Manpower Plan), and Manpower
Flanning Consultancy Report, David R. Alt. 15 Jan-
Z March 1987

Research Study, Transport Management, Hhohho-North
Sub-Region, T July 1987

Draft Spec:ifications for Studies of Mbabane Govern-—
ment Hospital: (1) Fatrent Length-of~Stay, (2) Out-
patient Services, 14 rMay 1987

Regional Fersonne! Management folicies and Froce-
dures Manual, April 1987

Personn=l Management Consultany, David R. Alt, 2
March - 12 fApri1l 1987

Handing-0Over-Notes, M. Jooeph Bastian, Health Flan-
ning and Pucdgeting Assocrate, 5 October 1987

Supervisory Chech biot for Clinica

Kenya Study Tour bepart for Lhe Training of
Rural Health Motivators o Coummunity based

»

Frogrammra, 7-29 Navembor 1907
Goavernment and Mission Clinice 1n Swariland: A

Summary of Clinico”’ Utilization, 1987-86, Social
Scierce Regearch Unit, UNISWA, March L1980

-
-

1/3

2/5

374

376

4/6

4/7

4/8

4/9

4/10

S/711

3/13

3714

6/2

67114

7/9

7742



19.

0.

Requisition Forms for Drug Management

Field Training for RHM Tutors and Regional Health
Matrons, }Yisumu, Kenya

Clinic Ori1entation Manual

RHMT Team Building Consultancy Services (EDA)
Regional Fersonnel References: (1) Regional PRer-
sonnel Manual, (2) General Orders, G0OS. () Job
Descriptions, MOH, (4) binder with personnel
management eferences (Emplovyment Act, Fensions

Act, etc.), (5) MOH Five Year Manpower Plan

Report of Fielc Visit to Botswana to study the
Health Information System

Review of Swaziland Health Information System
Review of MOH Computerized Manpower Information
System, David R. Alt, May 1988. Regioi-al Personnel
Management Consul tancy,., Parts [ and Il, David R.

Alt, 22 April - 23 July 1988

Memo from Undersecretary - Coordination of Work
shops

Kevised Regional Budgeting Manual
Hhohho Region Plan for Health Information System

Review Oof Malawl Health Information System

7/13

8/9

8/12

8/13

8/14

8716

8/17

9/14

/15

/16

9/19
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EXSCUTIVE SUNMARY

The analysis of the situaticn of children angd ~omen :n Swazilandg
highlighted six points ci central importance for UWICEF programming:

o The poor health status cf children under five and the
extremeiy high rortality rates in carly anfancy.

.

0 The importance of tradition 1n  Swaz, society and the

need for greater recognition of and  more sensitive

attention to traditional beliefs and practices i1n the

development and 1mplementation of health education
. activities,

o The significant {fact that infant and child mortality
could be reduced appreciably by changes 1i1n a limited
number of health care practices and the likelihood that
education, pronotion and social mobilization could ajter
these behaviours,

0 The need {for mure research an the situation of women and
impli_ations for child welfare: particularly ‘the effects
of women's health status, tasks and time, 1nformation
and skills, and access to resources on child care
practices.

0 The existence of "ai risk” Groups who require special
consideration in programme planning and 1mplerentation:
particularly rursl homesteads with limited or n. access
tu off-farnm income, health care facilities or potable
water and househclds living 1n cubstandard wurhan
squatter settlements

o The decline 1n living stancards and an  increase in the
child population at risk as a consequence o0f ripid
population growih and Swaziland e economi¢ «nd fpolitical
vulnerasility.

Health concitions i1n Swaziland are poor and well below those of
other countries with similar levels of sccio-econcmic development,
The infant mortality rate (110/1000) s higher than would Se
expectec for 3 compact country with a relatively high per capita GNF
($870 1n  {9E83), reasonat)oe communications and access tg healtn
services (B0 percent within S Lilometers) and righ  per capita
expendilure an health services.

Early infant sortality s disprcportionately hig- with nearly 50
percent of infant deaths oZcurring betore the age of two months and
nearly 70 percent z¢ all uncer five Cdeaths nccurring  before s

months,



Available cgdata, largely hospital based, oraw attention ta four macr
causes of infant wmortality: operinatal conditions {29 percent),
nalnutrition (i percent), ' diarrhoea (23 percent) and acute
respiratory infections (!5 percent)., Ffor Lhildren aged one to five
nalnutrition 18 resgonsible for approxinately 40 percent  and
diarrnoea for 15 percent of deaths, The morbidity data reflect a
sinilar pattern with diarrhoea, malnutrition any acute respiratory
infections being the major causes of poor child nealth and growth,

Reflecting the significant increase 1n :amunisation coverage since
1960 infant wmortality attributable to immunisable cCiseases 1s low (3
percent), but child mnorbidity from these diseases remains relatively
high (13 percent of hospital outpatients, 1982-84).

