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I. EXECUTIVE SUMMARY
 

A. Introduction and Background
 

Nepal is faced with major problems in the health sector.
 
Although significant advances have been made, the nation still
 
faces high child death rates, high population growth rates,
 
institutional weakness, a difficult landscape, and many social
 
barriers to improved health practices. Popal suffers from some
 
of the worst health conditions in Asia, with women and children
 
as the greatest sufferers. Social practices favoring
 
sanitation, cleanliness, and disease prevention are still
 
uncommon. Diarrheal diseases, pneumonias, malaria (in some
 
areas), measles, and maternal mortality are particularly
 
severe. Fertility remains high and there is as yet little
 
family planning practiced.
 

Although the Government of Nepal (GON), principally

through the Ministry of Health (KOH), has been attempting to
 
alleviate the situation, the most appropriate administrative,
 
managerial and implementation systems have not yet been fully

devin;ed nor implemented. The MOH is a weak institution, with
 
limited financial and human resources. It is just beginning to
 
grapple with the requirements of sustained, high population
 
coverage and integrated service delivery systems. The sector is
 
in desperate need of improved management, integrated health
 
delivery systems, improved health practices by the people, and a
 
greater participation of the non-public sector in overcoming its
 
problems.
 

USAID has summarized its sector strategy to the MOH in
 
terms of five basic themes which have been accepted by the MOH
 
as a basis for USAID support. They are:
 

Services For and By Women. Given the importance of
 
changes in the perceptions and behavior of mothers for the
 
success of child survival and family planning programs, the
 
Mission stresses that women are the principal clients and that
 
the best way to get services to women (in a society where
 
interaction between the sexes is culturally limited) is to
 
provide them through other women.
 

Beyond the Health Post. To counter a persistent
 
preoccupation with stalfing Ixe-d facilities which rural people
 
infrequently visit, the Mission emphasizes the need for
 
village-level health services. The interventions most likely to
 
reduce mortality and undesired fertility must be made available
 
close to home, and additional staff, primarily volunteers, will
 
be required to provide such assistance.
 

Full-Service Family PlannLna/MCH Services. To
 
overcome what has been a nearly exclusive emphasis on
 
sterilization and make Nepal's family planning (PP) program more
 
effective in terms of both contraception services and Improved
 
maternal and child health, USAID emphasizes the balanced
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motivaion for, -and provision of, temporary and permanent
 
contraceptive methods, along with other priority Maternal and
 
Child Health (MCS) services.
 

Decentralization and Regionalization. The MOH is
 
struggling to operationalize the complex processes of
 
decentralization and regionalization. A reasonable start has
 
been made, with USAID support, in the Central Region to identify
 
issues and resource requirements needed for the development of
 
regional and district management systems.
 

*Don't Forget MalariaO. Given the long-term nature
 
of the malaria problem$ USAID has encouraged MOB procurement of
 
insecticide (MOH has depended on donor-granted supplies for 35
 
years), an improved training capability for malaria control,
 
decentralization of case detection and treatment# service
 
expansion to include other vector-borne diseases (e.g. Japanese
 
encephalitis), intensified review of the changing entomology of
 
malaria transmission, and sustained management and political
 
attention to ensure maintenance of a national malaria control
 
capacity.
 

B. Project Components
 

The project goal is to reduce child mortality and
 
undesired fertility. Its purposes are to improve the quality
 
and coverage of child health care* family planning, and selected
 
malaria control services, and to improve the management an
 
organizational issues and practices affecting the delivery of
 
those services.
 

Project components will support major initiatives in
 
decentralizing and improving organization of the existing
 
infrastructure for maximizing coverage of health services and
 
assuring sustainabilit and priority AID areas in child survival
 
(CS), family planning (PP), and efficiency of service delivery.
 
They are based on the recommendations of the final evaluation of
 
the integrdted Rural Health/family Planning Services Project
 
(IR/fPS), which recognized the need to establish management
 
systems and address many procedural issues in integration and
 
decentralization. Because the management changes being called
 
for by the GON/MOB, and supported by recommendations in the
 
final evaluation, are "revolutionary' in their scope, the
 
evaluation recommended that the follow-on project focus service
 
delivery management efforts in one geographical region. The
 
evaluation also recommended that the new project expand on
 
succesful efforts in family planning (temporary and permanent
 
methods), and in the major child survival (CS) interventions,
 
but to not limit these to a geographical region. It also
 
recommended exploring avenues to greater involvement of private
 
organizations in the focus CS and rP services.
 

The project outlines several inititatives to improve
 
quality of And access to health care, such as institutionalizing
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a wide range of decentralized, integrated services in static
 
facilities? reaching into the community via volunteer health
 
workers; expanding access to health supplies (FP commodities and
 
ORS..........e..xS,services through private-market'channels
for example) and 
and clinic facilities, and through local and U.S. 
non-governmental organizations (MGO). As such, the project's 
activities will join public, private, and NGO resources into a 
'coalition' of efforts to improve health services, promote 
sustainable programs, and provide flexible access to appropriate 
services.
 

In the implementation of this project, USAID will follow a
 
flexible, responsive strategy in guiding the improvement of the
 
health and family planning delivery systems. The project
 
budgets allows sufficient flexibility to support investigations
 
of operational questions and management initiatives in both the
 
public and private sectors, as new opportunities are
 
identified.
 

Public sector components of this project will not require
 
the MOR to undertake additional budgetary commitments beyond
 
what is already planned in the next Five Year Plan (the MOH has
 
already budgeted resources for carrying out its responsibilities
 
for project-related activities); nor will it impose a signifcant
 
financial sustainability burden on the MOB to carry on the
 
services supported during the project period. It will, in
 
essence, assist the MOH to increase the efficiency and improve
 
performance from the resources it already devotes to the health
 
and family planning sector during that period. The project will
 
do this by providing technical assistance, extensive training,
 
and commodities to support the work of MOB staff primarily in
 
the Central Region, which is already well staffed at the
 
district and health post levels, and in other selected districts
 
where there are already adequate staff and facilities on hand.
 
USAID's approach to local cost support budget allocations for
 
project activities will be through the GON's official 'Red
 
Book', and on the basis of annual workplans for specific
 
activities in designated locations.
 

1. 	improved Service Delivery and Management in the
 
Central Region
 

The project will assist the Central Region Health
 
Directorate to develop and strengthen its own managerial and
 
technical capacities to deliver integrated Maternal and Child
 
Health (NCO) services, thus developing models for service
 
delivery and administrative management which can be applied to
 
other regions. This effort will focus on a systematic review of
 
NCH services on a district-by-district basis, in order to
 
identify constraints and weakness associated with MCH service
 
delivery# identify options for resolving them, outline a plan
 
for their resolution, and focus technical and managerial
 
resources on correcting these problemus and on management,
 
plinning, supervision and data analysis skills deve1opment for
 
regional# district and local MOH staff to undertake such
 



reviews/analyses and imi3ement required changes.....
Training and 
other activities in family planning and child survival 
(described below) will be largely complementary too and in 
support of, service delivery improvement initiatives in the 
Central Region. included will be training and supervision 
systems development for the new (female) Community Health 
Volunteer (CHV) program, and establishing roles and 
responsibilities for local, district, regional and central 
management levels in the implementation of this grassroots 
effort. Pinancial support for local university degree training 
in public health management will also be provided for a large 
portion of the country's health system managers. 

we will also pursue a series of small scale activities to
 
identify more effective approaches to delivering services. All
 
possible ieans of increasing private and public resources for
 
the health sector in Nepal will be pursued, including field
 
testing of stategies for cost recovery in government facilities;
 
further privatization of health service delivery: resource
 
allocation, use and management: analyses of relative cost
 
effectiveness of services; and strategies to increase cov 'age
 
of preventive and promotive services. Other likely topics for
 
investigation include the level and context of demand for health
 
services in Nepal; CHV incentives and complementary outreach
 
activities; delivery of Vitamin A in conjunction with Bxpanded
 
Program for Immunization (BPI) services; etc. These
 
possibilities and others will be refined, developed and
 
implemented during the project.
 

2. Effective Pamily Planning (FP) Services
 

More appropriate, effective family planning services
 
can be achieved by increasing the range of methods available and 
options for attaining such services. Training and technical 
assistance (TA) will enable FP workers to deliver a full range 
of services (clinical and non-clinical methods) in hospitals,

clinics, health posts and the community. Local communication
 
capabilities will be strengthened, and information education
 
and media messages on family planning and child survival will be
 
developed and disseminated. Improvements in quality of
 
voluntary surgical contraception (VSC) services and other
 
clinical methods will be developed, and clinical contraceptive

services will be safely expanded. A revitalized, privatized
 
Contraceptive Retail Sales (CRS) Co. will develop its 
marketing/demand creation (P and oral rehydration therapy-ORT)
and management capacity# product diversification and rural 
social marketing activities, and plans for self-sufficiency. 
Full service, private family planning clinics with outreach 
services will be established in urban areas. kinally private 
industry-based family planning services will be established,
perhaps even leading to experimentation with an HNO-like 
organization. 

3. More Effective Child Survival Interventions
 

Health workers will be trained in diagnosis,
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treatment, prevention and follow-up of diarrheal disease and
 acute respiratory infection (ARI) cases. 
 A trial of a smaller,

more appropriate oral rehydration salt (ORS) packet standard

will be launched in three districts and, if proven feasible,

expanded nationwide. Field studies (a national diarrheal
disease survey, diarrheal disease epidemiological studies,

effectiveness of immunization coverage, etc.) will identify

program improvements, and improved supervision systems will be
tested and, as appropriate, implemented. Physicians will be
trained in the control of diarrheal diseases (CDD) and ARI 
case
 
management. Pile& activities, e.g. ARI service delivery

mechanisms, will be implemented, and effective, replicable

elements applied.
 

4. Rejuvenated Malaria Control System
 

The National (malaria) Research and Training Center (NRTC)
facilities will be expanded and renovated, and the curriculum

revised. 
 The National Malaria Eradication Organization's (NMEO)
computerized data base for epidemiological, entomolgical and

operational data will be improved. TA and training will sharpen
the NMEO's capacity to identify areas of "high", "medium" and

"low" malaria risk, and to carry out research on mosquito
ecology. 
The passive case detection system will be strengthened

through refresher training for Passive Case Detection Volunteers

(PCDVs) and decentralization of malaria laboratories.
 

C. Expected Achievements/Results
 

1. MCH and FP service coverage will increase to at
least 80% 
in project districts and quality improvements will
help ensure, e.g., safe clinical contraception services and
 
correct ORT. 
The Central Region Health Directorate will be a
strong management unit able to administer effective health care
delivery in the region. Specifically, it will be effective in

planning, budgeting, personnel and logistics management,

monitoring, supervision and training. District Public Health
Offices (DPHOs) will be actively involved in program planning,

based on epidemiologic and demographic assessments, resource
constraints and realistic Healthtargets. system managers willhave received in-country public health degree training. Localand district-level units will have a defined role for supporting
the CHVs in the Central Region. The potential for further
private sector health service provision will have beeninvestigated and applied as feasibles and assessments of service
delivery options will have been made and applied to programs.
 

2. Full service family planning/maternal child
health (PP/MCH) services will be widely available in project

districts (75% population coverage). Knowledge of contraception
and contraceptive prevalence will have increased in project

districts (20% increase). Private sector participation in

family planning services will have increased (100% increase in

con:ribution to national contraceptive prevalence rate for
 
temporary methods).
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3. Improved child survival (CS) services (CDD, ARI,
 
EPI) will be available to the majority of the Central Region
 
population. There will be a substantial increase in correct use
 
of oral rehydration salts/solution (ORS), and improved ARI case
 
management, resulting in decreased childhood morbidity and
 
mortality associated with CDD and ARI.
 

4. The NMEO will maintain national malaria incidence
 
at or below 1989 levels while reducing dependence on
 
insecticides through more effective strat ication and
 
prioritization of control measures. The NMEO will conduct
 
appropriate studies on environmental and biological control of
 
malaria and other vector-borne diseases. Knowledge and skills
 
for malaria control activities within an integrated system will
 
be strengthened.
 

D. Cost Estimates
 

USAID and the GON/MOB will fund the project in roughly
 
equal amounts. USAID will provide $20,000,000 and the GON/MOH
 
an estimated $20,779,000. Both an inflation factor and a
 
contingency, overall at 9% and 6% respectively, are incorporated
 
into the total figures for both USAID and GON/MOH. Based on our
 
understandings with the MOB and other donors, it is assumed that
 
an estimated $15,000,000 for insecticides and oral rehydration
 
salts will be provided to the MOB by other donors.
 

Local currency requirments for USAID total $7,879,000,
 
including $1,177,000 for training, $240,000 for technical
 
assistance, $341,000 for oral rehydration supplies, $4,500,000
 
in local cost support, $500,000 for construction, and an
 
estimated $1,113,000 for inflation and contingency.
 

The following table outlines financial requirements
 
showing the major categories of inputs. All figures are shown
 
in thousands of U.S. dollars ($000's).
 

Category USAID GON Total
 

I. Technical Assistance 5,640 480 6,120
 
II. Training 1,417 242 1,659
 
III. Commodities & Supplies 4,860 15,703 20,563
 
IV. Local Cost support 4,500 1,200 5,700
 
V. Construction 500 so 550
 
VI. Evaluations 150 -0- 150
 
VII. Audit 75 -0- 75
 
VIII. Inflation 1,711 1,928 3,639
 
IX. Contingency 1,147 1,176 2,323
 

TOTAL 20,000 20,779 40,779
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II. BACKGROUND
 

A. Context
 

1. Historical Perspective
 

Traditionally, the MOH has offered public health services
 
through large, independent, vertical *projects', each with its own
 
staff, budget and administration. Five major vertical projects,
 
each focused on a particular health problem, included the Family
 
Planning and Maternal Child Health Project (FP/MCH), the Nepal
 
Malaria Eradication Organization (NMEO), the Expanded Immunization
 
Project (EPI), the Tuberculosis Control Project, and the Leprosy
 
Control Project. The parallel, regular MOB system, into which
 
these projects were to be integrated, provided regular health
 
assistance (chiefly curative) through the Departament of Health
 
Services and its static health posts, health centers and
 
hospitals. A major distinction between the regular MOB system and
 
the vertical projects has been that employees in the regular MOR
 
system are civil servants whereas personnel in the vertical
 
projects are contract employees, with the former benefiting from
 
job security and the latter from generally higher pay scales.
 

The MOR health infrastructure consisted of approximately 10
 
health posts per district, loosely tied to a district hospital.
 
These posts were typically understaffed and unsupervised, with
 
usually no more than a health assistant and a lower-level assistant
 
('peon') to handle the health needs for an entire area. There were
 
no field workers at the posts.
 

The vertical projects, in contrast, had many local offices
 
with large numbers of fieldworkers who regularly visited outlying
 
areas in their assigned territories. To a large extent they were
 
donor-initiated (with AID figuring prominently among the donors)
 
and much, if not most, of their financing came from donors. The
 
projects were seen as temporary efforts, not subject to routine
 
administrative constraints. After a number of years, however, they
 
became institutionalized, with many of their personnel believing or
 
hoping that they would become permanent programs. Their
 
performance was inconsistent but sometimes impressive,
 
demonstrating that the MOR was capable of successfully mobilizing
 
strong and effective single-purpose interventions.
 

a) Integration
 

Attempts to integrate vertical projects within the regular
 
MOR health structure began in the early 1970s. The rationale for
 
this effort, supported by the donor community, included the
 
desirability of harnessing the outreach capability of the vertical
 
projects, and of eliminating costly management and personnel
 
duplication.
 

The first step began in 1971, when six districts in the Totai
 
(out of a total of 75 districts in the country) were Integrated
 
ove: a four-year period. An evaluation of two of the experimental
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districts found that the new approach offered two advantages: more
 
services were available in the integrated districts, and the
 
approach was more cost-effective.
 

?or the next several years and into the 1980s, the- NO
 
attempted to expand integration country-wide. The envisioned
 
integration was to (1) subsume vertical projects within one
 
administrative structure, and (2) integrate preventive services
 
with curative services.
 

Two major ingredients of this effort were expansion of health
 
post staffs and civil service status to the new employees, some of
 
whom were being transferred from vertical projects. In addition,
 
increased emphasis was placed on involvement of the community

through two groups of multi-purpose providers: Village Health
 
Workers (VHW) and, at a lower level, volunteers called Community
 
Health Leaders (CIL).
 

Numerous problems arose, including the difficulty of
 
developing a management and supervisory system to oversee both
 
streams of health workers. Transferring vertical project staff
 
into the regular program also proved extremely complex and
 
resistance was considerable, in large part because of bureaucratic
 
and personal career interests, particularly among the top level
 
staff. These basic problems persisted.
 

Attempts at integration were overtaken in July 1987, by a
 
much higher-level olicy commitment when the GON, independent of
 
donor urging, announced a total reorganization of the NOR and a new
 
plan for integration, whereby the integration of all projects into
 
the 140H was to take place immediately.
 

The July 1987 reorganization brought together public health
 
activities (as distinct from curative services) with the creation
 
of the Public Health Division. All public health services were to
 
be 'integrated, and the target date for completion of the
 
integration and the disappearance of all vertical projects is now
 
set for mid-1990. This reorganization also calls for giving major

responsibilities to five regional directorates# thus marking the
 
first time that the then seven-year-old effort to decentralise
 
government services in all sectors (see below) had become part of
 
the officia. strategy to restructure the health services.
 

b) Decentralization
 

Like efforts to integrate the health services, the efforts to
 
decentralize were designed to replace the existing arrangement in
 
which the central government retained almost exclusive authority to
 
carry out all planning, funding and management of public programs,
 
as well as personnel administration authoritf. The effort to apply

decentralization specifically to the country s health services
 
began in the early 1980's. The MOB has not yet articulated clearly

its strategy for decentralization, but a number of organizational

changes currently underway are laying the groundwork for more local
 
self-reliance.
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MOH documents reflect a view that the regional offices are
 
the focal points for management of health activities, providing

technical and administrative assistance to the districts foe the
 
implementation of programs. More authority is also to be vested at
 
the district level, where-District Public Health Offices (DPHO)
 
were created-and are to be strengthened..
 

To date, however, the power at the regional level is very

limited, the only real formal authority being the personnel

administration of lower level (non-gazetted) staff within the
 
region. Regions also have very limited authority for the budgeting

and planning process, whereby regions are only authorized to make
 
recommendations concerning the contents of the plans, and they have
 
very limited authorities over funds.
 

c) 1990 and Beyond
 

The MOH, including the national level offices, has adopted
 
integration and decentralization as realistic goals to pursue.

Integration will happen, as much for economic reasons as for
 
reasons of MOB policy. At this point, we can be reasonable
 
optimistic that efforts to help strengthen and reshape the system,

by helping to establish a model for effective management* promoting

the CHlVs and complementing these efforts with others as they

arise, will be successful. The evolution of the
 
integration/decentralization process over the last many years has
 
clearly identified for all concerned the directions which must be
 
pursued, provided *lessons learned' for application# and has
 
created an environment which recognizes the complexities of the
 
process and accepts the possibility of addressing these from
 
several aspects.
 

2. Host Country Strategy and Programs
 

In late 1985, King Birendra committed Nepal to meeting

the 'basic needs' of Nepal's 18 million Inhabitants by the year

2000. This initiative has become a driving force behind many of the
 
GON's development programs. The Ministry of Health (MOB) attaches
 
high priority to the basic Needs Program (BNP) and reduction of
 
infant and child mortality through immunization, diarrheal disease
 
control and family plannLng. Ministry of Health commitment to
 
basic needs is evident In the high (and increasing) portion of Its
 
budget allocated to public health/primary health care activities,
 
as opposed to emphasis on unrealistically sophisticated curative
 
services, over the last five years.
 

The Basic Needs Program brings the Ministry into close
 
agreement with AID health and population policies and with UOSAID
 
recommendations that the NOR emphasise high-impact, sustainable
 
child survival and family planning services. ONG basic needs (ON)

goals for the health sector by the year 2000 include reduction of
 
the Total Fertility Rate from approximately 5.6 in 1989 to 2.5',
 
reduction of the population growth rate from 2.661 to 1.2W1 a
 
dec:ease In Infant mortality rate from 112 to 45 per 1,000 ive
 
births, and an 80% decrease In child mortality from diarrheal
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disease (*we are pleased that there is groving public awareness
 
among health professionals that these figures are unrealistic).
 

since 1987t the MOH has been reorganizing itself to phase
 

these projects and to integrate management and services, as well
out 

regional and district
as to decentralize management functions at 


This is a reflection of HMG policy to increase governmental
levels. 

responsibility at the local level. Five Regional Health
 
Directorates have been established, and District Public Health
 
Officers have been assigned to manage eventually integrated services
 

in all seventy-five districts. However, progress in making them
 
eftective will require considerable improvements and changes in
 

planning, budgeting, management and supervisory techniques.
 

3. Relationship to USAID Strategy
 

USAID's Country Development Strategy Statement (CDSS)
 
sets forth a health/population strategy consistent with the MOH's
 
emphasis on basic needs, child survival and fertility reduction.
 
The Integrated Rural Health/Family Planning Services (IRH/?PS)
 
Project was USAID/Mepal's first major effort to support developmert
 
of national programs and systems for basic health and family
 
planning services, and this project is based on its lessons and
 
today's conditions in Nepal. This project will: a) build on
 
Nepal's development of basic infrastructure and progressive policies
 

the past two decades, now putting into place basic management
over 

and technical systems to increase coverage with the highest priority
 
child survival servicest (b) Increase demand for family planning
 
services and provide a wider range of services to meet expanding
 
demand through public, private and NGO channels# (c) sustain Nepal's
 
capacity to control malaria, now a risk for S0 of Nepal's
 
population, in Nepal's most productive and populated areas. The
 
Mission agrees with the MOH that these objectives should be pursued
 

through the decentralized, integrated system which the Ministry is
 
currently struggling to put in place,
 

A 1988 evaluation of USAID's current project, Integrated
 
Rural Health/Family Planning Services (367-0135)# endorsed the
 
soundness of MOH policies and the appropriateness of Basic Needs
 
initiatives which focus on balanced family planning services, child
 

it
survival* and decentralizatton of healtb services management. 

recommended AID's continued support# with an emphasis on improving
 
service delivery and management in one region and on continuing
 
support to selected interventions but not limited to one region.
 
