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I SUMMARY AND RECOMMENDATIONS

A. DSee ProJect Paper face sheet for summary of flscal data
and project purpose, :

B. Recommendations

Grant Activities 385,000

Total new AID Obligations 385,000

C. Description of the Project

This project will establish a viable model of an integrated
rural health delivery system. The components of the system are the
development of rursl health promoters for the delivery of basic pre-
ventive and curative health services in isolated rural areas; the
establishment of a community health committee in each of the target
area communities for the support of community heaslth activities; a
micro-analysis of the community health problems and resources;community
Implementation of selected health projects, primarily poteble,water
supply and waste disposal; personal and community oriented preventive
health education activities which will feature a radilophonic school
with regularly scheduled broadcasts ( approximately 3 times weekly
for 15 minutes); a redesigned curriculum for health educators and
a strengthened curriculum for rural health promoters; and improved
administrative support system for rural health programs to include
improved coordination between GON agencles directly charged with
bettering the living conditions of the rural poor.

To assist in the attainment of high level performance in
the above areas, it will be necessary to finance the following tech-
nical assistance with AID grant funds: a health educator with expe-
rience in radio broadcast health education, administration, and
experience with the Nicaraguan health sector, 36 man months; a health
administrator with experience in coordinated supervision, 4 man months;
a paramedical educational team for implementing a paramedical training
and evaluation program, 26 man months; and an epidemiolozist for esta-
blishing data measurement criteria and evaluating the epidemiological
impact of program, 4 man months. The following technical assistance



will be oblalned with CON counterpart funds: a maternal nnd chilld
health consultant, 6 man months; a nutritionist, 3 man months; an
agriculture extension agent, 3 men monthe; a health statistician,

3 man months; an epidemiologist/statistician, 6 man months; a sa-
nitary engineer, 3 man months; a civil engineer, 1.5 man months;

a malariologist, 2.25 man months; a physician in tropical medicine,
1.5 man months; a general practice physlclan, 3 man months; a
social worker, 3 man months; and a radio programmer, 6 man months.

The Health llducation Section of the Ministry of Health
will be the principal -mplementing agent for the project. Full
time central office and regional coordinators will be assigned to
the project by the health education section. A full time health
educator consultant will assist the personnel of the Ministry in
the direction of the project. CEPAD, a local Private Voluntary
Organization (PV0) associated with Church World Service, will utili-
ze their considerable experience in the education of paramedics to
train and evaluate the progress of the community health promoters.
Trained health educators will be responsible for motivating communi-
ties to form community health committees, select community health
promoters for training, and to evaluate the health status and re-~
sources of the community. The community health committees, guided
by the health educators, selected MOH consultants and other rurally
oriented representatives of GON agencies, will implement the com-
funity health projects and health education activities. The radio
education programs will be developed after an analysis of the com-
munity health surveys by the health educator consultant, MOH and
Radio Nacional personnel.

Tt 1s expected that the combined inputs of technical and
financial assistance will provide a suitable medium for the develop-
ment of a national model for an integrated community health delivery
system. The many phases of evaluation which are integrated into the
project will provide constant feedback by which to adjust the pro-
ject model. The overall project model will be evaluated from the
baseline and final data collected through the community health
surveys which should indicate both lower incidence of prevalent
diseases (enteritis, communicable diseases, etc.) and basic improve-
ment of living conditions (potable water, waste disposal,etc.) during
the life of the project.

The end of project status which will contribute to this
improved health situation end living conditions in the community are:

1, TForty-five villages of under 1500 people will be
developing an integrated health program.



2, Community health committees will be established in
each of these 45 locations.

3, Community health statistics will be completed and
analyzed on all 45 rural communities before the start of health
projrcts and at yearly intervals.

4, Primary and preventive care will be extended to the
commmnity members by community promoters.

5, The level of health knowledge in the community will
improve with the combined personal and mass media health education
approval.

6. Community health projects will be completed which will
#educe health dangers in the community. Approximately 30% of the
target population will be innoculated, 60 wells installed and 3,000
latr ‘nes coupleted.

7. Educational models for rural health promoters will
be defined by job description and curriculum.

8. Overall evaluation of the project will include recom-
mendntions for augmentation or modification of appropriate GON health
progrrams.

D. Summary Findings

This project is a vital step for synthesizing an integrated
rural health delivery system by the GON. At present the GON has given
prio~ity to rural health development as set forth in the recent Minis-
try of Health (MOH) 5 year plan (published in July, 1975) but hae yet
to drvelop a community level policy. The MOH has been preparing and
is roady to begin, at the earliest moment, implementation of this
proj:ct which will attempt to integrate many of the successful aspects
of previous or present private and GON health policies. The project
meet.: all applicable statutory criteria, as determined by MOH officials.

E. Project Issues

The major issues related to this project are: the degree to
which the community members can be motivated to participation; the
degree to which the program may be polibicized; the gbility of MOH
personnel to manage and evaluate this program; and the ability of the
MOH %o transfer the applicable parts of this model into a functioning
national rural health program.



II BACKGROUND AND PROJECT DESCRIPTION

A. The rural health program in Nicaragua has been the focus
of increasing governmental, voluntary and international agency at-
tention over the last ten years. The Ministry of Health (MOH) has
extended limited health care through its health centers to approxi-
mately 120 permanent locations. The National Hospital Board
(INAPS) has initiated realistic steps to upgrade the rural hosvpital
system by establishing minimum level of services, meintenance, ad-
ministration and personnel for every in-patient facility and also
improving the referral network. Private voluntary organizations,
especially the Church World Service (CEPAD), the Moravian Mission,
the Catholic Church of Zelaya and CARE, have pioneered in the de-
velopment projects. The international agencies have encouraged
rural health delivery with sizeable contributions by the UNDP-PAHO
for clinic and sanitation project construction in rural areas and
by USAID for health center construction, mobile clinics, and a ma-
laria program implementation loan.

The USATD loan of $3.0 million for the construction of
56 health centers was completed in December 1974, This has provid-
ed the base from which the GON now hopes to increase the coverage
and services to the rural population.

The expanded health center system has vigorously tested
the administrative, financial, human resources capacity, and philo-
sophy of the MOH and the health sector. The Ministry has sought
consultant help (including AID sponsored management consultants)
and is in the process of planning for additional assistance to
increase the effectiveness of present services. To improve the
administrative infrastructure of the MOH, AID is presently planning
a grant financed health sector iraining gnd’ institutional develop-
ment project. Additionally, as put forth in its July 1975, 5 year
plan, the MOH is planning to initiate several ambitious and innova-
tive programs to assist it in increasing coverage of the population
from an estimated 4O% in 1975 to 90% by 1980,

B. Description of the New Project

The new project is an attempt by the MOH to d=velop and
refine an extended rural health delivery system through the use of
paramedical personnel, village health committees, and mass media
instructional assistance in coordina*ion with existing health sector
and other community resources. This project will be carried out
north of Managua in the mountaneous, densely populated, but geogra-
phically small, department of Estel] which is within the rural area
of concentration of the Mission and the newly initiated AID-financed
INVIERNO program (Agriculture Sector Development Loan 521--031).
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The project intends to utilize in its design the successful results
of other public and voluntary health related programs undertaken in
Nicaragua and Central America. The project will be manapged by a
project director from the health education office of the MOH with
a regiongl office in Esteli,

The basic human element of the extended health system will
be the "promotor rural de salud” who will serve in every community
below 1,500 people. The promoter will be selected by the local villasce
health committee to attend a two month course in basic medicine and
commmity organization. The promoter will then assist the committee
in detecting its nealth problems and initiating collective solutions,
coor-linating actions of health or health related agencies, and provid-
ing basic preventive and curative health services. The nodel curricu-
lum ind text will be adopted from the excellent course now in process
in-country under the sponsorship of CEPAD, a PVO organization which
is part of Church World Services, and is staffed by highly qualified
educntional and medical persomnel. The basic supervisory and leader-
ship unit is the community health committce, a representative and
responsible health body. Members of the committee will be initially
choscn by local officials to include health, education, and reli-
gious leaders or by village vote., These committees will be respon-
sible for supervising and assisting all health workers and health
activities to include the initial and continuous analysis of communi-
ty health problems with the assistance of the local promoter and
healih educator, who will decide on feaslble courses of action, and
generate community resources to achieve solutions to the health
préblems.

An extremely successful community health committee model
was recently genernted as a spin-off from an AID sponsorcd manage-
ment improvement program. This project demonstrated the ability of
the IMOH to operate successfully in the rural areas, and 1o motivate
the local populous to support and even initiate health programs.
This model will be utidlized as a basic framework for the operation
of the community health committees., Technical and administrative
support will be supplemented (promoter, health educator, local con-
sultants, mass media education, and inter-intra-agency ccordinatim)
to provide a more dynamic program.

A major product of the efforts of the community health
commi ttee will be community action projects (wells, latrines, health
posts, vaccination campaigns,gardens, etc) which enlist the active
participation of a large number of citizens. A program of adequate
maintenance for these projects will also be stressed to insure con-
tinued utilization and health impact,
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The basic coordinating elements for the MOH will be rural
health educators who will be retrained or trained under the project
to activate and supervise the community health committees, promoters,
and community projects within thelr areas. An important portion of
their work will be the community health diagnosis which will assess
the major health problems, community economic/physical resources and
health manpower resources and establish base line statistics. The
initial formation of the village health committees, the collective
establishment of a community health plan, the liason to bring adequa-
te technical and economic resources to the assistance of the health
committee, and the health education activities through the village
health committees to include mass media education program will be
additional responsibilities of the health educstor.

The mass media health education program is designed, uti-
lizing as its model, the successful Accion Cultural Popular (Radio
Sutatenza) in Colombis and will utilize the experience of the recent-
ly successtul agricultural program in Guatemala. Additionally, the
project will htilize the mass media expertise that has been develop-
ing in Nicaragua under the present AID sponsored standard mathemati-
cal education program and the soon to be initiated Manoff nutrition
program. The 1/% to 1/2 hour regularly scheduled A.M. bromdcasts
from a local Iisteli station will be received in organized classes
with accompanying visual aids and texts. TFormal class participants
will be initially supervised under the leadership of the village pro-
moter, health educator or interested citizen. These classes will com-
plement the village based health educgtion efforts. Informal listen-
ing will also be encouraged in the target area. Additionally, a
short local health news bulletin will provide motivational messages
by acknowledging the accomplishments of various committees or health
perscnnel,

The etffect of these classes on the level of h=alth informa-
tion and knowledge will be measured at yearly intervals »etween control
and participating comunities., TFor purposes of evaluation the commu-
nities will be separated into:

Type A - personal, community,and mass m2dia
radio education with formal classes.

Type B - personal, community, and mass media
without formal classes.

Type C =~ personal health education cnly.

Type D - mass media health education only.



Type E - Community hezlth education only.

The null hypothesis is that here is no difference
between the level of health knowledge information, between types
of communities.

To facilitate administrative cooperation within the MOH,
the project manager will be glven an equal administrative status
on the "Corsejo Téenico" or decision making body for the MOH. A
health administrator/ congultant will assist in the design of an
e{fective ¢ 'd efficlent management component by stressing coordinat-
ed supervision and resolution of problem areas. The consultant will
alsc assist the MOH develop contingengy plans for expanding this
projiect to a national scale. Additionally, an interagency govern-
menial committee will be formed to insure that a coordinated effort
will be made at the ministerial and community level.

1. Statement of Project Goal:

a. Goal Statement: The principal aim of this project
is to provide a naticnal implementation model of an integrated com-
munity health program that improves the living conditions and health
level of the rural and marginal sub-urban population.

b. Measures of Goal Achievement: The measurement of
poal nchievement will include:

A decrease in the morbidity rates for majority pre-
valont discases (cnteritis, malaria, communicable diseanes, abor-
tions, etc.) as determined by repeated community health assess-
men's; a demonstration of increased community participation in
comrunity health activities to improve living condition:, such as
new potabl: water supplies, waste disposal facilities, and inmuniza-
tion campaigns.

¢, Means of Verification: The basic mechanism for veri-
{icution i3 the community health survey which will be conducted by
the health promoters in coordination with the community health com-
mit-ee, health educators, and other health perscnuel.

d. Assumptiors About Goal Achievement: (1) the rural po-
pulition can be motivated to effective participation. (2) there will
be reasonable political tranquility and political support in the
rurnal area of the project.(3) the MOH and AID will have an adequate
adm'ni~strative response to the needs of the program.




2. Statement of Project Purpose

a. Project Purpose: To stimulate participation of the
population in the develcpment and implementation of health programs
through the Tormation of village health committees to oversee the
delivery of health information, health servides, and simplified me-
dicire to the rural, isolated population through the development of
an effective and efficient cadre of community level health workers
and through the integration of health related governmental and vo-
luntary agency activities at the community level.

b. Tnd of Project Status

1) Torty-five communities of under 1,500 people deve-
loping an integrated community health program.

1.1) A community health committeeestablished in
each of 45 rural communities.

1.2) Community health statistics collected and
analized an all 45 rural communities before the start of projects
and at yearly intervals.

1.3) The extension of primary and preventive health
care by community promoters in communities with the assistance of MOH
personnel, particularly health educators.

1.4) The upgrading of community health knowledge.

1.5) Successful implementation and maintenance of
community health projects, including approximately 60 wells operating
and serving 200 people per well; approximately 3,000 latrines improved;
80% of the population immunized

2) TEducational courses designed for rural health
promoters and health educators.

3) A complete evaluation of the project model for the
purpose of augmenting or modifying appropriate GON health programs.

¢c. Means of Verification

1.1) Minutes and records of community health committees.

1.2) Statistics from the village health survey and
report of micro epidiemiological analysis for each community.
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1.3) Personal health records and health education
records ( immunizations, prenatal visits, breast feeding, family plan-
ning participants, etc.)

1.4) A comparison of questionnaire adninistered
to Lhe population which demonstrates an increased level of health
knowledge umong the populations of selected communities.

1.5) Inspection of reports for the 4t village health
projects.

1.6) Job description for promoters and rural health
educators in MSP operational administrative regulations.

1.7) Yearly evaluation report of the project with
recommendations to GON health agencies for utilization of the success-
ful aspects of the project and a description of their incorporation
into other GON health programs.

d. Assumptions

1) That the MOH can recruit and motivate high quality
human resources at all levels for the project.

2) That the present level of integragency operation
created by current health leaders will be maintained and improved
during the course of the project,

3) That increased knowledge of health problems and
health solations will begin to modify poor health practices.

3. Statement of Outputs

a. Outputs
1) Approximately 20 trained health educitors with
special abilities in developing integrated community level health
programs.

1.1) Development of an ongoing curriculum which
stresses community analysis, motivation, organization, implementation
of self-help projects and evaluation of health projects.

1.2) Development of a continuing education program
for health educators in rural health system skills.
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1.3) Program standardization in the form of
"coockbook" procedures for the basic steps in the development of
community health projects undertaken during the project period.

1.4) Quarterly/annual evaluation meetings of
the health educators, promoters, health committee, and MOH direct
administrative support for continuous evaluation of ongoing
projects.,

2 Approximately 45 locally trained health promoters
with basic skills in community health analysis, first ald, basic
primary-preventive care, and basic community health organization.

2.1) Refinement and modification of the basic
curriculum and instructional material now being utilized by voluntary
groups within the country.

2.2) Refinement and modification of the promoter
"community kit" with supplies of basic medicines, medical-dental
equipment, self-instruction medicali education materlals, and audio-
visual equipment fcr community health education.

2.3) Development of a continning-education program
for rural health promoters.

2.4) Quarterly/annual evaluation meetings of health
educators, promoters, health committee and MOH direct support admin-
istrative personnel.

3) Diagnostic and analytic methodology being utilized
for determining community health problems and health resources.

3.1) Continuous micro-epidemiological study for
the establishment of major morbidity-mortality indicators to include;
infant death rate; maternal death rate; birth rate; death rate;
infant weights.

3.2) Basic micro-sociocultural econcmic study
undertaken each year to determine major sociocultural influences on
major disease problems, patterned after present health sector analysis
survey.

3.3) Basic micro-health resoirce evaluation of
institutional, human resource, and program capacity und=rtaken each
year to determine the status of community health programns, and the
relationship of the community with the nearest referral hospital,
clinic, or health organization/facility°
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3.1) Quarterly community lcvel analysis are con-
ducted to ascertain status of health problems and communibty health
programs, and to modify community health progrems to better utilize
community resources.

3.5) Yearly MOH report on the health status and
problems of the communities.

4} Community health education program (motivation,
organization and training) to energize community participation in
the health system.

i.1) Personal level (person to person) health
education program tnrough promoter and GON healtl related personnel (sa-
nitary enginecers; malaria sprayers; health center and PUMAR doctors,
nurses, auxiliaries, etc.) that emphasizes improvement of personal
or family health habits, e.g. specific health education with the
service being received.

L,2) Community level health education programs
directed at community health committees and health leaders through
the health educators and specific.

4.3) GON officials and ccnsultants assisting and
instructing a community in a health project.

h.h) Combined personal and community health
education programs through the utilization of radiophonic sbhools
which emphasize the format of Radio Sutatenza (radio seript which
follows a predistributed picture book format., )

5) Specific community action pro.jects which are organized
through th: community health committees and which address the most im-
portant cormunity and personal health problems determined by the health
survey and analysis. The program will focus, bu® will not limit itself,
on the following:
5,1) Environmental Sanitation
(a) Latrinification

(b) Wells and small aquiducts

(¢c) Vector extermination
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5,2) Nutrition ( assistance from PRODESAR,
PMA, and Caritas).

(a) Organization of family vezetable
gardens.

(b) Organization of school vegetable gardens

(¢) Club de Madres, preparation and handling
of foods.

5.3) Maternal and Child Health
(a) Immunization programs

(b) Combined program against enteritis
(education, latrinification, potable
water, etc.)

(¢) Family planning services to include
identification of fertile age and
pregnant women for prenatal, delivery
and puerperal assistance and educational;
stressing of breast feeding; and well
baby visits.

6) Improved intra and interangency administration
and coordination.

6.1) Biweekly meetings of the Committee for
Coordinated Supervision within the MOH to identify and resolve
program problems.,

6.2) Monthly meetings of interministerial/inter-
agency committee for program coordination to include as a minimum
the PRODESAR component of MOH, Ministry of Agriculture and Ministry
of Education personnel to identify and resolve program problems.

b. Means of Verification

1) MOH personnel records

Minutes of village health committees for attendance
of health educators.

Number of Health education activities organized.

1.1) Curriculum for health educators

Manual for health educators which parallels curriculum
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1.2) Curriculum for continuing education program
for health educators.

Schedule for health education and continuing
education progran.

1.3) Manual for the development of community health
projects.