Halnutrition is widespread with 30 percent of wunder-fives
nutritionally stunted and, although the prevalence of |, acute

nalnutrition 1is low (! percent), it s associated ~ith extrescly
high case fatality rates.

A larqe proportion of infant and young child mortality and asorbidity
appears to be avoidable, The maj)nr factor underlying poor chances
of «child survival 1s the wearly and widespread introduction of
breastmilk substitutes which predisposes youno infants to constant
infections and the onset of a debilitatino intection (especially
diarrhoea)-malnutrition cycle.

Inappropriate practices related to breastifeeding are widespread 1n
Swaziland. Exclusive breastfeeding for more than six weeks 1s
uncommon, even in rural areas. Thus, with the early 1ntroduction of
non-breast milk and solids youmg infants are exposed to infections
and undernutrition, An 1ndicator of the severity of this problem 15
that S0 percent of infant hospital deaths attraibutable to diarrhoea
and malnutriticn occur emong 1nfants less then four months of age.
These data underline the 1mportance of the promotion of exclusive
bhreastfeeding and i1mproved young <child feeding practices as an
essential component 0f Swaziland’'s child survival strategy.

Cther <child care opractices contribute to the cycle of i1nfection and
nalnutrition and infection. They nclude: use of high-bulk low
energy weaning {foods; inadequate chilchood diets; low utilization cf
modern health services even when the child's condition 15 severeg
(the "too little too late” syndromel: persistence of hazardous
traditional practices such as "vaccinations”, smoke inhalations and
enemas for diarrhoea; ancd the failure to wuse adequate hygiene and

sanitation, Cther ftactors oplacing survival at rish and stretching
existing childbirth resources &« e the high fertility rate of Swarly
wOomen, early pregnancies, 1nadequate antenatal «care (especrally

tetanus toxoid imounisation) and the high prevalence of SiDs.

Situation Analysis - 2 -



Experience cver the fast five years, however, has <ceminstrated tre
tmpact cof we.ll ges:gned anc exccated community ecucation Sregrantes

in proscting teneficial thilg fesltn care practices. For exasple,
PEPUNIEEL1I0T  COVEr&ge incregsel froe 12 pprcent 10 80 percent co.er
the 1982 - [96e pericc; &0 percent ¢f  chilgmirders  Jedrnce  and  hew
use orai rehydrat,on theragy: a sigrificant procegortisen ¢
traditicnal healers r portedly sodifieo hazardous tealth opract.coe
such 45 the giwving =f purges and ENen3s to crildren wi'h diarrhoeae:
over 70 percen i preanant wonen mare 4t lesst o fire attenganze

at antenatai clinics; and the greportion  of 1nfan
attending growtin fonitoring sessions increased from 25 pe
percent between 1983 and 1987,

t
ts regularly
rient  tg 40

This experience points to the potential of education, promotion and
soci1al mobilization 1in bringing about improved opractices ano health

status. However, a4 number of lessons have been learned. For
example, insufficient dttention has been paid to the xmportche of
older wonen and grandmothers {"qQogos™) as child caretakers and as
major influences on mothers’ behaviour and decisionmaking regarding
child care. The consequences of leaving the young, and
inexperienced, to care for the very young has been 1gnored,

Inadequate attention Hhas been given to wunderstanding traditional
practices 1nd ways 1n which linkages between the traditional and

modern health sectors could be forged to improve health
communications and service delivery. And  further, the full
fFotential for education and social mobilizaticn of chiefs, comounity
leaders, churches, youth and social organizations 1s yet to be fully

exploited 1n a comprenhensive and integrated manner,

Although the direction s clear, the specifics are not. Eifective
progrémming reguires an antimacy of detailed nowl edge anc a clarity
of proven relationships which are net currently avarldble.
Community based information concerning young child mortality ang
morbicity 1s jacking. So too 15 an wup-to-cdate opicture of ‘ne
dynazics cof the ru. al homestead, espezially regarding :ncume, focd
and poverty. Given the rapid urban.:zation of tne Swmal:i rat:ion,
there 1S  neec for a simylar portra:t of the urtan arc per:-urtan

househol ¢, However , perhaps ‘he most urgent of all 19 a Dbetoer
understanding cf women, mothering a&nc cn;id care cgracticec -
particulariy the 1aplications of women s Neaith, tashys anc  tine,

information ang shi.ls, anc access *o resources 4cr cnylce care.