Sup oct for non-governmental organization (NOO) activities, public
 
health training, and new initiatives in family planning were also
 
recommended. Health care facility construction and large-scale
 
procurement were discouraged (except for contraceptives), as was
 
involvement with central-level issues not clearly related to better
 
service delivery in the field.
 

Based on the program principles laid out In the current
 
COSS and the final project evaluation, USAID has summarized its
 
sector strategy to the NOV in terms of Live basic themes which have
 
been accepted by the MOO as a basis for USAID support, They are:
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Services ror and Bx Women. Given the importance of
 
changes in the perceptions and behavior of mothers for the success
 
of child survival and family planning programs, the Mission stresses
 
that women are the NOR's principal clients and that the best vay to
 
get services to women (in a society where interaction between the
 
sexes is culturally limited) Is to provide them through other
 

The female Community Health Volunteer (CHV) Program is a
women. 

significant move in this direction.
 

Beyond the Health Post. To counter a persistent
 
preoccupation with staffing fixed facilities which rural people
 
infrequently visit, the Mission emphasizes the need for
 
village-level health services. The interventions most likely to
 

reduce mortality and undesired fertility must be made available
 
close to home, and additional staff, primarily volunteers, will be
 
required to provide such assistance.
 

Full-Service family Planning/MCR Services. To overcome
 
what has been a nearly exclusive emphasis on sterilization and make
 

Nepal's family planning (PP) program more effective in terms of both
 

contraception services and improved maternal and child health, SAID
 

emphasizes the balanced motivation for, and provision of, temporary
 
and permanent contraceptivr. methods, along with other priority
 
Maternal and Child Health (NCH) services.
 

Decentralization and Regionalization. The NOR is
 
struggling to operationalize the complex processes of
 
decentralization and regionalization. A reasonable start has been
 
made, with USAID support# in the Central Region to identify issues
 
and resource requirements needed for the development of regional and
 
district management systems.
 

$Don't Forget Malaria.' Given the long-term nature of
 

the malaria problem, USAID has encouraged MOB procurement of
 
insecticide (NOR has derended on donor-granted supplies for 35
 
years), an improved training capability for malaria control,
 
decentralization of case detection and treatment, service expansion
 
to include other vector-borne diseases (e.g. Japanese encephalitis),
 
intensified review of the changing entomology of malaria
 
transmission, and sustained management and political attention to
 

ensure maintenance of a national malaria control capacity.
 

4. Donor Coordination
 

Nepal is a donor-intensive country, and the health/population
 
sector is proportionally even more so. Along with USAID, the major
 
sectoral donors are Wulctro IfPA, and WB01 several other bilaterals 

have more modest programs in terms of program scope or service 
coverage objectives, and international 1Oe have small programs of
 
many 'sizes and shapes' scattered around the country.
 

The important 'wild cards* in the donor hand are SrD(IDA) and
 
thi Japanese. ZORD has an Intense desire to Initiate lending In the
 
sector in Nepal, largely in response to their entirely appropriate
 
cot.ern about population growth rates, and if they do, the a ignsent
 



of donor resources and traditional roles in the sector are likely to
 

A 'small' level of input in IBRD terms
 
be drastically altered. 

could dwarf the traditional inputs of the historical 

donos, and
 

could exacerbate an already existing absorption 
capacity problem in
 

HNG has been very reluctant to borrov# even 
on
 

the MOH. Heretofore, 

the softest terms, for programs in the social sectors, but IBRD
 

feels that HMG will agree to IDA lending for 
health/population. The
 

Japanese have provided ad hoc assistance to 
the sector thus far,
 

respond t-af' oc HmG requests, usually for physical
preferring to 
 some longer-term# small
'provided
facilities: also, they ha've 

coverage, JICA projects. The Japanese plans in thia sector in Nepal
 

are entirely unknown to us, despite frequent interaction 
vith them
 

over the past few years. Like the situation with the
 
on the subject 

IBRD, however, they have the potential resource inputs that 

could
 

drastically supplement or distort the traditional 
KOB-donor
 

relationships.
 

UNICEF hao been the largest donor to the BPI 
and CDD programs;
 

a substantial way beginning in 1985 to
 USAID entered the arena in 
 UNICB? support

resource and technical gaps in those programs.
fill 


in all 5 regions has concentrated on relevent 
commodities (including
 

vaccines, syringes/needles/cold chain equipment, 
raw materials and
 

I6C, and local support for
 
packaging for local manufacture of ORB), 


UNICeF's commitment to these programs
operations and training. 

remains strong, and we expect their level and 

categories of support
 

tc continue indefinitely.
 

UNICEF resources to support large scale expansion 
of the CDD
 

Thus, USAID has entered
 program are not sufficient for all needs. 
 resources for
into a partnership to provide the necessary 
OSAID has coordinated with UNICEF
 coordinated nationwide training. 


by accepting responsibilities for other types of 
support to the CDD
 

packet size, CDD
 
program, such as field research on optimal OR 
 UNICEF
 
monitoring systems, epidemiology of diarrheal diseases, 

etc. 


will continue the major donor responsibility for 
ORB manufacture.
 

USAID will support the basic operating costs of 
the CR8 Company, the
 

organization which UNICEF has selected for the 
social marketing of
 

ORB.
 

WHO has played its usual country level role in 
Nepal with
 

as well as other standard program themes and
 regard to EPI and COD, 
 WHO
 
methods (e.g. BPl and COD management/supervision 

training). 


remains very effective at policy level work and 
standardised
 

program-level training, but plays a lesser role in 
service delivery
 

and infrastructure development.
 

Historically, USAID has been the major donor 
for malaria
 

control, but with important inputs (including 
insecticides) from WHO
 

But WHO and ODA resources often have been
and ODA especially. 

small, and/or irregular, and/or limited to certain geographic 

areas,
 

so USAIZO has attempted to 'enlist' other donors to provide 
the
 

which we cannot provide.
ON requires but
continuing support the 

we have not found those other inputs, but, after several
 Thus far, 


lobbying, the ZIBRD recently has expressed some
 years of our 

Japanese have also# though tentatively# re-initiated
interest. The 

a dialogue.
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UNFPA has been the other major donor in population/family
 
planning. Over the past several years, areas of program overlap
 
between UNFPA and USAID have been reduced. It is expected, for
 
example, that UNFPA will provide the major inputs for population
 
policy and research, Norplant and injectableprogestin..
 
contraceptives, regional training center construction, the 1991
 
national census, as well as operating expenses for the COy program,
 
management training, MCH worker training, and NCR drugs in two
 
geographical regions (east and far-west). There will be mutual
 
support for many family planning activities, for example,
 
demographic and health surveys, all aspects relating to VSC,
 
institutionalization of PP services, IE & C, etc. UNPPA will supply
 
more injectables, as they and HMG believe this can be an important
 
method in Nepal.
 

IPPF consistently assists the FPAN with substantial core
 
funding, including some contraceptive and surgical supplies (along
 
with some special project funding). In addition to this core
 
funding, ?PAN solicits special project funding from a wide variety

of NGO sources, including World Neighbors, the Center for Education
 
and Population Development Activties (CEDPA), the Janan
 
international Cooperation Agency (JICA), the Association for
 
Voluntary Surgical Contraception (AVSC)p Pamily Bealth International
 
(PHI), etc.
 

Given the heavy donor involvement in the sector, coordination
 
with other donors will necessarily be a high priority for USAID
 
staff. Great strides have been taken by the major concerned donors
 
to be cognizant of and take into consideration other donors'
 
activities, and these united donor voices on certain issues have
 
been extremely effective. There already exist several formal and
 
informal fora for donor coordination--the informal generally are
 
more effective and efficient. But these are large, complex and
 
often aggressive donor colleague organizations with differing

objectives, procedures, schedules, etc., and maximizing coordination
 
will continue to be a major, time-consuming task for our staff.
 
If/when the 1BRD enters the arena with their mega-resources and
 
access to high levels, our coordination task will be even more
 
demanding.
 

B. Problem identification
 

1. High Child Mortality
 

Nepal suffers from some of the worst health conditions in
 
Asia, with the brunt of morbidity and mortality falling on young

children and their mothers. The major public health problems

associated with these conditions in Nepal are diarrheal diseaseS,
 
vaccine preventable diseases of childhood, acute respiratory
 
infections, high fertility rates, and malatia. System,
 
socio-economic and geographical constraints (see below) make it
 
extremrly difficult for this project to alleviate the conditions
 
which contribute to the low health status among the general
 
population. Thus, the problems the project will address under this
 
heading at# those pertaining to the knowledge and skills required by
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the providers of health services, without which any impact on these
 
major, basic health problems would be unlikely. The magnitude of
 
these health problems in Nepal is summarized below.
 

Although reliable health statistics are few, a conservative
 
overall estimat,* of infant mortality is 112 deaths per 1000 live
 
births per annuw (112/1000), with combined infant and child
 
mortality as high as 400/1000 in some areas. Adequate sanitary
 
practices are rare, and diarrheal diseases are rampant. Diarrhea is
 
associated with about 45% of all under-five deaths. Emerging
 
evidence indicates that a large percentage of diarrheal episodes may
 
be dysenteric or chronic (rather than acute, dehydrating) and thus
 
minimally responsive to oral rehydration therapy (ORT). Incorrect
 
preparation and use of oral rehydration solution (ORS) and related
 
treatment measures are more the norm than unusual.
 

Pneumonias (acute lower-respiratory infections--ALRI) may
 
account for an additional 20% of child deaths and go almost entirely
 
undetected and untreated among the rural population. Measles is
 
nearly universal among children, with a case fatality rate of
 
perhaps 20 or 30 per 1000. Given the unsanitary environment,
 
unnygienic traditional birthing practices, and low rates of tetanus
 
immunization among mothers, neonatal tetanus in the Terai probably
 
kills infants at a rate of 20 or 30 per 1000 among unimmunized
 
populations. Other vaccine-preventable diseases of childhood
 
(especially pertussis) are also significant problems.
 

2. Excess Fertility
 

Bvn with high child mortality, total population is
 
increasing at about 2.7% per year (a doubling of the population from
 
the current 18 million within 26 years). Total fertility is aoout
 
5.8 cnildren per woman. Average age at ma-iage is under 17, and
 
the desire for surviving sons in this largely Bindu society drives
 
fertility. Contraceptive prevalance is about 15%, 86% of which is
 
due to surgical contraception. Most couples have little knowledge
 
of temporary contraception# except in certain urban areas. Recent
 
surveys show that large numbers of couples who desire to space or
 
limit children are not using contraception due to lack of knowledge
 
or lack of attractive, available services. Roughly 20% of all
 
births occur at an interval of less than 24 months, even though
 
Nepalese data (World Fertility Survey) dramatically indicate
 
markedly improved child survival at longer birth intervals.
 
Maternal mortality estimates are 6.5/1000 (1981 FP/MCH Pop Council
 
Report)l better spacing of children could also have a significant
 
impact on this problem.
 

3. Malaria Resurgence
 

The large-scale resurgence of malaria in the TWat,
 
Nepal's most economically Important zone with over 60t of the
 
cointry's cultivatable land, is a constant threat. Formerly one of
 
the most malarious areas of the world# the Total io now home to
 
nearly half of oepal's populations largely non-imune because of
 
past malaria control effocts or immigration from higher altitudes.
 



Ecological change in this area has been dramatic and may have caused
 
emergence of important new mosquito vectors. Insecticide and drug

resistances are increasing, and resurgence epidemics have occurred.
 
Yet specialized malaria control activities are being integrated

(some say "diluted') into the overall health delivery system.
 
Control measures are likely to suffer if appropriate skills,

knowledge and systems are not maintained. Furthermore, insecticide
 
usage is likely to decreasei given cost and effectiveness issues.
 

4. Managerial and Institutional Problems
 

a. Public Sector: Despite some organizational changes
 
and the use of (predominately male) field workers and volunteers
 
over the past decade, the HOH cannot consistently reach beyond the
 
health post to deliver priority services at the villagt level.
 
Except for the malaria and, possibly, immunization programs, the MOB
 
reaches only a minority of the populace. Those reached by programs

in family planning, diarrheal diseases, a nascent effort in acute
 
respiratory infection control (ARI), and nutrition are served
 
irregularly and poorly. Although the MOB's tasks are greatly

complicated by Nepal's formidable topography (90t of the country is
 
hills and mountains), institutional weaknesses stemming from limited
 
funds, meager technical expertise, and very poor management are
 
concerns that can be dealt with. The MOB is also a young

institution, only now entering its second generation of leadership.
 

MOH's efforts to meet basic needs, extend coverage,

integrate programs and regionalize control have produced a current
 
.Aistitutional environment in a state of considerable flux. The MON
 
i.s grappling with the problems of how services (heretofore provided

by "vertical' projects) can be delivered at vastly increased
 
t:overage levels under a newly 'integrated' system. Due to the
 
earlier concentration on vertical projects, most MOB personnel have
 
narrow fields of experience, and the training and management

implications of melding disparate personnel and organizational

elements into a unified, improved service delivery system are
 
considerable.
 

The emergence of government as a provider of services and
 
promoter of the general welfare is a recent, imported phenomenon,

and the type of efficient, responsive bureaucracy required to manage
 
a full range of modern HFP services has not yet evolved In Nepal.
 
The Nepalese show great deference to authority, and power has
 
remained overly centralized In Kathmandu with the rise of modern
 
government replacing feudal systems. The decentralization of
 
decision-making authority and resource allocation to capable

officials outside of Kathmandu has not occurred. Local capabilities

at this point are not sufficiently developed to support this goal:
 
regional and district offices are not fully staffed, and information
 
flows reflect historically vertical programse rather than a
 
cross-section of all activities provided for a defined population.
 

b. Private Sector: In the private sector, the
 
Contraueptive Retail Sales Company (CRS), begun as an MOH prolect in
 
1978 and incorporated as a Nepalese-managed company in 1983, is
 



presently at a cross-roads. It has signifioantly increased public
 
awareness of contraception and the availability of contraceptives,
 
established social marketing as a viable tool in the sector,
 
established a market in urban areas, and begun to market ORS 
packets. It still has considerable potential to expand its market'. 
However, CRS has been unable to substantially break down barriers to 
continuing use of contraceptives. It is struggling to monitor
 
retail outlets, manage its sales force, and expand its retail
 
network. In addition, CRS's Board and management have not evolved
 
over time to deal with the Company's evolving needs. USAID, MOH and
 
CRS currently are searching for ways to restructure and resuscitate
 
the company to operate as a more independent private entity.
 

Besides CRS, the private sector is not as active in health as 
it might be, although there are indications that more involvement 
may be possible. For example, HMG's 1987 Programme for Fulfillment 
of Basic Needs (1985-2000) contains several private sector targets. 
They include strengthening the skills of traditional midwives 
through training (this is underway): encouraging entrepreneurs to 
produce medicines, medical supplies and equipment; developing a 
policy to encourage private establishment and operation of health 
posts; the involvement of social organizations and NGOs in health, 
family planning and nutrition: and mobilizing local community 
support and involvement in health services. Two aspects of this 
policy that seem to be particularly important are the establishment 
of private clinics, and a private market in pharmaceuticals (with 
some government regulation for meeting public health objectives). 

5. Social and Cultural Constraints
 

The status of women is of basic importance in the
 
health sector. Women (especially rural women) are traditionally
 
isolated in Nepalese society, and their participation in events
 
oitside the home, other than an enormous workload, is generally less
 
than that of men. Yet they are an important target group for many
 
public health activities. Women bear the burden of most
 
contraception,,and they must understand how to use ORT, appreciate
 
the importance of immunizations for themselves and their children,
 
and seek treatment when their children are stricken with pneumonia,
 
among many other behaviors. The NMO's ability to reach rural women
 
is crucial to its ability to significantly reduce mortality and
 
fertility.
 

The social organization of most villages in Nepal will make
 
the goal of true community participation difficult in many parts of
 
the country. The complex of caste and tribal affiliations result in
 
stratified communities in the terai and hills. The horizontal
 
social levels interact constantly but not always for mutual
 
benefit. The lower levels have limited access to political power
 
and consequently are often difficult to engage through a government
 
program.
 

The social distance between many of the health post employees
 
and villagers will be another constraint. The VHW and CHV are two
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ways of bridging this gap. As more and more rural children complete
 
at least a primary education, the gap will narrov further. In the
 
interim, mechanisms for communicating across this social distance
 
need to be strengthened..
 

III. PROJECT DESCRIPTION
 

A. Goal and Purpose
 

The project goal is to reduce child mortality and undesired
 
fertility. Its purposes are to improve the quality and coverage of
 
child health care, family planning, and selected malaria control
 
services, and to improve the ma;agement and organizational issues
 
and practices affecting the delivery of those services.
 

B. Project Components
 

During the past decade, USAID assistance to the health sector
 
in Nepal has supported MOB efforts in basic health care provision.
 
USAID*s assistance has evolved from emphasis on immediate health
 
needs ,permanent family planning, insecticide/commodity support for
 
anti-malaria activities, and health system infrastructure
 
development), to a broadened emphasis on child survival, birth
 
spacing, and attention to basic management issues affecting the
 
delivery of health/child survival and family planning services.
 
This project will provide continued support for improving MOH
 
management practices and for strengthening major health/child
 
survival and family planning interventions.
 

1. Service Management and Delivery
 

This project component encompasses three sub-activities,
 
i.e. Central Region Management and Service Delivery Improvement
 
(including the Community Health Volunteer ICUV) program, which USAID
 
has been supporting primarily in the Central Region), training in
 
public health, program management, and epidemiologic skills, and
 
innovative activities for investigating (an" implementing, as
 
appropriate) service delivery and cost ques Nns.
 

a. Central Region Kanagement/Service Delivery Improvement
 

The five Regional Health Directorates were established by 
1987/88 to replace the Department of Health Services. The purpose 
of this change was to move towards decentralization and integration# 
allowing resources and attention to be better focused on the 
periphery rather than on the center. Simultaneously, HMO was 
formulating its Basic Needs program (see Background section), which 
is also focused on the periphery., The primary role of the Regional 
Directorate is to promote the MOB's basic health needs program and 
to serve Qa the principal link between the NOB and the districts. 

in order to meet these objectives, 3MG/MOB policies call for
 
an emphasis on the development and expansion of integrated basic
 
health sor-ices through health posts and local female health
 



(cEVs -- replacing the
volunteers (community Health Volunteers or 

dormant CHL program), primarily through programs which include basic
 

(family planning,
preventive and curative health services 

communicable disease services, respiratory-disease related services,
 
and oral rehydration and nutrition services), and through the
 
development and expansion of health care organization and health
 
manpower.
 

The Central Region Health Directorate (CRHD) has identified
 
the development of an effective integrated Maternal and Child Health
 

(MCH) program as key to achievement of these national objectives.
 
As defined in the National Strategy for MCD developed in 1985, the
 
priorities are oral rehydration, nutrition, immunization, basic and
 

natal care, and child spacing. The CRHD proposes to make these
 
areas the principal foci of regional activities and district
 
services. It is recognized that these foci imply the need for the
 
development of management, support, training and information systems
 
that would allow a comprehenvive approach at the regional and
 
district levels.
 

The project will provide technical and financial assistance to
 

the CRHD in focusing its management and support activities on
 
priority MCH/FP areas. The development and strengthening of
 
management systems will be carried out concentrating on how these
 
systems can be used to improve service coverage and quality. (N.H..
 

The technical aspects of the services to be strengthened are more
 
fully discussed under the next two project components# Family
 
Planning and Child Survival. Funding for all components of CHV and
 
child survival (CDD, FP, ARI, immunization) activities in the
 
central Region will be through the CRUD.)
 

Activities: Technical consultants from the primary
 
institutionna contractor will work directly vith the Central Region
 

Health Director and staff (mostly relevant section officers and
 
sub-section chiefs) on the development of the management capacity of
 

the CRHD to support district program implementation. This will
 
involve skills enhancement opportunities for CRBD staff (and
 
possibly some limited specialized opportunities for exposure in
 
organizational management for the Regional Director) in supervision.
 
demographic and epidemiologic principles for the development and
 
monitoring of annual workplans, basic administration, personnel
 
system development, reporting and recording, data base development
 
and data analysis skills.
 

The contractor's technical advisors will provide on-the-job
 
trainers and for the development
assistance/training to regional CMV 


and implementation of in-service training programs for CHVs, MCH
 
workers, Village Health Workers (VyWs), Assistant Nurse Midvives
 
AHO), and other health post staff* The CRHD, in coordination witb
 

the technical offices at the national level, will design a wotkplan
 
(resource requirements, schedule* outcomes) for each training
 
activity. Since the CRHD will be newly developing this capability
 
and since the technical offices (heretofore the 'vertical project'
 
national level offices) are also newly beginning to define their
 
policy/technical role in support of integrated, decentralLsed
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services, this element will be phased in gradually (e.g., beginning

with training for CDD). The specifics of the training

responsibilities to be assumed by the CRUD will be defined in yearly

workplans with the CRHD, supported by the requisite financial and
 
manpower resources. Thqy will include technical training and
 
training of trainers for the regional directorate staff. By the end
 
of the project, all technical in-service training will be
 
coordinated by the CRHD for all regional/district staff.
 

The management, planning and supervision systems for
 
integrated services at the district level will also be strengthened.

Working with the CRHD and DPHO staff, major attention will be
 
devoted to the improvement of management and service delivery
 
systems for all services provided at the district level. This
 
refers to the process whereby a district, at all administrative
 
levels (district, ilaka, panchayat, ward), attains the ability to
 
provide quality services regularly, routinely, and on demand through

the effective use of and coordination with local resources and
 
institutions.
 

This effort will initially focus on a systematic review of MCH
 
services on a district-by-district basis, done by respective

district staff and a CRHD interdisciplinary team. The reviews will
 
allow distrtcts to identify their own major problems and weaknesses,

and will allow the Region to focus technical and managerial
 
resources on correcting these problems. Priority areas of emphasi

will be based on epidemiological assessments, training and
 
supervision requirements, health post staff, workloads and
 
activities.
 