1.4) Minutes of annual evaluation meeting,
Per diem records for annual evaluaticn meéting.

) Community health committee records on reimburse-
ment of heslth promoters for mediciines. MOH Fecords of supervisory
visits to health promoter:

Health promoters records of patients. Monthly
statistics forwarded to MOH on reportable diseases.

Community health analysis updated every six months
by the health committee and promoter.

2,1) Published curriculum and instructional material.

2,2) MOH records on distributed and resupplied
"promoter lits".

2.3) Published curriculum and schedule for con-
tinuing education program.

2.4) Minutes from annual evaluation session.
Per diem records from MOH on promoter attendance

3) Published "Cookbook guide" to community health
analysis for determining health problems and health resources.

3.1) Annuel published report by MOH on major morhi -
dity-mortality data for 45 communities by month.

3.2) Annual published report by MOH of the micro
sociocultural economic influences on disease.

3.3) Annual published report by MCH on health
resource data (institutional, humen resource, program ) end effecti-
veness of referral pattern.
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3.4) Coples of quarterly community he:nlth committee
analynis.

3.5) Annual published repori by the MOH on the
health status and problems of the target communities.

4) Schedule of community health nctivities for each
participating community which is based upon the community health
survey and developed from the "Coockbook" standard formats which is
modified for each community.

4.,1) List of patient contacts.

Aetivity lict for health education by promoters
and clinics. PUMAR personnel publicalion of standa~d health education
components 'or the major personal health problems is cookbook format.

4.2) Activity schedule for GON health officials pro-
viding technical assistance for community health projects.

Per diem records for technical asststance.

4.3) Schedule of broadcasting. Scripts for community
health and personal health messages over radio.

"Classroom" records for individuals participa-
ting at the local level in the formal classes.

Distribution schedule for accompanying visual
alds nnd programmed text.

5) Quarterly community health committee plan of action
developed from the quarterly analysis and survey, community health
records of the scheduling and completion of projects.

Financial allocation and disbursement of funds for
projects at MSP level and community level. Per diem allocation for
techn’cal assistance for projects.

6) Minutes of inter (MOH, MOA, MOE) and interagency
(Consejo Térnico) groups meetings which demonstrate timely identifica-
tion nnd resolution of problems. Minutes of community health committee
meetings wh'ch demonstrate assistance provided by higher level GON
health persconnel in the identification and resolution of problems.
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L. Inputs

a. AID inputs will be in the form of travel and maintenance
costs for participant training, continuing education activities, and
technical assistance: commodity purchases design material, and trans-
portation costs for community projects; and costs related to the radio-
phonic schcol for the sum of $385,000.

L. MOH/GON inputs will be in the form of salaries, office
equipment arl space, maintenance of equipment, cement lavrines,
and gasoline transportation. For the sum of approximately $268,5400,

¢. The individual communities will make inputs in the
form of basic medical supplies and medicines for the promoter; basic
indigenous materials in construction, and labor for communlty health
projects for a total of approximately $76,005.

d. Details on the specific inputs and theiricosts are
shown on the following pages.
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AI I‘ DO
1976 1977 1978 Total

TECHNICAL ASSISTANCE

Health Educator $ 20,000 20,000 22,000 62,000

(12 mm x 1,5000/m)

(10% increase 3 rd year)

Health Administrator 5,000 7,500 7,500 20,000

in Coordinated Super-

vigion

4 mm,

Rural Health Paramedical

Training Team (16 mm) CEPAD 8,000 8,800 9,600 26,400

Epidemiologist 5,000 7,500 7,500 20,000

(4 mm)

Sub-Total $ 38,000 43,800 46,600 128,400
FOREIGN TRAVEL

Radiophonic School 1,400 1,540 1,700 4,640

Bogotd, Colombia

(8359 round trip x 3 persons)
+ (5 days x 40/per day x 3
people)

Agriculture Radio School 1,000 1,100 1,250 3,350
and Quirigua School, Guate-

mala ($130/roundd trip x 3)

+ (3 people x 5 x 40)

Community Health Committees 1,100 1,250 1,400 3,750
Panamé

($150/round trip x 3) +
(3 x5 x 40)

Sub=-Total : $ 3,500 3,890 4,350 11,740
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LOCAL TRAVEL AND

FER DIEM

Consultants

Program Coordinators

Technical Assistance/Local
(21 mm x $140/mm)

Sub=Total

Miscellaneous

EDUCATION COURSES

Promoters - Basic Course
(15 promoters x 56 days x

$5/day)

1976

$ 1,000
2,000

3,000

$ 6,000

$ 2,000

$ 49,500

$ 4,200

Health Educators - Basic Course 5,720

(5 x 176 days x 6.50/day)

Promoters - Continuing Education 450

$5/day x 6 days

Health Educators - Continuing
Educat:ion

$6.50/day x 12 days x (2 x yr.) (12 health
educators)

Lecturers ($15/hr for special
classes not given by regular '
lecturers)

(15 promoters)

1,860

1,800

14,030

1977

1,000
1,500

3,000

5,500

2,000

55,190

4,620

900

2,700

(17)

750

8,970

(30)

1978 Total
2,500 4,500
1,000 4,500
3,000 9,000
6,500 18,000
3,000 7,000

60,450 165,140
5,000 13,820

5,720
1,400 2,750

(45)

2,700 7,260

(17)

750 3,300
9,850 32,850



1976 1977 1978 Total

RADIOPHONIC SCHOOL

Broadcast Time 8,000 8,800 9,600 26,400

Tape Preparation : 1,200 1,300 1,440 3,960

Radiophonic Texts 5,700 11,400 17,100 34,200

50 families x 10 subjects x

15 promoters x $.75/text (30

promoters in second year and

45 in third)

Total 14,900 21,520 28,140 64,560
EVALUATION REPORT

Data Collection 800

Analysis 560

Publication/Binding of Report 800

Total 2,160 2,160

28,930 30,490 40,150 99,570

EVALUATION SEMINARS

Community Health Committees
and Promoters
(Semi-annual)

Community Per Diem 3,200 6,400 12,800 22,400
(7 people/village x $5 dey x (15 vil- (30 vil= (45 vil-

3 days) lages) lages) lages)
Lecturers 600 800 1,000 2,400
Material Costs 600 800 1,000 2,400
(Publications, special dis-

plays)

Total 4,400 8,000 14,800 27,200
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1976 1977 1978
Health Education
(Semi-annual)
Educator Per Diem 630 700 800
(15 Educators x §7 x
3 days)
Lecturers 600 700 800
Materials 150 200 250
(as above)
Total 1,380 1,600 1,850
Inter-Intra Ministerial
(Semi-annual)
Lecturers (INCAE) 1,400 1,500
(5 days x 138/day x 2
lecturers)
Lodging 2,250 2,400
(825 x 15 x 3 days)
Materials 200 250
(as above)

3,850 4,150

Total 5,780 13,450 20,800

Total

2,130

2,100

600

4,830

2,900

4,650

450

8,000

40,030



COMMCDITIES

AM Radios, portable,
4" C" Batteries
$25/radio

Batteries 'C"
$.40 each x 4/radio x
10/year

Multigraph

Projectors, 16 mm,
Sound portable,
60 cycles C$420. each

Screens, 60" x 60", steel
case, Tripod ($50/ea)

Power Plant, portable,
gasoline, 13455 watts,
115 v, 60 cycles $250 ea

Extension Cords, 14 gauge,
13 amp, 100 ft. length

Vehicles

Audio-visual, 4 wheel,
4 - 6 passenger/ea

Typewriter, large carriage,
electric

Teaching Materials
Health Educator Texts

Promoter Texts

Community Teaching Aids
(Texts, Visual Aides, Films,
Blackboards, Writing Ma=-
terials)

-2 -

1976

400
(16)

250

580
880
(2 ea)
120
(2 ea)
600
(2 ea)

120
(4 ea)

9,000
(1 ea)

1,000

700
600

1,500

1977

440
(16)

550

480
(1 ea)

70
(1 ea)
330
(1 ea)

70
(2 ea)

18,000
(2 ea)

200
900

3,000

1978

440
(16)

850

520
(1 ea)

80
(1 ea)
360
(1 ca)

80
(2 ea)

220
1,200

4,500

Total

1,280

1,650

580

1,880

270

1,290

270

27,200

1,000

1,120

2,700

9,000



- o0 -

1976 1977
Water Pumps, hand 1,200 11,850
(350/ea) (3 ea) (28)
Design Improvement (design 375 3,540
agsistance, drilling, cement (3 ea) (28)
pipes, tanks, etc.) ($125/
each)
Total 17,325 39,430
TOTAL 101,535 138,560

1978 Total
11,645 24,695
(25)
3,610 7,825
(25)
23,505 80,260
144,905 385,000
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1976 1977 1978 Total

PERSONNEL
Salaries

Health Educators 17,742 17,742 17,742 53,226
(10)

Central Coordinator 4,286 4,286 4,286 12,858
(1)

Regional Coordinator 4,286 - 4,286 4,286 12,858
(1)

Departmental Supervisor 4,286 4,286 8,572 17,147
(2)

Drivers 8,000 8,000 8,000 24,000
(4)

Sanitary Inspectors 7,715 7,715 7,715 23,145
(3)

Nurse Auxiliaries 7,715 7,715 7,715 23,145
(3)

Artists 1,715 1,715 1,715 5,145
(L) '

Total 55,745 55,745 60,031 171,521

TECHNICAL ASSISTANCE
(MSP, MOA, MO, Radio
Nacional)

2500/mm Material (Child
Health (2 mm/year) 715 715 715 2,145

2500/mm Nutritionist
(1 mm/year) 360 360 360 1,080

2500/mm Agriculture Exten-
sion Agent (1 mm/year) 360 360 360 1,080
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1976 1977 1978
3000/mm Health Statis-
tician (1 mm/year)
4000/mm Epidemiologist 1,142 1,142 1,142
Statistician (2 mm/year)
5000/mm Sanitary Engineer 714 714 714
(1 mm/year)
7000/mm Civil Engineer 500 500 500
(5 mm/year)
6000/mm Malarialogist 642 642 642
(.75 mm/year)
3000/mm Radio Programmer 860 860 860
(2 mm/year)
3500/mm Social Workers 360 360 360
(1 mm/year)
5000/mm Physician - Tropical 600 600 600
Diseases (.5 mm/year)
5000/mm Physician - General 715 715 715
Practice (1 mm/year)
Total 6,968 6,968 64968
MATERTALS AND SUPPLIES
Cement Latrines 3,150 9,450 9,450
5 latrines/month x (15 promo- (15 x 12 (15 x 12
$7/latrine ters x 6 months) months)
months) (15x6 (15x 6
months) months)
Office Equipment and 5,715 5,715 5,715
Materials
Typewriter 580 0 0]
Office Paper 5,000 3,930 .34930
Total 11,295 9, 645 9,645

Total

3,426

2,142

1,500

1,926

2,580

1,080

1,800

2,145

20,904

22,050

17,145

580

12,860

30,585



TRANS PORTATTION

Gasoline and Vehicle
Maintenance

AUDIO VISUAL MAINTENANCE

Total

- 25 -

1976 1977
6,000 8,000
200

83,158 90,008

1978

9,000

200

95,294

Total

23,000

400

268,460



COMMUNTTY HEALTH COMMITIEELS

Promoter Basic
Medical Kit
335

Restack Kit
PROJECTS
Well
Construction and
Installation 430 ea
Latrine

Construction and
Installation 7 latrines

Total Community Contribution

- 26 -

1976 1977
525 550
(15) (15)

1,100

1,290 12,040

(3) (25)

8,400 21,000
(1200)  (3000)

10,215 34,690

197%.

575
(15)

1,150

10,700
(25)

21,000

(3000)

33,425

Total

1,575

2,250

24,030

(36)

50,400

(7200)

78,255
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II1 PROJECT ANALYSIS

A. Technical Analysis including Environmental Assessment

The technology involved in this project is well within the
technical abilities of the personnel involved end the technical frame-
work of the GON health relsted agencies, particularly th: MOH. For
many years the MOH has been involved in various short te-m efforts
to develop integrated community health programs. This project repre-
sents the first time sufficient resources, energy, and planning have
been concentrated to develop a feasible model. The feasibllity for
replicating this system for the entire country will be constantly
evaluated threoughout the project by MOH personncl and consultants
with an estimation of the resources required presented along with
the recommendations in the final report.

The medical technology required is a basic medical know-
ledge of first aid, and preventive and curative medicine. The texts
and teaching materials have been developed for the promoter by various
programs throughout Central America and for Nicaragua by CFPAD. CEPAD,
a voluntary organization, will act. as the instructional cadre for the
promoters irained in the program. In addition, CEPAD will complete
a series of instructional or "cookbook" manuals which will be in the
form,indexed flow charts with yes or no choices. These will be
addressed to the basic medical problems confronting the isolated rural
promoter.,

The technology required for the cammunity health survey is
available in many forms. This project will base 1ts health survey
on the Cuatemala Quirigua model with amplification of the epidemiologi-
cal analysis. This will be done in coordination with CEPAD-, the
consultant epidemiologist, the CDC epidemiological field team stationed
in E1 Salvador, and hopefully the AID/W unit now engaged in Progress
Indicator Retrieval Programs (LA/DP/ES). The health sector assessment
team has recently developed a macro health survey instrument under
ATD financing which will be utilized along with fhe Colombian health
survey to identify appropriate inputs into the micro health resource,
and socio-economic survey to be utilized at the community level.

The radio mass media health education program will involve
technology that is relatively new for the MOH. ‘revious radio educa-
tional efforts have been in the form of a family planning motivational
program through spot messages and advertisements for polio and other
vaccination programs. Survey studies of Radio listening habits/sche-
dules and of radio ownership exist for the major urban areas of
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Nicaragua but not for the isolated rural sections. The ownership
687 radios and listening schedules will be ascerts  »d by the micro
community surveys as part of the economic enalysis. An approxima-
tion of popular listening times from the urban arcas indicates

6-8 AM., 1-2 P,M. and 9-10 P.M. as the high use hours. These are
thought to radically differ in the evening hours for the rural
population, 6-8 P.,M. being the peak hours.

The health messages prepared for radio broadcast and the
accompanying texts have been in development and use for over 15 years
by Radio Sutatenza of Colombia. The methodology for developing the
radio messages has also been carefully documented. An attempt will
be made to integrate the recent successes of the AID agrarian radio
program in Guatemala by means of repeated technical visits. The
development of this program will employ the full time consultant
services of a health educator familiar with the methodology of Radio
Sutatenza. The experience gained with AID-financed Stanford Univer-
sity math project in Nicaragua will also be utilized and Stanford
personnel will be asked to review material prior to taping and broad-
cast. The evaluation of the increment gain in health information
will be made through a questionnaire to be administered by MOH per-
sonnel trained during the Health Sector Assessment and developed
through methodology. No attempts will be made to evaluate attltudes
in the classical Lazars Field manner. The assumptlion to be utilized
15 that the attitude change theory concerning comprehension of infor-
mation will lead to an attitudinal and then a behavlioral change.

The engineering skills requested for latrine installation,
water table analysis, design of wells and other community health
projects are within the capability of the GON professionals to be
utilized by the project.

The environmental impact of this project is minimal in
terms of the ecosystem but significantly positive in terms of the
human orgaiisms benefiting from the programs. The elimination of
human wast2s under the supervision of the sanitary engineers and
sanitary inspectors will not endanger any potable water supplies.
The soil absorptive capacity should be adequate in all areas of
this mountainous region. The effect of the proposed ground wells
on the water tables should also be minimal, as the pumping devices,
when needed, will be manual and intended for human and household
needs. Protective sleeves will be installed on all ground wells to
prevent surface contamination. These projects will come under the
supervision of consultant engineers for technical conformation to
sound environmental practices.
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COSTING OF PROJECT OUTPUTS

PROJECT OUTPUTS 1 2 3 b4 5 6 A1l
ATID Lk, 760 68,200 71,800 111,300 58,800 30,050 385,000
GON 38,500 38,500 44,068  Lk1,l80 55,2712 50,640 268;L460
COMMUNTTY

HEALTH 3,825 Th,430 78,255
COMMITTEES

TOTAL 83,260 110,525 115,958 152,780 188,502 80,690 731,715
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.B. Financial Analysis

The MO 1s capable of meeting the FInanclal obligationg

of this program which primarily involve personnel costs. The per-
sonnel problem for the MOH is essentlally one of efficlent utiliza-
tion of present personnel, In addition to the full time personnel
to be reassigned and hired for the project, we expect that the MOH
will provide project personnel by reassigning presently under-
utilized personnel from lower priority activities to work full
time on this project.

The impact on the MOH for implementing this program
countrywide is significant and well beyond the present capacity of
the Ministry. However, it must be remembered that the MOH is
committed by its goals to increase its coverage of the population
by 100% over the next five years. This projcct, as designed, re-
presents a relatively low cost methodology to achieve this coverage
and at the same time improve the quality of the present coverage
for rural health care. This is done by maximizing community par-
ticipation and contribution of personnel services.

The financial plan for the program plices the greatest
allocation of funds (26%) into the development of comminity health
projects. This is appropriate since an objective of this project
is to develop community participation in correcting ths health
problems of the community.

The next largest expenditure of funds (21%) is directed
towards community and personal health education activities. To
deliver' low cost health services, one of the most impcrtant aspects
is to sensitize the population to the health problems and then to
motivate the population at risk to adopt the appropriste preventive
health and curative measures. This expenditure of funds should
insure an adequate awareness f the major health problems and feasi-
ble alternatives for their resolution.

Approximately 16% of the funds are spent for evaluation
and monitoring of the project. One of the objrctives of the project
is to see it expanded for use in other rural areas of the country.
This percentage needs to be programmed to inswre adequate and re-
liable data, timely feedback and an in-depth analysis prior to the
presentation of feasible recommendations for a nationel program.

Approximately 15% of the funds are devoted tc the training
and the activities of the rural health promoter with the remainder
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evenly divided between Lhe administration requirements of' the
project (119) and the training of health educators (11%).

The financial plan appears adequate to accomplish the
purpose of the program and to develop the base from which the GON
can, with minimal costs, adapt the project to a country wide program.

C. Social Soundness Analysis

The rural population in the reglon of Esteli has an es-
timated per capita income of approximately $120/year. Tvwey are,
for the most part, small subsistance farmers, Ladino in orgin, and
Catholic by religion. They live in unsanitary housing (Type C
dwellings) with dirt floors, and w#alls and roofs of inferior ma-
terinls which deteriorate radlidly. They endure crowded iving
conditions of some four people to a small room. Approximately
hall" of the dwellings are wlthout adequate waste disposal and only
gbou!. 6% have direct access to pothble water supplies. Only about
8% ol the population finlshed elementary school and approximately
40% of the population is 1lliterate.