in tthe” rCountries In the region, paor ca:ld¢ nutrit.on ang neaitn
vargely  ceflect  ynadeguate scceas 1o incones anz Lnadequate
househcic ‘ooc security, There 1s littie evidence *hat Snose a-&
the aajer ceterminants of the pcar health and foresher: ot
Owali Chilgrern, The rural Swaii norestead s chara ts
Civersitly of ;ntome sources, cencnzience on  cff-iarp rage  eapnloveern?
ies1nly  irvoivitg ralest, arg Telatively  limiter Lesve.s ©f eg5os
nrocucttlan fer rose consumatian.  Cverall housencid 106d  sefurite ;3%

Situation Analysis - 3 -
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indicated by the vrelatively low proportion of cash Income sgent on
food, no significant evidence of adult wundernutrition and the
experience of the Rural Area Development Programme which resulted uin
increased productivity, rather than i1ncreased production in oOrcer 1o
release male lavour for ofi-farm esployment.

This 15 not to say that i1nadequate resource utiliyzation rather than
absolute deprivation 1s a universal phenomenon. Indeed, there are a
signyficant humber of high risk groups. bespite dated 1nformation
it is understood that approximately 30 percent of Swazis are living
below the poverty datum line, 20 percent have inadequate access to

health services, 76 percent drainl unpotable water, 10 perrant live
in squalid wurban conditions and 20 percent have no access to
off-farm income sources. Geographically, many of these

characteristics are displayed by households 1n the southern Lowveld
areas of the <country renouned for i1ts poor communications, lack of
social services and an unfavourable agracultural climate.

Growing vulnerability of household incomes and food security 115 also
indicated by the <country’'s deteriorating economic "and political

conditions. Following a period of rapid economic growth unti] the
early 1980s, Swaziland has experienced a downturn 1in economic
fortunes. Recent years have evidenced low to negative rates of
economic grc.th, high inflation (14 percent pa.), a dramatic
depreciation in the wva,ue of the Lilan-eni (52 percent), a decline
in erport wearnings, an increasing debt burden, stagnation 1N
government revenues and a burgeoning unemployment problem fuelled by
rapid population growth. Underlying these economic difficulties are
a number of structural wra.nesses related to Swaziland's dependence
on South Af:ica, foreign sarkets and investment, sugar earnings and

the continuing economic and political uncertainty as to the future
of the southern Africa region.

Situation Analysis - 4 -
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APPENDIX 2

CLINIC REPORT

- JUIY , 1988

MEETING WITH

hTiER

' SIGNIFICANT  AREA OF WHAT IS WHAT IS
DATE| CLINIC ACHILVIMENT WZARKNESS OR BEING 5TAFF OR- REQUIRED COMMENTS
VISITED | OR CHANGES PEOBLEMS BONE COMMUNITY s
MANGWENT The health Cleanliness | Staff Kurse Cne nurse They need to No wsy o!
services are of the arranged attends the health | dig a rubbish sexcding
well done clinic sewing clssses connittee pit £o bury all DRL
and records equipnents for those nestings the dirt used srecimen
8re proper and proper intercsted monthly. vials, disposalll to the
done except care of they are sbort ble eyringes + lad. W
the clinic government 16~15 and they needles pit have
schedule. property Py E25.00 latrines needs tried to
should be tuition fee neintanance, ask !Mkbu-
Attendance reinforced | per month. soze has no doors zwend E,.C
is very Clinic - and soze has no for assirs
good - on surrounding xhcg hnv; .y toilet sits. tance
Iiondays are untidy. Egg tgarﬂzﬁlth only to
they see communzty bought S/F¥ expressed’ find $hat
about 60-80 seeds, manure & need feor a R/A the mat-
patient CwF and iﬁsecticide ir order to ren of
figures has T :prayin utilize 211 A5 | the HC
Tisen due to or epraying. clinic services w83 awRy
food supplie- effectively. & sigter
ments-in Jupe incharge
163 - Julys489 Still no furni- wes busy
Nurses have ture for the in the
problems with new nurses theatre"
RHMs they don'# houses. on the
go to the - - | — Replececernt ofl dsy of
clinic to tr~ .loors our wvisit

assigt as per
the clinic
schedule,
Very few goes
there for
gardening
only.