A District MCH Service Review will be carried out in up to
 
five districts during the first year of the project. Details of the
 
review will be developed by the CRHD interdisciplinary team, with
 
input requested from technical offices at the national level and
 
divisions of the KOH. Implementation of the review will require

planning meetings in the districts (CRHD staff going to the
 
districts for this purpose). Skills enhancement opportunities will
 
be provided for CRED staff and training to selected district-level
 
staff in data collection, practical in-service supervisory skills,
 
means of correcting personnel maldlstribution, technical aspects of
 
services being provided, and a whole range of management-related

issues (logistics, personnel administration, supervisory feedback
 
and follow-up, etc.). Particular emphasis will be on health ani
 
management information systems development, and the analytical

skills for using the data in planning, priority setting, monitoring

and feedback. Necessary training# as identified in the reviews,

will be provided to all levels of staff in the district (again#
technical/service-related training is more fully discussed under the 
next two sections, Family Planning and Child Survivial). 

A system will be developed by which district reviews are 
formally reported to the Regional Director# and followed up
periodically by CRUD staff to ensure that identified actions are 
being carried out, At a specified period of time after the review,
there will be formal follow-up to see what progress has been made In 
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addressing the identified problems, and to plan next steps and
 
regular follow-ups which may include small scale surveys.
 

It is relevant to highlight the C1iV sub-component of Central
 
Region Management Improvement, as it reprisents a new (since 1988)
 
level of health service delivery. Given the need to reach beyond
 
the health post with priority services provided by women, the female
 
CHV program is extremely important. The MOcx's ability to
 
significantly reduce mortality and fertility is highly dependent on
 
the success of this program, which will take several years to
 
establish nationwide. (N.B. The project may support limited CHV
 
activities in one other Region other than the CRHD if resources are
 
sufficient.)
 

It is expected that CHVs will deliver services at the ward
 
level and at the household level. It is also recognized that some
 
services can have a greater impact than others on child mortality
 
and morbidity (i.e., child spacing, oral rehydration, and
 
immunization), and that CHVa will not be effective if over-burdened
 
with service delivery responsibilities. Therefore, the CHV program
 
will direct activity toward practical priority services and toward
 
service delivery and follow-up to "high risk" houses. The
 
definition of "high risk" needs refinement, but at the beginning
 
will include houses with children under one year old, houses with
 
pregnant women, and houses where a child under five years had died 
recently. The CHV will be expected to arrange for community members 
to consult the VHW and/or health post for services that she cannot 
provide herself, such as distribution of contraceptive pills, 
immunizations, ARI treatment, etc.l and to refer community members 
who are seriously ill to both the VHW and to the health post. In 
this way, it is hoped that the CHV program will be a realistic, 
practical health service "link" for the community. 

Each district will have dn average of 300 Cxvs (considerably 
more in the CRID) -- a major workforce that will require 
administration, management, formal and informal support, 
trouble-shooting and frequent re-training. These volunteers have
 
little experience functioning in large, formal systems, and little
 
experience as behavior change agents and service providers. Since
 
MCH district offices have had difficulty monitoring and supporting
 
health post and field staff adequately, it is not reasonable to
 
expect district and ilaka health offices to be able to provide all
 
the attention necessary to support new, inexperienced workers. Yet
 
many of the MCH's priority programs will not be successful unless
 
the CHVs are effective motivators and educators. This project
 
component proposes to gradually address the requisite functions
 
necessary Lor proper monitocing and support.
 

in light of these considerations, local and district units
 
(e.q. local NKa's or other organizations) will be identified by the
 
MOH as its organizational apartners" to provide support functions to
 
the CHVs. However, these organizations' capacities and potential to
 
support a large service program have not been tested, nor has their
 
specific support to the COV program been articulated.
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Every support function that these organizations can provide

relieves the burden on the district health system staff and allows

them to concentrate on other tasks. It is reasonable to expect

that, -depending on -the district, the organizations will -be able to

relieve the burden on the district health officials for simple

aspects of CHV program administration, some supervision, informal 
support of volunteersi and some simple training. Therefore, the

project proposes to provide district organizations the opportunity

to prove their interest and abilities, to assist with some basic
skills development in administration and management, and to assist
 
them in outlining specific support tasks.
 

For this, DPHO and district organization members will receive

orientation on the potential of low-literate village women to be

effective motivators and educators, and on the advantages and

possibilities of systems of volunteers. 
This will be followed by

training on specific lessons from other female health/family

planning volunteer systems# what has worked/failed and how/why; what

supervisory and support systems are appropriate; etc. Finally,

training will be provided to district level people in administration
 
and management skills, especially as related to suppnrting

health/family planning volunteers. 
These activities would begin in
 up to 5 districts of the Central Region, and expand as 
feasible

(within the CRHD). 
The project, subsequent to the orientation and

training, will support district-level planning workshops for support

of the CHV activity.
 

For all Central Region activities, the long term institutional
 
contractor will be involved in guiding the

planning/implementation/training/follow-up process, working closely

with the CMD Director and DNHOs. 
 As with other activities
 
implemented directly with the KOH# yearly local cost support

workplans will be developed with the CRHD that outline specific

activities and expected accomplishments. For CHV support program

orientation, the Family Planning Association of Nepal (PPAN) will be

asked to share its experiences with women volunteers. For
 
management and administr,,tive training in support of the COV
 
program, USAID Will work with the Center for Population and

Development Activities (CEDPA) country office. 
CBDPA's objective in
Nepal is to develop the capacity of women leaders to manage social
 
programs, especially in health and family planning. 
Finally, the

role of Peace Corps volunteers as management/aeministrative

asssiants to the MOH in defining and establishing a supportive

structure for the CHV program will be explored, and implemented as
 
feasible.
 

Inputs: The Central Region sub-component will receive a
large amount (at-least 501) of the technical assistance (TA) input
from the long-term institutional contractor, including long term TA

in planning and management and selected short-term TA for data base

dvlopmenti 
training, training materials development, etc. The
 
project will support the local costs of training (i.e. TA/DA,
materials development), and local contracts for training workshops

and/or special surveys, as required. Commodity support will include
 
computer hardware/software, and vehicles, as 
required.
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Expected Results: A regional structure experienced in
 
performing all functions related to MCH and FP service delivery in
 
the Central Region will be established. Regional and district-level
 
managers from all 19 CRHD districts will have been trained in
 
program planning and budgeting, management and basic demographic and
 
epidemiologic skills. District MCR reviews will have been conducted
 
in all CRHD districts; planning and budgeting exercises by district
 
will be conducted, based on available information on resources,
 
priority health problems, personnel availability, geographical

constraints, etc., and compiled by the region as a Regional Plan for
 
health care activities. District officers will be able to use an
 
integrated data base to set and monitor program-specific targets and
 
achievements. Service providers will have been trained in related
 
systems of information collection, supervision, monitoring; and in
 
the technical and communication/education aspects of services they
 
are expected to provide (see Components 2 and 3, below). For this,
 
the CRHD will have established a regional training and supervision
 
capability and, in assuming this function, will be regularly

scheduling, conducting, and monitoring the training of all program

categories, i.e., immunization, family planning, CDD# etc.
 

For the CHV-specific element of Central Region activities,
 
local/district organizations will be conducting CHV support

activities in at least 15 of the CR]D's 19 districts. Following
 
orientation and management training, district organizations most
 
able to outline their own goals and procedures for supporting the
 
-"Hvprogram will formally establish and implement these functions.
 

b. Public Health Training
 

Traditionally, education of health system personnel in Nepal

has been clinically oriented, with little or no public health
 
training. in addition* officials heretofore in vertical projects
 
are now being called upon to manage complex integrated programs, As
 
a result, there is a serious shortage of personnel who can apply
 
epidemiologic and management principles to define public health
 
priorities and manage programs accordingly.
 

Activities: Tribhuvan University's institute of Medicine
 
(ION) offers a bachelor's level public health degree course, and has
 
just begun offering a master's level public health degree course.
 
This project will fund up to 5-15 NOR officials from management

positions per annum in the ZOM public health degree or certificate
 
courses. This activity is contingent upon the MOH adapting a
 
personnel policy that all managers in its system (DPHO and above)

will be required to possess public health credentials from Nepal or
 
abroad.
 

This sub-component will be handled through the long term
 
institutional contractor, which will arrange for requisite technical
 
assistAnce. Initially, short-term technical assistance will be
 
provided to work with the MCH to set up procedures for selecting

officers for trainingl how the entire procedure is handled vis-a-vis
 
personnel regulationsp how trainees' home positions will be covered
 
while they are at ZOMI procedures for channeling funds to cover
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KOH-enrollee tuition: etc. Additional assistance will be provided
 
to review and up-grade ION curricula and practical field training
 
vis-a-vis moo management requirements for district officers and 
above. Complementary to tbis, a system viii be set up whereby 
selected faculty will visit the afield' periodically to-assess 
management and technology problems managers face, and/or to 
follow-up their graduates to verify the relevance of the education 
provided at ION. Incentives will be provided for faculty research 
on relevant topics. 

Inputs: for the public health training sub-component, 
inputs will cover costs of an 'educational stipend' to students for 
books and other education-related supplies, and to offset higher 
living costs associated with being in Kathmandul tuition costs to 
the IO; external technical assistance (approximately 6-8 person 
months) the costs of additional educational opportunities for 
relevant ION faculty, including observation visits to other public 
health faculties in the regions some classroom equipment and library 
and laboratory materials related to public health training; a 
vehicle for field work: and up-grading of classrooms. (M.D. For
 
planning and budgeting purposes, 2 person years will be scheduled 
for each trainee, for a total of 50 person years. However, it is 
anticipated that some trainees vill require only 1 year of academic 
training to complete their required courses.)
 

expected Results: Assuming that such training can begin
 
in CY 1991#,bp the end o t7he project 25 NOB managers will have
 
graduated and resumed their functions within the NOR system. (This 
number may be exceeded depending on the pre-masters level training 
requirements of the selected trainees.) At least 10 will be from 
the Central Region. 

c. Innovative Activities
 

In every health care system new service delivery questions
 
arise continuously. Different ways of achieving an objective may
 
need to be tested, and new tasks for old personel may look 
promising. The complex social organization of Nepal and its 
difficult topography make the delivery of services much more 
difficult than in most other countries. The system and the setting 
will continue to challenge the implementors of health and family 
planning programs to find new and better ways to meet their 
objectives.
 

Activities: for the most part, technical consultants 
from the institutional contractor will work with the Central Region 
(or other region, as feasible) Health Director, the Director's 
staff, the districts and the health posts to select innovative
 
approaches to service delivery# deve op a variety of options*
 
designs, and then test the approaches against the reality of the
 
OH's delivery system and rural Nepal. Some activities (e.g.
 
Vitamin A-related) will be assisted through technical consultants
 
and sunport provided through centrally-funded projects.
 

Priority areas for Investigation include the followings 

- :st increased resources, both private end public# need to 
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b0 made availabls to the health sector in Nepal is obvious even to 
the casual observer. All possible means of achieving such increases

will be pursued, including field testing of strategies for cost
 
recovery in government facilities, further privatization of health

servire delivery, resource allocation, use and managementp analyses

of relatSvC cost-effectiveness of services, and strategies to

increase coverage of preventive and promotive programs.
 

- Getting health services out beyond the health post is 
a
continuing priority in Nepal. 
The CKV program is the most realistic
 
attempt to date and a major effort will go into ensuring its
 
success. 
 But even as this program is being implemented the search

for other means of outreach needs to be continued. Some
 
possibilities for investigation include:
 

- providing family planning training to ayurvedic doctors and
other traditional practitioners who see many patients in Nepal and
possibly could be important promoters of family plannings 

- looking closely at the potential role of health post peons
as educator and motivator. The peun is locally recruited, a member
 
of the community, often assists the health workers with many of

tneir duties, often has a much better understanding of the community

than the health post staff. The peon, if actively involved with the

preventive goals of the program, might set an important example for
 
his peers.
 

There will undoubtedly be Issues that come out of the new
CHV program that will need to be investigated. for example, might a
 program of incentives provide more motivation than a monthly payment

of NRs 1007 How many tasks can these women really be expected to do?
 

- Too little is known about the level of demand for health 
care in Nepal, e.g. under what circumstances do families make
decisions on what kind of care to seek and where to get it. A
 
simple demand (utilization) survey could give regional and
 
district planners a much better idea of the reach of their

services, their perceived quality and effectiveness, and under
 
what circumstances people look elsewhere for help.
 

- An area related to demand is the question of cost recovery in government facilities. A considerable amount of
work has been done with drug funds in Nepal but other approaches

could be tested. 
One review of the available data noncluded

that hospital fees based on a sliding scale offered the greatest

potential for significant cost recovery. A related analysis

wojld be the amount of government f'nding that goes into urban
hospitals and which groups benefit the most from these services.
 

- Different approaches to improving the nutrition of
moti.rs and children need to be developed and tested. 
Specifically, programmatLc opportunities in Vitamin A

distribution will be explored (e.g. piggy-backing onto the apt

network)# whereby a child would receive a smaell dosage

(estimated 25,000 IU)vith each immunitation contAft beginning

not earlier than six weeks of age.
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inputs: Inputs vii 
include technical assistance for
identifying topics and developing researeh designs. 
 Zn most
 
cases the field work viii be done by district or health post
staff, although in 
some cases itmay be necessary to Contract
 some of the work. The project vill provide'funds for local
 
costs of the research and may provide funds to extend training

sessions long enough to allow presentation and discussion of the
 
results of these investigations.
 

R s By the end of the project the
Regional and DiStriCt staff of the Central Region will have

developed skills In a variety of basic (sLmple) research
methodologLese an understanding of the strengthe and weakness of
various approaches to problem solving, and will have established
 
a working environment where testing new ideas is accepted and

rewarded. Effective procedures for delivering services will
 
have been documented and outlined,
 

2. Family Planning
 

As in the previous projects the delivery of quality,
full-service family plannLng services will receive priority
support under this project. Activities will primarily be

focused in the Central Region, with other contiguous districts
in other neighboring regions receiving selected 'nation-wide'
 
support, as possible. As the NOn is committed to an Integrated

delivery system, the gradual institutLonalization of family

planning services within the integrated service system of
 
Central Region districts will be supported.
 

The project will support a major Information, education and
communications (186C) program as well as increased quantity and
quality of services. 
There will be important activities In both
the public and private sectors. The project will help create an
envLonment within the NOR that will allow for sucessful

integration of the FP/NCH Project without diminishing services,
continue the provision of VBC while decreasing reliance on
 camps, and increase the use of both clinical (IUDso Worplant,

Lnjectables, VSC) and non-clinical (orals and condoms)

contraceptives.
 

a. Public sector: Project activities in support of family

planning will cover several aspects# including Infocmation,
Education and Communication (ChC),voluntary surgical

contraception (VSC)# clinical contraception# logistics and
motivation. In general, the project will continue to support

training and service delivery systems development for improved
quality and management of family planning services. 
on the
service delivery aide, as is described below$ the project will
focus more narrowly than In the past. in particular, these

activities will Include a major new complementary effort in
communLty outreach by CHYs (see Component I).
 

Ao-titst IMajor attention will be devoted to the

iast.ttLI-
 of the full range of family planning
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methods at the district level. Of particular importance will be 

the year-round availability of VSC at district and zonal 
hospita4l ( n addition to.other-,methods) as was recommended in
 

the 1987 AVSC/NOH evaluation of VSC in Nepal1 and the' 
availability of injectibles, gills and condoms at the health 

level, and of pills and condoms at the comunity level.
post 


In the Nepalese context# instktutionalization refers to the
 

process whereby a district, at all levels (district, ilaka,
 

pancnayat, ward) attains the ability to provide quality family
 

planning (male and female) services regularly, routinely$ and on
 

demand through the effective utilization and coordination of
 

local resources and institutions. The essential components for 

institutionalization at the district level are:
 

local comitment# support, coordination, and cooperations
-
- trained manpowers 
- sufficient expendable materials; 
- continuous flow of family planning clients 
- quality assurance systems in place and workings 
- phase out of incentive programs. 

As a first step tovard institutionalization, a tiered
 

system of service delivery and referral will be established in a
 

phased manner and new emphasis will be placed on temporary
 

methods of contraception. Working primarily with the Central
 

Region Health Directorate and its District Public Health Offices
 

the project will support a rational six of temporary
(DPHOs), 
and permanent family planning methods. Training and
 

provided for district levelreorientation will be field wockers, 

management and hospital staff on the importance of child spacing
 

and child health# the
and permanent contraception for materna 

pros and cons of both clinical (ZUD's, Norplant, inlectibles,
 

VSC) and non-clinical contraceptive methods, and the importance 
of regular follow-up and support of continuing users. 

A major problem with current reporting systems used by
 
and continuingdistricts is that the focus is on new acceptors 

use rates are not determined. When the priority was VSC, this
 

was appropriate. As Nepal begins to seriously introduce 
temporary methods of contraception into the Oen's service
 
delivery systems, data on contLnuing users becomes essential. A 

now ward level recording and reporting (0t/A)system designed to 

identify and follow-up continuing users will be developed by the 
?P/MCH Division and the CRUD with technical assistance provided 
by the long term technical advisors. On-the-lob tcainLn vill 

on its use. The current P/MCI family planningbe provided 
R/I system, which was intended also as a
client "face sheet* 

follow-up mechanism for continuing users, will be strengthened.
 
of using these records for mnagesent,
Finally, the concept 

at the districtsupervisory and planning in the health post and 
will be stressed, so that this information io not just being
 
collected for reporting up the system.
 

The cutent PP/MCI national commodity and contraceptive 
logistics system will be redesigned from a 9push" system (pushed 
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from national to district level without begin specifically
requested by the district) to a regionally based system which
will be more responsive to district level needs. 
 Under the
re-designed system, commodities and contraceptives will be
stored at the regional warehouses with a back-up supply kept at
the national level. 
 DPUOs will request commodities and
contraceptives from their regional warehouse using a simple
inventory/resupply reporting system for resupply and
accountability to the regional and national levels.
 

ginstitutionalization' of the tiered system will begin in
12 districts (six of wh ch are in the Central Region) in the
first year of the project. 
 Up to a total of 25 districts (16 of
19 CRHD districts) will have initiated the institutionalization
 process by the project's end. Approximately 2,000 (estimated 80
per district) medical* paramedical and support staff will have
received basic and/or refresher training. Training will be
provided through the Regional Directorates and respective DPBOs
(especially in the CRUD? with technical oversight and guidance
from the ?P/NCH Division. 
As needed, technical assistance will
be procured from ST/POP's AVSC, Population Council and JHU/PCS

projects.
 

In addition to the institutionalized tiered system,
voluntar 
surgical contraception J5C) will be strengthened
through improved training, counsel n'g, screenings and quality
assurance (including mechanisms to monitor compliance and
certify that providers and institutions maintain adequate
quality standards). Improvements in VSIC 
 begun in the
Integrated Rural Health/family Planning Services Project
(367-0135), will be further developed and implemetted through
the collaboration of the national level PP/NCI Division and the
Regional Directorates, primarily the CRHD. 
The project will
support FP/HCU Division and CRUD efforts to institutionalize
district level VSC services in up to 50 zonal/district hospitals
in the Kathmandu Valley, Terai, 
and more advanced districts in
the middle hills. 
 Surgical, counseling and follow-up, quality
assurance, and treatment of complications procedures will be
established, staff trained# and supervisory/monitoring systems
established through local technical assistance and the MON's
National Certification Committee (membership from various parts
of the MON, plus MOO and private membership), additional
technical assistance provided through buy-ins to central
projects (AVSC, Pop Council), and the collaboration of the NOB
with other Implementocs within the national family planning

program.
 

USAID sponsored VSc and other clinical contraception
activities will begin in 18 districts (6 in the CRllD) by thefirst year of the project. Up to 5 additional *clinical
contcace tion, districts will be phased in annually. tot maleand fesale vsc services, some of the larger centers will beequippe4 with laparoscopesa the smaller ones will be establishedas m ni.ap centers. 
 All will provide vasectomies for males.
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The MOB is eager to eXPand the use of other li4nical 
contracePtion methods (UD.o , orplant and inectasbes) ut 
adequate numbers or trained personnel are not yet avalliable for­
routine counseling, insertion/removal, follow-up or dealing with 
complications. Working with the VP/NCR Division and the CRUD, a 
plan for establishing and expanding the provision of these 
services will be developed. Site and equipment assessments of 
selected zonal and district hospitals and, if and when possible, 
health centers/posts will be made. Zt is anticipated that up to 
70 sites (i.e., all 30 ONG and non-BHG hospitals in the CRUD, 30
 
sites in other "institutionalizing" districts in other regions
 
(primarily in the Terail, and 10 health centers and/or health 
posts, primarily in the CRBD) will be providing services by the 
end of the project. Those with satisfactory institutional 
capability and where the retention of female staff is feasible 
will be selected. 

Of particular importance will be the establishment of
 
sat isfactory institutional capability at these sites and their 
ability to retain trained staff to provide appropriate services
 
and backup. Using local expertise, technical assistance 
provided through buy-ins to central projects, and existing
 
in-country training capabilities, district level staff will be
 
trained in clinical, education, communication and follow-up
 
techniques. Quality assurance standards and monitoring and
 
certification systems will be established. Operations research
 
in the Central Region will be used to determine under what 
conditions it may be possible to offer Norplant and IOD
 
insertions in health posts, The actual delivery of clinical
 
methods will be conditionee on completion of adequate plans, 
service provider training and certification, and site 
certification. USAID will provide equipment and commodities to 
these facilities as needed. 

Health posts will continue to provide non-clinical 
methods. The health posts' VIEWs will take on the responsibility 
foe supervising approximately 300 CaVs (more in the CRUD) In 
each district. These *grass roots workers" (VI~s and CdVs) will 
refer men and women to health posts and will directly supply 
pills and condoms. USAID will support this community based 
distribution system in the Central Region (where 12,000 Ce 
have already been identified -- see Component 1) and may provide
funding for the CHV program in selected districts in one 
additional region.
 

Relevent 1 grams are known to have a postive impact 
on contraceptive prvalence since satisfied users are not only 
the key to high continuation rates but also the most effective 
promoters of family planning . While services are gradually 
improving, MON programs still have weak communLoations 
components * Staff sre relatively inexperienced in modern 
communication methods, and their efforts tend to be didactic and 
lacking in emotional a ppeal. Further, the 126C materials 
produced under vertical projects/divLsions often lie unused in 
Kathmandu and need to be re-evaluated and, if appropriate, sent 
to the districts for use. 
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To begin to address this these problems, the project will

work with the national FP/NCH Division; the KOH's Health
 
Education, information and-Publication Section. the CRHD and

relevant NGOs, Initially, a limited geographical region viii be

selected for review of in-house 1B&C skills, and on-the-job

training will be provided. Small scale field studies will be

done to determine target population habits and preferences for
 
informational topics, media, etc. Subsequently, focused

multi-message or topical campaigns for national, regional, or

other geographically relevant areas will be designedimplemented

and evaluated, and the process revised or expanded.
 