The village health structure is usually head:b by the
partera or curandero who earn a small income from dlspensing herbs
and medicines and from attending deliveries. There 1s a belief in
the effectiveness of modern medical methods, but the expense and
difficulty of entering the system usually preclude involvement until
a medical crisis has developed.and traditional homeopath;r falls.

The campesino usually comes into countact with the formal health
services in the terminal state of illness, if at all. Th's beha-
vioral pattern tends to be the basis of the common view of the
hospital as a place to die. Family planning has generally been heard
of, but few women actively participate., Fertility is usnally con-
trolled by breast feeding or by taking ineffective means such as
purges and herbal medicines. The average number of chil:dren is
approximately 7 and the number of pregnancies 11. Approximately 16%
of the fertile women have utilized modern contraceptive techniques.
The infant death rate is approximately 127/1000 with a high morbidity
pattern involving the communicable disease. The aversge caloric
intake is 1980 cal/day (minimum recommended 2700 cal/day, and the
most prominent vitamin/element deficiencies concern iodine, Vitamin
A, and iron,

The social structure andtBormal organization of the village,
as analized by the agricultre study group (UNASEC), usually responds
readily to outside stimulus but rarely shows initlative in adopting
or sustaining programs which require behavioral modification. Approxi-
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mately 75% of family heads show unfavorable attitudes towards social
participation without strong motivational stimuli.

The project attempts to utilize exlsting comminity leader-
ship and personnel as much as possible to evaluate the health pro-
blem::, plan a course of community actions, and develop the human
resources to achieve the project goals. The project will encourage
the 1raining of parteras or curanderos to be promoters, when feasi-
ble. The project will utilize successful models of commmnity parti-
cipation projects, such as Cinco Pinos, Prodesar, PMA, and voluntary
agency programs, as its basls, for the program development.

The acceptance and participation in this projJ:ct by the
commmity will present a new opportunity for community leadership.
It ir anticipated that this opportunity will be s~ized upon by
membcrs of the political party in power to insure their power base.
As a result of these actions, it is doubtful whether this project
will greatly alter the formal organization of the community. It is
not :nticipated that this assoclation with the political party in
power will significantly damage the effectiveness of the project.

D. Economic Analysis

The budget of the MOH represents 10% of the total budget
for 1he GON. Thils represents approximately $16.3 million. The MOH
has «xpertenced a relative increase in its budget of 15% yearly over
the jyast 10 years or approximately $2.8 million in terms of the
currcnt budget. This probably represents in real disposable invest-
ment potential approximately 5% yearly, when considering population
and ‘nflation, or $840,000 in terms of the curren: budget.

The cost of the project is approximately $217,000 per
year which includes the start up costs of trainin; and the initiation
and raintenance of basic services for 45 communities of less than
1,500 population (an approximate target group popnlation of 67,500).
The ¢verage expenditure by the MOH per person served 1s $7.63; the
aver: ge expenditure under the project is estimatel at $3.20 per
perscn. There are approximately 1.1 million rura iInhabitants in
Nicaragua and the MOH estimates that some 45% or 90,000 have access
to riral care. The MOH wishes to double thig numier by 1980. The
cost of doubling the coverage of the population utilizing; the design
of tle project would be approximately $1.57 million, within the
anticipated yearly budgetary increase of the MOH, but nearly 1.9
times the real disposible increase.
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The cost to the MOH utilizing its current programmatic
approval would be $3.7h million which is 1.3 times greater than
the anlticipated yearly increase and 4.5 times greater than the anti -
cipaled digposible income, Utilizing this analysis, the benefites
of such a low cost delivery system become readily apparent. The
costs for reaching the 90% coverage called for in the 5 year plan
are morc realistically achieved under present bud;reting expectations,
by the adoption of a low cost delivery system along the design of
this project model.

Iv TMPLEMENTATION ARRANGEMENTS

A. Analysis of the Recipient's and AID Adninistrative Arrangements

The MOH is the implementing agent for <he project. Its
internal administration for this project will utilize a project
director from the health education office who wil! coordinate the
overall project with concentration on the central administrative pro-
cedures of the MOH and the requirements of AID. \ regional coordina-
tor will operate from a regional center in Esteli and be responsible
for thn field performance and coordination of personnel, and the
nlilization of resources. The health educators vill operate under
the direction of the regional coordinator and will be responsible for
the support and motivation of the community healt cemmittees. The
comminity health committees will be responsible for generating
community financial. material and human resources in support of its
activities.

The MOH will receive all reports and yroblems from the
project in the Consejo Téenico. The project director will have a
coequal status in its membership. The Consejo Técnico, which
consists of all of the program directors and section chiefs from the
Ministry, will assign responsibility for the resclution of problems
to the appropriate section or program director.

meeting

The MOH will also establish a bimonthly intra agency [for
the maximization of resources and resolution of 1roblems. The MOH,
the Ministry of Agriculture, the Ministry of Education are the basic
agencies of the GON which will be in attendance.

There are several basic administrative problems inherent
in the MOH organization which will have direct relevance to this pro-
ject, the most important being a fgilure to insure coordinated super-
vision end quick resolution of jdentified problems. The Health Adminis-
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SUBJECTs DAEC REVIEW OF HEALTH SECTOR ASSESSMENT

0
SUMMARY: THE DAEC REVIEWED AND APPROVED THE ASSESSMENT
WITH THE FOLLOWING COMMENTS AND GUIDANCE FOR THE FY 76

e

HEALTH GRANT/LOAN PROGRAM AND PROPOSED FY 76 NUTRITION LU ;lil‘/V
GRANT AND FY 77 NUTRI-T(ON LOP s N,
l. PROGRAM PRIORITIES: TE DAEC DISCUSSED WHETHER THE airten | e
ASSESSHEOJ FROVIDES THE ANALYSIS WHICH ALLOWS THE GON TO o Sy
IDENTIFY PROBLENS AND SOLUTIONS TO THOSE PROBLEMJSAS D/;“”"';

j IR I

A BASIS FOR FURTHFER DEVELOPMENT AND REFINEMFNT OF THE
GON HEALTMH SECIUR STRATEGY OUTLINED AT THE CMINANDEGA Cpap T
SEMINAR MELD JANUFILY 1976.  IN PARTICULAR, IT WAS MOTED -, - . :
THAT THE ASSESSHENT DID NOT ATTEMPT TO RELATE STATED AL '
POL ICY ODJECTIVES TO BUDGETS, TRAINED PERSONNEL, P i ]
FAGILITIES AND EXPECTED IMPACT IN ORDER TO MELP we I
ESTABLISH PRIORITIES AMONG THE VARIOUS POLICY OBJEFTIVES.,,p e | I
AID/W UNDERSTANDS THAT THE FOLLOWING ACTIVITIES ARE oo |
UNDERWAY WHICH WILL PRODUCE PROGRAM PRIORITIES. Kl

|
. lir el
A ANALYSIS OF (PROGRAM MIX: SELECTION OF GON PROGRAM =l [
PROFILE/PRIORITIES AND THE RATIONALE FOR TH1 SELECTION ™%

WILL BE REFINED DURING INTENSIVE REVIEW. ALTHOUGH IT  “¢ . !
e T ,

TO APPLY SUCH ANALYSIS AT A SOPHISTICATED LEVEL, AM ——
ATTEMPT woULD [ MADE PARTICULARLY FOR FRIORITIES TO BE Nﬁ:_n_
SUPPORTED BY AID. THIS COULD SERVE AS A BASIS FOR CTRG '*“/ -
IDENTIFYING DOTH DATA AND ANALYTICAL SKILL REQUIREMENTS .o == -- | ;
FOR THE HEALTH FLANNING ASSISTANCE IN THE PROPOSED GRANT.- .

!

VAS RECOGNIZED THAT LACK OF DATA LIMITED THE ABILITY ) f
l

l

THE ANALYSIS FOR THE PROPOSED AID-SUPPORTED PROGRAM i ’ R
YOULD PROVIDE TIZ RATIONALE FOR SUPPORTING A MIX OF Tre— e
SERVIEES AHD. A COMMUNITY-BASED DELIVERY SYSTENM EMPLOYING
PARA-NEDICAL PFRSONNEL. THE ECONOMIC RATIONALE wOULD
DEIONSTRATE THE COST EFFFCT IVENESS OF TME SERVICE mMIX

AND DEL IVERY SYSTE!l. IN ADDITION, THE RATIONALE FOR
CHOOSING THE METHOD OF TRAINING PERSONNEL (I.E., NATIONAL
HEALTH DELIVERY SCNOOL, UNIVERSITY MFDICAL SCHOOL, FTC.?
SHOULD INCLUDE A DEMONSTRATION OF COST FFFECTIVENESS.

N ANALYSIS OF RESOURCE COMMITMFNTS:  THE DAEC FXPLORED
WHETHER DATA FXTST FO DETERMINE THE GON CONMITMENT TO
RURAL HEALTH PHOGRARS PER THE STATFD GON HFALTH

STRATEGY. T LACK OF A THOROUGH BUDGET ANALYSIS IN THE
ASSESSHMENT MADLE IT DIFFICULT TO JUDGE RECENT TRFNDS IN
HUDGL]ARY PRIORITIES, T.E., MIX OF SERVICES, RURAL VIS
RBAN, SALARIES VIS OPFERATING COSTS. THE INTENSIVE
REVIFY WILL BE COHDUCTING SUCH AN ANALYSIS TO PROVIDE

A BASIS FOR JUDGING WHETHER OR NOT THFE PROJECTED COSTS

OF THE COMIINITY BASED DELIVERY SYSTEM COULD REALISTICALLY
RE ACCOHMODATED BY THE GON BUDGET AND WHAT THE SHIFT IN
BUDGETARY PRIORITIFS WILL BE IN THE IMMEDIATE FUTURE (E.G.,
5 YEARS). IT IS EXPECTED THAT THE NATIONAL PLANNING



/“‘L SECLIuH 0l S CLAL At Hln|'hAﬁLilvl.|1 Hoe g, W” N
.o THE HEALTN SECTOR .,NALYSIS GROUP WILL ALSO F/ IS Ull{ I n, m M i%
~ 0N RESOURCE COMMITMENTS, PRECER FEOLY 1 LN

INE DAEC WAS PARTLCULARLY INTERESTED IN MINISTRY OF nEaLTH  ANNEXTA
BUDGET PROJEGTIONS WHICH WOULD INDICATE A WILLINGNFSS ON

TME PART OF THE GOVFRNMENT TO INVEST SIGNIFICANTLY IN PACE 2
THOSE SERVICES UTILIZED BY THE RURAL POOR. AT THE MARGIN, :
BUDGET INCREASES FCF THE OVERALL HEALTH SECTOR SHOULD N .
IND ICATE GREATER EMPHASIS ON REAGHING THE POOR MAJORITY o YN

THAN ON PROVIDING SERVICES TO GROUPS WHICH HAVE TRADITION=-
ALLY BENEFITED M0ST MEAVILY, E.G., THROUGH THE SOCIAL
SECURITY SYSTEM. FURTHERMORE, THE DAEC WAS INTERESTED

IN ASSURING THAT THE GOVERNMENT HAD THE FINANCIAL
CAPABILITY TO PROVIDE FUNDS NEEDED TO SUSTAIM THE NEW
DEMAND FOR SERVICES EXPECTED TO RESULT FROM THE FXPANDED

HEALTH COVERAGE.
2. PLANNING AND COORDINATION: THE DAEC REVIFWED THE LACK

OF DEMONSTRATED COORDINATION AMONG THE AUTONOMOUS HIEALTH
SECTOR AGENCIES. CONCERN WAS EXPRESSED WITH THE LACK OF
AN ESTABLISHED EFFECTIVE INTER-AGENCY PLANNING AND POLICY
GROUP. THE DAEC CONSIDERED THE APPARENT LACK OF GOVERN-
MENT PLANS TO CREATE A PERMANENT HEALTH SECTOR PLANNING
UNIT. THOUGH IT WAS RECOSNIZED THAT ADMINISTRATIVF

.COORD INATION EXISTS WITHIN THE SECTOR, THE EFFECIIVENESS
OF SUCH COORD INATION WITHOUT TME SUPPORT OF A STRONLJ
PLANNING CAPABILITY WAS QUESTIONFD. IN ADDITION, SUCH.

A PLANNING UNIT MUST HAVE AN INFORMATION SYSTE:# TO
SUPPORT CROSS-AGENCY PLANNING AND TRZSNED PERSONNEL TO
CARRY OUT PLANNING REQUIRED BY THE PROGRAM.THESF CONCERNS
SHOULD BE ADDRESSED AND RESOLVED DURING INTENSIVE REVIEW
AND BE RFEFLECTED IN THE PROJFECT DESIGN. I IS5 UINDER-
STOOD THE HEALTH QRANT WILL ADDRESS THE STRFNSTHENING OF
INTER-AGFENCY AND AGENCY ILANNING AND MANAGEMENT CAPARILI-
TIES. :

3, SUBMISSION OF AID PROJECT: IT WAS EXPECTED THAT A
GRANT/LOAN PP wOULD BE SUBMITTED BY MAY 31 FOR AUTHORIZA-
TION BY JUNE 39 SUBJEGCT TO THE AVAILABCHITY OF FUNDS.

4, NUTRITION: -THE DAEC DISCUSSED ALTERNATE STRATEGIES
FOR ACHIEVING MAXIMUM IMPACT ON THE NUTRITION PROALFMS
IDENTIFIED IN THE HEALTH SECTOR ASSESSMENT. WHILE
RECOGNIZING THE CLOSE RELATIONSHIP BETWEREN NUTRITION
AD WEALTH, THE DAFEG CONCLUDED THAT A NUTRITION LOAN
FPROGRAN SHOULD AWATT FURTHER ANAL YSIH AND PROGRAM
DEVELOPNENT WORK THAT COULD RE INITIATED RY A SEPARATE
AID GRANT PROJECT APPROVED IN MAY FOR OBLIGATION PRIOR
TO JWE 30, 1976. IT UOULD SEEM APEROPRIATE FOR THE
GRANT PROJECT TO BE ORIENTED TOWARDSRKX A) DEVELOPING A
FY ' 77 AID NUTRITION LOAN PROJECT IN TERMS OF STUDIES

AND DESIGN OF NUTRITION PROGRAMS TO BE FUNDED, B)
FORMULATING A NATIONAL FOOD AND NUTRITION POLICY AND
FROGRAM, C) ODTAINING AND REFINING DATA ON NUTRITION
PROBLLENS D) PREPARING THE HUMAN AND INSTITUTIONAL
RFSOURCES TO PLAN ARD CARRY OUT NUTRITION PROORAMS. A
CNUTRITION ASSESSMENT BASFD ON "Go~v/ INCAP STHDY WILL
BE SUSMITTED TOJETHER WITH THE GRANT IN MID-NMAY. '

THE DAEC REQUESTEDY AN EVALUATION OF TITLFE TI PROGRAMS, IN
VIEW OF THE FACT THAT U.S. CONTRIBUTIONS TO THESE PROGRAMS
ARE PHASING OUT IN JUNE. WHICH ASPECT OF THESI PROGRAMS
HAVE PROVED THEMSELLVES TO BFE ESSENTIAL AND VALUABLE

NUTR ITION INTERVENTIONS?  WHAT ARF GON PLANS TQ CONTIMUE
THE MOST VALNADLE OF THFESE FFFORTS? IF EFFECTIVE IN TERMS
OF BEIEFITS AND COSTS IH COMPARISON TO OTHER NUTRDT10N
INTERYENTIONS WE WOULD HOPE THAT THE GON WOULD CONSIDER

FINANCING THEIR CONTINUATION. [IDEALLY, THIS EVALUATION
SHOULD DBE IHCLUDED TN THE ASSESSHENT.  HOWFVER, 1T IS
RECOGNIZED THAT THE MAY SIBMISS5ION DATE AND FUNDING
AVAILARILITIES 1 ONT REQUIRF THAT THIS FVALUATION RE
CAHRIED OUT AS PART OF THL PROPOSED GRANT.

POPILAT ION:  THE DAFRC UNDERSTANDS THE MISSION WILL SUBMIT
A POPULATION PP WIHICH WILL PROVIDE THIE ANALYSIS OF THE
POPULAT ION PROBLEM HOT COYERED IN THE ASSESSHENT. KISSINGER
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ANNEX | C

CERTIFICATION PURSUANT TO SECTION 611(E) OF THE

FOREIGN ASSISTANCE ACT OF 1961, AS AMENDED

| CERTIFY to the Administrator of the Agency for International Development
that, to the best of my knowledge and belief, Nicaragua possesses both the
financial capability and human resources to maintain and utilize effectively the
project to be undertaken pursuant to the terms of the A.l.D. Loan proposed in
this paper. This Loan, between the United States of America and the Government
of Nicaragua, will assist said Government in extending, improving and
integrating health services in its rural areas. |t should be noted that, in
so certifying, provision is being made under the program for extensive
technical assistance for each program component in order to ensure effective
utilization of a development project of this nature and magnitude. | have
also taken into account the maintenance and utilization of projects in Nicaragua
previously financed or assisted by the United States, the capability of the
institutions of Nicaragua, and the activities of other external donors with which
the activities under this Loan are closely interrelated.

May 28, 1976 gﬁ (/ Z<>;
Roberf E

Date 1bertson
Director
A.l.D. Mission to Nicaragua
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A.l.D. Loan NOQ 524-U-032
(AID-DCL/P- )

CAPITAL ASSISTANCE LOAN AUTHORIZATION

Provided from: FAA Section 104 ('"Population
Planning and Health')

NICARAGUA: Rural Health Services

Pursuant to the authority vested in the Administrator, Agency for
International Development, by the Assistance Act of 1961, as amended,
and the delegations of authority issued thereunder, I hereby author=
ize the establishment of a Loan pursuant to Section 104 of said Act,
and in furtherance of the Alliance for Progress, to the Republic of
Nicaragua (''Borrower") of not to exceed five million United States
dollars ($5,000,000) to assist in financing the United States dollar
and local currency costs of Rural Health Services ("Program''), The
Loan shall be subject to tlie following terms and conditions:

I Interest and Terms of Repayment

Borrower shall repay the Loan to the Agency for International
Development ("A.I.D.") within forty (40) years from the date
of first disbursewment under the Loan, including a grace period
of not to exceed ten (10) years. Borrower shall pay to A.I.D.
in United States Dollars on the outstanding balance of the Loan
interest at the rate of two (2%) percent per annum during the
grace period and three percent (3%) per annum thereafter.