Malaria still
& problem in

June th t
tod x5leY.tLes

which were
spoiled by ants.l

-



DATE |CL.INIC SIGNIFICANT ARFA (7 WHAT 15 MEETINGS wiTi wHAT IS . ’ P CTUER
VISITLED ACHEEVEMENT “EARKNESS CR | BEING STAFF CH RINUI LED CLioenT
CR CHANGID FROBLEI'S DCNE COMITUNITY

MANGWENI + July 42 ’
qCONTINULD) Fertunately
there 15 @
lieglth Assiatant
stationed there
who take Blides
fren sugpect.

NTFONJENT Had problezs in Drains have Heplth eo Still reguire
Xeeping records been fixed, ia nor ¢ Froper mgzineg
tut showing signs Hurses told ning well, wa ;;1;,-C:-:f; -
of izmprovezent us that the have tried Ird cimepg
after the visit Health cozmi- Seversal %Yil-zasg ié;_:“;;;;
by liCH FP Co- ttee i Tusy to gttend &hair im oesins
ordinator and ccllectinrg meetineng Sue Nt
FP SGtoreoan Coney o failed tecause r;;\:;;:‘;:en
.gbgouﬁh invi- that ther It waB RCY condue| tha wnitacien

atiofl by us. can btuild tted at the ST it 31
8 matearnity scneduled tiza, T 250 neecs
section. AUz vUrAe N/A
1s nasded to
Zake theyir
wCrk load )
lighter,
A telephone ia
. 2150 needed.
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CLINIC REPORT ~ JULY , 1988
SIGNIFICANT IARE.A OF WHAT IS MEETINGS WITH
DATE |[CLINIC ACHIEVEMENT WEAENESS OR BEING DONE STAFF OR WHAT IS OTHER

VISITED OR CHANGES PROBLIMS COMMUNITY REQUIRED COMMENTS

HEREFORDS | The si?,andard The records -| - There is a A very good They need Health
of Hedlth are not up to| c¢lose relaetien| relationship fence, and |Committee
Education has date. There relatiorship hetween health | treated boushtitn
gone very highe is a relierf between the committee and | poles in electric
We were invited £0 |hurge gt the RHMs Community| clinic staff order to Hoover
attend the H.E. moment and Health Commi~ | also good start a ;ngho
competition on the |gn. yog shown| ttes snd relationship gardsn - 00
50/8 whereby four |heu:to keep clinic steff | with RHMs. They need |{OT the
grougs of participa-|records with full accommoda- [¢lini
nts (mother) éiepler support from tion for
displayed their Ebuhieni the grounds¢
knowledge which Royal resi- mgn see plan
they have acquired dence. They They need ah
through H.E. We accumulated additional
were very much E1.500 in S/N because
imp?essed about order to have the Heaglth
their knowledge %k Cclean water committee
through the role supply inéh occasionallq
plays and Health their area goes around
messages given. and E6,000.00 es the honestegd

. was donated by with the

The Chairman of donor urgenciad. present S/N
the Health The chairman of to see if .
Commltteg and the CHC gladly toilets
the participants reported that gabbage pit
requested the they have are dug. I
RHMT members to started using
please come and clean water . They need aT
wathh the same from the taps extention
competition a8 from the cord for the
when ever possible 29th August,88. new electri
and they would hoover
very much love to machine.
have their speeches Prea

broadcasted through
SBS or STBC so that
r+vpr ~1inire nay do
+the anmn,




SIGN1FICANT AREA OF WHAT IS B MEETINGS WHAT 1S OTHER
DATEL CLINIC ACHIEVEMENT WEAKNES OR BEING WITH STKFF REQUIRED COIIIENTS
VISITED OR CHANGES PROBLEM DONE OR COMMUNITY
BULANDZENY Health services Needs to The hezlth Clinic staff They need
ar8 done well improve in committee meets meets with burgler
clinic schedule taking work regularly once comnmunity proofs on
done monthly a8 a priority a month to heglth commi- store room
community not social discuss on . ... ttee every door and
Health Committee| business. matters conce- month. to the
helped a lot ming the clinic window to
’ during the clinid like building a prevent
burglery which maternity wing, burglers.
occurred on the installing =
2%40%.88. VYelephone.
PLAK Good co-operatior Drugs stock Intergration Heetings Formation of
NAZARENE with the staff mansgement of services with staff & Health
special care needs impro- is good are done Committee
given to under— vement o but not Improvement
weights and mel- CHW has with the of water
noarished childri- greatly smppe community supply (RFMH

n s&lthough records
are not properly

kept. Patients
attendance impro
ving. O.P.D. case

were 360 in June
and 787 in July
still very few
clikent for F.P.

improved in

June they

were 127 and

in July 182.
s

18 aware of
this)

Staff houses
are needed.
Also inside
toilets since
this is an
Urban area.