These campaigns and other I&C strategies will be designed

and implemented with assistance provided through buy-ins to

centrally funded projects (e.g., JHU/PCS, RAPID/IMPACT and
 
HEALTHCOM) in collaboration with NOR, NGOs/PVOs and other local

organizations such as CRS, Co. 
Due to limited MOH production

capacity, the centrally funded projects will need to

sub-contract directly with local firms/organizations for design,

reproduction and dissemination of materials.
 

.inputs: Technical assistance for this large,

multi-faceted component will consist of support from the major

resident institutional contractor and from buy-ins to central

projects and, to build in-country institutional capability,

through contracts with local firms and organizations. The

project will provide contraceptive supplies, VSC equipment and

supplies, computer hardware and software, vehicles and other

equipment, commodity and logistical support. Local cost support

for training and other componets will be provided to the NOR
 
through annual workplans.
 

Expected Results: Through improved health/family

planning srvice deliver 
 systems, expanded availability of
 
family planning services and information, and better trained

staff, activities under the family planning component will
 
result in the following:
 

i) Contraceptive prevalence (continuing users) will

have increased by approximately 1.30% per annum from 15% in 1986
 
to 27.5% by 1995 [Tsui and Thapa, 1987p p. 10]. (This will be
based on MOB services, plus -- see below -- HGO efforts. A
 
stronger and more rural CRl program will have increased its

contribution from the currently estimated level of 45% of all
 
condoms and 20t of orals to 551 and 40% respectively).
 

ii) The Central Region will have a contraceptive

logistics system providing health posts and hospitals with
 
adequate family planning supplies year round.
 

Iii) 1i6C efforts will have increased knowledge of at

least one Uethod of contraception by currently married women

aged 15-50 to 751 from the 56% found in the 1986 Fertility

Survey.
 



- 30 ­

iv) A management information system viii be in place 
in the Central Region that will allow district and regional 
managers-to perform systems analysis, target group­
prioritization, management and training needs assessment. 

v) A plan will have been developed, and implementation
 
underway, for phased institutionalization of clinical and
 
non-clinical services.
 

vi) The demand for VSC and other clinical
 
contraception services in project districts will be met through
 
institutionalized services in static facilities and supported by
 
quality assurance systems.
 

b. Private Sector: The Nepal Contraceptive Retail
 
Sales (CRS) Co. is currently at a turning point where
 
incrementally more sophisticated skills are required. Efforts
 
by CRS to restructure company operations and strengthen program
 
activities will be supported by the project. Continued OSAID
 
funding of CRS is conditioned on the adaptation of improved
 
management systems and of a privatization plan (including Board
 
membership, Chairmanship, tenure, GON shares, etc.) for company
 
operations. (See VI. E. Condition and Covenants for specifics).
 

CRS has made remarkable progress in restoring company
 
morale and sales levels in recent months. The skills and
 
experience of a "private sector$ orientation are being gradually
 
introduced to CRS staff and Board. Given the wealth of
 
management experience and technical expertise available locally
 
and among CRS staff, planning for and implementation of
 
activities will be done directly with CRS management and
 
technical staff, and CRS Board participation as required.
 
Limited TA will be obtained from the centrally-funded Social
 
Marketing for Change (SOMARC) project# as required.
 

Continued USAID support for activities undertaken by CRS
 
will be outlined in a new Cooperative Agreement (CA). Under the
 
terms of the CA, CRS will be required to formulate for USAID
 
approval annual Operating Plans describing and scheduling all
 
aspects of the company's yearly operations, including market
 
research studies, promotional activities, sales targets by
 
urban/rural areas, staff and retailer training# and major
 
commodity procurement. The plan will set forth the company's
 
goals for the year along with concrete# time-limited objectives
 
to be pursued by each division of the company to attain these
 
goals.
 

To provide the skills required of a maturing, increasingly
 
private company, the project will support CR8 training and
 
support for the following:
 

a) Conducting and using market research to improve
 
advertising/promotion and communications for contraceptives and
 
ORS -- qualitative and/or quantitative marketing research
 
techniques will be applied to each product or product activity.
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For example, a product's campaign will be pre- and post-tested,
 
or a survey conducted, to determine product image, perception,
 

...
and knowledge among retailers/suppliers and users... Additional
 
consumer research relative to CR5 products will be done during a
 
major tracking study, probably in 1991. The tracking study will
 
measure increase in awareness of method, increase in awareness
 
of CRS brand choices, assess the image of each brand, measure
 
positive attitude towards family planning, evaluate
 
theadvertising campaigns for all products, and develop/refine

the consumer profile of each brand. The tracking study will be
 
conducted with the help of SOMARC.
 

CRS, again with SOMARC assistance, will also undertake a
 
marketing audit, a comprehensive and systematic evaluation of
 
the process and outcomes of a marketing program. The marketing

audit will have two managerial functions: 1) to monitor the
 
achievements or failures of the marketing program over time, and
 
2) to offert, for its improvement, actionable recommendations on
 
all aspects of the marketing program.
 

CRS will, by mid-project, assess its advertising,
 
promotional and PR needs and consider alternatives for the long

term, including continued use of an external agency, the design

and staffing of an internal advertising department, and design

and staffing of a separate, subsidiary advertising agency.
 

b) improved communication techniques -- CRS will conduct 
periodic (e.g. yearly) brand reviews, outlining communication
 
needs for each of CRS's products (currently 2 brands of condoms,

3 of oral contraceptive pills 1 vaginal foaming tablet and 1
 
ORS). For each product, CR8 will develop Creative/Strategy

Briefs, i.e. detailed step-by step tactical plans that lay out
 
campaigns and outline the communications process. The Creative
 
Briefs will describe the product and its positioning in the
 
market; state communications and marketing objectives for the
 
product; define the communications message content and approach

to be taken; define the communications/marketing mix (e.g.

radio/newspaper advertising; in-store promotion# etc.)l outline
 
schedules for advertising/promotion materials and/or program
 
development.
 

In addition, CR8 will assess the feasibility of adopting a
 
product/brand manager concept, whereby an individual
 
professional staff person would be assigned the responsibility

for a specific CRS product line. This would require an increase
 
in staff (up to 2 additional communications staff). These
 
individuals, with the assistance of the current communications
 
manager, would benefit from approximately 3 weeks of on-the-job

training from SOMARC on their responsibilities, including

preparing strategies$ annual marketing plans and sales
 
forecastsf monitoring product performance, initiating and
 
reviewing 4arket research, keeping brand books, designing and
 
implem(oting consumer trade promotion, etc.
 

c) Better tracking of retail outlets and expansion of the 
existing 4ples network -- CR5 will maintain and expand a 
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nation-wide network for the Commercial, retail sale of 
contraceptives and ORS. The current network covering the 
Bagmati Zone of the Central Region vii be expanded by a)
 
compiling up-to-date list# of active and potential retail
 
outlets for these products in the vicinity of accessible urban
 
and semi-urban areas# b) routinely monitoring these outlets to
 
assess product availability# and c) concentrating sales efforts
 
in areas where availability is relatively low. A computerized
 
data base and regular procedures for monitoring each outlet
 
(0.e.for tracking sales and predicting resupply dates and
 
quantities for individual retail outlets) will be established,
 

d) Increased cooperation with HGO's to encourage their
 
sale of contraceptives -- CRS will expand the sale of 
contraceptives and ORS by supplying these products to
 
non-governmental organizations (NOs). Individual plans with 
appropriate HGO will be developed. 

a) Expanded rural social marketing (RSM) efforts -- CR8 
will undertake 'intensified RSK" by 1) reining in its current 
RSm activity in 6 full districts to a smaller impact area' in 
each of 4 districts# and 2) experimenting ('operations 
research*) with an intensified RSH program in one district. In 
both cases# there will be an increase in supervision and 
monitoring of RSK agents' activities, adoptation of an 
'incentive policy' whereby RSH agents will be paid on the basis 
of achievement# and product distribut-ion to agents on the basis 
of their previous sales trends and selling capacity only. In 
the district-wide program# a baseline survey will oe conducted 
based on which the RSH strategy will be defined. As Cla's 
capability and effectiveness in working within an entire 
district for RSH activities ere understood, this process will be 
repeated and expanded in the other R15 districtsi and
 

f) Exploring self-sustainability options -- CrI will 
assess product, marketing and/or activity diversification (e.g. 
advertising and/or market research subsidiary), possible
 
investments for increasing its resource base, joint ventures
 
(e.g. ORS production), and other mechanisms. During the course 
of the project, CR8 will have taken over some recurrent
 
expenses, but it is not anticipated that CRS would be self 
sustainable by the end of this project. Uowever, in the long
 
term interests of the company and# considerLng its curcent 
management expertise, possible options will be reviewed and 
out lined.
 

Also in the private sector, access to and availability of 
family planning services will be increased In urban areas by 
establishing 3-5 full service, private family planning clinics 
with outreach services. Further, to make family planning and 
PCH services available in the workplace, flily planning 
services will be begun in up to S factory and other 
workplace-based enterprises, and assistance in the form of 
training, TA and minimal supplies will be provided. These 
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clinics and workplace-based enterprises vill be situated in the
Kathmandu Valley and the industrial areas of the Terai. As a
new initiative in the provision of health care through the
private sector, the Birgunj Chamber of Commerce, in cooperation
with a group of concerned local buwiness leaders and the
Enterprise Program, will open a clinic for factory
employees family members and local residents. This clinic vill
be patterned along the lines of 
a Health Maintenance
Organization (HMO). 
Limited TA will be procured from the
centrally-funded Enterprise Program and local organizations and
experts, as required.
 

Over the course of the project, the NCR will also involve
all certified private practitionerst nursing homes, private
clinics and other similar facilities to provide a variety of
family planning services.
 

The role of NGOs working in the family planning program
also need to be strengthened and coordinated with the NIR. 
 The
Family Planning Association of Nepal (?PAN) operates various
family planning related activities and provides both clinical
and non-clinical contraceptive services in
throughout the country. 
a number of districts
FPAN, on behalf of the NCR# takes a
leading role in organizing family planning services; conducting
counselor, aseptic and other trainingst and experimenting with
innovative approaches to make family planning 1BIC and service
delivery programs more effective, 
Under the project, PPAN's
role as an "implementing agency* to the national program will be
better coordinated and strengthened with the MO.
 

Other NGOs, too, play an important part in the national
program. 
These organizations work to create demand for family
planning services through motivational/educational activities
and the provision of temporary contraceptive services through
networks of social workers and fieldworkers. Over the LOP, the
role and responsibilities of NGOs will be improved and
coordination with relevant administrative levels of the MO 
will
be strengthened through continued work with centrally-funded

gtintees/cooperative agencies.
 

lwas: 
For CRS activities, it is anticipated that
most technica--s-j--lls for the conduct of surveys, consumer
research, advertising campaigns, etc., 
can be obtained locally.
The project will provide contraceptive supplies# vehicles and
some office equipmentl and support limited obeervatLon/study
tours for some CRS management and technical staff* local costs
of CR8 company operations# surveys, RSM activities# advertising
materials and promotional campaigns. 
8pecial TA will be
procured from the centrally funded Social Marketing for Change
($OMARC) project# as required.
 

?or wnrk-place based and NOO-supported family planningactivitjqso centrally-funded projects (esg., the EnterpriseProgram) will provide the requisite TA and related support.
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Expected Results: Re CRS activities, by the end of
 

the project$ CRS Coe Will have revised all management 
and
 

personnel policies and introduced mote efficient$ streamlined
 
CRS will be largely privatized, with the


operating procedures. 

HMG maintaining enodgh ties to protect its policy interests,
 

butnot ties so close as to douse the company's entrepreneurial
 

nature. Contraceptive supply distribution will have been
 

decentralized, and a computerized system for tracking active 
and
 

potential retail outlets, assessing product
 
availability/requirements and sales potential will be in 

use.
 

Rural social marketing programs based on market research 
and
 

sales agent incentives will be functioning in at least 8
 

districts. Contraceptive product sales and marketing agreements
 

will be in force with at least 3 NGOs involved in family
 

planning promotion. Advertising strategies for each product
 

will be established, and regularly modified based on periodic
 

consumer research. Educational programs in up to 40 districts
 

(e.g. retailer training, womens' talk programs, etc.) will be
 
As a result of CRS promotional and
implemented regularly. 


marketing activities, national contraceptive prevalence from
 

temporary methods attributable to CRS's efforts will have
 

increased from approximately one-third of the total in 1989 to
 
Finally# CRS will have
two-thirds by the end of the project. 


of salaries
assumed the recurrent cost burden of at least 50 


and benefits associated with CRS Co. operations, and a long term
 

plan for CRS Co. diversification and strategies for self
 

sustainability will have been outlined.
 

Additional family planning and NCR services in
 

workplace-based settings will provide models for private sector
 

initiatives and will begin to reduce the KOH's burden for the
 

provision of family planning and NCO services.
 

3. Child Survival
 

This component includes interventions related to the
 

major childhood public health problems of diarrheal disease
 

control, vaccine-preventable diseases and acute respiratory
 

infection (AR!) control.
 

a. Diarrheal Disease Control (CDD)
 

In 1985p the first USAID-assisted 'child survival'
 

activity was initiated on a pilot basis in 3 districts#
 

specifically to increase CDD and imunization awareness and
 

coverage. Out of this pilot, specific training plans for CDD
 

interventions were developed for use under the new, integrated
 

system.
 

Activities: Activities in CDD will be primarily
 

carried out in the Central and Western Regions with guidance 
and
 

direction from the ministry of Health's Public Health Division
 

(MOM/PHD). To a lesser extent, complementary activities in CDD
 

will be supported through local HGO/PVO'5. Until better data on
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the relative importance of acute/watery versus chronic and

dysenteric diarrheas are available, the project will stress the

widespread, correct use of oral rehydration therapy (ORT)

primarily with packaged oral rehydration solution (ORS).
 

MOH/PHD/CDD Program Activities: In partnership

with UNICEF and WHO, USAID is supporting a nationwide effort to
 
increase awareness among providers and the public of the

importance of diarrheal diseases and preventive and treatment

options. A tiered training program for NOB field workers and
 
managers ias been initiated in the Central and Western Regions

whereby all trainees at one level are trained before they

(trainees-cum-trainers) undertake the next level of training.

Training reaches all the way to mothers. Throughout the
 
country, approxinately 7,500 medical and paramedical staff are
 
to be trained in clinical, supervisory and management skills on

diarrheal disease control, and up to 40,000 primary school
 
teachers, pharmacists and CHV's in diarrheal disease prevention

and ORT. 
In the Central and Western Regions, 1,200-1,500

medical/paramedical workers, 1,600 teachers, and 14,000 ClV's
 
are to be trained. (N.B. CHV training is in fact done by the
 
CRHD, with TA from the PHD/CDD. See Component 1.)
 

Support to this training program will be continued in the
 new project. The intention is two-fold: 
 1) to provide basic
 
training in ORT to all levels of service providers in the
 
Central and Western Regions; and 2) to strengthen the MOR's

abililty to provide appropriate national level interventions in
 
CDD (i.e., refresher training on specific topics, supportive

supervision, coordination, etc.) through establishment of a

monitoring and supervision system.
 

Fot this activity, USAID will work directly with the

national level PHD/CDD, drawing on technical assistance from the

institutional contractor, as necessary. 
Yearly workplans will

be developed that outline training plans and objectives. As the

national level gradually shifts responsibility for training to
 
respective regions (for the purposes of this project, USAID is
primarily concerned with the Central Region 
 -- see Component
1, above), the national level responsibility for CDD activities, 
as reflected in yearly workplans, will incroasingly shift to the
establishment of a supervision and monitoring system and

assictance to the region(s) for respective implementation and

supervision activities. The PBD/CDD will assist the Region to
 
conduct field training and develop regional-level

training-supervLsion-feedback systems. Emphasis will be on

reinforcing correct service delivery and supervision methods,

and on educating mothers in correct ORT. Treatment services and

ORT demonstrations at district hospital-based oral rehydration

centers will be strenghthened.
 

In tne interest of promoting the correct and Increased use

of ORS, the project will assist the NOR implement a new policy

on the use of a 500 cc ORS packet standard, a major change from
 
the 1 lter site packet which has been promoted heretofore.
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Field studies have indicated that there is a low rate of
 
appropriate use of ORS of current packet size and that there is
 
no standard container throughout Nepal for mixing oral
 
rehydration solution. These findings led to consumer studies
 
which indicated the optimum packet and container size to
 
maximize appropriate use to be 500 cc. To address these
 
findings, the NOR intends to implement a program by which 500 cc
 
packet3 with a 500 ml container for mixing will be promoted

throuqhout Nepal.
 

To assist the MOH implement this nascent policy, the
 
project will work with the PHD/CDD to support trial
 
implementation in two or three districts, provide support for
 
start-up costs of producing new packets and containers, and
 
assist with market and consumer research for the redesigned

product. This activity will be coordinated with UNICEP,

currently the supplier for ORS packaging materials, Royal Drugs
 
Ltd., producer of ORS packets, and the CRS Company, potential

retail marketer of the new product and collaborator on
 
promotional activities.
 

The other major areas of CDD activity under this project

will be studies/research on the relative importance of various
 
kinds of childhood diarrheas in Nepal, and significance of the
 
findings for NOR CDD programs: participation in a national
 
diarrheal disease survey (initial survey done in 1985)1 and
 
assistance for the development of basic health
 
education/preventive skills within the NOR and small scale
 
programs aimed at school age children. The project will also
 
support educational efforts that will include continued feeding

during diarrheal episodes and promotion of bresstfeeding.
 

NGO Activities: The project will provide

limited support to the Nepal Pediatric Society (NEPAS) for
 
opecialized training in CDD for physicians and medical staff. A
 
major emphasis of this support will also (as above) be the
 
application of training skills and supportive supervision.

Training activities will be coordinated with NCDDP so as to
 
support priority NCLDP initiatives in, e.g. establishing

regional training centers and oral cehydration centers.
 
Coordination will Include NEPAS-based training of trainers for
 
regular NCDDP training In the regions and districts (see above)

in OR?, and for management/administration of oral rehydration

centers/unitsj coordination for placement of NIPAS-trained staff
 
in the unites and continued technical supervision of physicians

in ORT centers/units by NIPAS.
 

Finally, CDD services will be Incorporated Into other
 
NGO/PVO's service delivery programs (e.g. Nepal Red Cross
 
Society ARI Sub-Project), an feasible. For example, where
 
workers have sufficiently mastered ARI activities, the project

will support the Introduction of educational activities
 
regarding dLarrheal disease and ORT, and of ORS (Jeevan Jal)

sales. Workers will receive training In causes of diarrheal
 
disease and prevention, the nature of diarrheal dehydration, and
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how to use Jeevan Jal. They will request mothfars to come to
them to buy Jeevan Jal, A system for monitoring sales and
 
collecting fees will be established with assistance from CRS.
Emphasis will be 
on education and motivation in appropriate ORT

and sale of ORS to clients.
 

Inputs: Project inputs to the CDD component will
include local cost support for all training activitiest
 
including training materials: 500 cc ORS packet/container
 
program start-up costs equipment and commodities for ORT

demonstrations consumer and marketing and research costs;

vehicle(s); and TA for training, supervision and research
 
activities.
 

Expected Results: The intended outcomes of the CDD
 
program activities are strengthened capabilities of the

MOI/NCDDP unit to increase knowledge and use of correct
 
preventive and treatment options among providers and the

public. Refined and improved XE&C messages on the proper use of

ORT and the importance of feeding during and after episodes of
diarrhea will be developed and disseminatedl packaged ORS will
 
be made available from community depots and/or through retail
outlets for sale at replacement cost; and national and regional

level planning and implementation capability for CDD efforts
will be enhanced by: 1) the development and implementation of
 
monitoring and supervisory systems for training and for service

delivery, and 2) the conduct and application of findings from
 
relevant studies (e.g. the relative importance of various kinds

of childhood diarrheas in Nepal; ORS packet and container size:
 
consumer preferences). In the Central and Western Regions,

1200-1500 medical/paramedical, 1600 teachers and pharmacists,

and 14,000 CHVs are to be trained.
 

b. Immunizations/EPI
 

Activities: 
 The bulk of support for activities under the

Expanded Program on Immunization (BPI) in Nepal is provided by

UNICEF (vaccine, syringes, needles, cold chain equipment,

training). Thus, the project's activities in support of this
important child survival component will be limited and intended to

complement UNICEF's inputs. 
These will include
 
communication/education activities, designed with the national level

MOI/EPI unit, to develop, test, evaluate and disseminate educational
 messages on the importance of immunizations and the need to complete

a full series of vaccinations. The project will also support small
 
scale surveys and studies (e.g. coverales cost, cold chain
 
maintenance) to verify reported coverage and correctness of

services. information generated will be used for evaluation and
planning of BPI activities. 
Both of these national level kctivities
 
will be through selected toy-ins to AID/V.
 

Other BPI activities will be concentrated in the Central
 
Region as related to the improved/integrated service delivery

component (see Component 1, above).
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USAID's most recent involvement in BPI has been largely
 
limited to support to one district through Save the Children-USA
 

were designed to complement NOH/IpX
(scr-USA). Initial activities 
efforts in the district by introducing systems to achieve high
 
coverage levels through community education, improved supervision,
 

improved service delivery, and through evaluation and feedback. The
 
last phase of this activity, currently in progress, looks to work
 

with the district to devise systems to maintain, under the now
 
integrated health care systemo the high levels of coverage achieved
 
inder the °verticalO/SCF program. Experiences gained and lessons
 
learned from the project will guide the institutionalization of a
 
strong EPi delivery system within the BIG/OH structure and within
 
local communities.
 

By working primarily with the C.HD and DPBO°s, the project
 
will focus on two major activities related to applying these
 
experiences. First, through the development of annuai workplans
 
with USAID defining specific activities, schedule and inputs, the
 
pro3ect will support the development and implementation of training
 

for field workers at all levels, including development of annual
 
workplans for BPI services, a workable cold chain system, health
 
worker deployment, supervision/monitoring and evaluation/feedback.
 