I1 Other Terms and Conditions

A. Goods and services (except for ocean shipping) and marine
insurance financed under the Loan shall have their source
and origin in countries which are members of the Central
American Common Market or countries included in Code 941
of the A.I.D. Geographic Code Book. Marine insurance may
be financed under the Loan only if it is obtained on a

Li}
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competitive buss and any claims thereunder are payable in
freely convertible currencies. Ocean shipping financed under
the Loan shall be procured in any country included in Code
941 of the A.l.D. Geographic Code Book, excluding countries
which are members of the Central American Common Market.

United States Dollars utilized under the Loan to finance
Local Currency costs shall be made available pursuant to
procedures satisfactory to A.l.D.

Prior to the issuance of any commitment document, or to

any disbursement under the Loan, Borrower shall furnish in form
and satisfactory to A.l.D., a general time phased implementation
plan, for all program activities.

Prior to the issuance of any commitment document, or to any
disbursement under the Loan for technical assistance services

and commodities for the Rural Community Action Component

One, Borrower shall provide evidence satisfactory to A.l.D.

that PLANSAR has an adequately qualified staff and that sufficient
funds have been budgeted therefor.

Prior to the issuance of any commitment document, or to any
disbursement under the Loan for equipment or materials for
community projects under Component One, Borrower shall pro-
vide a detailed, time-phased implementation plan, satisfactory
to A.L.D, for the first year of operations and a general plan for
subsequent years. This plan shall include inter alia :

i Evidence that Borrower has adequately budgeted for community
project costs.

ii. A regional plan for delivering integrated development resources
and services in the target areas of concentration, including
procedures for coordinating with INVIERNO.

iii A plan for providing rural beneficiaries with technical assist-

ance and field promotion services.

\.\\0/
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lv. Final criteria, including least cost criteria, that will be
employed in selecting and utilizing the technologies for
core environmental sanitation projects ( wells and latrines).

v. Detailed plans for receiving, storing, insuring, and transport=-
ing A.l.D.-financed equipment and materials to the point of
their use in the program.

vi. Final criteria that will utilized in securing community con=-
tributions to these core projects.

Prior to the issuance of any commitment document, or to any
disbursement under the Loan for technical assistance services
and commodities for the Rural Human Resources Component
Two, Borrower shall provide evidence satisfactory to A.l.D.:
that its counterpart contribution to this Component has been
approved and budgeted.

Prior to the issuance of any commitment document, or to any
disbursement under the Loan for school equipment, construction
or engineering services, or scholarships, for Component Two,
norrower shall provide a plan satisfactory to A.1.D. for the
recruitment, training and placement of health workers in the
target rural areas,

Prior to the issuance of any commitment document, or to any
disbursement, or to any disbursement under the Loan for technical
assistance services or commodities, or construction of maintenance
facilities for the Referral System Development Component Three,
Borrower shall provide a plan, satisfactory to A.l.D., for the
maintenance of target rural facilities, including their equipment
and physical structures.

Prior to the issuan e of any commitment document, or to any
disbursement under the Loan for medical equipment or facilities,
Borrower shall provide a plan satisfactory to A.l.D., for the
development and strengthening of referral patterns between
health centers and posts and departmental and regional hospitals.
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J. Borrower shall covenant that:

(1) It will adequately maintain, operate, equip and staff
the new National Health Delivery School.

(2) It will adequately maintain, operate, equip and
staff the Maintenance Subcenters.

K. The Loan shall be subject to such other terms and conditions
as A.l.D. may deem advisable.

Deputy Administrator

Clearances:



ANNEX IE

OFFICIAL TRANSLATION OF GON
LETTER OF APPLICATION FOR LOAN AND GRANT
AND ASSISTANCE

The Honorable

James D. Theberge

U. S. Ambassador to Nicaragua
Managua, D.N.

Dear Mr. Ambassador:

The purpose of this letter is to confirm the discussions held
between representatives of the Government of Nicaragua and the
United States Agency for International Development (A.l.D.) concern-
ing the Nicaraguan Government's proposal for an integrated rural
health program and the need for A.l.D. assistance to support this
program.

As you know, the public health delivery system in Nicaragua
provides |imited coverage of the rural population. The 1975 Nicaraguan
Health Sector Assessment and the related objectives and strategies
developed by our Government show important ways of extending, improv-
ing and integrating health coverage in rural areas. It is the objective
of the GON and in particular the Ministry of Health, as stated in our
Health Plan 1976-1980, to expand as quickly as possible the coverage
of vitai health services to these more isolated areas. Our normal re-
source allocation at this time limits the development of the costly infra-
structure which is vital to the effective operation of an expanded rural
health system. Thus, capital assistance from A.l.D. and other internation-
al development agencies will be necessary to help finance our develop-
ment efforts in the health sector over the next five years, in particular

the efforts of the Ministry of Health and the JNAPS.

Therefore, the Gor ernment of Nicaragua requests an A.l.D.
loan of $5.0 million on the most concessionary terms possible to assist in
the integrated rural health program that has been jointly designed by our
Government and A.l.D. This program will consist of three int errelated
components,

A
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1. Rural Community Action Component

The objective of this component is to help lower the mortality
and morbidity caused by prevalent diseases through the development of |
community health organizations and the carrying out of health improve-
ments projects projects by them. Two classes of activities are contem-
plated for financing.

a. Community-based rural health delivery system: Loan funds
are needed to help establish community health systems, These systems
will begin to develop the human and technical resources necessary to
control the micro-epidemiological problems confronting their communi-
_ties. These activities will build upon the Rural Community Health
Services Grant Project being implemented in Esteli and other limited
but successful programs in rural health delivery.

b. Community Health Improvement Project: Loan funds are
also needed for specific village-level health projects such as the improve-
ment of environmental - sanitary hygiene through the installation of wells
and latrines, immunization campaigns, and A.l.D. assistance will be
instrumental in carrying out these projects. These activities will be carried
out in coordination with INVIERNO in accordance with the Nicaraguan
policy of integrated rural development.

The Government of Nicaragua plans to contribute to this
component an approximate minimum of C$14.0 million in additional
budgetary support over the period 1977-1980. These counterpart funds
will provide or finance all of the contract services needed to carry out
these activities and all operating costs of the new PLANSAR Unit,
health education and promotion activities as well as other necessary
costs. To carry out this component and to provide necessary complement-
ary financing we request that approximately $2.0 million in A.1.D. loan
funds be made available. '
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I". Rural Human Resource Component

The objective of this component is to develop Nicaragua's
institutional capacity to produce trained health sector personnel -
currently in very short supply - qualified and willing to serve in rural
areas. Such personnel include nurses, nurse specialists for the rural
area, laboratory technicians and other para-medical personnel such as
sanitarians, health collaborators, health educators, auxiliary nurses,
and community health leaders. An important aspect of this program will
be the integration of training for selected parteras empiricas and ot her
community-level practitioners in basic medical techniques and preven-
tive and primary health care. The following three activities have been
tentatively programmed for financing under this loan component.

a. Curriculum Development. This activity will include
financing for advisory services and training material (e.g. audio-visual
materials) needed to develop the curriculum for a new national health
delivery school. It will naturally build upon the curriculum currently
in use at the National Nursing School. Moreover, a continuing educa-
tion curriculum will be designed containing refresher courses for in-
service health sector personnel.

b. Natianal Health Develivery School. This activity will
provide a modern, much-needed facility fer the training of health sector
personnel such as those mentioned above. It will be located near Jinotepe,
Carazo.

c. Professional Criteria Development. In this activity, the GON
should develop professional criteria for health sector personnel (e.g. nurse
specialist for the rural area, laboratory technician, etc.) that would insure
that these professionals develop the necessary skills prior to public practice
and maintain those skills at a high level during their professional careers.
These professional criteria should be upheld through a national registry
of licensed professionals. The criteria would be developed by Nicaraguan
committees with the assistance of technical advisors when necessary.
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We request that approximat ely $1.7 million of loan funds be
used for the above component. The Government of Nicaragua will al-
locate at least an approximate C$16.5 million in additional budgetary
support over the period 1977-1980 to provide for the personnel and
operating costs for the National Delivery School (C$10.5 million) along
with the personnel costs for the additional nurses, health educators,
and sanitation and staff workers trained at the School and placed in health
centers, health posts and the rural areas (C$6.5 million).

118 Referral System Component

The objective of this component is fo improve and strengthen
the referral system, particularly for rural hospitals, to better attend to
the major morbidity-mortality problems in rural areas. Four activities
are programmed for financing under this component.

a. The most important for these is the development of a national
maintenance system for medical equipment which will be supervised by the
Junta Nacional de Asistencia Social. This maintenance system is vital
to insure for a high continuing operating capacity in the health sector,
especially for the rural hospitals. This national maintenance system will
have a core teaching and reference facility in Managua, and supporting
shops with trained personnel at every hospital. Support for this system
will be on a prorated basis between the health agencies. As part of this
improved maintenance base, it is important that vital equipment and
instal lation charges be made.

b. Rural Facility Improvement Activity. This activity contem=
plates the development of selected, epidemiologically-based improvements
in rural hospitals of the JNAPS system. Such improvements might include
minor remodeling jobs - such as the addition of a rehidration room fo a
hospital serving an area plagued by enteritis - or re-equipping a hospital
to better respond to general disease patterns in the surrounding communities.
The activity will thus prepare selected hospitals to handle the higher
volume of referrals expected as a result of Component | activities described
above and will be coordinated with the preparation of maintenance
personnel.
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c. Betierment of support services (kitchens, laundry, etc.)
supply and laboratory systems. To facilitate the extended health care
system described in Component | above, the rapacity and effectiveness
of these support systems need to be further developed. Loan-funded
assistance is planned in designing and implementing new support facili-
ties, and human resource development in laboratory-diagnostic services,
statistics, information systems, and management activities.

c. Communications and Transportation. Systems Activity. Loan
funds should be available for improving the system of communications
between rural hospitals and health certers and clinics. Closely related
wiil be efforts to facilitate the timely provision of essential transportation
services between rural health facilities.

Loan funds of approximately $1.3 million should be available
for this component. The Junta Nacional de Asistencia y Prevision Social
(JNAPS) and ten Juntas Locales (JLASs) have agreed to provide counter-
part funding for construction services and all ongoing operating costs in
the amount of C$5.0 million over the period 1977-1980.

The total amount of A.l.D. loan funds requested is thus $5.0
million. This amount is based upon our program collaboration with A.l.D.
The Government of Nicaragua will supply approximately the same amount
in additional counnterpart as explained above. In this regard, to better
implement and integrate the varied but vital activities it is requested
that the loan be extended with a four year disbursement period, which
we estimate as a reasonable time to utilize it.

In addition to the loan, our Government hereby also requests
a donation of approximately $230,000 in accordance with our discussions
with A.l.D. These funds would help implement selected parts of the loan
program as well as assist in evaluation efforts and in the technical assist-
ance needs of our Government's planned consolidation of health sector
agencies into a new health complex. These activities have been fully
discussed with A.1.D.
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We would like to assure the Government of the United
States that all funds that will support project activities will be used
in an economically and technically sound manner. We are now
designing a special implementation mechanism for this project.

We are pleased to inform you that His Excellency
President of the Republic, General Anastasio Somoza Debayle, has
authorized us to present this request, copy of which is being sent
to the President as well as to the Hnorable Minister of Finance,
Genera' Gustavo A. Monti.i.

We ask your kind consideration of this request and:look
forward to working with you and your Mission staff on this important
project.

Sincerely yours,

Adan Cajina
Minister of Public Health

cc: His Excellency
President of the Republic

The Honorable
Minister of Finance

Files
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PROJECT GOALS

ORJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATIONS

IMPORTANT ASSUMPTIONS

SOCIO-ECONOMIC PROGRAM GOAL

To improve the health & status well-being of Nicaraguan's
rural poor,
Sector Goal

To achieve declines in the rates of morbidity and
mortality among the rural poor.

1. A decrease in the incidence/ 1.
prevalence of enteric disease
related health probleams,

2, A decrease in the incidence/
prevalence of communicable disease
related health problems,

3. A decrease in the incidence/
prevalence of accidents related
health problems.

4, Patient & cumulative

2. Records of community
mittee & collaborators,

health com-

3. Morbidity-moratility yearly re-
port of the MOH,

records of

rural health centers,

5. Patient & cumulative

records of

the rural hospitals.

6. Immunjzation records

of indivi-

duals & the MOH showing 80% coverage
of the population,

Pre & post epidemiological surveys That political stability will

provide continuity of program
effort,

That the major disease probiems
wiil not significantly change
in the next 5 years,

That the allocation cf health
Secter resources will parallel
efforts described in the loam &
grant,

That A I,D, support of the
program described will be timely
& consistent,

PROJECT PURPOSE.

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFPICATIONS

IMPORTANT ASSUMPTIONS

LOAN COMPOENT ONE

1) Develop community & MOH capacity to initiate &
support cuommunity hLealth activities which focus on ma jor
morbidity-mertality problems, especially those diseases
amenable to euvirommental sanitation improvements,

LOAN COMPOXENT TWO

2) Improve the human resomrce capacity of the
health sector with emphasis on community health workers,
primary-secondary care in rural health centers, & health
education to achieve improved rural health services,

1,01 Community health strategy
established which identifies
priority health programs.

1,02 Communities receiving benefits
from community health projects.

1,021 Potable water available
to inhabitants of approximately 257
INVIERNO villages,

1,022 Human waste disposal avail
able to approximately 8200 families
(57,400 people)

1,023 Immrnological protection
for approximately 65,000 children,
0%4 yearsof target area population.

1.U24 Priority health improve
ments in approximately 8,200 families
dwellings (57,400 people)

2,01 Approximately 120 communities/year
capable of organizing community health
programs with local personnel providing
basic skills baae/e.g. bealth promoter,

1,001 Community health records con-
taining health programs & strategy
applied,

1.002 MOH records & listings in-
dicating, & communities receiving
them,

1.0021 PLANSAR activity

records,

1,0022 PLANSAR & MOH activity

records,

1.0023 MOR epidemiological
records,

1.0024 PLANSAR activity

records,

2,001 MOH statistics & commu~
nity statistics of health pro
ject leadership,

1.0001 That communities in the
target area represent a generally
homogeneous group of health pro-
blems which reflects national
morbidity-mortality statistics,

1,0002 That communities in the
target area represent a generally
homogeneous group in their desire

to take positive action to al-
leviate major health problems,

as reflected by the positve attitude
of pilot communities.

2,0001 That the human resources

of the target area communities

are sufficient to attend to health
problem definition & resolution
with the adequate technical as-
sistance, as has taken place in
other similar rural communities,



LOAN COMPOMENT THREE

3) To strengthen the health referral system based
upon the improvement of referral patterns between health
facilities, improvement of the basic diagnostic, thera-
peutic & supporting health services & improvement of the
maintenance capability of the rural hospital system,

GRANT COMPOMENT

4) Strengthen the institutional capacities of the
MOH & JNAPS in planning, msanagement, evaluation &
selected technical skills,

2,02 Approximately 30 communities/
year with improved delivery capabj
lities & guidance on MCH-FP basic
services through the impgovement
of skills i{n the local midwife,

2,03 Approximately 30 health cep
ters/year offering full time basic
services in preventive & curative
health services rurough nurse
practitioners,

2,04 Approximately 120 communities/
year (12 communities/educators) rg
ceiving health educational messages
& community health program organi-
zation through health educatews,

2,05 Approximately 15 health
centers/health posts/year offer-
ing {mproved MCH-FP servicrs with
the addition of nurse auxiliiaries
with specialties in MCH-FP,

2,06 Basic knowledge of rural
health sector personnel {mproved
through the initiation of a com-
prehensive continuing education
program,

3.01 Health agencies & units pro-
viding comprehensive health care
especially in the rural areas
through an improved referral system
cf coordinated care,

3.02 Rural health patients especia
ILly in Zones II, IV & V receiv’ng
prompt diagnosis-& therapy ior
basic health problems,

3.03 Increased cperational capa-
city of major equipment in the
rural hospitals,

4,01 All participating widdle
level managers contributing posj
tive program proposals based upon
seminar continuing education ma-
terial,

4.02 Information system providing

the President & high level health
officials with information to make
national resource allocation, de-
ciaions & providing program imple-
menters with information to make

2,002 M.4 statistics & community
health statistics on midwife acti
vities & patient referral data for
MCH-FP problems,

2,003 H,C, reports indicating #
of cases, type of services, etc,
with accompanying staffing pattern.

2.004 Community health statistics
Health Educator Reports,

Surveys of the population bo
measure Program efficacy,

2,005 H.C.'s, H.P.'s reports &
records MSP-FPP recorde & sta-
tistics,

2,006 Health manpower registry
with continuing education re-
quirements of personnel achieved,

3.00]1 Health sector documents & re-
cords which define inter & intra-

institutional responsibilities, e.g.
year MOH, JMAPS, INSS health plans,

3,002 Rural Health guidelines for
referral of patients from H,C.'s
or H.P,'s to Rural or Regional
Hospitals, patient referral
records,

3,003 Haintehance Management
System records,

4,001 Copy of seminar proposals for
program, made by all MOH & JNAPS,
participating middle level Managers,
e.g. "Participant Papers",

4,002 Health system records & re-
8sources allocation in health aector
(national budget),

programs modifications & improvements.

3,0001 That sufficient educa~
tion & motivation of health
sector personnel can take place
to successful define & implement
4 comprehensive rural health
system,

4.0001 That sufficient and high
quality technical assistance can

be obtained & concentrated which
will be effective in assisting

to bring about necessary improve~
ments in health sector capabilitjes,



4.03 Evaluation framework being
utilized to improve the operations
of health sector program particu-
larly in the rural areas,

4,04 Horizontaul drilling techniques
being utilized in peripheral/mar-
ginal communities with appropriate

geological strata,

4,05 Low Cost drilling techniques
being utilized in peripheral/
marginal communities with approprji
ate soil conditions,

4.06 Replicability costs & essen-
tial inputs for the optimum mix-
ture cf Component I activities
determined & prepared for imple-~-
mentation on & national scale,

4,07 Model acute care/emergency
care unit established & utilized
as a training site for expanded
acute care/emergency care person-
nel training,

4,08 Radiological diagnostic ser-
vices being provided on a regular
basis in approximately 15 rural
hospitals & training course avail
able,

4,09 Improved MCH-PP services
being given in approximately 36
health posts & health centers &
nurse auxiliary MCH-FP specialists
being trained each year (Approxima
tely 15/year), S

4,010 Continuing education curxi
culums being implemented by GON
for health sector professionals

& health manpewer utilization
patterns assisting Consejo Nacig
nal de Salud to systemmatically
determine human resource require
ments of the health sector,

4,003 Positive program recommendations
to modify health services (national
budget) .

4,004 Record of horizontal drilling
sites in utilization (PLANSAR-MOH &
community records),

4,005 Record of low cost drilling
sites in utilization (PLANSAR-MOH &
community records) .