Second, the project will work with the CRHD and respective DPHO's to
 

design and implement better reporting systems and applications for
 
disease surveillance, outbreak investigation and control. for this,
 
one or two districts will be selected on a pilot basis, in which a
 
prototype surveillance system for, e.g. measles, will be
 

District level staff will be trained to supervise the
established. 

collection of disease surveillance information, and interpret
 
reported cases and deaths with respect to their own imunization
 
actiities and plans. The activity will be phased into other
 
Central Region districts through the LOP.
 

inputs: inputs for the BPI activity will be for local
 
costs of trining, Including materials, and TA for systems and
 
survey design and implementation.
 

As a result of project activities
Expected Results: 

under this component, the centreal Reon Health Districts will be
 
aole to establish and implement deta led service delivery procedures
 
for imaunization activities under an Lntegrated, decentralized
 
system. All health care workers from the ilaka health post level
 
down to CiVa will have been trained in BPX services, motivation#
 
and, per position requiroments, in supervision, and cold chain
 
maintenance. Full BPI services will be available to the entire
 
population of the Central Region. Nationally, awareness of the
 
importance of Immunizations will have incteased.
 

c. Acute Respiratory Infections (ARI)
 

Experience in USAID's pioneering Jumla ARK project indicates
 
that most ARK deaths occur amongst very young children who develop
 
symptoms and die within one week, Despite excellent program
 
management and performance, it seems thus far that ARK deaths have
 
not been reduced in Jumla, possibly due to an inability to locate
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and treat alI 
 cases quickly enough. 
 This does not bode well for the
KOH's ability to reduce ARK mortality using the biweekly active case
detection techniques of the Jumla project approach. 
The MinLitry's
Inability to keep health workers supplied vith drugs poses
additional problems tot an effort highly dependent on the
availability of antibiotics.
 

Given these difficulties, the project Vii 
 support
general KOH training activities in ARI in 
some districts (i.e.especially in the CRUD), but will limit specials intensive ARK
activities to pilot activities with NGOs in up to two hill and two
Teral districts, with possible later expansion dependent on success
with this initial experience.
 

Activities: 
 Both CDD and ARI programs are under the
MOM/PHD (to date, priority has been given to CDD, reflecting its
greater significance as a public health problem and the availability
of interventions of proven value). 
 For this activity, the project
will work with the NOR/.PRD/CDD and the CRUD to devise annual local
cost support workplans urler which An activities will be
undertaken. 
The workplans will identify districts In which ARI
activities will take place, and outline training plans and
objectives. 
The project will support national level PRO/Coo staff
training of health workers on a tiered system (as already being done
for CDD) to detect cases as they occur, and to take appropriate
action (either treatment or referral to health post personnel). A
supervision system, piggy-backed on that for CDD, will monLtor and
correct, as needed, case detection procedures, education and
referral, and track the number of cases detected, treated and cured,
and case fatality rates in Intervention districts.
 
Special pilot activities will be undertaken, as feasible, with
local NGO(s) in up to 4 districts. Interventions to be stressed
include education for self-referral, and preventive aspects. 
As
these activities are considered 'pilot' activities requiring
specialized Inputs and attention, and which are not ready for
broader implementation, the national level PlC/CDD will maintain a
direct programmatic link with the NOO(s) and the trial districts.
Tfew regions in which the districts are located will be involved in
planning and assessment of findings.
 
These 'trials' will look for ways to effectively perform
active case detection and to sensitize and train parents to self
refer tor ARK diagnosis and treatment. These trials will also be
used to find rational roles for CNV's vis-a-vis ARK case detection
and treatment.
 

On a different but related level, the project will address ARI
standard treatment and quality Issues aong curative Cate
providers. 
These providers primarily include physicians at sonal,
regional and district hospitals which are often the first port ofcall for families of children Ill with ARI. In preparation forthis, the Nepal Pediatric Society (NPA), has documented general
knowle4di 
 of ARI and current methods of diagnosing andamong physicians, treating AMBased on these findings# WAS is outlining
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recommendationl for improving the diagnosis and treatment 
of 

childhood AR!, and will formulate a series of protocols for the
 

diagnosis and treatment of severe childhood AR. Subsequent to this 

and under the now project, NBPAS will design short training courses 
physicians vith.the protocols, course
to familiarise Nepalese 


on weaknesses in dLagnostic/treatment
emphases vii be based 
understandings as identified in NBPAS's survey, and courses will be 

EPAS will coordinate with the NOH/PHD/CDD
targeted for physicians. 

to establish training and follo-up, and to ensure that the
 

technical skills of NePAe are appropriately applied per the
 

prtortties of the national ARI control program. 

Finally, ARI control issues will be up-graded, based on Nepal
 

and world-wide data, in pro-service training at the Institute of
 

Kedicine (IO) Lor all levels of health workers trained there.
 

inputs for this project component will be
l tuts: 

costs of training, and TA for training and systems
limited to -ca 


developments and limited drug purchases for trial start-up.
 

Expeake!4Results: Programming in AR! control will
 

require fle"billty to respond appropriately as more becomes known 

about ARI in Nepal, and as the KOH's efforts in this area evolve. 
As a result of the project's activities in ARI# detailed service
 

delivery procedures will provide information on operational issues#
 

potential impact, feasibility, etc., as recomendations tor national
 
guides for
scale programs. Successful models will be applied as 

establishment and implementation at the district level of the
 

central Region. Finally# ARI treatment in hospitals will be
 

improved through more effective and efficient screening, diagnosis
 

and treatment of these ARI cases.
 

4. Malaria Control
 

USAUD's 35 year histry in malaria control activities in Nepal
 

is now taking a turn away from grant assistance for insecticides
 

toward support for environmental control methods and strengthened
 

case detection systems: and from skill development solely for
 

malaria control to skill development for control also of other 
major
 

vector-borne diseases in Nepil (many of the skills involved in
 

malaria control are also appropriate for the control of other
 
Toward these ends, the project will support
vector-borne diseases). 


activities in passive case detection systems, including
 
in-country
decentraliLing the malaria diagnostic laboatociees 


trainingl and entomologic assessment capability. The project will 
work through the National Malaria Bradioation organization (NIO)
 
and regional and district officers responsible for malaria control. 

will# as in the past# be providedThe required technical support 
through the centrally funded Vector iology Control (VSC) project 

Malaria
through short-term consultancy visits, and by the USAID/HFP 
Advisor.
 

AIcJtvitis Quick response to endemic malaria and
 
oqu ires an ofLcient system for detection of
malaria outbreaks 

In Nepal, several systemst including active and passive case
 cases. 
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detection (ACD and PCD), 
mass blood surveys, etc., are in Use. 
 The
greatest number of positive slides has been obtained by PCD. 
As
most PCD work is done by volunteers (PCDVs), the PCD system is A
valid, cost-effective means of detecting malaria cases. 
 This is
particularly so in light .of integration activities and the resultant
elimination of the special category of malaria workers for ACD, as
experience has shown that malaria control is likely to deteriorate
when vertical malaria programs ate integrated at the district level.
 

Support for PCD system strenghtening and expansion is a
relatively straight-foward undertaking, primarily involving
selection and training of volunteers, organization of bi-annual
meetings/refresher training sessions, and distribution and
replenishment of supplies to the volunteers. 
Working with the NKMu,
existing volunteers will be reviewed and requirements established by
district 
(each volunteer should cover a population of approximately

2,800). Hew volunteers will be recruited and trained, and a system
for distributing supplies established with the DPUO. 
The existing
monitoring/supervision system will 
be strengthened through training
and revised supervision schedules* and coordination will be
established with the evolving CHV program (see component 1# above).
it is anticipated that Peace Corps assistance, as feasible, will be
used for developing and implementing a strengthened supervision
system of the PCD activities. Peace Corps Volunteers would provide
assitance to the ilaka health post staff to help oversee PCD
 
activities.
 

it is anticipated that the ptoject will initially support PCDV
system Improvement in all 50 districts in which the NKSO is
conducting anti-malaria activities, gradually decreasing or
coordinating the PCDV role as CBVa become more competents and
continue this activity throughout the LOP. in accordance with the
institution building objective of all USAID activities, specific
implementation plans and budgets will be detailed in yearly

workplans with the H14O.
 

Prompt treatment in irder to shorten the length of sickness
and eliminate the disease reervoLr in the community is also a
critical element of malaria control. 
As radical treatment is given
only upon laboratory confirmation of malaria, laboratory facilities
must be accessible and functioning efficiently to reduce turnaround
time. 
Due to the distances involved to reach hospital laboratories,
the resulting time lag for reading of slides and reporting positives
has been unacceptably high. 
 To address this inefficiency, the NO
has begun decentralizing 
its laboratory facilities down to the ilaka
level. 
The project will support the establishment of decentralized
laboratory ca abilities at the ilaka level (50 malaria Intervention
districts, 9 Lilakas per dLstrict) by providing the required
equipment for surveillance activities, microscopes a 
 related
laboratory supplies. 
This effort will be coordinated through the

41O with the respective DPHOs and health posts.
 

The wxpectation in the 1960-70s was that malaria would be
cradlca ed. Thetefore, the oontinuation of large scale training of
technicians and managers for malaria control programs was not
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provided for. Realizing nov that malaria contrbl will be a problem
 
for a'long time, it is necessary to prepare a training capacity for
 
the next generation of malaria control personnel, whict has become
 
more complex in this new era of mosquito resistance to insecticides,
 
parasite ruistance to drugs, and integration. The new generation
 
of malaria control officers will have to be well-trained in several
 
complementary strategies of control in addition to spraying,
 
including source reduction, larvaciding, environmental control,
 
community organization for personal protection, etc. It is also
 
relevant to note that many of the skills involved in malaria control
 
are also appropriate for the control of other vector-borne diseases.
 

Therefore, the project will assist the NMEO establish an
 
improved training capacity for malaria (and for all the major vector
 
borne diseases). Previous assessments of the current NMBO National
 
Research and Training Center (NRTC) have helped define USAID input
 
under this project. Major activities will include up-grading,
 
through renovation and construction of, and provision of equipment
 
for, the NRTC classroom, laboratory and insectorium facilities,
 
curriculum design, and training of staff.
 

A major foundation of the successful malaria control of the
 
1950-60s was accurate entomologic information, i.e., detailed
 
information on the various types of mosquitoes transmitting

malaria. Again, because of the earlier expectation of eradication#
 
much of the entomologic work done in the 1950-60s has not been
 
renewed since that time. Over the past 20 years, the
 
man-animal-mosquito ecology of the Teras has changed extensively,
 
and much of the earlier entomologic information is very likely no
 
longer valid. Therefore, the project will provide support to the
 
NMEO to develop the capacity and systems required for tocumenting

the entomology of malaria transmission in all areas of significant
 
risk.
 

in a properly functioning malaria/vector-borne disease control
 
activity, the entomological services should be able to provide basic
 
planning and stratification information, perform operational
 
monitoring and epidemiological investigation of refractory
 
situations, and conduct research and training. At the present time
 
in Nepal, any detailed special investigations required are carried
 
out by the entomology section at National Beadquarters (NHQ), which
 
is also responsible for overall planning and supervision of
 
entomological activities. The regional teams ace the main sources
 
of regular entomological monitoring data which are fed back to HQ
 
for purposes of program planning and adjustment.
 

The project will provide assistance to the HMsO to consolidate
 
and up-grade its entomological setvicest with overall planning and
 
supervision being exercised by HMO, operational monitoring and
 
intelligence gathering activities performed by the regional teams,
 
and regional support and training facilities being provided by the
 
NRTC. The VIC and USAID's Malaria Advisor will work with the NXO
 
NMO regional officers and the NRTC to conduct a review of the
 
organiation and use of entomological manpower and suppliess assist
 
in Identifying entomological Information needs, assist in organizing
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NMEO entomological services to get It, and review entomology staff
 
career structure patterns and potential.
 

Complementary activities primarily from the VBC project in
 
malaria control information systems will be continued under the new
 
project. To date, a computerized database for epidemiological,

entomological and operational data has been developed, and two
 
computer systems (for the Central and Eastern Regions) installed.
 
Under the new project, additional training will be provided, and
 
plans developed and refined for district malaria officers' monthly

entry of their data, transfer of relevant data to NHQ, analysis and
 
feedback, and use of the data. Expansion of this computerized

information system will proceed gradually into a third (Western)

Region, and into the final two regions as capability is developed.
 

Inputs! Inputs for this activity will include TA for
 
technical aspecE'i of the program and engineering/construction
 
aspects of the NRTC; training for PCDVs, CHVs, NRTC and NMEO staff
 
(training will be primarily in-country, with some specialized

training provided outside of Nepal); complementary assistance for
 
the PCDV activity from Peace Corps/Nepal, construction costs;

equipment and supplies for the NRTC, decentralized laboratories,
 
PCDVs and entomological teamst and some computer hardware and
 
software. Finally, even though USAID is out of the business of
 
providing insecticides, the project will provide, for a limited 1-2
 
year period only, replacement sprayers# sprayer spare parts and
 
safety equipment for insecticide handlers. The purpose of this is
 
to not risk the spraying operation and safety precautions during a
 
phase-over period while GON is securing other sources of
 
insecticides and of these routine commodities.
 

Expected Results: As a result of activities supported b ­
this project, passive case detection systems will continue to
 
function; and ilaka level malaria laboratories will be equipped and
 
functioning. The NRTC will be able to accommodate double the number
 
of students it now trains, thus giving it the capacity to provide

specialized training to various categories of (integrated) health
 
care worker and to advanced levels of malariologists; and will be
 
able to conduct supportive research related to environmental and
 
biological control of malaria and vector borne diseases. The NKEO
 
entomological services will provide a comprehensive documentation of
 
up-to-date information on vector biology in all Nepal's areas of
 
moderate and high transmission risk# and have the requisite skills
 
and organization to perform this function regularly. Finally, a
 
malaria/vector-borne disease computerized information system will be
 
functioning in at least 4 regions and NIQ. The NHEO will be
 
equipped (skills and hardware/software) to produce timely and
 
relevant monthly and annual reports (case incidenc*1 budget and
 
administrative)I and will have the data to predict malaria trends
 
quickly and to respond to immediate needs.
 

C. End of Project Status (tOPS)
 

1. CRHD will be performing management functions
 
appropriate to health care delivery in Its region, I.e., planning,
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budgeting, personnel and logistics management, monitoring, be
supervision, and training; and parallel capabilities will 


developed in the 19 districts of the Central Region.
 

region a
The intention here is to achieve in one 


decentralized, integrated and sustainable public health delivery
 
an example for other regions. Through
system, which can serve as 


training and TA supported by the project, CRHD will have begun
 

applying the technical skills necessary for health sector planning,
 

including use of an integrated data base for planning, monitoring
 

and supervision. Through on-going policy dialogue and the
 

development of annual workplans with the CMD in concert with
 
the CRHD will be
various technical divisions within the MOH, 


channeling, in a phased manner over time, all regular programmatic
 

all FP and child survival commodities, materials and
inputs (i.e., 

eupplies) for all service-related programs being implemented by the
 

CRHD districts. These inputs will be administered and implemented
 

through the Central Region structure under the authority of the
 

Regional Director.
 

The implications of this are that the CRHD will be
 

1) providing administrative and technical backstopping to DPHOs, to
 

assist in the preparation of district and regional plans according
 

to district requirements/constraints, and to improve the management,
 

monitoring and evaluation of the health activities in the districts;
 

2) channeling funds for the regular operation of health services in
 

the CRHD from the MO? to the districts according to
 

district-by-district summary budgets; 3) coordinating, scheduling
 

and prioritizing training programs, and coordinating this training
 

from techical agencies; 4) allocating and distributing essential
 

supplies and commodities, and 5) assuming responsibility for
 

activities, postings, transfers and personnel reviews of gazetted
 
The CIV program will have been tested, and
officers in the region. 


support for this program secured and operational in at least half of
 

the 19 districts.
 

Full service family planning services available in project
2. 

districts; CPR increased by 20% in CRUD districts.
 

i) The feasibility of institutionalizing the full
 

range of family planning services at the district level under
 

regional management while improving the quantity and quality of
 

services will have been demonstrated. This demonstration# along
 

with clear administrative and managerial steps for integration of
 

FP/MCH activities will have broken down resistance to planned/phased
 

integration;
 

Project activities will have contributed to:
 

ii) qualitative improvements in family planning I9C
 

programs and, consequently# increased awareness among providers 
and
 

the public of the importance of family planning to the health of
 

mothers and children and the welfare of families#
 

iii) increased availability of year-round services 
through public and private sector providersi 
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iv) qualitative improvements in VSC and clinicalcontraception programs# and the establishment of counseling and
 
quality assurance systemsl
 

v) a regional contraceptive logistics system; and
 

vi) management systems for priority services
compatible with the MOH's integrated, regionalized and decentralized
system in "institutionalizing" districts, primarily in the CRHD and
contiguous districts in other regions. 
The CRHD and DPHO's will be
aole to perform systems analysis, target group prioritization, and
 management and training needs assessment for relevant family
planning services, and provide the requisite training, commodities

and supervision.
 

3. Up-graded child survival services (CDD, BPI, ARI) being
provided to 801 of the population in the Central Region.
 

While these services (particularly CDD and EPI, but to a much
lesser extent ARI) are already included in the package of services
to be provided by health care providers, both the BN concept and the
current HXG/MOH organization are new and relatively inexperienced.
There is much room for improvement in knowledge communicated by
health care workers, in monitoring/information systems to assess
skills, coverage, consumer acceptance, and costs, in reinforcing the
*integration' concept, in supervision systems, etc.
 

By the end of the project# the technical skills for health
 care delivery and management of these services will have been
imparted to all Central Region management and service provider
staff. As a result of this training, these workers will be better
prepared to carry out their roles by e.g., being able to discuss
advantages/disadvantages of various contraceptives, the importance
c. immunizations, steps in oral rehydration therapy and when needed,
etc. A supervision and monitoring system for CDD training, feedback
and program improvement will have been established, a protocol for
delivering BPI services in the context of integrated health care in
the Central Region will have been established; and models for ARI
service delivery will be available.
 

4. MOB maintaining malaria control activities in 50 districts
and adopting limited environmental control measures; stratification
exercises completed and control measures (including spraying) guided

by stratification findings.
 

In the effort to maintain sufficient attention to malaria
control activities in the context of integration # PCD systems Will
have been strengthenedi and the skilled manpower and information
 necessary for maintaining reliable malaria control activities and
adopting appropriate biological and environmental control measures

will be available and applied as feasible.
 

9. Summary of Inputs
 

'". major categories of inputs in support of project
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components are technical assistance; training; commodities and
 
supplies$ local cost supports renovation/constructions and local
 
grants and cooperative agreement(s).
 

1. Technical Assistance
 

a. Technical assistance through a resident institutional
 
contractor will be the primary source of TA provided to the project
 
activities. it in anticipated that the contractor will provido 3
 
long term resident advisors for 5 years each to work with the MOU
 
and related agencies/organizations. Long term TA contractors will
 
include a Chief of Party/Senior Health Administrator, a Family
 
Planning/Training Advisor, and a Public Health Planning Advisor.
 
The long term residents will be backed up by up to 60 person months
 
of short term technical assistancep in various technical aspects
 
related primarily to implementation of the first three project
 
components, including planning, and management and information
 
systems (estimated 30 person months), CDD, AR! and EPI (estimated IS
 
person months), and family planning (estimated 15 person months).
 
The institutional contractor will be responsible for arranging

external technical assistance input# in consultation with USAID and
 
the concerned HOH unitl for procuring project commodities (except
 
contraceptives and vehicles); and for identifying and recruiting
 
local technical assistance, approximately 60 person months, as
 
available and needed (roughly in the same proportion as for external
 
TA. Local staff will provide logistics, secretarial, administrative
 
and transport support.
 

b. USAID will also hire a personal services contractor (PSC)
 
to administer and monitor the field activities of the MOo entities
 
and the institutional contractor, and to assist them in the
 
preparation of annual workplans.
 

c. Technical assistance for project activities will also be
 
procured in the form of buy-ins to centrally funded projects for
 
specific sector/component activities. (N..: While listed under
 
•technical assistance', this input, by the nature of buy-Lns can 
also include some equipment, materials, training, etc.) The largest 
use of central resources will be for the family planning component. 

Planned or anticipated buy-ins for the family planning 
component include the following (illustrative list)i: 

a) Association for Voluntary Surgical Contraception
 
(AVSC) and Population Council, for strengthening service delivery
 
systems and related Institutionalization of family planning services
 
in selected MOR-designated institutionalizing districts, primarily
 
in the Central Region (approximately 10 person months)l
 

b) Johns Hopkins University/Population CommuntcatLoO
 
Service (JOU/PCS), for the development of Information, education and
 
communication (126C) strategies/interventions/messages in support of
 
family planning services (approximately 7 person months),
 

0) RAPID/IMPACT# for development of computerized

policy-level programs on population growth and consequences, and
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production and dissemination o 
materials (approximately 3 person

months),
 

d) Pamily Planning Enterprise, for assisting private
enterprises establish and deliver family planning services
 
(approximately -5-person months)1I.
 

e) Social Marketing for Change (SOMARC), to assist CRS
Company with its social marketing activities (approximately 6 person

months); and
 

For the child survival component, the following buy-ins
anticipated: are 

a) HealthCom, for production and dissemination of IE&C
materials (approximately 4 person months)l
 

b) ChildTech, for assistance with BPI program protocols
within an integrated system, costs analyses, coverage information
systems and disease surveillance (approximately 12 person months)1
and
 
c) Vitamin A for Health, for the feasibility of
introducing simple Vitamin A distribution procedures (approximately


3 person months).
 

Finally, for the malzria component, the following is
anticipated:
 

Veavter biology Control (VBC) Project, to assist with
research and trainiag center curriculum design; entomological
assessments; training1 
and information systems development
(approximately 10 person months).
 