4,006 Bvaluation study indicating
cost benefit-effectiveness of Com»
ponent I technical mixtures,

4,007 Records of acute care facility
utilization, patient records, & traip
ing records of students,

4.008 Diagnosis records & reports
originated in the rural hospitals,

4,009 MCH-FP records of MOH by
Health clinic & accompanying
staffing pattern,

4.0010 Evaluation study which re-
commends a general continuing educa
tion model for the health.sector &
optimum utilization mcdel for health
manpower in the rural areas,



PROJECT OUTPUTS OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMFURTANT ASSUMPTIUNS

‘1.1 Commmity Health committees established and ope- °
rat iooal

1.01 Approximately 250 community
health committees established,

1,11 Identification of the community health lea-
ders from educational, agricultural, political, re-
ligious, sociocultural, health, and agroindustrial
activities.

1.12 Education and motivation of the community to
identify snd implement community action to improve
health conditions,

1.13 Organize community assemblies to select com-
munity health committee members.

1.14 Establistment of liason and lines of communi-
cation between MOH and community health committee for
various types of technical assistance,

i.15 Establish financial procedures for contributing
to the {mplementation and msintenance of community health
projects,

1.16 Homination of community personnmel for health
training especially the community health promoter/ col-
laborators,

1.17 Supervision and evaluation of community health
projects with the assistance of community health colla-
borators and health educators,

1.2 Bealth Diagnosis of each community utilizing com-
- wmunity health committee and MOH health educators,

1.02 Approximately 250 community
health diagnosis completed utiliz-
ing micyo -epidemiological g health

1.21 Elaboration of the model of investigation resources methodology

based upon the Rural Health Project wodel in Estelf to
include epidemiological studies health resource
identification and community/personal health practices,

1.22 Education of the compunity health committees in
the implementation of the above diagnostic tools,

1.23 Tabulation and analysis of the data by communi-
ty health committee and health educator.

1.24 Preparation of health strategy and priority
health projects by community health committee,

1.3 Development of community health education program
in support of health strategy and community health
projects by community health cosmittee, collabora«
tor and health educators,

1,03 Approximately 20 health edu-
catiors working full time in the
target community health activities
and delivering health educator
messages.

1.31 Identification of target groups, priority health
problems and current health practices in need of health
educational efforts,

1.32 Establistment of health education asctivities
directed at individual community, primary-secondary
school, and through mass medis components, especially
radio schools modelled after the commmity health grant,

1.33 Development of educational audio-visual aides

1,001 Records of comaunity “health’

compintes mectings,

*1.0001 That the pianned 1nputs
and financial resources will be
sufficient to achieve the ex-

peuted project outputs,

1.002. individual community analysis !.0U02 That the nlanned inputs

health problems and compiled com-

ounity statistics at MOH,

1,003 MOH scaffing records and.
MOH community records on health
education activities,

and financ:ia! resources wili
be sufficient to acnieve the
expected project oulputs,

1.00C3 That =tve plan ec tnpats
and financial rescurces wiii be
sufficient to achieve tne ex-
pected projcct outputs,



to include manuals of operatioms tor equipment to be
installed in commumity health projects.

1.34 Establishment of specialized health educatiop-
8l material to support health projects of the comsmmi-
ties to include radiopbeunic schools,

1.4 Develop of a support system by the MOH to assist 1.04 Full operational capacity of
commun{ty health activit{es asd to provide adeaquate PLANSAR IRational Envirommental
technieal sad physical resources for community health Health Plan) and augmented capaci-
project implementatiom. ty of Department of Health Education
and other support services with
1.41 Establistment of a corps of health educators appropriste  budget (see Compo-
(approximately 25 health educators for this project) ,nent for details)

responsible for atimulating educating and supporting
the commmity in the developmesnt of appropriate health
projacts,

1.42 Xstablistmeat of a corps of “om call™ techai-~
cal assistance te assist with techaical composeats of
health projects,

1.43 Integration of the activities of the cowmmi-
ty health committees into the planuing, implementing,
evaluation & budgetary process of the MOW through the
Conse jo Técnico (Lnitial coordinatirg offices for the
Health Committees will be Plansar and the Health Edu-~
cation Nffice)

1.44 Reinforcement of the activities of the fnter-
disciplinary Natfomal Health Committee to sapport the
activities of the community health committees to inclu=-
de an improved fnput from the MOH, INVIERNO,

1.45 Establishment of a system of technical super-
vision through the development of a conswlramt pool
of qualified GON personnel such as engineers, physi-
cisns, nutritionists, nurses, educators to support
comsunity health projects and development of appropria~
te technical assistance either "om call” or packaged
to assist community health committees implement communi-
ty health projects,

1 1,451 Development of a list of "on call”™ GOW con~-
sultants and employmsnt mechaniss to assist with the
development of community health project in need of tech -
nical assistance.

1.452 Develppmeat of a set of "“prepackage " inter—
vention based on prevalent morbidity mortality patteras
in the rural areas,

1.4521 Development of appropriate "prepackage '*
technical assistance for improving the commmity organi-
zational capacity to support community bealth projects
(Estelf Rural Health Model) .

1,45222 Pzoject Implementation "prepsckage * for
potable water vith gravity feed water distribution system
to iaclude comstructiom, utilizatiom, edwcatieom, amd
saintensce msethod,

1,45223 Project implementation "prepackage " for waste
disposal & latrine imstallaciom.

1.45224 Project implementation "prepackags " for basic
home improvemssts to imclude sewage disposal floor and roof,

1,45225 Project implementatiom “prepackage .” for com=
ity lasadry areas, vash areas, and anime)l watering areas.

1,004 MOH staffing records & con-
"sultant reports, per diem slips. '

1,0004 That the planned Ainputs
and financial resources will be

sufficient to achieve the ex-
pected project outputs.




L

1.4523 Development of appropriate “prepackage "
technical assistance for preventive immunization programs.

1.45231 Project implementation ‘‘prepackage " for
mass vaccinations programs.

1.45232 Project implementation "prepackage " for
yearly vaccinations through community hecalth committees,

1.452% Development of appropriate "prepackage "
for construction of a health post,

1,45241 Project implementation "prepackage " for
equiping a health post,

1.4525 Development of appropriate ''prepackage "
preventive hzalth education- programs,.

1,45251 Community/individual & envirommental
sanitation,

1.45252 Cemmunity/individual & communitable
diseases,

1.45253 Community/individual & malaria,

1.45254 Community/individual & accidents.
.1.45255 Community/individual & family planning.

1.45256 Community/individual & MCH,
1.45257 Community/individual & care for the aged,

1.46 Establish a system of evaluation on the utilization
of health projé¢cts & the activities of the community health

committees through health educators and other MOR/GON personn-

nel with community health responsibilities.



2.1 Cosmunity health promoters trained and participating
in fwproving the health status of the communities.

2,11 Community health promoter selected by the com-
munity to attend 2 month course of training by community
health committee,

2,12 Refinement of curriculum for teaching comsunity
health promoters wvhich stresses commsmity development,
preventive health methodologies, and basic first aid,

2,13 Coordination of health promoters activities
with GO¥ development programs and WOH health programs.

2.14 Participation of 1 1lth premoters in regular re-.
glonal evaluution semimara of comsmmity health lctivituc,
and continuing educatima prograss,

2,2 Co-unlty parteras ‘traived thtou.h NEDS sytte- and
° delivering improved cosmunity health care.

2,21 Midwives melected for additional specialized
training from those midwives who show exceeding pro-
mise in rural training classes offered by Family Plan-
ning. program, ]

2,22 Partera occap icl key mle u; deliveries in
rural areas in coordioation with nurse aux, and in re-
ferral of complicated deliveries to.rural health center
or hospital.

2.23 Parteras deuveri.n,g family zlanning services
to include oral, condom,and foam coatraceptives,

2,24 Parteras delivering basic MCH services in ab-
sence of oupporting services of health post and health
center nurse auxiliary,

2,25 Refinement of curriculum fot continuing educa-
tion of parteras and eveluation of activities,

2.3 Nurse practitioners trained and providing basic
preventdve and.curative care: through health ..,
centers, . .

2.31 Recruitment and selection of mureing candi-
dates to receive training as surse practitioners.

2,32 Refinement of curriculum which emphasizes
basic curative and preventive medicine to include
disgnostic and therlpe\ltlc medical-paramedical
skills,

2.33 Mursee prlcl:ittonen occupying the key role
for continuity of care in the health centers,

2,34 Refinement of the contu-l.u education pro-
gram & curriculum

2.4 Bealth educators trained sad providing the basic

emphasis & motivation for the development of the
commmnity support for health projecta.

2,01 Approximately 120 health promo- 2.001 Graduated diplomas promoter .

serslyear graduated or scheduled to teacher reports involved health
attend promoter course after assist-~ agency reports,

ing with community health projects

and cooperating with MOH or other

GON agencies,

2 ,02 Approximately 30 cosmunity par- ‘2,002 Parteras diplomas MOH or
teras/year gradusted from training
course and coordinating activities
with MOH or other GON health uaits,

2,03 Approximately 30 nurse practi- .
tioners/year. graduated from NHDS and.
assisting to develop compunity health
projects,

2,04 Approximately 10 health educa-
tors/year gradusted from NKDS and
assisting to develop community health
projects,

2.004 Graduates diplomas

“other GON units involved, diplomas,

--2,0001 That the planned inputs

& financial resources will be
sufficient to achieve the ex-
pected project outputs,

2,0002 That the planned inputs
& financial resources will be
sufficient to achieve the ex-
pected project outputs,

2 003 Graduates diplomas NHDS reports 2,0003 That the planned inputs

& financial resources will be
sufficient to achieve the ex-
pected project outputs,

2,0004 That the planned inputs
& financial resources wil! be
sufficient to achieve the ex-
pected project outputs



2,41 Recruitmeat & Selectiom of health educator can
didates to receive trainiag who will predominantly work in
rural areas health development

2,42 Refinement of curriculum which stresses communi-
ty development, cosmwaity bealth amalysis & micro-studies
"prepackaged™ health programs, amd preventive curative
health activities,

2.43 Bealth educators occapying the key role in com-
munities motivation to recogaize & act vpon health pro-
blems,

2,44 Bealth educators occupying the key link in the
relationship of the commemity with the MOH through the.
nearest bealth ifmstitutiom,

2,45 Refimement of the curriculum for the health educa-
tors contimming educstios program.

2.5 Wurse suxiliaries with special skills in maternal child
health trained and deliverinmg services in rural health
centers and health posts,

2.5]1 N_A. selected to receive traiming with emphasis
on candidates oriented tossrds receiving in the rural
areas,

2.52 Refinement of curriculum which stresses basic
maternal child health and family planning methods.

2,53 Burse auxilisriea occupying key roles in asssist-
ing with the flow of MCE-FP patients in health centers
aod being key health csre specialists in rural health posts,

2,54 Refinement of comtimming education prograa for
nurse auxiliaries,

"2.05 Approximately 15 nurse suxiliar 2:005 Graduates diplomas NHDS

ries year graduated from NHDS and
assisting to deliver MCH-FP services,

reports,

-2,0005 That the planned inputs

and financial resources will be
sufficient to schieve the ex-
pected project outputs,



3.1 Improved referral system between hospitals, bealth 3.01 Patients referred to a higher 3.001 Patient care records; referral 3,0001 That the planned inputs

centers & communities through the establishment of level of health care receive prompt records of health units, & financial resources will be
coordination & definitve guide lines for responsi- service & effective diagnostic & sufficient to achieve the ex-
bilities & activities in the health system, therapeutic care, & lover level ser pected project outputs,

vice receives timely notice of the
disposition of the patient,
"3.11 Establisbment, levels of Health Care & appro- 3.011 Conse jo Nacional de Salud 3.00111 Official proceedings of the
priate activities/instituttons, officially refines, institutiona- Consejo Macional de Salud,
lizes, & adopts a methodology to 3,00112 Administrative manusls of
regularly modify the responsibi- health sector agencies,
lities of the referral system of
health as initially designed by
the Junta Kacional de Sald,
3.111 Level I, activities established for com-
wmunity extemsion representing strong preveative
activities & basic curative activities.

3.112 Level II, activities established for com-
sunity health post & bealth center representing a
balance of stroag curative & preventive care activities,

3.113 Level 111, activities cstablished for rural
departmental hospital representisg stromg curative care
activities & preventive activitiea withia the appropri-
ate city & in support of heslth centers,

3.114 Level 1V, activities established for regio-
oal hospitals representing strong curative care acti-
vities & preventive activities for the city caly with-
in supporting.

3.115 Level V, activities established for mational

reference centers with strong curative oriemtztion &
preventive activities limited to patient related health

problems,

3.12 Establishment of personnel assigmment & personnel 3.012 Conse jo KRacional de Salud 3.00121 offical proceeding of the 3.0002 That the planned inputs

responsibilities, officially refines, institutio- Conse jo Nacional de Salud, & financial resources will be
nalizes, & adopts a methodology sufficient to achieve the ex-
to regularly modify the staffing 3.00122 Staffing patterns of health pected project outputs,
patterns of the referral system Sector agencies,

of health as {nitially designed
by the Junta Nacional de Salud,

3.121 Level I, personnel responaiblities
established for community interac _tiom for health
projects through community volunteer persomnel
(community health cosmittee, commumity beailth pro-
moters) SMEM volunteer worker, aidwife, & primarily
MOH health educators with assistance from techmical
consultant pool,

3.122 Level 11, personnel responsibilities
established for community interactiom for specific
preventive & curstive care through health posts
(nurse auxilisry) & health centers (mmrse practitio-
oers, nurse auxiliary, laboratory techmicisa & apprg
priate mix of other persomnel such as saaitary engi-
oeers, SNEM workers, radiology techmicisms, deatal _: .
technicians & physicians depending om A, B, C, D clag
sificatton of centers & the patiemt load of the center)

3.123 Level III, persomnel ~ reapomsibilities
established for health center, commmm ity imteraction
vith the departmental hospital (typical staffing pat-
tern for basic services of emergcncy care, obstetrics
gynecology, pediatric, general medicine, surgery,
peychiatric & maintamasce).



3.2

3.3

3.124 Level IV, persommel ‘responsibilities
established for commmnity departmental bospital &
health ceaters imteractiag with regional bospitsl
stsff (some ss departmental staff but more specia]
ities) e.g. thoracic sergery,

3.125 Level V, same as above but more special
izations,

3.13 Estsblistment of admimistrative, mairtenance
& budgetary guidelines, to insure balanced system
& effective coordimatios mechanisms,

3.14 Establistment of tzainimg programs guidelines
to maintain necessary skill levels,

3.15 Estsblistmast of necessary physical & equip-
sent base guidelimes to waintain sufficient opera
tional capacity,

Equipment, facilities & health service priority
improvements made om the basis of health facility
analysis, :

3.21 Prioritization made on the basis of area health

problems,

3.22 Prioritization made om the basis of quality of
heslth services being delivered.

3.23 Prioritization made on the basis of human/finap

cial/economic capacity of area to deliver quality
health services,

3.24 Others,

Iustitution of maintenance mansgement systeam for the

health services,

3.31 Maintenance mamagement administrative system,
3.311 Equipment located & classified,

3.312 On-going operatiomal status of ejuipment
followed,

3.313 Disfumctiomal equipment rapidly identified

& repair parts made readily available.

3,314 Planning for equipmest, renovations & new

facilities on om-goimg basis.

3.315 Resources jwstificatios & bedgetary on
regular bagis,

3,013 Consejo Nacional de Salud
officially revisews & recommend
adjustments of budgetary alloca
tions of heslth gzector sgencies,
3,014 Consejo Nacional de Salud
officially refines, institutjo-
nalizes & adopts 8 methodology
to regulate type, quantity &

.quality of pre sexvice,-

3.015 Conse jo_Nacional de Salud
officially refines, institutio-
oalizes & adojis a methodology
to regulsrly modify the construg
tion & equipment purchases of the

_health sector,

3,02 Rural hospital in Region II,
IV & V receive equipment & altera
tions primarily for emergency
services, radivlogical services,
sterilizstion services, kitchen-
nutritional services, laundry.
sterilization services,

("See Component 1I for details)

3,03 Maintenance activities being
sponsored by all rural hospitals
in Zones 1I, IV & V,

3.0311 Maintenance activities at
the rural hospitsls being conduct
ed & supervised in a systematic
faghion at the local levd .
3,0312 Maintenance sctivities at
the locsl level being,monitored
at the centeal level & assistance
provided when indicated.

3.00131 0fficial proceedings of the
Conse jo Racional de Salud & National
Flanning Countil,

3.00132 Budget allocations for each
health agenciks,

3.00141 Official proceedings of the
Conse jo Nacional de Salud,'

3.00142 Curriculum & throughput of
students at Rational health train-
ing schools, ° -

3.0015 Construction records of health
agencies,

3.0003 That the planned inputs
& financial resources will be
sufficient to achieve the ex-
pected project outputs,

3,0005 That the planned inputs
& financial resources will be

. sufficient to achieve the ex-

3'.002 Equ!.pue'n't index of hospitals
Maintenance index of equipment,

3,003 Health facility & health
sector budgets for maintenance
activities,

3.00311 Local Maintenance system
records; operational time of equip-
went,

3.00312 Central maintenance re-
cords/Central maintenance consulg
ant assistance to rural hospitals,

pected project outputs.

3.0002 That the planned inputs
& financial resources will be
sufficient to achieve the ex-
pected project outputs.

3.0003 That the planned inputs
& financial resources will be
sufficient to achieve the ex-
pected project outputs,



3.32 Maintenance training program instituted, 3.032 Qualified maintenance per- 3.0032 Hospital staffing patterns
. . sonnel trained & delivering qualji records of equipment repair,

3.321 Selection of candidates fer trainiag ty serviges.
with emphasis on current technical skills needed,
3.322 Refinement of curriculum which through
& series of selection mechsnisms produces mainte~
nauce persomnel im proportion to needs of the system
& the demonstrated learning skills of the students.

3.322]1 General Physical facilities traig
ing curriculum,
3.3222 Specialized facilities curriculum,
3.12221 Electrical circuiting,
3.12222 Plumbing.
3.3223 Laumdry facilities curriculum,
3.3224 Kitchea facilities curriculum,
3.3225 Refrigerator & air conditioning
curriculum,
3.3226 Boilers & steam equipment curriculum,
3.3227 Emergency power equipment curriculus,
3.3228 Elevator equipment curriculum,
3.3229 Radiological equipment curriculum,
3.32291 Electromedical equipment cur,

3.323 Maintensace personnel occupying key support roles
in operational capacity of esch rural departmental hos-
pital & for repair of referred equipment.

3.323 Continued education program for maintenance per-
sonnel in operation.

3.33 Px- ventive maintenance progrsm established for r *3.033 Preventive maintenance being

priority equipment within the health sector, performed on & regular basis for all
priority equipment within the health
sector,

3.331 Operating manunal with maintenance ins-
tructions & spare parts cataloguing.

3.332 Scheduling of preventive maintenance for
all equipment & asdigniag equipment responsibilities
to all chief operators,

3.333 Maintenance mint-curriculums in all health
teaching facilities to teach preventive maintenance
to all operators of health equipment,

3.334 Malfunctions identified on regular prevent
ive maintenance checks initiates repair services gystem,

3.34 Protocol for repsirs established, 3.034 Repairs of equipment being car-
ried out in a timely fashion & being
reported to Central Administration.

3.341 Repair requests processed & maintenance .
responaibility assigned to the lowest level possible,
3.342 Repair costs & spare parte billed to-ap-~
propriate agency,
3.343 Spare parts warehowsing established based
upon life expecting & number of equipment items in
the system,

3.35 Equipment & facilities repair & replacesent plagp 3.035 Instsllation of loan purchased
®ed with maiatensnce management information & skill equipment under the supervision of

ioputs, maintenance personnel,

3.351 Maintenance system assessment of facili-
ties & equipment ot determine status of equipment,

3.0033 Preventive maintenance
cardsjoperational time of equip
aent,

3.0034 Records of equipment
repairs, Records of spare
parts purchasing,

3,0035 Equipment installation
recurds Field observation.



4.2

3.352 Prioritization of equipment & repairs needed
to meet basic operational criteria determined by JEAPS
and MOH,

3.353 Utilization of local saintepmance personnel
for component and family alterationm,

3.354 Ordering and scheduling of vital repairs &
equipment purchase scheduled.

3.36 Library/reference system established at central
support level,

3.361 Development & cataloguing of repair manuals
for priority equipment,

3.362 Development & cataloguing of appropriate
reference material/bibliography for support of main-
tenance programs & traiaing activities,

Training of middle level sanagers & development of a
continuing education model for middle level managers,

4.11 Refinement of priority areas for administrative
skill development.

4_12 Refinement of appropriate curriculum for develop
ing management skills,

4.121 Seminar 1 - 2 weeks Epidemilogy & Bealth
Systems Analysis,

4,122 Seminar II - 2 weeks Basic Bealth Adminis-
tration I & Realth Plsnoning,

4,123 Seminar III - 2 weeks Advanced Health Adm)
nistration & Rural Health services.

4.124 Case Studies of on-going health programs,
4.13 "Participant Paper” development between seminars
(approximately 3 months each between I, II, & III)
groups which highlight positive development of health

.programs in aress stresaed during the seminars,

4,14 Publishing of seminar procedures which takes the
best "Participant Papers" or parts of papers to high-
light positive innovative approaches to comprehensive
bealth care,

4_15 Development eof methodclogy out of seminar process
to establish on-going continuing education program for
health sector sapagers,

Design & implementstion of an integrated information
aystem vhich provides decision makers, planners &
deliverers of health care basic epidemiological & sup
port service data on s timely basia,

4.2]1 Isprovement in the capacity & effectiveness of
the information system for the health sector,

4,211 Refinement of the focus of atatisticil
coverage & types of atatistical data necessary for
appropriate decission/resource allocation levels &
for appropriate modification of on-going programs.

4.212 Refinement of orgsnization of data col-
lection & analysis sy.tem,

3.036 Library/reference system 3.0036 Bibliography cards
utilized by all saintenance per- Book lending eards,
sonnel & other health sector inm-

dividuals,

4.01 Approximately 80% of all lo.OOi Semipar ;n:tendlnce

health sector middle level. managers Participant papers

participating in.the msnagsmeat
improvement seminars,

4.02 Consejo Macional de Salud 4,0021 Proceeding of the Conse jo

officislly refines, inscitutio- Nacional de Salud,
nalizes & adopts a methodology

system, systew.

4,0022 Operational manual for
to modify the health information combined health sector information

4.0001 That the planned inputs
& financial resoures will be
sufficient to aclieve the ex-
pected project oucputs.



4,213 Refinement of types & format of data inputs
from various health levels.

4,214 Refinement of appropriate software & hard-
ware needs for timely processing of information.

4.215 Refinement of methodolegy far disseminating
health statistical information to decisgion makers &
deliverers of health care,

4.216 Development of seminars for instiuctions om
new methodologies for data collection utilization pro-
cessing.

Evaluation framework/methodology established for applj
cation to the comprehensive health care program of the
health sector.

4.31 Improved evaluation capability to determine
most beneficial program components for replication
on national level.

4,311 Aaplification of the evaluation unit in
the MOH, JNAPS, & INSS to include faculty of new
NHDS, Mational Medical School & other GON health
agencies,

4.312 Improved methodology & skills in the
design, implementation, & data analysis for evalua-
tion in the following areas,

4,3121 Determination of causal epidemio-

- logical relationships in selected programs.

4.4

4.3122 Determination if contraints identi
£y for program designs were appropriate.

4.3123 Determination if program planning
properly defined problems & selected solutions,

4.3124 Determination if technology employed
in programs was correct & fully utilized,

4.3125 Determination if resowrces allocated
in programs was sufficient for plan/goals,

4.3126 Determination if efficiency methods
utilized fewest resources to achieve desired results,

4.3127 Determination 1f effectivcness of
program led to maximus goal attainments,

4.3128 Determination if attitude modifica-
tion as 2 result of the programs were sufficient,
4.321 Publication of positive, "success stories" of
Program outputs & celculation of cost for successful
sethodologies to be replicated on a national scale,
especially for rural health programs.

4.33 Integration of recommendations into planning &
budgeting process,

Horizontal drilling techniques developed for utiliza
tion by PLANSAR,

4.4]1 Methodology developed for finding dyked water
supplies,

4,03 Consejo Nacional de Salud of- 4,0031 Proceedings of the Consejo
ficially -efines, institutionalizes Nacional de Salud,

& adopts a methodology to modify 4,0032 Operational guidelines for
the evaluation framework for health gealth sector evaluation system,
sector activities & piograms. -

4.04 Approximately 12-15 horizomtal
‘sells drilled, capped & ready for prg
duction at termination of feasibility
study.

4,041 Potential sites for horizontal

drilling identified, flagged & marked
on maps,

4.004 Site visits
Records of PLANSAR

4,0041 Maps of PLANSAR locat
ing potential horizontral dri}l
ling sites,

4,0004 That the planned inputs
and financial resources will be
sufficient to achieve the ex~
pected project outputs,



4.6

%4.42 Methodology for training crew members established 4,042 Approximately 4 drilling crew 4,0042 PLANSAR Staffing records

4.43 Methodology for drilling & capping developed.

4,44 Equipment needs for drilling determined,

Low cost drilling techniques developed & area utilj
zation studies performed,

4.51 Methodology developed for identification of
favorable 5.i1 conditions & water table for low cost
drilling conditious.

4.52 Kethodologies developed for training village
health workers to utilize low cost driliing methods
especially "slugger”, hand dug methods, & jetting
methods,

4.53 Equipment needs for low cost drilling techni-
ques determiped.

Evaluation studies on replicability of Component
I activities,

4.61 Program acceptance activities evaluated.

4,611
influences
4,612

Tdentification of important sociocultural
on program acceptance,
Identification of major program strategies
to improve program acceptance,

4,613 Identification of the important resources
needed to {mplement program strategies.

4.614 Development of program acceptance evalua-
tion skills of the MOH,

4.62 Disease Incidence/prevalence activities evaluatad 4 062

4.62]1 Determination of the prevalence/incidence
of enteric pathogenic organisms affecting the rural
populations,

4.622 1dentification of the wajor program stra-
tegies & technical systems most effective in reducing
enteric pathogens/diseases.

4.623 Development of epidemiological evaluation
skills of the health sector,

Development of emergency care services & training pro
gram,

4.71 Development of a nucleus of emergency care/in-
teasive care nurses & gupport personnel through
interaationsal training & technical sssistance,

members of PLANSAR trained & pre-
pared to instruct others,

4,043 Manual for horizontal dril-
ling completed,

4,044 Two drilling rigs with ap-
propriate spare parts available
for.work,

4,05 Approximately 10~15 low cost
wells drilled and utilized as water
sources & examples of successful
application,

4,051 Potential areas for low cost
drilling techniques identified &
marked on maps,

4,052 Approxinnteiy 8;10 sanitary
engineers & educators trained in
low cost drilling teclmniques,

4,053 Low cost drillimg equipment
available through PLANSAR or tech-
nical assistance availablé to ins
truct personnel on constructions
of drilling equipment,

4,06 Evaluation study published,

4,061 Program acceptance study &
-backup data published.

Disease prevalence/incidence
study & backup data published,

4,07 Approximately 6 emergency
care specialists trained & regular
training of emergency care specia)
ists programmed.

Records of training.

4.0043 MOH library reference
file PLANSAR archives,
4,0044 Site visits

Equipment transfer records,

4,005 Site visits
Records of PLANSAR
Records of Sanitary Engineers
Records of Health Educators

4,0051 Maps of PLANSAR & MOH
Manuals for installations

4,0052 Ttéinlng records of MOH

4,0053 Technical -assistance records
of MOR for community health projects,

4,006 MOH archieves,

4,0061 MOH archieves

MOH library
Subsequent health education budget
ing.

4,0062 MOH archives

MOH 1ibrary
Subsequent environmental sanitation
budgeting.

4,007 Training records of JNAPS
Training certificates of specialists

4.0005 That the planned inputs
& financial resources will be

sufficient to achieve the ex-

pected project outputs,

4.,0006 That the planned inputs
& financial resources will be
sufficient to achieve the ex-
pected project outputs,

4.,0007 That the planned inputs
& financial resources will be
sufficient to achieve the ex-
pected project outputs,



4.8

<.’ Emergency -are/intensive cas: training course

establiished with capsbility of rrsining approximately

12 nurses/year.

4_72) Teaching scaff & physicians identified &
trained
4.722 Curriculum developed & institutionalized,

4,723 Participsncs selected according to demons

trated intellectual abilities & trained at interna-
tional training site (Gorgas Hospital),

4,724 Graduates placed in appropriate emergency
care/intensive care services,

4,73 Continuing education program established & ins-
titutionalized,

Development of a radiological technician diagnostic
course,

4,81 Course curriculum established on basis of HEW
(BS 0057) successful experimentation grant,

4,82 Radiclogical diagnostic technicians trained in
feasibility study,

4,83 Continuing education course for radiological
technicians established,

Development of improved MCH-I’P human resources for
health sector programs,

4.91 Development of improved MCH-FP curriculums for
health sector trainimg courses,

4,911 Refinement of MCH-FP services to be
performed at each level of health care.

4,912 Refinement of MCH-FP activities to be
performed by health workers,

4.913 Refinement of MCH-FP curriculums,

&.914 Development of audiovisual, special ins-
truction base,

4,92 Developmeat of nurse auxiliary specialist in
MCH-FP for rural health centers/health posts,

4.92]1 Development of training program for the

nurse auxiliary with specialization in MCH-FP,

4.9211 Refinement of curriculum wmodelled
from Costa Rica & Barbor General Hospital training
program,

4,9212 Faculty assigoment & development
from family trained (Harbor Hospital) personnel.

4,9213 Trained nurse auxiliaries occupy-
ing key positions in health center/hcalth post de-
livery of health care,

4,9214 Continuing education program esta-
blished,

4,922 staffing patterns for MCH-FP specialists
established based upon work capscity determined
during grant,

4,08 Approximately 15 radiological
diagnostic techaicians trained &
regular training of diagnostic
technicians programmed, -

4,03 Increased. number of trained
HCH-FP specialists ¢ increased
capability througout health sector
to deliver MCH-FP services.

4,091 MCH-FP cturriculum improve-
zents for NHDS, National Medical
Sthool, MOH, JNAPS & INSS train-
ing courses instituted,

4,092 Approxiiltely 36 nurse aux,

‘trained & being utilized in health

posts/health centers.

4,993 Training curriculum refined
for nurse auxiliary specialist in
MCH-FP & approximately 15 special+
ist in MCH-FP graduated each yesr,

4,008 Training records of JNAPS 64,0008 That the planned inputs

Training certificates of technicians, & financial resources will be

: sufficient to achieve the ex-
pected project outputs,

4,009 Health sector training records, 4.0009 That the planned inputs

Health sector statistics on MCH-FP & financial resources will be

services, sufficlent to achieve the ex-
pected project outputs,

4,0091 Training curriculums of NHDS,
National Medidal School, MOH, JNAPS
& INSS training courses,

4,0092 Training records of MOH
Training certificates of specialists,

4.0093 Traininy curriculum instj
tuted in KHDS. Training certifi-
cates of nurse aux, specialist,



4.10 Improved utilization of health sector human
resources,

4.101 Development of continuing education
curriculums for health professionals,

4.1011 Determination of health task res-
ponsibility (see 4,102).

4.1012 Determination of curriculums to
lmprove health service task execution,

4.1013 Determination of methodology/in-
centives to encourage continuing education partici-
pation,

4,1014 Determination of curricula, special
training courses, special lectures, spectal publica-
tions necessary to support continuing education
prograns,

4,102 Development of sytemmatic health manpover
utilization patterns.

4.1021 Refinement of epidemiological &
health service indicators which identify shifts in
@manpower requirements,

4.1022 Refinement of methodologtes for
assignment of professional responsibility for health
service task performance,

4.1023 Refinement of methodologies for
developing professionals curriculums & continuing
education curriculums from assigned health service
task,

being trained/year.

4,010 Health service responsibi-
lities systematically assigned &
health service skills systemati-
cally improved,

4.0101 Continuing education courses

designed & feasibility studies
executed,

4.,0102 Conse yo Nacional de Salud.
refines, institutionalizes & .
adopts systemmatic methodology to
determine health manpower require
ments,

4,00 Health sector Job descriptions 4.00010 That the planned inputs

Heei' "' gector pre-service training
records,

Health sector continuing education
records,

4.,00101 Evaluation reports of fea-
sibility studiea by MOH,

4.00102 Proceedings of Consejo Bacio

nal de Sabkud,

Magual of Health manpower analysis,

& financial resources will be
sufficient to achieve the ex-
pected project outputs,

INPUTS

OBJECTIVELY VERIFIABLE INDICATORS

1,0 Component 1
Finances
AL,D,
GON
(See cescription & budget for details)
2.0 Component II
Finances
A I.D,
GON
3.0 Component III
Finances
AL1.D,
con
(See description & budget for details)
4.0 Grant Component
Finances

1,00

2.0 million
1.9 million

(See description & budget for details)

2,00

1.7 million
2,35 sillion
3.00

1.3 mfillion
.715 million

(See description & budget for details)

4,00



A,1.D,
GON

.960 million

.612 million

(See description & budget for details) (See description & budget “or details)
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ANNEX It =D

SUPPORTING MATERIALS FOR GRANT COMPONENT

This Annex contains the following sub=annexes which support the described

aspects of the grant Component:

Sub=annex

]

Description

Illustrative course content = Management Development
Training Course

Letter regarding feasibility of horizontal drilling
Attitude - mode!
Testing for enteric diseases

Budgets Timetables for Program Acceptance and
Disease Prevalence Surveys

Budgets /Timetables for Technical Skills Development
Element

Program for Social Statistics Survey, including Health
Statistics

Curriculum for Radiological Diagnostic Technician

Grant Component Implementation Bar Chart
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5. Budgets/Timetables for Program Acceptance and Disease Prevalence Surveys

Input Budgets

Program Acceptance Evaluation

Technical Assistance: AID GON
Medica! Sociologist (12 pm over 3 years) | $ 60,000
Technical Assistance GON (36 pm over 3 years), $72, 000
Six round trips, U.S. = Managua 3, 000
Survey Costs for Attitude Survey (Basic Data for
Prevalence/Incidence of Disease).
Permanent Personne! - Local (1/2 time x 36 months)

Director of Investigations ($600/month x 18 months) $ 10,800

Health Associate Director ($400/month x 18 months) 7,200

Social Associate Director ($400/month x 18 months) 7,200

Secretary ($250/month x 36 months) 9, 000
Temporary Personnel (1 hr, ea, interview)
Supervisor of interviews ($400/month x 18 months) $ 7,200
Group Supervisors (10 ea, x 120 hrs, x $2,50/hr x 3 surveys) 9, 000
Interviewers (40 ea., x 80 hrs. x $2/hr. x 3 surveys) 14, 400
Coders (15 in/sheet) (10 ea. x 400 hrs. x $1.50/hr, x

3 surveys) 18,000

Transportation of Personne! $ 9,000
Contracted Services
Perforators of IBC cards (3D, 000 cards at $100/thousand) $ 3,000
Tables and Correlations (processing) 6, 000
Office Soace ($6, 000/year at 3 years) 18,000
Supplies (Paper, printing, etc). 5, 000
Misce!laneous 5,200 4, 000
Total $174,000  $94,000

A7
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ANNEX IIl =D

SUPPORTING MATERIALS FOR GRANT COMPONENT

This Annex contains the following sub-annexes which support the described

aspects of the grant Component:

Sub=annex

]

Description

Hlustrative course content - Management Development
Training Course

Letter regarding feasibility of horizontal drilling
Attitude - model
Testing for enteric diseases

Budgets Timetables for Program Acceptance and
Disease Prevalence Surveys

Budgets /Timetables for Technical Skills Development
Element

Program for Social Statistics Survey, including Health
Statistics

Curriculum for Radiological Diagnostic Technician

Grant Component Implementation Bar Chart
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5. Budgets/Timetables for Program Acceptance and Disease Prevalence Surveys

Input Budgets

Program Acceptance Evaluation

Technical Assistance: | AID GON
Medical Sociologist (12 pm over 3 years) $ 60, 000
Technical Assistance GON (36 pm over 3 years) ‘ $72, 000
Six round trips, U.S. = Managua 3, 000
Survey Costs for Attitude Survey (Basic Data for
Prevalerce/Incidence 5t Disease),
Permanent Personne! - Local (1/2 time x 36 months)

Director of Investigations ($600/month x 18 months) $ 10,800

Health Associate Director ($400/month x 18 months) 7,200

Social Associate Director ($400/month x 18 months) 7,200

Secretary ($250/month x 36 months) 9, 000
Temporary Personnel (I hr, ea, interview)
Supervisor of interviews ($400/month x 18 months) $ 7,200
Group Supervisors (10 ea, x 120 hrs, x $2,50/hr x 3 surveys) 9, 000
Interviewers (40 ea, x 40 hrs. x $2/hr. x 3 surveys) 14, 400
Coders (15 in/sheet) (10 ea. x 400 hrs, x $1.50/hr, x