2. Training
 

Project activities place considerable emphasis on planning
for, and the conduct and follow-up of, training. Since new skills
must be learned and applied (planning, management, technical and
communication aspects of services being provided, etc.) and
constantly refreshed and up-graded if quality services are 
to be
achievede all project components have a large training element in
support of KOH initiatives to provide its staff with requisite

skills.
 

a) In-country Training: 
 An illustrative traininq plan
and schedule is presented in Annex 8. 
All levels of health workers
in: 
 1) the CRHD, and 2) other selected districts as identified In
yearly workplans will be trained to plan, manage# supervise, and/or
deliver family planning, child survival and malaria services 
.
 

b) Out-of-Country Training:
out-of-country training will be 
specialized short termprovided primarily in subjectszelated to public health planning and management1 and to malaria andvector-borne disease control. 
 This category also Includes
 



- 48 ­

anticipated observation/study tours for, e.9. management of oral
 
rehydration hospitals/centers, and social marketing activities
 
(approximatly 40 person months).
 

c) Institute of Medicine (ION): Educational stipends and 
tuition costs for approximately 25-30 MOB managers to attend public
health degree training at the ION will be provided. 

3. Commodities and Supplies
 

The project will provide approximately $5 million worth of
 
commodites. The largest component of commodity costs will be for
 
contraceptive supplies for MOH, CRS and small NGO programs
 
(estimated at $500,000-$600,O00/year). Other commodities include 20
 
vehicles (for TA contractor, CRHD, POD/CDD, CRS, other MOB
 
programs), 1 bus for NMEO, and 5 motorcycles (including anticipated

requirements for NGO project monitoring); 10 micro-computer systems

(illustrative: 3 for NMBO, 1 for CRHD, 1 for CRS and 5 for various
 
national level activities); family planning equipment and supplies;

malaria spraying equipment: laboratory equipment for the NMEO/NRTC;
 
classroom, library supplies and training materials for the NMEO/NRTC

and the ION-related public health training; and ORS 500 cc packets

and containers.
 

A Procurement Plan is outlined in section VI. D. This is
 
supplemented by an illustrative list of project-funded equipment and
 
commodities by project component and procruement agent in Annex J.
 

4. Local Cost Support (LCS)
 

In USAID/KOH workplan terminology, Local Cost Support largely
 
covers costs related to in-country training, supervision, and
 
orientations, materials, including TA/DA (travel allowance/per
 
diem), training materials, supplies, etc. For the purposes of this
 
PP's input section and budget, training-specific costs for
 
in-country training are listed under the 'training' input, LCS will
 
cover such training-related costs as facility rental, meetings$

selected honoraria according to existing Mission Notice No. AID/N

88-109 (dated 07/11/88), materials development, printing, etc.
 
Other costs include stationary, supplies, small equipment

requirements, and related miscellaneous expenses. LCS for each
 
project component will be identified on a yearly basis during
 
workplan design/negotiation.
 

5. NGO/PVO Grants and Cooperative Agreements
 

The project will continue and/or initiate MOO activities which 
contribute to the attainment of the project's purposes. Specific
examples might include a Cooperative Agreement with CR8 Co., for the 
continuation and expansion of social marketing activities (estimated 
$400,000/year); and grants to NEPAS for physician training in CDD 
and AR!, and the development of supportive supervision systems; to 
the Nepal Red Cross Society (NRCS) for promoting ARI (and CDD and 
FP) services based largely on self referral; to CBDPA for 
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administrative/management training for women managers; and to theNepal Fertility Care Center (NFCC) for family planning related TA; 
.etc. 

6. Renovation/Construction
 

Finally, the project will finance 
a local contract for
engineering and renovation/construction costs of 
the
 

the NMEO/NRTC.
included will be all construction contracting requirements,
construction materials, equipment, etc. 
A Construction Plan is
included in Annex I. 

E. Financial Plan
 

The following tables spell out the expected financial
requirements for the project. Table I (Project Costs) shows theannual expected requirements for each component, both from AID and
from the GON/MOH. Expected requirements initiate in year I, which
actually will correspond with FY 1991. Table II (AnnualObligations) shows amountthe which AID will have to obligate, priorto expenditure. 
Although the oroject is expected to extend to rY
1995, all obligations shoull be made 
 by FY 1994, subject toavailability of funds. IIITable (Local Currency Components) showsthat portion of USAID project costs that will require Nepali rupeeexpenditures. 
Table IV presents information on line items in termsof method of financingt method of implementation and total costs. 
The financial plan for a project requiring $40,779,000 of
which $20,000,000 is from USAID and $20,779,000 is from the GON/XOH,
must be reasonably flexible. The project has four major componentsand many sub-components. To ensure that 
a fair degree of budgetary
flexibility is incorporated, a combined Inflation and contingency of$2,856,000 on the USAID budget is included ($3,104,000 on the HMGbudget). Details on all the tables can be found in Annex F. 

Financial management of 
the project will correspond to
USAID/Nepal's Mission General Assessment of Mission Financing
Policies and Procedures. Responsibilities for various financial
transactions are shown Table Thein IV. GON/NOR will be required tocreate annual workplans and place all project costs in the
development budget "Red Book" both their own project-relatedexpenses, as well as 
those USAID budget items directly channeled
through the MOH. 
 These latter itema include in-country training#
ION public health training# and local cost support
(training-related, general supplies). 

The management of A.I.D. costs under the project will followA.I.Do standard regulations and USAID operating policies and
procedures. Administrative reservation of funds for specific
rurposes will 
be done through Project Implementation Letters (PI1e)
signed by an authorized signatory at 
this Project Agreement. Once
t::ias reservation of funds is obtained through authorised COsS.'vtures on PiLe, all earmarking of these funds will 
be done
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through Project Implementation Orders (Pros) signed by USAIDO within
 
the terms of the Project Grant Agreement. Local cost support, 
however# will be earmarked through the use of PILS.
 

USAID will reimburse the principal contractor on a monthly 
basis after approval of monthly-submitted invoices. Releases to the 
GON/MOH will be made every tour months (trimesterly as per GON/MOB 
procedures) and will be reconciled in the same fashion as the 
principal contractor accounts are done. Centrally-funded buy-ins
will be funded through Federal Reserve Letters of Credit, which can 
be drawn upon by the sub-contractor when there is need. 

USAID will directly fund the primary contractor and the 
personal services contract. USAID will make direct payments for 
construction, vehicles, buy-Ins, local NGO grantsi evaluations# and 
the audit. AID/W S&T Population Office will purchase contraceptive
commodities and will be allotted the required funds accordingly. 
The responsible parties for various financial transactions are shown 
in Table IV. 



@
0

 
--

-
.
 

=o00 
"

' 
. ­

1
'
4
t
.o 

=
 

,
 

-o
o
 

a
 

on 

e04 
04 

' 

w
 

l0
0
 

t
 

0
 

/
 

/
 

a
 

i 

~'4" 

A
4 

0 

00 

flli 
X

0
 

0
S

 
o
 

04 
0 

0 

I
.

I 
1 

I
0
,
 

'
"
,
 ''5 

04 
X

0oo 
o
 

04 
:
 i
n
:

=
 ,
 

'
"404/ 

/
 

I
I
,
,
,
I
 
I
 
!
 
I
 

3
 

a
ll

,
I
!: 

I
 
:
/
 

I
 

=
a
l

0
,1

 P
 

04 

0
0
 

if 
I I

I


 



5-2-
4 

0. 
M

 
0
 

a
 

a
 

4n 
P

l 
. 

04m
 

-
-

w
o 

A
 

I 
O

 
m

 
o 

N
4

th 
r. 

00
P

2p
-

qV
.4 ,4 

m
 

a-a 
g
o
 

a
q 

i 
P

:a 
b 

eo
 

0
 

0 
0

 
0 

0 

q* 
M

 
* 

~ 
N

 
0 

*N
 

eq 
I 

-
a
°
 

0 
o 

S*0 

N
 

.4 
N

 

o 
A

 

N
 

o


 

u 
a 

* 
t*N

 
N


 

a 
a 

S

 

InI 050 
N

4 
* 

9m
a0 

o 
o 

o 
4 

lo 
I 

! 
S

 
* 

I 
04 

N
 

eq 



-
53 

-

I 
0
 
"
 

O
N

-

I
 

I 

o 

" 
I 

fa 

04 

0 
0 

I o
o
 

0 
0 0

 

w
 

"
 

p 

.
 

to 

:13' 
-

9
0

-

M
i
I
 

* 

*
i
p
a
l
 

I
!
 "
 

°°°0° 

o I
 

m
 0P

 

•
 q 

0
 

N
 

* 

I 

I 
S

 
I 

* 
5 

.
 
;

, 
.
 

. 



ATORy " 


Technical Assist. 


Training 


Commodities 


Local cost Support 


Const ruct Lon 


Evaluat ions 


Audit 


Inflation 


Contingency 


TOTAL 
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ANNUAL OBLIGATZON RSO ZRsBNHTS
 
($ O00's)
 

rY 1990 Py 1991 ry 1992 rY 1993 TM99 Totar 
3,500 1000 1000 140 a 50540
 

100 400 300 
 300 317 1,417 

100 1,200 1,200 I200 1,160 4,660 

100 1.200 1,200 1,200 600 40SO0 

- 260 250 - - S0 

- so - 100 150 

.... 
 75 75
 

- 400 400 400 511 1,711
 

200 270 260 
 200 217 1,147
 

4,000 * 4,720 * 4,60 3,440 
 300 20,0000
 

* The FY 1990 and FY 1991 Congressional Presentations (CP's)
 

Show ooligations of $2*. million and $3.0 million
 

respectively. These figuces do not include an estimated $3.0 

million in eoblLgations, which are eXpeoted fcom ZRI/FPS 

(G67-0135) deobligations. This table and the astetisked 

figures include these ceobligations. 
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TABLE II! 

LOCAL CURRENCY COMPONENTS 

CATEGORY Total 

U.S. 

I. Technlcal Assistance 240,000 

II. Training 1,177,000 

III. Commodities 349,000 

TV. Local Cost Support 4,500,000 

V. Construction S00,000 

VI. ZValuatLons -

VII. Audit 

VZX I. Inflation 667,000 

IX. Contingency 446s000 

TOTAL $7,879,000 



TABLE IV 

METHODS OF IMPLEMENTATION AND FINANCING
 
($000)
 

Grantee or 
 Method of Method-- Us
Type of Assistance 	 Contractor 
 Implement Finance Cost
 

TECHNICAL ASSISTANCE
 

Long Term Contractors 0.S. Firms 	 AID Direct FX 2,400
 
Contract


Short Term Consultants 	U.S. Firms 
 TA Contractor rX 1,200

Local Consultants 
 Local Firms/ TA Contractor LC 120
 

Individuals
 
Contract Support 
 TA Contractor 
 LC 120
Buy-ins to S&T 	 U.S. firms 
 U.S. Contractor FX 1,200
PSC Individual 	 AID/W Direct 
 600
 

TRAINING
 

T.C. Training 	 T.C. 
 AID Direct FX 240
 
Institution
 

In-country Training 	 In-country TA Contractor LC 1,078

Institution
ION Training 	 ION 
 TA Contractor LC 99
 

COMMODITIES 
 US, Foreign, TA Contractor FX 1,155

& Local Firms AID Direct FX 3,356
(see Annex J)TA Contractor LC 349
 

LOCAL COST SUPPORT
 

Training Related In-country 	 HMG 
 LC 1,250
 
Institution


General Supplies 	 5MO
H 	 LC 1,000
NGO/PVO Grants 
 AID Direct LC 2,250
 

CONSTRUCTION Local Firm AID Direct LC 500 
Contract 

OTHER 

Evaluation 0o8 Firms AID Direct fX 150 

Audit CPA firms Contract
• FX 75 

Sub-Total 
 17,412
 
Infl tion 
 FX/LC 1,711
 
Contingency 
 FX/LC 1#147
 

TOTAL 
 20,000
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V. SUMMARIES OF PROJECT ANALYSES
 

A. Technical Analysis
 

I. Family Planning
 

The GON has set extremely ambitious demographic and health
objectives for the year 2000, e.g., 
a reduction in total
fertility rate from near 6 to 2.5 and an infant mortality

reduction from about 110/1000 to 45/1000. 
The degree that family
planning will be able to contribute significantly to those
demographic and health objectives will depend upon major progress
towards a mixed method contraceptive prevalence of 60-70% with
far greater focus than present on 
the adoption of contraception
by younger couples. The challenge will be to establish a program
that allows for the expansion of availability of quality VSC
services, while at the same time developing system capacity to
educate, motivate and make available services for temporary
methods of contraception for spacing earlier in couples'

reproductive lives.
 

Until 1989, essentially all public sector VSC services were
d-livered through seasonal laparoscopy and vasectomy "camps."
:.e to the 'camp* style of operation, there were some
ficiencies of operation, but also there were significant

tficiencies In fundamentals of counselling, availability of
ifety equipment, surgical standards, patient modesty and
('mfort, and other problems.
 

This project will support GON's desire to restructure its
F program by establishing static, year round services,
r. 
ruiting FP clients earlier in their reproductive lives for
t,--porary contraception, and improving the quality of VSC
se'vices in a variety of ways.
 

IUDs. The national FP program virtually ceased to use the
ID as a method in the early 1980.. 
 In 1988, GON recommitted
itself to offering IUD services for spacing, and also for
limiters who are not ready to accept VSC. 
To meet the desire to
reestablish IUD services but not expand unsafely, this Project
will (1) establish minimum safe standards for IUD services In the
Nepalese contextl 
(2)begin training, oL retraining, of potential
providers; (3)establish a certification system for providers and
institutions and (4)continue field studies to determine the best 
way to motivate and satisfy potential clients. 

Ho..plant. Clinical results of field trials in Nepal have
been good# andj ON is enthusiastic to add Norplant to their
 program. 
Norplant should initially be restricted to aspable
hospitals and only extended to health posts when availability of
adequately trained staff could be assured. UNPPA will provideNor slant commodities. This project will support the introductionof Norplant services as part of a desirable range of services incapable institutions. 
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Injectable Contraceptives, Wlre Depoprovera has been
 
offered in Nepal, public acceptance has been good. GON is

committed to making Depoprovera services more available, and 
UNPPA has agreed to increase the supply. AID cannot provide the

contraceptive, but the project Will support'the safe expansion

of availability.
 

Oral Contraceptives and Condoms; Contraceptive prevalence

due to use of pills and condoms had by 1986 levelled off at
 
about 3; only 1/3 of that was attributable to public sector
 
service/distribution programs. The major reasons for poor

public sector performance were the low priority given to pills

and condoms (temporary methods in general), weak fieldworker 
penetration and service to communities, small client loads at

health postas and no such services offered at hospitals. 

For the next decade the majority of the rural pupulation
will not have adequate access to the hospitals and health
 
centers in which safe clinical method services can be delivered:
therefore, if a major demographic impact is to begin, pill and 
condom programs will necessarily have to play a major role. The 
project will gradually add motivation and supply
responsibilities for condoms and pills into the duties the CHVs
will assume. If this succeeds, Nepal will for the first time

have an 'army" of village women preaching family planning and 
providing pill and condom services. 

The CRS Co., NOes, and private enterprises will also
 
contribute PP motivation and services to select population

groups. Their major respective roles in a national program

context should be to demonstrate successful alternative 
approaches to PP service provision and, in particular, the
 
potential of the private sector.
 

2. Control of Diarrheal Diseases 

Available data suggest that diarrheal diseases are the

leading cause of death among young children in Nepal. It was
generally assumed prior to 1987 that most diarrhea-associated 
deaths were as a consequence of dehydration and electrolyte

depletion of the watery diarrheal syndroaes: data from Jumla,
however, showed that at least in that environment most

diarrhea-associated deaths were not associated with
dehydration--most were from dysenteric and persistent diarrheas. 

A formal CDD program, with good leadersbipp has been inplace since the early 8Os. Amid considecable progress in the 
sectors program leadership demonstrated the ability and
willingness to clearly identify technical and organizational
problems such as the need for good epidemiologic data,
inadequate field worker performance and reporting/recording, a
devisive organizational structure for NCI services and policy in
the NOR, confusion among providers and clients over correct oral 
rehydration therapy, the *unknowns' on the severity and
prevalence of dysenterLc and persistent (chronic) diarrheas, 
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etc. Good progress has been made in addressing all the above 
program deficiencies in the past two years, and this project
 
will continue those efforts as part of a coorlinated program

with ,UNCip and WHO, With the major AID responsibilltes for
 
support being training of all 'levels of health workers and
 
primary school teachers in two regions, physician and nurse 
training, monitoring systems, program management at regional

level, development of a dysentery outbreak response system, ORT
 
centers in hospitals, research, and a change in the national ORS
 
standard from 1000 cc to 500 cc solution.
 

3, Control of ARI-associated Mortality
 

Studies indicate that ARI (specifically ALRI - acute lower
 
respiratory infection) is a major cause of infant and child
 
mortality. It is clear that young age and measles Infection are
 
important risk factors, perhaps both for incidence and severityl

however, it is not clear how important are domestic air
 
pollution, low birth weight, pertussis, protein-calorie

malnutrition, Vitamin A deficiency, or other factors.
 

The major program options for ALRI control in an
 
environment like Nepal, with the information available, are (1) 
immnunisation for measles, pertussis and tuberculosijl (2)
passive case detection and treatmentl and/or (3)active case
 
detection and treatment.
 

Given that experience thus far in Nepal and elsewhere in 
the world has not shown a program strategy that clearly will
 
work in Nepal, the project proposes appropriately conservative
 
ALRI control activities. Immunization programs should proceed

with all due haste, as should Vitamin A programs: It is hoped
 
that, in addition to other benefits# they might have a reductive
 
effect on ALRI mortality. Also, although a clearly effective
 
strategy for community-based ALRI case detection and treatment
 
has not emerged, still there are thousands of ALRI cases
 
appearing at hospitals, health posts and private practicess this 
project will continue earlier work to put Into place higher
standards of diagnosis and treatment in those settings. But the 
majority of ALRI cases in Nepal never reach a fixed facility in 
time to make a difference In clinical course, so this project
will encourage and support trials into active case detection by
 
CHVs, TBAs and other fieldworkersa and into stimulating early
 
case detection and early care seeking behavior by parents of 
children with ALRI.
 

4. Immunization 

There Is little doubt that measles, tuberculosis and 
tetanus (especially neonatal) are maJor problems. Since 1905# 
the Bxpanded Program in Immunization (SPI) management has 
devwloped the program into one capable of large scale coverage.
Put as with the evolution of all organizations, especially young
&nes# PIes expansion of scope and *ise has created a new 
generation of problems tot the next decadet (1) how to protect 
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the achievements of the heretofore vertical program as it is
 
absorbed into the MOU'8 evolving integrated structuret (2) the
 
cost/effectiveness and relative efi encies of various program
 
approaches; (3) more refined communications for public
 
mobilization; and (4) for program monitoring purposes# how much
 
reliance can/should be placed on management performance
 
indicators vs. coverage data vs. disease incidence indicators.
 

Because the bulk of BPI operational and commodity costs
 
for the 1990-95 period are expected to be met by the GON/MON and
 
UNICEF, this new project accepts the more modest role to
 
collaborate with MOH in solving issues of monitoring, the
 
integration of CIP into the larger array of KOH services,
 
decentralization of management responsibilities, communications
 
strategies, and cost analyses.
 

5. Malaria Control
 

Beginning in the 1950se AID collaborated with the GON and
 
WHO to bring malaria under control In the low altitude Terai and
 
river valleys. The program used standard malaria control
 
methods of the times# stressing intra-domiciliary insecticide
 
spraying. By the end of the 1960s# malaria incidence had become
 
relatively insignificant, and major population, agricultural and
 
economic shifts were underway to the Terai.
 

By the early 1980s, howverr it was obvious that the
 
previous fine control of malacia transmission was breaking down.
 
The major factors involved were: (1) insecticide resistance in
 
tne mosquitoes; (21 drug resistance of the malaria parasites (P.
 
falciparum); (3) declfning political support for the malaria
 
program; 4) organizational fatigue within the malaria
 
eradication organization (5) outdated entomological
 
information; (6) deterioration of program management with
 
*integration* of vertical programs in some districts; and (7)
 
inadequate training programs for managers and fieldworkets.
 

In 1985 there was a major epidemic of malaria in the rt
 
West Region. While significant in itself as an epidemic, it was
 
more significant as a symptom of deterioration of the malaria
 
control system as a whole, and the potential risk to the SO% of
 
Nepal's population, largely non-immune to malaria due to low
 
exposure history, now residing in the TecA.
 

The capacity for malaria control in the future will depend
 
on:
 

- an entire new generation of health system managers and
 
fieldworkers being trained in the skills to control malarias
 

with the shift to a motm Integrated health system, on
 
shifting reliance from active case detection (ACD) workerb and
 
systems to passive case detection (PCD) and treatment systems;
 
and
 

agiven that the mosquito-san-animal ecology has changed 
drastically in the Tersa sine the 1950-0s, on an up-dated 
entomologic information base on malaria transmission. 



The project's components for malaria control include
specific responses to the current program requirements listed
 
above.
 

B. Economic and financial AnalysisSummary
 

Public expenditures (MOB budget) for health care are low
in terms of percentage of GDP (13) and per capita ($2.00), but
represent a reasonable proportion of total B.4G budget (5.8%)
compared with other less developed countries, e.g Indonesia 
-
2%. 
 However, only approximately 20% of the health budget is
devoted to preventive/promotive primary health care services.
But that is also in line with most third world countries.
Unfortunately, only about 75% 
to 80% of the scarce funds which
are budgeted for that purpose is actually expended each year,
due primarily to management constraints.
 

The project design takes into account the current, and
anticipated medium term economic and financial constraints
facing the nation and HMG government programs. Although the HMG
Basic Needs strategy and the eigth five year development plan
continue to elicit ambitious targets for expanded population and
geographic coverage of basic primary health care and family
planning services, the MOB and USAID anticipate encountering
substantial budget constraints. Reductions of at 
least 10% in
the MOR development budget are expected next year.
 

In view of these expected constraints, this project is
designed to pose a minimal burden on the MOB budget and, more
important, to strengthen the capability of MOH managers to
maximize the utilizatization of the resources they have
available and increase the cost effectiveness of their
intervention programs. 
The project will address these issues
intensively in the Central Region which is already well staffed
at the district and health post levels. 
Project activities
outside of the Central Region will concentrate where there are
already adequate staff and facilities on hand. 
 In this way the
project will strengthen service delivery without imposing a
heavy burden on the budget to hire and assign new staff.
However, the MOM did expand substantially the number of health
services positions at the district and Ilaka levels during the
past ten years. 
 This has imposed a budgetary burden that must
be sustained if its ambitious goals are to be achieved. This
project is predicated on KOH ability to maintain the current
manpower and program levels in the Central Region, and selected
other districts, even though it will have to forego expansion
into still underserved remote areas.
 

As the project will not impose additional counterpart
budget burdens on the NOB during implementation, it vilalso
not impose a large burden to sustain the activities following
Project completion.

for 

The principal assistance will be in the
of training, improved management and planning practices and
related program costs and materials* 
These skills should be
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sustainable if well ingrained, without much additional financial
 
support from the KOH budget. Some additional budget will be
 
required to maintain the renovated malaria regional training

center building to be built-in aetauda, and the-CRD will need
 
an expanded budget for continuation of supervisory and training
 
functions.
 

HMG/mOH financial management practices have Pl.ed
 
implementation of the predecessor rRH/FPS project resulting in
 
reduced achievement of objectives. Disbursement of USAiD funds
 
for local cost support was frequently delayed by several months
 
because of problems in budget approvals and poor preparation of
 
reimbursement claims. This frequently stalled field operations

completely until the problems could be resolved. NOB field
 
level staff turnover associated with program integration

exacerbated this problem during the past year. However# these
 
problems will be reduced substantially in the new project for
 
several reasons: 1) by concentrating in the Central Region the
 
CRHD staff will be responsible for managing this process, and 
will be dealing with only 19 districts instead of 751 2) the
 
T.A. contractor will provide assistance to NOR units and staff
 
responsible for these financial management matters.
 

As an added measure to achieve maximum return from 
investment of very scarce human and financial resources in these 
programs, the project will also provide technical assistance and
 
training to HO staff in determination of comparative cost
 
effectiveness of the health and family planning interventions.
 
This will focus on accurate determination of program costs and
 
monitoring of then, establishment of realistic measures of
 
program effectiveness and monitoring of results, and
 
determination of the relationship between the two.
 

Prospects for achieving substantial cost recovery through
 
user charges for services provided are very slim. Aside from
 
the Contraceptive Retail Sales program, which Is part of this
 
project and which is striving for self-sufficLency, there Is 
little oproctunity to charge much for setvices. This cannot be 
done with respect to the MOB family planning, immuniation, and 
diarrheal disease control outreach programs because they are 
still trying to convince villagers to utilize these services or 
adopt the practices. However, the CRVs are expected to pay for 
the contents of their modest medicine kits, and sell them In 
turn to replenish their stocks, A number of health posts are 
also operating revolving drug funds in order to maintain an 
adequate stock to provide better service to their communtles. 
The communities are also contributing to these programs through
provision of the volunteers (CgVs). In the longer run,
decentralloatLon of health services Is supposed to entail 
financial contributions from the village, 1Lacka and district 
panchayats to supplement budget allocations from the NOR. This 
has yet to matertaliae. 
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C. Social Soundness Analysis Summary
 

Two of USAID's five basic themes for the health/family
planning sector highlight social/adLnLstrat ve weaknesses of
present public health-system. Until it begins to reach

effectively *beyond the health post', the system provides
contact points too distant and too infrequent to be of much use
to rural families. 
 Also, male VWINs cannot provide 'services by
and for women', thus encountering a series of cultural
encumbrances which, even 'ith 
the highest motivation, lessen
their effectiveness as motivators and service providers and, at
the extreme, may deny physical acciss to women who are primary
clients for NCH and family planning services.
 

USAID and the MOB have worked over the past year to pilot
test and introduce an entire new category of service providers,
in order to overcome the challenges of low worker:client ratios,
physical isolation of villagers from health services, and
inadequate support, supervision, and motivation of existing
health workers. A female Community Health Volunteer (ClV) Is 
to
be selected from among local residents of each ward (37,000

total) in Nepal, and trained, monitored, supervised, and
supplied under a system already initiated, but only partially

developed.
 

Effective establishment of a realistic, model system of
jlo resident, female CBVs is
a significant administrative

challenge facing th NOR and this project over the next several
 years, precisely because it addresses administrative issues at
the point of interface between the system's workers and its

clients. This Social Analysis poses a series of
administrative/cultural challenges which must be recognized,
met, and overcome if the CBV system is to be 
 effective andsustainable. 
Major challenges include appropriate compensation

for CiVsg selection and re-selection procedures# effective
training, monitoring, and field support; and worker motivation. 

Compensation for SOVas The project must support the NOs
In serious, sustained efforts to Identify realistic mechanisms
for compensating CBVs. 
At least three broad approaches to
income supplementation seen feasible: 
 ip cncome, such as
providing CiVa vith uniforms, honoring them on -p-d-6occasions,and asking them to serve on specLally-constLtuted committees onhealth and family planning matteral a monetary uplmnt frompresent, limited village panchayat revenue, or from an inMal'health services fee' (on a sliding scale) to be paid by wardhouseholds to the CMVI and a semi-formal,for-S!1jQ
system, at least for curative services. no* many groupsalready make payments to Informal "ealth service providers#such as jhankris and midwives, there Is ample precedent for
fee-for-service. 

.8leetio and Re- election progedu ss CVs should beselectea tor tnesr energy, Lnte llgence# and willingness to
Serve all ward residents, These personal qualities should be 
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stressed during ward level selection# reiterated and tested

during COV training$ and regularly observed during early field

monitoring and supervision. Orderly procedures for termination
 
of inappropriate Individuals and quick, effective selection of
replacements should be established early in the program. Other
 
personal qualities being equal, candidates of higher educational
 
attainment (and skilled in spoken and written Nepali) 
are
 
preferable. But lower educational attainment (even illiteracy)
 
can be offset in specific cases by energy, intelligence, and
 
willingness to serve. in areas where Nepali language skills are
 
limited, provision of Nepali literacy training to CUVs may be a
 
much-appreciated compensation for services rendered.
 

Effective Training, Monitoring, and Supervision: Since
 
the CHV program will be established nation-wide (although this
 
project supports its establishment in only one region), and will
 
rely heavily on rural women, there must be very careful

attention to field monitoring, supervision, and logistic support

during the first several months in each ward. This is
 
fundamental to the overall success o hTa"progra,. Initial
 
monitoring/supervision visits should be frequent (at least twice

monthly for six months) and should emphasize personal evaluation
 
of the new appointee# and a structured program of "polishLng"
 
new skills acquired in training. Supervision and monitoring

must be supportive and constructive and must be delivered on
 
schedule. Establishment of inappropriate performance targets

for CHVo would also be extremely deleterious to the program.
 

Worker Motivation: Positive CIV motivation is to some
 
degree dependent on appropriate selection criteria, termination/

re-selection procedures# and effective training and supervision
 
programs previously discussed. in addition# It is essential to

make these workers accountable to local residents and local
 
government. CHVs should have a realistic work agenda and some
 
work norms for CyV/client interaction should be established.
 

D. Znstitutional/Administrative Analysis summary
 

The groups that will have major project implementation

responsibilities are four operational units of the MOR, one

quasi-private organisation and one private company. Two other
 
natLonal level units within the PED, i.e. COD and AR1, will also
 
be involved in implementation activities.
 

The NOR units are the CRD, the PP/NCI Division, the
 
PHD/CDD, and NWMO. 
support to JNM0 is similar to assistance
provided In the past and can be seen as some of the final steps
in institution building. There is no doubt that NMO can carry
out its part of the project. The work with the /_o Division
will include technical assistance and training dfeed at 
introducing a multi-method family planning program with
different forms of contraceptive services available at different 
levels within the delivery system# along with continued supplies
of contraceptives, other supplies and equipment. The changes In 
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service mix and the tiered delivery system represent a new

initiative ior PP/MM, but is something that has 
been
anticipatei for several years and, given FP/NC8's strong
leadership and field capacities, should be possible to do in 
a
phased manner starting in the Central Region.. Project
activities in CDD. BPI and AR! are either extensions of ongoing
activities, small new activities for which technical assistance
will be provided, or will be conducted by PGOs/PVOs with already

tested capabilities.
 

The major MCHI 
 recipient of project technical assistance,
training, and local cost support will be the CRHD and the 19
districts in the Central Region. 
Having provided assistance to
the CRHD since 1987, 0SAID has a good sense of its strengths and
weaknesses. 
Strengths include leadership, as close to a full
 
complement of management staff as any region in the MOB ever
 
gets, and nascent management and training capabilities.
 

The organizational problems that need to be resolved if
the CniD is to actually implement an integrated/decentralized

delivery system will require a clear set of authorities from the
central MOH including planning, budget and personnel, and the
support of the national-level technical offices (previously
"vertical projects'), as the districts in the region gradually
take over the operational aspects of their programs.
 

These are major changes and will not come immediately or
easily. The project will deal with them in several ways. 
 The
ability of USAID to provide development budget funding to be
administered directly by the CRHD will be a policy issue for the
project, and a covenant for implementation by year 2. The
granting of authorities to the CIMD will 
be negotiated as each
annual project work plan is developed, as will the transfer of
operational responsibility from the "vertical projects".
Finally, by providing technical and other assistance to the CRHD
and to the most important national level technical offices

(FP/MCH, NMEOs CDD), QSAID hopes to be able to play a
facilitating role in the shift of operational responsibility

from the vertical projects to the integrated districts.
 

The Contraceptive Retail Sales Co. was established in 1976
with AID assistance, 
It is a private company whose purpose is
 
to market and sell non-clinical contraceptives through
commercial channels. 
it also helps MOOs to market
contraceptives through their projects. 
After an encouraging

start, CRS's expansion of services in urban areas has stagnated
and It has not been successful in moving into rural areas. 
 The
problems that USAID has identified are a Board of Directors that
does not support innovative approaches to problems and the lack
of strong leadership. As a condition of continued support, the
Cooperative Agreement between USAID and CR3 will provide for
more private sector participation on the Board. 
Also$ the new
agreement will require CR8 to develop annual workplans that will
be st Weitted to USAID for approval, and used to monitor
managerial and other needed changes in CR8 operation.
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V. EVALUATIOH, MONITORING AND AUDIT PLANS
 

A- Monitoring
 

Primary responsibility for project monitoring by OSAID
 
will be with the Office of Health and Family Planning and with
 
the USAID Project Committee. Project monitoring will be
 
accomplished through site visits to Central Region activities
 
and to activities that are national in scope (PP/MCH, malaria),
 
and through routine progress reports provided by Nci counterpart
 
offices and implementing agencies (NGOs). Consultations with
 
NOR and HOO staff will also be used for monitoring purposes.
 

The annual workglans and budgets that will be developed
 
and agreed upon by USAID and the CR9D and PP/MCH, NIBO, CDD,
 
etc., within the Public Health Division of the Central Ministry

will provide yearly updated criteria against which the project's

accomplishments and problems will be assessed.
 

Reports from the MOO and TA contractors will also provide
 
monitoing information. The MCH units implementing portions of
 
the project will be required to prepare trimester Progress
 
Reports as part of the annual workplans that will be used in
 
reviewing and developing future Workplans and Budgets.
 
Contractors will prepare progress reports and trip reports.
 
MOH, NOO and TA contractor reports will contain fiscal
 
information that will be used in financial monitoring.
 

Surveys will also be used for monitoring, A two stage
 
national sample survey of heath and family planning indicators
 
(funded by UNFPA with assistance from the centrally funded
 
Demographic Health Surveys [1WB3 ix Project) will be conducted
 
during this five year project (to begin in 1990/91). Sample
 
surveys are also planned to monitor progress and verify service
 
statistics for BPI# CDD and family planning programs, Finally#
 
the possibility of using information collected in the 1991
 
census will be investigated.
 

The Donor Coogdinatino Committee will provide a way to
 
track inputs from other donors into the CUHD and its 19
 
districts, as veil as assistance provided to other parts of the
 
health sector.
 

B. tvaluation
 

USAID# selected representativ4s of the national level RON,
 
the CRUDe and VP/CH , COD, and NPIzO from the Public Health
 
Division will conduct annual intea;al project reviews in the
 
process of negotiating the annual workplans.
 

In addition to these reviews, two project funded external
 
evuluations will be conducted. These evaluations will be
 
carried out by teams of C.. and Nepalese consultants contracted
 
by USAID in consultation with the MOl. The possibility of
 
participation by the KOH Policy, Planning# Monitoring and
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Supervision Division (PPNSD) vii be Considered, to include

representation for the NOR policy of reglonalization,
integration, and Basic Needs. 

The first evaluation will be conducted approximately twoyears into the Project. This evaluation is considered to beextremely important, as it will concentrate on the status of theCRHD and, more broadly, whether the NOR has taken the steps
needed to ensure the success of regionaliation and
decentralization. 
 This information will 
be used to decide if
continuation of the project 
as initially designed is possible orif a redesign is necessary. Specifically, the evaluators will
review: 

whether firm guidance has been given to the heretofore"vertical projects" to provide their full support to the

CRHDI 

- whether role ofthe the CRHD has been clearly
articulated as the entity responsible for implementationof all health program activities in the region and
planning and budget authority givens and 
- whether the C¢HD has an adequate degree of control over
 
personnel assignments/decisions in the region.
 

This evaluation will also review progress under the four
major elements of the project: CUD* child survival
interventions, family planning, and mlaria. 
For the CYMD, the
evaluators will consider whether:
 

- the management capacities of the CUID are being
significantly improvedl
 

- the project is making as much progress in strengthening
the districts' capabilities as it is making in
strengthening the CUODOal and
 

- the ClV program is receiving the direction and supportthat it needs from the NON, and district and local units. 
in addition, evaluAtors will assess the status of the CDD*SPI, FP/NCH and malaria activities in the Central Region (and
other districts included under national-level activities). 

for child survival interventions, the evaluators will 
review: 

- progress made in training MN staff, CNVs, pharmacistsand school teachers in diarrheal disease prevention and 
ORTs
 

- the trial introduction of a 500 cc ORS packet andcontainer in two districts, and plans for expansion 
nationwidel 



the sustained progress in implementing standard
 
supervisory systems;
 

Sprogress in integrating AR?, BPI and PP activities into
 
routine service delivery;
 

- progress with diarrheal disease research and status of 
plans for the national dLarrheal disease survey; 

-effectiveness of CRS sales of ORS and project supported

NGO/PVO COD programs;
 

- progress in developing communication/education

activities in support of CDD 
BPI# and ART activities,
 

- usefulness of small studies and surveys intended to 
impcove BPI program performancel 

- status of PO pilot AR? acttvitiess and 

- progress towards a functional tiered ART detection and 
treatment system piggy-backed on that for CDD. 

Regarding family planning activities# the evaluators will
 
consider:
 

- whether adequate progress has been made with the IZSC 
programs 

- how institutionalization of clinical family planning 
services instatic facilities isprogressing; 

- progress in implementing the tiered system of service
provision and referrals, and in institutionalising
services in gefesal
 

-
progress in shifting method mix while increasing

contraceptive prevalence:
 

- progress inputting an information system in place thatwill allow the trackIng and follow-up of continuing users; 

- the efforts of CR5 to expand urban markets and move
 
into rural areas; and
 

- the participation of P80 and the private sector in 
Nepal's family planning effort. 

in reviewing malaria activities# the evaluators will
 
review the followings
 

- status of the construction/cenovation of the research 
and training center; 
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- progress achieved in entomologic activities$
 

- status of decentralizing laboratory capabilities1 and 

- the adequacy of the training programs and support for
Passive Case Detection Volunteers (PCDVs).
 

Finally, the evaluation team will point out areas that are
 
not covered in the project's logical framework but should be
 
looked at in the final evaluation.
 

The project's final evaluation will take place early in
the final year of implementation so that evaluation results can
be used inthe design of continued USAID support to the health
 
sector, if USAID decides that this is appropriate. This

evaluation will be a review of progress made in achieving the

project purposes as described in the logical framework and will
consider any questiw.s that the previous evaluation raised for

inclusion in the final evaluation.
 

C. Audit
 

It is anticipated that the AID inspector General will be

requested to perform a general audit of the project sometine

during its implementation. BN; will undertake regular audits of
 
the local currency financing for the project and will provide

USAID with reports on these audits. The Financial Management

Office of USAID will also periodically conduct financial
 
reviews, particularly of the local currency accounts.
 

Audits of U.S. technical assistance contractors are

normally conducted in the 0.S. by the Defense Contract Audit
 
Agency.
 

In addition, project funds have been budgeted for an audit

of project activities using the services of a contract audit
 
team.
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VI. Implementation Plan
 

A. Implementation 8chedule
 

Activity 	 units Date
 

1. 	 PP Approval USAID Committee December* 1989 

2. 	 Project Authorization 
signeds Project Agre­
ment signed with MOHI 
PIL and PIO/T issued DIR, vIPKHM, 	 March, 1990 

3. 	 RFP prepared/issued PROC, UrP March - April, 1990
 

4. 	 Bids received/reviewed PROC, BFP, MOH Hay - June, 1990
 

5. 	 PSC hired PROC, HFP June, 1990
 

6. 	 Individual 1990-91 MCIH (CHD, I lD, 
Workplans developed IP/mm , BPI * NKEO), 

HIP and Contractor June, 1990 

7. 	 Project implementation
 
begins (and new agree­
ments with CRS and
 
NGOs) HIP, KH, PROC July 15, 1990
 

8. 	 CBD Notice on NRTC PROC, NRZO, H1P
 
construction PPD/Z September, 1990
 

9. 	 TA Contract Awarded TA Contractor Oct. - Nov. 1990
 

10. 	 A & a Consulting Firm
 
selected for tNlO/NRTC NMUO, PPD/E December, 1990
 

11. 	 TA Contractors arrive
 
in-country TA Contractor Dec. - Jan. 1991
 

12. 	 Budget estimates for NON (CUD,PHD, 
1991-92 workplans P/HO, BPI# "NO)# 
propared HFP, ?A Contractor January, 1991 

14. 	 Individual workplans
 
developed as abovc June, 1991
 

15. 	 NOR adoption of policy
 
on public health train­
ing for managers 	 NON* HFP July, 1991 

16. 	 NMIO/RTC construction
 
contract awarded NK1O# PPD/3, HFP Sept. - Oct., 1991
 

17, 	 Public Health training 
(ION) begins 	 Mcm , ION September, 1991 



- 71 ­

18. 	 NMEO/NRTC construction Contractor; NXBO,
begins 
 OPPD/, Nov. Dec., 1991
HPP 	 ­

19. 	 Budget estimates for 
 MOO (CRHD; PHD,
1992-93 CRBD concerted, and FP/MCB, BPi, NMBO)

national level, Workplans and BPp
prepared 
 January, 1992
 

11. 	 MOH provides authori­
ties for budgeting,
 
personnel and planning
to regional directorates 
 mos, OPP 
 May, 	1992
 

20. 	 Workplans prepared 
 MOB and HIP June, 1992
 

21. 	 Kid-Term Evaluation USAID (BP and PD),
 
NOB 	 September, 1992
 

22. 	 Second year OM training MOD, ION 
 September, 1992
 

23. 	 Project direction 
 HPP and NOB,
 
revision 
 TA Contractor 
 Oct.-Nov. 1992
 

24. 	 Budget estimates for 1993-94
 
CRBD and relevant workplans MOO; 8PP and
prepared 
 TA Contractor January, 1993
 

25. 	 NHEO/HRTC construction Contractor; NNEO, 
 June, 1993
completed 
 PPD/z1 PP
 

26. 	 Individual vorkplans 
 MOB, 	Th Contractor

prepared 
 iPp 	 June, 1993
 

27. 	 Third year ION
 
training 
 lON, OB 	 September, 1994
 

28. 	 Workplan budget
 
estimates for 1994-95 
 MOB, slop,
prepared 
 TA Contractor January, 1994
 

29. 	 Individual vorkplans 
 MOR, EFP,

prepared 
 TA Contractor June, 1994
 

30. 	 Final year ION public

health training ION, NOR 
 September, 1994
 

31. 	 Final EvaluatLon 
 NOR, 	gSAID April-may 1995
 

32. 	 TA Contractor depart,

project ends 
 July, 1995
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B. Implementation and M 
 genent Responsibilities
 

1, HMG and Counterpart Project-management
 

The HMG entity responsible for implementing the Child
Survival/pamily Planning Services Project will be the Ministry
of Health (HOH). Upon reorganization in 1987, and as currently
constituted (but not exactly administered in acc -dance with the
MOH organization chart), one Additional Secretary is responsiblefor non-technical health activities under Basic Needs; anotherLi responsible for technical services for overall public healthand curative activities. 
Other MOU officials, at the Joint
Secretary and Chief of Division levels, head various divisions
or entities within the MOB structure. 
 The Chief of the Policy,
Planning, monitoring and Supervision Division is responsible for
overall planning, for compliance of planned activities with
development budgets and for overseeing data related to these
functions. 
The Chief of the Public Health Division oversees
CDD, ARI, EPIz nutrition, malaria control and other 
(previously)
'vertical' project activities, each with its own division or
suction head. 
 The Chief of PP/MCH oversees family planning
activities nation-wide. 
While still a "Project" within the MOH,
FP/MCH will be placed under the Public Health Division in 1990.
Respective division/section heads will be responsible for
day-to-day implementation of project Components 2, 3 and 4.
 
Responsibility for implemantation of the Central Region
Management/Service Delivery Improvement component will rest with
the Regional Director of the CRHD. 
This individual will
delegate day-to-day implementation Cesponsibilities to an
appropriate member of his/her staff primarily under the public
health, and planning, implementation, coordination and
monitoring sections (see Ministry and Regional Bealth
Directorate Organization Charts, in section on
Administrative/Institutuional Analysis.)
 

2. USAID Project management
 

USAID's Office Of Health and Family Planning (NIP),
currently staffed by two USDB Project Officers, will be
responsible for implementation and monitoring of the CS/FPS
project and will supervise the various elements of the project,
including technical assistance, workplan development and
reporting, participant training, MoO activities (grants and
Cooperative Agreements) and procurement of selected
commodities. 
A USAID/HUP Office project commodity Procurement
tracking system will be established# In conjunction with the TA
contractor. 
One PSC will be required to serve as an additional
'Project Administrator' with 
,Ior responsibilities being to
assist With the administration, implemntation and evaluation of
proJect activities. Considerable interfacing with the host
government and the prime TA contractor will be required.
 

A USAID Project Committee has been established to provide
revieOw 
 policy guidance and implementation support within USAID
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for the CS/Pp8 project. 
 The USAID Office of Pinancial
Management viii provide financial management for disbursement of
USAID funds. The USAID Bxecutive Office will provide support

contracting and limited procuremnt activities. Participant
training support and overall program and budget coordination
within USAID viii be provided by the Office of Program and 

Project Development.
 