3 surveys) 18, 000

Transportation of Personnel $ 9,000
Contracted Services
Perforators of 1BC cards (3D, 000 cards at $100/thousand) $ 3,000
Tables and Correlations (processing) 6, 000
Office Soace ($6, 000/year at 3 years) ' 18, 000
Supplies (Paper, printing, etc). 5,000
Misce!laneous 5,200 4,000
Total $174, 000 $94, 000
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Prevalence/Incidence Disease Reduction Evaluation

Technical Assistance:

Epidemiologists/Biostatistician (8 pm at 5, 000) $ 40, 000
Technical Assistance GON (40 pm at 2, 000) $80, 000
12 round trips San Salvador-Managua (at 150) 1, 800
2 round trips - U.S. = Managua (at 550) : 1,100
Local transport 4, 000

Sampling Costs for Biological Data for Disease Prevalence/
Incidence

Permanent Personnel~ Local (1/2 time x 36 months)

Director of Investigations ($600/month x 18 months) $ 10,800
Laboratory Testing Associate Director ($400/month x

18 months) 7,200
Administrative Coordinator ($400/month x 18 months) 7,200
Secretary ($250/month x 36 months) 9, 000
Statistician ($250/month x 36 months) 9,000

Temporary Personnel (30 min/sample collection)
Director of Biological Collection (1 x 120 hrs. x $2,50/hr

x 6) 1,800

Group Directors of Biological Collection (4 x 80 hrs, x
$2./hr, x 6) 3,840
Samplers (40 samples x 40 hrs, x $1.5 hr, x 9) 14, 400
Laboratory Technicians (.50/specimen x 1600 x 6) 4,800

Equipmen*

200 Petri Dishes at ,30/ea. 600
2000 Culture tubes at .30 ea, 600

Ingredients for blood agar, peptone egar, alkaline hemoglobin
agar, MacConkeys or EMB, tetrothyconate broth, triple sugar

iron agar 1600 at 0,25 ea. x & 2,400
1600 vacum tubes for scrological testing at 0,80/ea. 1,280
70 gross of microscopic slides at $24/gross 1,680
Temperature controlled culture oven 420
Misce!laneous lab, equipment 400

Vehicles, 2 Blazer type, 4 Wheel Drive 13,620



Contract

Serological Method Identification (CDC) ($5 x 300 x 4)
Viral Cultures (300/cultives x 6/types x 4)

Building Space and Administrative Space (40 months at 500)

Mailing Freight

Serological /Viral Samples to CDC, Atlanta, Georgia:
($1.,00/sample x 3600 samples)

Contracted Services

Contracted Computer Services
Miscellaneous

Total

Timefablg

Selection of evaluation directors and technical assistance
Design of projects for attitude/health knowledge
Knowledge attitude survey, sampling procedures,
selection of expert committee and determination of
attitude change theory to be utilized, design of survey
instrument and attitude change methodology to be
utilized (see schematic), selection of interviewers;
design of disease prevalence/incidence survey,
incorporation of basic data needs into attitude/health
knowledge survey, organization and training of
laboratory evaluation team for cultures, slides and
specimen preparations, organization of samples
gatherers from health personnel.

Initiation, implementation and completion of first survey
Co'lection of first biological samples,

examination of samples and relating cohort of samples to
cohort of attitude/knowledge survey

Tabulation of data

Initiation of post health project survey

in communities receiving technical assistance mix
(approximately 40 interviewers/village, approximately
40 communities, 4 communities/month)

UNCLASSIFIED
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$ 9,000
7,200
$20, 000
3, 600
$ 9,000
3, 260

$168,000 $100, 000

1 = 3 months
3 = 7 months

8 = 9 months
8 - 10 months

9 - 36 months
12 = 22 months
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Collection of second biological samples 10 = 16 months
to coincide with peak diarrhea/enteric infections
for the beginning of or end of the rainy season)
Collection of third through sixth biological 18, 23, 28, 33 months
samples (To coincide with collection of 2nd sample)
Initiation implementation of third attitude /knowledge 30 - 31 months
survey data processing, analysis of information 30 - 34 months

Preparation of final document 30 - 36 months



6.  Budgets/Timetables for Technical Skills Development Element

Input Budget

Emergency Care Specialists

Technical Assistance:

Technical Assistance (2 pm at 5, 000)
Technical Assistance (6 pm at 2, 000)

International Travel
(1 round trip US ~ Managua at 550)
Local Travel

Training Costs

Training costs (24 pm at 1, 000)
Participant Salaries (24 pm at 300)
International Travel

(6 round=trips Managua=-Panama at 220)
Equipment
Audio-visual aides
Special teaching aide
Reference Material
Emergency Care Facilities Improvement

Miscellaneous

Total

Radiological Diagnostic Technician

Technical Assistance

Technical Assistance (6 months at $45/day)

Technical Assistance GON (8 mm at $2, 000/pm)
International Travel (4 round trips US=-Managua) at 550
Local Travel

Wil Y WMJIJ I LW
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AID GON
$10, 000
$12, 000
550
200
$24,000
$ 7,200
1,320
1,400
600
400
2, 500
" 1,530
$40,000  $21,700
$ 8,100
$16, 000
2,200
900

A\



Equipment

Projector, overhead audio-visual for 14" X~ray
Projector, Carrousel
Projection Screen
- Tape Recorder
Syncronizer for tape and projector
Remote control and cord
Reference Texts
Radiographic Techniques (40 x 10 texts)
Transparancies/Slides
Anatomical

Diagnostic Radiology in Pediatrics, Emergency, etc,
Other Costs

Local Director/Administrator (1/2 time - $500 x 24 months)
Assistant Instructor ($400 x 24 months)

Technician Salaries (25 x 6 months at 300)

Technician Per diem (25 x 24/weeks x $25/week)
Technician Salaries (15 x 8 months at 300)

Per diem (15 x 32/weeks x $25/week)

Building Utilization (14 months at 500)

Miscellaneous

Total

MCH Curriculum Improvement & Nurse Auxilliary
MCH Specialist |

Technical Assistance

MCH=-FP Curriculum Expert (2.5 pm at 5, 000)
Paramedical MCH~FP Expert (2.5 pm at 5, 000)
Technical Assistance GON (8 pm at 2, 000)
International Travel (5 round trips US-Managua)
Local Travel

Equipment
Audio~visual Aides for MCH=FP course development

at all GON health training facilities
References/Texis

UNCLASSIFIED
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AID

$ 500

‘ 400

50

150

100

20

400

950

$ 2,000

GON

45, 000
36, 000
7, 000

$12, 500
12, 500

2,750
500

6, 000
8, 000

$104, 000

16, 000



Other Costs

Per diem (18 nurse auxilliaries x 72 days at 5)
Salary Nurse Auxilliaries (18 x 2,5 at 200 at 5)
Per diem (4 instructors x 72 days at 5)

Salaries of Instructors (4 x 2.5 at 300 x 2 courses)
Building Training Site

UNCLASSIFIED
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AID GON
$ 6,480
$ 9,000
1,440
6, 000
2, 000
4,830

Miscellaneous

Total

Timetable

Emergency Care Specialists

Program design refinement for emergency care specialists

Emergency care preliminary instruction

Emergency care training

Emergency care facility prepared

Input of emergency care specialists

Development of curriculum in coordination with NHDS
personnel and JLAS-Managua

Institution of Continuous cycle Training of new specialists

Diagnostic Technicians

Technical Assistance Input

Program design refinement for radiological specialist
Purchase of equipment

Technical Assistance input

Initiation of training (first group)

Evaluation of training group

Technical Assistance Input

Initiation of training (diagnostic technicians)
Technical Assistance Input

Evaluation of personnel

Institutionalization of curriculum in Managua/Leon

MCH=FP Curriculum Improvement and Nurse Auxilliary
Development '

Identification of MCH=FP curriculum components in Health
Sector primary-secondary school

$55,000  $33,000 -

0 - 2 months
3 - 4 months
5 - 9 months
S = 8 months
8 = 14 months

10 = 12 months
13 months

0 - 5 months

0 - 2 months

0 - 4 months

3.5 = 6 months

4 - 10 months

10 = 12 months
11,5 = 14 months
12 = 20 months
19,75 = 20,25 months
20 = 21 months
22 months

0 - 3 months



Input of Technical Assistance MCH=FP, Curriculum Expert
Recommendations for changes in MCH=FP curriculum for

health sector training schools and primary=-secondary school

Identification system and purchase of A=V materials

Input of paramedical expert in training of MCH=~FP nurse
auxilliary specialists

Initiation of First Nurse Auxilliary course in MCH=FP

Evaluation of nurse auxilliaries in health centers

Inputs of MCH=FP curriculum expert

Initiation of second nurse auxilliary course in MCH=-FP
Input of paramedical training expert

Evaluation of nurse auxilliaries in health centers

Evaluation of new curriculum in MCH=-FP for other
health sector training programs

Input of MCH=~FP curriculum expert

Recommendation for revised MCH~FP training and programs
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4 - 6 months

5 = 6 months
6 - 10 months

5.5 = 7.5 months

6 = 9 months

10 12 months

11,5 =12,5 months
14 ~ 17 months

16 = 18 months

17 ~ 18 months

15 -« 18 months
17 = 18 months
18 months



28th

—

onth 32nd month 36th lhonth

S5th Biological ; 6th Biological
Sampling Sampling

.—i.! Community Program Acceptance
of study and processi g of information

Data Collection and Tabula‘ion

Preparation of final evaluation
document

[ F—-
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DETAIL. OF LOAN COMPONENT ONE

This Annex Contains:

1. Partial List of Communities Potentially Eligible for
Component One Assistance

2. Distribution of Communities by Population

3. Resource Input Table

4, Potable Water System Cost Estimates

5. Latrine Cost Estimates

6. Immunization Cost Estimates

7. Report on 1965 MOH Well Project



INVIERNO Rural

DISTRIBUTION OF COMMUNITIES SERVICED BY INVIERNO
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DISTRIBUTION OF COMMUNITIES BY POPULATION

Assistance Start Up
Centers Region Year 201-300 301-400 401-500 501-600 601-700 70l -800 801-900 Total

Matiguas \Y/ 1976 3 2 3 1 1 10
San Ramon \Y 1976 13 5 3 1 3 1 26
Jinotega \4 1976 12 5 2 1 1 1 22
La Trinidad \Y 1976 10 3 1 1 15
Condega \Y 1976 12 3 1 1 1 18
Ciudad Dario \Y 1977 14 9 2 1 1 27
Wasaka \Y 1977 1 5 1 2z 1 3 2 15
Esquipulas \% 1977 7 5 2 1 1 2 18
Santa Teresa H 1977 6 5 3 4 1 2 2 23
Nindiri I 1977 4 5 3 1 2 3 1 19
Diriomo [ 1977 4 ] 6 3 1 3 18
La Trinidad 1 1978 2 1 2 1 1 2 1 10
Nagarote 1] 1978 5 1 1 8
San Rafael del Sur 1 1979 7 3 5 2 2 1 1 2]
Tipitapa (Las Maderas) |} 1979 2 1 1 4

TOTAL: 102 54 34 14 13 22 15 254




COMPONENT ONE RESOURCE INPUTS

A.I.D.

Number Unit Cost TOTAL
COMMODITIES & SERVICES
A. Water Source
Hand Dug Well 212 500 106,000
Drilled Well 228 2,400 547,000 192,000
B. Water Supply
Hand Pumps, 60 Ft. Setting 212 250 53,000 53,000
Installation 50 11,000
Windmill, 10 Ft. Diameter,
30 Ft. Tower 228 2,700 616,000 616,000
Installation 250 57,000
Elevated Tanks, 1,000-2,000
Gal. 189 1,300 246,000 246,000
Installation 200 38,000
W’mdmlll Pgmp 90 Ft. Setting (ncluded in Mill)
-Installation
C. Water Distribution
Galv. Steel Pipe, 2,000 Ft.
(Com. Size 250) 189 1,000 189,000 189,000
Installation 280 53,000
D. Water Supply & Distribution Modi-
fications for Larger Systems
Materials to Modify Water Supply :
Equipment 33,000 33,000
Additional Galv. Steel Pipe 88,000 Ft. .50 44,000 44,000
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GON Community
77,000 29,000
355,000
10,000 1,000
46,000 11,000
30,000 8,000
46,000 7,000
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Number Unit Cost  TOTAL A.I.D. GON  Community
E. Other - Contingency (5%) 106,000 69,000 34,000 3,000
F. PLANSAR Equipment
Vehicles - 4 Wheel Drive 8 6,000 48,000 48,000
Vehicles - ? Ton Stake Truck 2 11,000 22,000 22,000
Motorcycles 30 800 24,000 24,000
Office & Engineering Equipment 2 Lots 12,000 24,000 24,000
Survey Equipment & Supplies 2 1ots 1,500 3,000 3,000
Dewatering Pump 5 800 4,000 4,000
G. Biologicals 64,500 4 258,000 258,000
H. Latrinification
Materials 10,000 15 150,000 50,000 100,000 250,000
Installation 25 250,000
TOTAL Commodities & Service 2,882,000 1,875,000 698,000 309,000
2. TRAINING & TECHNICAL ASSISTANCE
" A. Community Education and Water
Supply Technicians 2 Yrs. 62,500 125,000 125,000
B. Engineer & Educator Training 208,000 208,000
TOTAL Training & Technica; Assistance 333,000 125,000 208,000
3. OTHER |
A. PILANSAR Salaries 839,000 839,0:0
B. PLANSAR Operating Expenses 131,000 131,000
C. Immunization Administration 33,000 33,000
TOTAL Other 1,003,000 1,003,000
4., TOTAL RESOURCE INPUTS 4,218,000 1,909,000 309,000
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DETAIL OF LOAN COMPONENT TWO

This Annex contains:

1.

Manpower Tables,

a. Number of Physicians, Graduate Nurses, and Nursing Auxiliaries for

Selected Latin American Countries, Various Years (From Health Sector
Assessment = HSA - Page 72.)

b. Dlsfrlbuhon of Ministry of Health Workers by Regions, Nicaragua,|972.
from HSA, Page 73).

c. Projected Deficit in Health Workers, Nicaragua 1975 to 1985
(From HSA, Page 110).

d. Regional Deficit in Health Workers, Nicaragua, 1975 (From HSA ,Page 111).

Projection of Human resource needs in the health sector, Nicaragua,
1975-1985. From Ministry of Health Report dated May 3, 1976,

Proposed Curricula:

a. For rural community nurse practitioner
b. For nursing auxiliary

c. For empiric midwife

d. For health educator

e. For community ccliaborator

f. For environmental health training
Resource Input Table

NHDS Preliminary Schedule of Spaces

Rural Health Staffing Analysis
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Human Resources Development Input Breakouts

1. MOH Inputs

A. Land, GON will budget approximately $100,000 to the purchase of
land for the sites of the National Health Delivery School and its
Subcenter, as follows:

i. National Health Delivery School at

Jinotepe,, Carazo $ 80,000
ii. Training Subcenter at Matagalpa 20,000  $100,000

B. Operational Cost for NHDS and Training
SubCenter. MOH will budget an estimated
$1.4 million for the operational costs of the
NHDS and its affiliated subcenter, as follows:

i. Materials and Supplies 85,000
ii. Salaries and Expenses for
Professors and Staff 1,165,000
iii. Scholarships for student expenses 150,000 1,400,000

C. Salaries and Related Operating Costs
for NHDS Graduates Employed by MQH*

Salaries 385,000
Operating costs 480,000 865,000
MOH Total $ 2,365,00

* Salary costs are based on Nurses, Nurse Auxiliaries, and Health Educators, not
included in PLANSAR operations, graduated from NHDS beginning in 1979 and
MOH proposed salary rates. Operating costs are based on MOH estimates of
additional medicines supplies, materials, etc. for these graduates to efficiently
carry out their duties.
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2, A.lD. Inputs

A. Construction, Approximately $850,000 will go toward construction of
the National Health Delivery School (NHDS) and an affiliated sub-
center, as follows:

i+ Construction of National Health Delivery
School at Jinotepe, Carazo - 3,000 M2
at $190/M2 $ 570,000

ii. Construction of training, subcenfe& at
Matagalpa - 1,400 M< at $190/M< * 266.000
$ 835,000

( round to $850,000)

B. Commodities. An estimated $550,000 will be allocated to
the purchase of commodities as follows:

i Laboratory Equipment and Supplies $ 200,000
ii. Office Equipment 76,000
iii. Vehicles:

= 2 Microbuses, capacity 30 persons

at $13,000 each 26,000

- 2 Buses, capacity 60 persons
at $23,000 each ' 46,000

- 4 4-wheel drive Jeeps

at $7,000 each 28,000
iv. Audiovisual equipment and materials 103,000
v. Library and books 71,000
$ 550,000

* Cost of construction per square meter includes A & E work, supervision and
allowance for contingencies.
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C. Scholarships. Approximately $150,000 will be used for
qualified guf needy students to be trained in nursing
and other health professions at the NHDS and its
affiliated subcenter in Matagalpa $ 150,000 .

D. Technical Assistance. An estimated $150,000 will
be used to provide technical assistance for
curriculum development and instructor training
as follows:

i. Community Development Expert
é mos/yr for 2 years $ 50,000

ii. Rural Health Education Expert
6 mos/year for 2 years 50,000

iii. Community Nursing Expert
3 mos/yr for 2 years 25,000

iv. Pediatric Nurse with emphasis
upon family health and planning
3 mos/yr for 2 years 25,000 150,000

A.l.D. Total $ 1,700,000

MOH Total 2,365,000
~ A.l.D. Total 1,700,000

Total, Component Two $ 4,065,000
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DETAIL OF LOAN COMPONENT THREE

This Annex contains:
1. Patient Discharges by Hospitals in
Regions il, IV and V, Year 1975

2, Maintenance Training Program

3. Prioritization of Equipment Needs in
JNAPS/JLAS Hospitals

4, Resource |nput Table

5. [Hustrative List of Institutions and Areas to
Receive A.l.D. Loan Funds

UNCLASSIFIED



UNCLASSIFIED
ANNEX Il G
Page4 of 7

PRIORITIZATION OF EQUIPMENT NEEDS IN JNAPS/JLAS HOSPITALS
IN REGIONS 11, IV AND V, BY HOSPITAL AND BY AREA

Masaya  Granadae  Nandaime  Jinotepe  Matagalpa  Matiguas  Jinotega  Estell  Ocotal  Somoto
| . Emergency
Room 1E 1J 1G 4 K 1D 6 Z 1C 1F 1G 1H
Il. Sterilization 2 H 2C 2 K 1C 2 A 2 2B 3D 2G 2F
1. Operating Room 8 G 7 A 7F 8 K 7 H 4B 6J 8 C 8D 8 E
IV. X-Ray 7 8 8 2 8 3 8 7 7 7
V. Laboratory 3 3 3 3 3 7 3 5 3 3
VI, Kitchen and
taundry 4 4 4 7 4 1 4 4 4 4
VIl, Patient Care
Area (in patient) 6 5 6 6 6 5 7 2 5 5
VHI, Out Patient Area 5 é 5 5 5 8 5 6 6 6
IX. Administrative
Area 9 9 9 9 9 9 9 9 9 9
NOTE: [-IX Lists the areas from greatest to lowest importance,

1-9  Lists promoters for each hospital,, from 1 indicating the most deficieni area to 9 indicating the least deficient area

A-L Indicates the prioritization of hospitals within a given area, A being the most deficient, L the least

UNCLASSIFIED
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COMPONENT THREE

REFERRAL SYSTEM DEVELOPMENT - INPUT BREAKOUT

1. JNAPS Inputs

A. Construction. Approximately $15,000 has been budgeted by
JNAPS for the construction of a temporary maintenance training center for
use until the National Health Complex building is completed, which will
house the permanent National Maintenance Center. $ 15,000

B. JNAPS has recently created a position of
Component Manager to be directly responsible for the
administration of loan funds. This position is budgeted
at $12,5000 per annum for a four years period.

$12,500 x 4 $ 50,000
Total JNAPS Inputs............. $65,000

2, JLAS Inputs

Inputs from the ten participating local hospital boards (JLAS) will total
approximately $650,000 and will be used to finance the following:

- Complementary institutional facilities improvement activities,
such as renovation, repair, and/or expansion of existing

facilities estimated at $500, 000.

- Additional personnel expenses estimated at $150,000 for expanded
staff, to include at each hospital

National Medical Maintenance Center trained [ndividuals
Dietary Supervisors
Increased Ancillary Personnel, as required.
3. A.L.D. sponsored inputs to Component Three will approximate the following:
A. Construction. Estimated construction costs for maint enance subcenters

to support regional and departmental hospitals in Regions 1, IV and V, will
approximate $100,000 broken down as follows:

UNCLASSIFIED
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- 2 Regional Mainfenance subcenters at $15,000 each $ 30,000
- 6 Departmental Maintenance subcenters at
$10,000 each 60,000
- 2 Departmental Maintenance subcenter at $5,000 each 10,000

$ 700,000

B.  Commodities. Approximately $200,000 on A.1.D. funds will be
used to properly equip the National Medical Maintenance Center and area sub-
centers, allocated as follows:

1. Maintenance Equipment

- National Medical /Maintenance Center at $80, 000
- 10 Regional /Departmental Subcenters at  $30,000

$ 110,000

2. Tools

- National Medical Maintenance Center at  $28,000
- 10 Regional /Departmental Subcenters at  $25,000

$ 53,000

3. Vehicles Assigned to National Medical
Maintenance Center

- 1 Truck at  $17,500
= 3 Utility Vehicles (Suburban Vantype) at  $19,500

TOTAL....... 37,000

C. Training and Technical Assistance. ’

Approximately $50,000 will be budgeted to provide technical assist-
ance to the National Medical Maintenance Center in the form of instructors who
are expert in the more sophisticated aspects of medical maintenance. Up to an
additional $50, 000 will be available to provide scholarships for individuals to be
trained in maintenance at the Center as well as other priority activities.

D.  Facilities Improvement

Approximately $900,000 will be used to equip selected rural hospitals.
A tentative and illustrative list of areas within each of the ten regional /departmental
hospitals within Regions I, IV, andV to receive A.I.D. funded equipment is shown
in the following Table.

UNCLASSIFIED
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TENTATIVE AND ILLUSTRATIVE LIST dF INSTITUTIONS AND AREAS TO RECEIVE

AID LOAN FUNDS FROM COMPONENT THREE, FACILITIES IMPROVEMENT ACTIVITY

Masaya Granada Nandaime Jinotepe Matagalpa Matiguas Jinotega  Estelt Ocotal  Somoto Total
1. Emergency Room 2,350 2,980 910 385 3,250 3,260 2,900 2,830 2,160 380 21,405
2, Central Equip.
& Sterilization 2,780 10,850 4,580 9,075 14,050 11,700 10,700 1,200 11,360 10,630 86,925
3. Operating
Room 70 70 - - - 12,060 1,620 70 70 35 13,995
4. X-Ray - - 110 30,500 220 800 - 220 - 55 31,905
5. Laboratory - - - - - 4,000 2,050 1,380 3,000 17,570 28,000
6. Kitchen 15,450 19,150 12,350 9,850 11,250 15,550 13,650 12,650 10,960 14,250 135,100
7. Laundry 68,430 71,230 32,980 - 68,430 16,870 36,700 68,430 36,700 36,700 436,470
8. Patient Care
Areas (¥ of
Patients) 1,200 2,250 30 - 1,500 19,400 820 835 1,400 - 27 ,435
9. Out Patient 7
Area 70 40 - - - 70 70 70 70 40 430
/0. Administrative
Area 630 480 - 1,500 765 3,250 500 525 1,725 300 9,675
TOTALS 90,980 107,050 50,960 51,310 99,465 86,960 69,010 88,210 67,435 79,960 791,340
+ 10% 79,134
GRAND TOTAL $870,474
e e
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DETAIL OF FINANCIAL ANALYSIS

This Annex contains:

1. Historical MOH Budget Tables

2. National Health Pian Financial Tables

3. Historical JNAPS/JLAS Expenditure/Budget Table
4, Component One Estimated Costs and Coverage

5. Component One Replication Costs
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COMPONENT ONE, SUMMARY OF ESTIMATED COSTS AND COVERAGE

ESTIMATED COSTS

ACTIVITY | AID GON COMMUNITY TOTAL

PLANSAR § 250,000 $1,178,000 $1,428,000
POTABLE WATER 1,442,000 598,000 $ 59,000 2,099,000
LATRINES 50,000 100,000 250,000 400,000
IMMUNIZATIONS 258,000 33,000 291,000

TOTAL $2,000,000 $1,909,000 $309,000 $4,218,000
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- COMPONENT ONE, COVERAGE ESTIMATES

COMMUNITIES POPULATION

Population in Communities Serviced 297 113,000
1) Potable Water Systems 297 83,000
2) Latrines 297 62,000
3) Immunizations - 65,000
4) Total benefitted - 163,000

Population coverage based on total population of all communities reached,
adjusted for 72% dispersion factor.

Population coverage based on 10,000 latrines times ave rage family size
of 6.1.

Population coverage based on reaching 80% of rural population in the 0-4
age group in regions serviced.

Total benefitted is derived as follows: Population in communities serviced
(113,000) less % of population immunized in communities serviced (113,000 x

17 x .80 = 15,000) plus total immunized (65,000) = total benefitted
(163,000).
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ASSUMPTIONS

1, Community Size = Communities with populations between 200 and 900 in
Regions |l and V were selected as proposed targets because of economic considerations
at the lower limit and other GON programs including DENACAL potable water
systems coverage at the upper limit,

2, INVIERNO Program Communities = Communities in Regions Il and V were
further prioritized by assuming that health care core projects would be directed first
to villages receiving INVIERNO assistance, followed up by other small communities:
not receiving INVIERNO programs and possible expansion into Region |V,

3. Community Coverage Expansion - Prime constraint on coverage expansion
is assumed to be health educators in combination with ability to deliver an even flow
of resources to communities and communities' willigness to participate, 10 health
educators will be available for the first year covering a total of 40 communities, 20
health educators dedicated exclusively to PLANSAR activities are planned for the
second year and on covering up to 100 communities in each year,

4, Potable Water Systems Cost Estimates = Cost estimates for potable water
systems are based on the following criteria. See Annex Il E  for alternative system
unit costs and designs,

a. Communities divided into three categories:

1) 51-200 population
2) 201-300 population
3) 301 =900 population

b. For communities with population ranges of 51=200:
1) Best cost effective system is a hand dug well servicing 36 to
144 people,
2) Dispersion of people in these communities is estimated at 72%

clustered and 28% isolated based on 1971 Census statistics
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showing that 28% of rural population live on ranches, thus
leading to 36 (51X.72) to 144 (200X.72) as potential potable
water consumers or an average of 90 users per system,

Estimated cost of a hand dug well is $845,

For @ community of 201~300 population:

1

2)

3)

4

Two basic alternatives were developed: windmill driven, one
well system and hand pump, two well system,

Applying dispersion factor from above water consumers would
range from 144 - 216 people or an average of 180 users per
system,

75% of systems hand dug; 25% hand drilled,

Estimated cost of hand dug system. is $1680; estimated cost of
machine drilled system is $5, 620,

For communities with population ranges of 301-900:

1

)
~

Systems are distributive instead of single point and assumed to
be machine drilled to provide adequate present water supplies
and allow for community growth,

Applying dispersion factor from above water consumers would
range from 180 to 612,

Estimated cost of machine drilled distributive system is $8,540

for 252 average users. Spinoffs on this system design including
modifications to windmill and pumping system and additional
distribution line costs resulting in economics of scale and lower
per capita costs until communities with 540 consumers are reached.
It is then assumed thattwo systems will be installed.



UNCLASSIFIED
ANNEX [V A
Page 29 of 31

d. Water System Alternatives Selected for Illustrative Cost Purposes,
Communities Dispersion ~ Clustered Avrg, Water System* Avrg.Per
' Population  Clustered  Alternative  Capita

_#_ Population Range Factor Range Population  Selected Cost
835 51-200 72 36~144 90 AHD $ 9.39
102 201-300 72 144-216 180 B2HD 9.73
BIMD 31,22
54 301-400 72 217-288 252 CMD 33.89
34 401-500 72 289-360 324 CMD 27.75
14 501-600 72 361-432 396 CMD 24 91
13 601-700 72 433-504 468 CMD 22,01
22 701-800 72 505-576 540 (CMD)2 32,22
15 801-900 72 577-648 612 (CMD)2 30.68

See Annex |l| for description and estimation cost of alternatives. Machine drilled

Alternative A is too expensive on a per capita basis and is thus excluded.
AHD - Alternative A Hand dug.

B2HD - Alternative B2 hand dug. Assumed to apply to 75% of communities in the
201-300 population range .

B2MD - Alternative B2 machine drilled. Assumed to apply to 25% of communities in
the 201-300 population range.
CMD - Alternative C machine drilled.
(CMD)2 - Alternative C machine drilled with two wells to provide coverage to communities

with higher population ranges.

5. Latrine Cost Estimates = Latrine costs are estimated at $40 per unit. (See
Annex Il E ).
6, Immunization Cost Estimates - Immunization costs are estimated at $4 per series

per individual plus $.50 for administrative and operating costs. (See Annex IlI E
). Immunization estimates are based on projected 1980 rural population
amounts to account for new births,
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REPLICATION COSTS -- COMPONENT ONE

COMPONENT ONE

1) Replication period is assumed to be four years per capita PLANSAR in order to hold
down administrative costs. PLANSAR costs estimated as:

A) PLANSAR estimated costs over [977-1980 are projected at $1,428,000.

B) Technical assistance costs are figure at $125,000 over 1977-1980 and assumed
not to be needed during replication period.

C. Training and salary of additional health educators and training only for col -
laborators is estimated at $200,000.

D) Sum of A ($1,428.000) 8 ($125,000) + C ($200,000) equals D ($1,503,000).

2) Environmental Health Core Projects

A) Coverage in Regions Il and V calculated at 24% (Population of Communities
covered (113,000) - Region Il and V total Rural Population in 1980 (475,000).

B) Applying 24% factor to total projected rural population for the rest of the
country in 1984 (616,000) gives a target group of 146,000 additional people.

C) Per capita costs are estimated at $19.38 for environmental health core
projects during |977-1980 program, calculated as follows:

1) Total Cost Potable Water and Latrines $ 2,499,000

Less Community Contribution 309,000
Cost to Government $ 2,190,000
2) Cost to Government ($2,190,000) - Population of Communities covered

(113,000) : $19.38.
3) Immunizations

A) 0-4 age group is estimated at 19% of 1983 total rural population (616,000)
for other than Regions Il and V and 80% of this age group would be targeted
for immunization thus giving a total of 94,000 children (.185 X 616,000 X .80).
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B) Immunization series cost are estimated at $4.50 per individual thus giving
a total cost of $423,000 (94,000 X $ 4.50). '

C) Immunization maintenance in Regions |l and V would amount to $80,000
given total rural population in Regions Il and V in 1980 (475,000), a
birth rate of 4.6%, coverage (80%) and cost per individual ( $£.50).

4) Assumption

The use of per capita costs ignores a whole host of factors such as physical infra-
structure,, access, spatial patterns, community size, member of consumers, social
ccnsiderations, etc., however, given paucity of data it is the best available.



UNCLASSIFIED

ANNEX V-A

Poge 1 of 6

PROJECT PERFORMANCE
NETWORK

RURAL HEALTH SERVICES LOAN
AND INSTITUTIONAL DEVELOPMENT GRANT

o @ © 1&) v &
- - - - i et e =
s .- U S, — _v ll@ . .
ol — . ._ . [
o - .m.. - e =
N, - B .. -
iy e et L © lll._|0|||1| -
g - = LT
=l o — — ml- . “. i o— ———
° e D _
~, L I
: — © =l e
o~ ' :
= e - ———
— - — - 1
o N .
o — - - e —
3 — et e i -
5| < o
- —» e
-«
- o _ o ! ;
) — = v
- ) - i -
h — e e
78\
o~ — </ |
——— @ @ > e . . e ew
WI - e—merene .- — —_ R —_ - n@. - -—
- - . . PR e e -
o O — e T
. o > _ Z R
w| ©. i
S
O -
™
2’1
o
A > o
. _ . - . [aS R
o \.HJ 3 (.
—_— LN T . ) i
- 3
7l.|| e e e S .@ O JPO O —
. s ™ e
Ble_ . @@ S A
w ~
- S \.).. @ “|4 _ /—M«. :ll — . —_ — s
S G A B
™
) O > @ e - - -
- o mme s — . fu,\J —

1211

m.rlfu
Qo T !
5 e
~ o

lo
|

COMPONENT ONE
(LOAN)

GRANT

COMPONENT TWO

(LOAN)

COMPONENT THREE

S U Q)
= : S
Q@ - @ b
) F\. e U §
. -
1

(LOAN)

GENERAL :
IMPLEMENTATION
TARGETS



UMCLASSIFIED

ANNEX V - A

Page 2 of 6
PROJECT PERFORMANCE NETWORK CHART

CRITICAL PERFORMANCE INDICATORS

Rural Health Loan and Grant

Row 1

(13)
(14)
(15)

Grant Activities. (Note that on the Project Performance Network Chart

critical grant points are linked up to their associated loan=funded components).

3/1/77 Horizontal drilling feasibility study completed.
6/1/77 First course for radiological technicians completed.
6/10/77 First MCH-FP course for nurse auxiliaries completed.

9/15/77 Program Evaluation Model for Rural Health Program.

10/15/77 Technical Assistance for Information System completed and
system is designed.

11/1/77 Emergency care specialists have finished training the first
group of apprentices, and these apprentices are sent out to rural
hospitals.

2/1/78 Second MCH-FP auxiliary course completed.

2/15/78 Health sector managers have completed final phase of Manage -
ment Improvement Program.

4/1/78 Second Radiological Diagnostician Course completed.
6/1/78 Second group of emergency care apprentices complete training.
6/15/78 Low Cost Drilling feasibility study completed.

8/10/78 Trial continuing education program and innovative training
programs completed. Health manpower utilization modets have been
tested.

12/1/78 Third group of emergency care apprentices complete training
6/1/79 Fourth group of emergency care apprentices complete training

6/25/79 Program acceptance and Disease Prevalence Evaluation
completed.
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Component One Activities

6/15/76 Initial staffing of PLANSAR completed.
8/31/76 Grant-funded technical assistance to PLANSAR begins.
12/13/76 MOH staffs PLANSAR Central Office and meets CPs to initial

disbursement (i.e. evidence of sufficient budget and staff plus imple=~
mentation plan).

2/28/77 PLANSAR Regional Office opens in Matagalpa,
3/31/77 First dsibursement for Component One.
4/30/77 First Project Cycle begins.

11/30/77 Second Froject Cycle begins.

1/31/78 PLANSAR ties one on at first annual conference.
2/28/78 PLANSAR second regional office opens.
4/30/78 First Project Cycle ends.

5/31/78 Third Project Cycle begins.

8/31/78 Collaborator training begins at new National Health Deliverv
School .

11/31/78 Second Project Cycle ends.
1/31/79 Fourth Project Cycle begins.
3/31/79 Immunization Campaign begins.
5/31/79 Third Project Cycle ends,

1/31/80 Fourth Project Cycle ends.
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12/31/80 All collaborators trained; final immunization campaign
completed; final loan funded projects completed; and final loan
disbursements,

Component Two Activities

7/31/76 Component Two Manager appointed.
8/31/76 Detailed planning for NHDS curriculum and facility begin.

12/31/76 CP to Initial Disbursement met (Implementation Plan).
Special CP to Disbursement for A&E met (rural staffing plan).

3/31/77 Final site selection for NHDS (Jinotepe) and teaching sub-
center (Matagalpa),

4/30/77 A&E work begins on NHDS and subcenter .

7/31/77 Land Preparation and construction begins.

8/31/77 IFB for equipment issued.

4/30/78 Construction completed and equipment installed.

5/31/78 Classes begin at NHDS and center. Scholarships available.
8/31/78 Collaborator training in NHDS begins (from Comp, One),
6/30/79 End of first full year NHDS operations.

6/30/80 End of second full year of NHDS operations.

12/31/80 Final loan disbursement for scholarships.

Component Three Activities

7/31/76 Component Three manager appointed.

8/31/76 Detailed planning for maintenance mgt system begins.
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112/3/76 CP to Initial Disbursement met (Implementation Plan),

1/31/77 First maintenance training cycle begins.
6/30/77 First iFB for equipment issued.

11/30/77 First maintenance training cycle ends.
1/31/78 Second maintenance training cycle begins.
3/31/78 First equipment orders arrive and installed.
6/30/78 Second IFB for equipment issued.
11/30/78 Second maintenance training cycle ends,

12/31/80 Final maintenance training and equipment ordering cycles
completed,

General Implementation Targets

6/30/76 Grant Project Agreement Signed and Loan Authorized.
8/31/76 Grant-funded services begin.

9/30/76 Loan Agreement signed.,

12/31/76 CPs to Initial Loan Disbursement met .

2/25/77 First Loan Disbursement for Program,

6/30/77 Special CPs to Loan Disbursement met.

10/31/77 First Evaluation of Program completed.

10/31/78 Second Evaluation of Program completed.

10/31/79 Third Evaluation of Program completed.
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10/31/80 Fourth Evaluation of Program completed,

12/31/80 Final grant or loan disbursement,