3. Technical Assistance Contractor
 
The Contractor will be responsible to the USAID/Hrp
Office for contract performance to be spelled out in the
technical assistance contract. 
 The Contractor will advise and
assist various levels of KOH officials and USAID to expand the
 coverage and quality of health and family planning services
through both integrated and remaining 'vertical' delivery
systems. 
All members of the team will be responsible for
advising NOR officials at various levels who are involved with
implementing the project's priority activities. 
All team
members will spend a substantial amount of time In the field to
ensure that systems modifications for service delivery
expansion, supply, logistics, training, etc. are properly
tested, evaluated and implemented under field conditions.
 

The contractor will also be reponsible for the following:
 

- all procurement actions related to the project (ee
Procurement Plan, VX. D., and Annex 1), with the
exception of centrally procured contraceptive

supplies and all vehicles (which will be the
responsibility of the USAZD/FP Office), and project

commodity trackings
 

- the identification and scheduling of, and scope ofwork preparation for (inconsultatiort with the NOBand USAID/8FP) all short-term consultants, and alltravel arrangements and required clearancess
 

- technical oversight, with USAID/HFP, of all Grants,
Cooperative Agreements, buy-ins to ST projects etc.,under the CS/p Project, as defined by USAZD/BFP 

- arranging and supporting, through assisting withthe dpvelopment and implementationworkplans, of annualof all in-country training# and of public
health training at the ION, in consultation with 
USAZD and NG/MOe
 

- all steps for contracting actions with localfirms/consultants as 
required under the contract to
implement project activities# in consultation with
 
USAID and MON.
 

Relationships with USAXD officers and HHO/NOH counterparts
will be detailed in the technical assistance contract. Scopes
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of Work for technical assistance personnel are outlined in VIZ.*

Annex 0. 

C. Contractor selection
 

USAZD will contract directly With a U.S. firs to provide
technical assistance, training and commodities (other than
Contraceptives and Vehicles) based on the PrOjeCL design. 
The
firm (or group of firms) winning the contract will be expected
to sub-contract, as required, with Nepalese firm(s) to provide
local consultants, In-country training and selected support

services#
 

As much of the components' activities Are long-term,ins titutuion-building support, and ore dependent on ano supportfor authorities delegated to the appropriate level(s) within thehealth system, contractor personnel mustprofessional stature and experienc, in 
have considerable

advising foreignofficials. Technical advisors must have strong technicalqualifications and, as Importantly, a working style that vileffective in Nepal's Complex becultural context. 
Given the spectalized technical assistance requirements of
the priject, the degree to which pro3ect success depends on the
caliber of a select group of Individuals, and the difficulties
that many contractors have faced in staffing and implementing
projects in Nepal, It is the Intent of both UBAID and IO torely on fully open Competition, to advertise widely for
provision of these services and to place particular emphasis on
prior relevant experience. 8mall businesses and women orminority-owned firms will be encouraged to offer proposals for
this contract individually, or In association with other
Bide, film.including Participation of such firms,preference, all other factors being equal. 

will be given 

Host country contracting was considered and determined not
to be appropriate for this contract. 
The NOR has not had
experience In negotiating and administering this type of
contract with a U.S. firm, and prefers to have UShD assume
administrative responsibilities for the contract.
 
It is anticipated that contract evaluation, selection andnegotiation will be done in Kathmandu by USAID and UNO/WO. 
D. Procurement Plan and Waiver RequLrements
 
This section reviews each of the categories of goods andservices to be procured for themethods Project and describes theto be used, the parties responsible, estimated timing ofeach major procutementp and identities any waivers required. 

1. TechnicalAssistance 

a. Institutional contractor 
The Institutional contractor will provide 15 person years 
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of long-tem expatriate advisers, 60 person-months of short-term 
.. expatriate•consultants, and will aubcanttact an estimated 60

person-months of short-term local consultants. The contract vii
 
inctude local administrative, Secretarial and support staff.
 
These servides will be obtained through full and open

competition among U.S. firms. 

Ssvlicitation of offers for a TA contractor will Include a 
request for information regarding procurement capabilities and 
past purchasing experience (see below). The OSAID Contracting
Officer (PROC) will be responsible for preparation of the
 
Request for Proposal (RPP), in collaboration with HPP. The RPP

will be prepared by OPP and PROC during February - March and 
issued in April. Proposals will be received in Kathmandu in

June and reviewed by USAID and HOB, and a contract will be
 
awarded by August 30, 1990.
 

b. Buy-ins to AID/V, Science & Technology Bureau Projects. 

The Project will supplement the services provided by the

institutional contractor with approximately 60 person months of
 
specialized short-term consultant services from a number of 86T
 
Bureau cooperative agreements/contracts. An Illustrative list
 
includes AVSC, JHU/PSC, Population Council, RapLd/Impactr

Enterprise and SONARC from ST/POP# and HealtbCon, ChLldTech0 and 
VBC from ST/B. Most of those groups have already provided

services to the IRV/FPS project and will be familiar with the
 
issues and implementing agencies involved in this new Project.

The HPP Office will prepare scopes of work and PXO/Ts for each
 
buy-in.
 

c. Personal Services Contractor
 

USAID will also hire a personal services contractor (PSC)

to administer and monitor the field activities of the MON
 
entitios and the institutional contractor, and to assist them in
 
the preparation of annual workplans (see VIo 3o 2). The scope

of work will be prepared by OPP during February - March and
 
procurement will be handled by PROC according to prescribed

competitive guidelines. The PSC will be se~acted by July 1990,
 
to begin work by September. The initial contract will be for up

to 2 years, renewable through the end of the project (5 years). 

2. Training Services 

The Project will include three types of trainLng:
short-term out-of-country ttainingI short-term in-service 
traLningi and academic public health training at the institute
of MedicLine (IO). The USAXD/PPD/Training Office will be 
responsible for arrangIng and supportLng the out-of-country
training, upon specific instructions of USAID/iPP and NOR. 
Appropriate AID participant training guidelInes will be 
followed, The in-service and ION tri nLng will be conducted 
acevrding to normal HM/INON procedures# supported by Project
financial and technical assistance. Th institutional 
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contractor will have major responsibility for arranging and,--­
implementing this in-country training as stated in the contract
 
and as defined by yearly workplans.
 

3. Equipment and Commodities
 

Overseaa procurement of equipment and commodities vill be
 
handled both by USAID directly, and by the institutional T.A.
 
contractor. The largest items will be procured by USAXD.
 
Contraceptive supplies (estimated $2.9 million) will continue to
 
be obtained through the central ST/POP systems via Contraceptive
 
Procurement Table (CPT) summaries prepared by IP. The vehicles
 
(20 four-wheel drive all terrain vehicles, 1 bus and 5
 
motorcycles) will be purchased by USAID.
 

RWsponsibility for procuring all other dollar-funded and
 
local currency equipment and supplies will be the responsibility
 
of the institutional T.A. contractor who will act as the
 
procurement and import agent for these commodities. This will
 
include VSC and other clinical contraception equipment and
 
supplies, computers, malaria program spraying and laboratory
 
equipment and supplies, training and library materials, and some
 
supplies related to the CDD field activities. The T.A.
 
contractor will prepare a detailed plan for procuring all of
 
this equipment and materials in close collaboration with OSAID
 
and the MOM.
 

A specific plan for purchasing the computer equipment will
 
be prepared in accordance with the Guidelines for anaging
 
Automation Assistance in ATO Development Projects (September
 
1987). This plan will be reviewed by the USAID Systems Analyst

for concurrence. The plan will not have to be approved by AID/W
 
unless the total procurement is more than $100,000. An
 
automation analysis, however, will he submitted to Integrated
 
Resource Management (IRM) in AID/W.
 

All vaccines and oral rehydration salts required for the
 
BPI and regular CDD field-level activLties will be supplied by
 
UNICEF according to on-going HMG-UNICBF agreements. The 500 cc
 
trial ORS packets and 5O0 mi containers will be purchased by

USAID. The 500 ml containers for national follow-on, as
 
required, will be funded by the project and purchased by the
 
Contractor.
 

Any required special procurenent assistance will be 
provided by the USAID Procurement Office. Local procurement 
will be conducted by the Contractor In conformance with 
applicable AID regulations and procedures. Annex J presents an 
indicative list by poject component of equipment and 
commodities funded by the project. it does not include limited 
amounts of supplies and materials available on the local market 
whLch will be purchased under the Local Cost Support budget Item. 

A refined procurement list will be prepared and justified 
each year by the Contractor (excepting contraceptives and 
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vehicles) as part of detailed implementation plann-ng. -xact
-details and/or ecifications wil also be part of the Project
implementation Orders for Commodities (PIO/Cs) prepared by the
Contractor and submitted to USAID and the MOB for approval prior
to procurement. In casessome (e.gg VSC and other clinicalcontraception equipment and supplies, malaria spray equipment),
PIO/Cs will be prepared by the contractor in collaboration withthe MOB and USAID for purchase through established AID/UJSG
channels.
 

4. Construction
 

USAID will contract directly with a local firm(s) for the
renovation/construction of the National Malaria Research and
Training Center. 
This will be handled by PROC and
PD/Engineering which has appropriate engineering staff and
extensive experience In project-funded construction. Theconstruction contract will cover engineering TA, supplies, and
all construction material costs, based on the construction plan
(Annex 1).
 

S. waivers
 

Waiver requirements will probably only extend to motor
vehicles and possibly computers. Vehicles from Geographic Code
935 (1 bus and 20 4 wheel drive 'jeep' type) will be procuredthrough the 'blanket waiver', which is provided annually for the
region by the A..D. Administrator. Light-weight motorcycles(125 c.c. or less) are covered in the sane waiver. 

If a waiver is required for computers and ancillaryequipment, this will be requested from the Mission Director perDelegation of Authority 652, Section 2.f. (2). As the Missionhas been granted the eight to procure other commodities fromGeographic Code 941 countries, it Is possible that no other
waivers will be required.
 

a. Conditions and Covenants
 

1. Conditions
 

UaAID will include In the project authorization the
following two essential conditions precedent whichconsidered critical &teto success of the project and ofactivity. the CR3 

a. Prior to the first disbureament under the Grant,or to the issuance by A.I.D. of documentation pursuant to whichdisbucement will be made, 1MO/N shall, except as the Parties
may otherwise agree in writing, furnish to AZ.,D, In form and
substapce satifoctory to A.?.D., 
a statement of the name(s) of
the person(s) authorized to represent NGO/N for the projecttogether with a specimen signature of each person specified. 
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b. Prior to execution by A.I.D. of a Cooperative
 
Agreement with the Contraceptive Retail Sales Co. (CRe), funded 
under the grant, CRS shall, except as A.I.D. may otherwise agree 
in writing, furnish to A.I.D., in form and substance 
satisfactory to A.i.D., evidence that CR8 has adopted and 
implemented revisions to its Memorandum of Association and 
Articles of Association, as appropriate, to ensure effective 
private sector control of CRS. 

2. Covenants
 

frurther, in addition to standard covenants on evaluation 
and tax exemption, the Mission plans to include the following 
pro)ect-specific covenants in the terms of the project grant 
agreement. Although these covenants are important for project 
success, none is considered so essential as to be included in 
the project authorization. 

Except as the Parties may otherwise agree in writing, B1GIN 
shall: 

(a) submit, by December 31, 1990, an official plan for 
reorganization of the MOB which will provide for integration and
 
decentralization of MOH services and functions;
 

(b) provide required financial support# as per the 
project budget, in a timely fashion according to mutually agreed 
upon annual workplansl 

(c) provide financial and operational reports, on a 
trimester basis, on all project activities carried out by 
GO"/Mot 

(d) provide a record of contraceptiv, distribution and 
storage handled by OO/MOH (for basic monitoring purposes), as 
well as equipment and supplies provided for malaria control and 
family planning activities, and vehicles supplied through the 
project$ 

e) ensure that all critical staff positions at the 
Central Region Directorate and district levels have been tilled:
 

(f) select and post required health staff, including 
Community Health Volunteers# in the outreach facilities 
supported by USAEID through the project# 

(g) require all District Public Uealth Officers (DMOS) 
to complete diploma or post-graduate training in public health 
management/epidemiology and require all DPl0a trained under this 
project to return to their districts upon completion of trainings 

(h) beginning in the project's second year permit grant
 
funds to De provided directly to the Central Region lesltb 
Directorate (CRKD! in accordance with a Local cost support 
Wotkplan and delegate to the CUND authority to plan, budget and 
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guide use of these funds and authority to make key officer levelprsonnel decisions for managerial and service staff in theCentral Region,
 

(i) authorize the Secretary of the Ministry of Health or
his designee to approve the disposal of project property not
required oy the Ministry of Health, upon Completion of the
project.
 



His Majesty' _povernment M -So 
ANNEXTRA 9-1116t 

N~epal. 

MrI eK 1 C,Kaninerer
 
D1Drec or. USAID/Nepol

Rob Bhawon, Kathmandu,
 

Ref: Child Survival/Fomil Plannlng

Services Project (367-0157)
 

Dear Mr. Konnierer:
 
His MaJestyt Government of Nepal. throug the Ministry of Rea th
reQuests tile assi stance of USAID/Ne~alin carrying out the ChIdSurvival/Fonilly Planning Services Project, For tils effortssistonce over the 1990-95 five year Period with support ot
#/20,000,00 Isneeded, The ProJect's.basic purpose iS to Improvetile quality and coverage of child survival family Planning andselected malarla control services, and to'improve the managementond organizational practices affecting the aelivery of those services,
 
We look forward to discuss]ng the Project further with you at yourear lest convenience, 

.4 

(Dr, S,P, Bhattaral)
Chief
 

Manpower Development and Training
 
Division, 

Sl 
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ACT I : A1 P2- INFO A?1) DCK fl (f ) ANNEX * 
I ZCZCSTOIL1171PVV aWCo 143 3 
PP I'UFI&T *3AUG S4 *239b 
DL AUZIC N5763/*1 k14224? CA 25689 
2?F UUUUU 221 CUR AID 
F *V2422AUG bg DICsh AID 
tM SECSTATI WASBDC
 

'IC AIM2 A3S7 &ATIMANDU iRIORITT qGCI

PT
*UCLAS SYCIION &1 O K ETAIV 2457e3 

AI tP C 

EQ.. 123be: N/A
TAGS:

SL'BJECT: NEPAL CHILD $VRTIVA,/1AIIT PIANNING SERYICIS 

1. SUMMAJIYs AhE/PRC rET JU6E 22 TO RTVIEV SULJICT
PID. THE UhZAU COmPLI1ENTS nl0MISSION ON ATICEhICAILI SOUND DOCUWENT. TIE PID IS APPROVED AKD YOU
PAY PROCIED VITO PP DESIGN AND AUTHORIZATION SUIJECT TO 

71e GUIDANCE PROVIDED HELOb. 

cr '
 

2. OPFRATIONAL AND POICY AGENDA: TEE PROJECT, AS .tPkCPOSFD, PLACS US SQAPELY IN TIE MIDDLE OF TEE hEPAILHEALTH. SECTOR DURING A TIMI OF MAJOR STRUCTURAL CEANO.ACCOiDINGLy, P .-..TEX PROJ1CT SHOULD ENCOMPASS A MAJOR POLICYDIALOGUE ELEIKENT. TEE PROJICT SHOULD PRESLNT A POLICYAGENDA AND OPERATIONAL GUIDELINIS YO1 ACAIkING TNT 
p
 

ADOPTION AND ItPLJEMNTATION OF POLICIES SELEVANT TC TIE
ACEIEVIEMNT O OUR PRORAM/S|CTO1 COALS, ESPECIALLY 
 "-ThCSE RILATED TC TES SPSTAINA)ILITY OF TEF NEPAL NZALTE
CARE STEm, TIBIS AGUDA VOULD INCLUDE FOLICY ANA Y5IS,
ONGOING MONITORING OF SECTOP POLICIES, JCIC ALDI¢USCltSIONS bITE TiE CON, DONOR COK'K0.U11 ANDAPPROPRIATI PRIVATE .ICT0 EEthITIES. AND ASSISTANCE, AS T. 

NECESSARY,, IN TE IMPLIMENIATION OF POLICIES. TEE PP
SHOULD INCLUDI TIB 7RAMIVOR& YOR ACEIr ISo OU
OBJECIIVlS AND POLICY IINCIMAN&S S0 TEAT OUR IFORIS CAN3! MEASURED. POLICY AWEAS HAT RELATE TO PUBLICPRIVATE SECTOR IZALTI CAR? FINANCI G AND SERVICE
AND
 

JDILI VYT, PIIVATIZTIOIL OF TIB CONTRACIPTIVE RETAILSALTS COMPANT (CRS) (VIRCI YOU ARE ALREADY PURSUING),CrhTILIZATION/ECNRT6Li ATION, SIA DEVELOPrENToBUDGET PRIORITIES. ITC1 TIT IMPORTANCE o lI POLICYELEIMET of TiE PROJ1CT AS DISCUSSED VITI D PUTYDIRECTOR RIODES AND OTWN MISSION RIEP&SKTATI VES. 

3. DURING Tit pnU, MISSION PRESENTED TEE PROPOSIDPhOJECT IN TeE CONTEXT Of ONOOIKO ACTIIITIIS, TELRECENTLv APPROVED ZITENSION AND liE 1966 EVALUATIOh OINTOIYAsIMED RURAL REAL?#/rAhILT PLANNING SERVICISPIOJECT. TiI PIESIITAION INCLUDD A DISCUSSION of In1) ImpOlINO POLICY EKVIRONKNT (2)OROAAIZAIONAL
CSANOES Ci.,.dED TO ISTAILISA ISIALE SASIC IALTI CANI 



WKCLA55I 1 ... 
 ST&TN,,224S753/SI
 

ST21r CONbIuTNI wiTs t E rIesSION's (CVILD FURViAL AND
FAV1LY PL.NhING) STkATWIOS, AN1- (0) G0O'S'''XCENT
rp.ocp.Sr m Assurawc AN ZNCAIASED SHAXE OF GENERAL
OPELATING/I.CIRE.ZNT COSTS. 
PP SNOULD DISCUSS IN DITAIL
IEE5Ohl IZARND iO; ?AfT E3FURIINCE AND lOw THI,
P1 KG APPLID IN TEIS PPOJLCI TPI'OUG1 PROJCT 
AR16
 

INTFrP.VFNIIONS AND POLICT DIALOGU1.
 

4. PP SHOULD SPECIFICALLY ADDPESS SNORT TFIM
CO-!21Alh1S )ROUCRI AbOUT IT CURRENT ECONOMIC CRISIS
FACING NEPAL. NOW WILL PROJECT DESIGN ACCOODATE TIIS,
HOFUULLT, FDORT TXIM SITUATION? 
WHAT WILL TIF 1F.FICTS
B! ON COUNTIRPART BUDGET COMMITMENTS AND LONG TEIMSUSIAINAbILITT IN TOE FACE OF PRObAkLE BUDGET CUTS?
S.VERAL MIMBRS OF PIC TROUCIT THIS AUSTERITT SITUATION
MIGPT PROVIDE A UNIQUE OPPORTUNITY TO PRESS PROGRAMEFFICIENCINS AND WATS TO PUSE SOME SICTOh COSTS 
R01 
OFF
BUDGET. 701 EIAMPLE, MISSICK MAT WISE TO PRESS MORE
AOFSSIVIIy OR PAIVATIIATION OF CRS PROGRAM. PIC ALSO
FILT THERE MICIT It CREITEE OPPCRTUKITISS "I0DONOR
COORDINATION IN SEIsINO A SIARID POSITION. 
IISSION MAT
WANT TO PAiSS 701 JAPANISr TO TAIE OVER CIETAIN ASPECTS
OF PROOIA4, E.G., TEE CONSTRUCTION ELEHENTS 01 Til
MALAPIA CONTIOL COMPONENT, 
TO THIS END, IURJAU WOULI ItWILLING TO APPROACI TOaTO TO ENCOURAGE T1311 FAVORABLT
MOVTIMNT IN II$ DIIECTIONo PLIEAS ADVISI TOUR TIOUGITS
ON ABOVF AND bIETHI& TOO WOULD LIE BUREAU TO IXTERVENI.
 

5. INTEGRATED TIROUGIOQT TIE ISSUES DISCUSSED AT Tit
 
PRC AND TIE CUIDANCI PROVIDED 
 IN Tils CABLE IS TiE MAJORQUISTION OF SUSTAINASILITT. 
 VE REALIZE MISSION IS
EQUALLY CONCERNED APOUT TiIS FEASIBILITT ISSUE AND THAT
YOU BAVE MADE SOh 
POSITIVE PROGRESS INDISCUSSIONS bITE
OK. V0IL A DIFFICULT ARA TO PROMOTE IN NEPAL, TEE3URIAU FIJMLI 1ELIEES ?A? GIVEN CON RESOURCE
CONSTRAINTS, EVRT IYFORT MUST It MADE TO INCREASE
UNDERSTANDING OF DIALTI FINANCING ISSUES TOAND MODILIZENON-GcVErI.MINT iSOURCzS TO BIIP FINANCE ARAITI CA1E.TBIS SROULD RE INCOI.PORATED IN PROJLCT DISIGN ANDPUIRSUID TiOUCU PROJECT IMPLEMENTATION. 

6, ADDITIONALLY PP SIOULD ADDRESS NOV PROJECT 1AI}rSSING PROILIMS INI ENT IN I"ORtS TO DICENTRALI21,REOlOhALIZE AND INTIOIATEIZALIS CARE ILITIVT STE.S3E.. AVAILASILITY OF LOALLT S&ID ISALTA CAIR ANDADMINISTRATIVE PEISONNS 
T1ROOI TRAINING, AND US% OF
VOLUNTEERS. 
? A.li PALAIIA CONTIOLEosotTs PIC ENCOuRA@D MISSION 
20 KMAI PAIIHOUE 1FFORTS TO SOLIIT OTIDR DONOR (JMAN
 

1/2 UPC1ASSITflD 
 STAT9 2457|3/01
 

http:rp.ocp.Sr


'ONp 04 *-t ec S.. ot0". 0. oP*6md 4 

AND 131D) PONDING 7o CONSTTO-1C AND XQUIPINo O7 TNATIONAL MALARIA'TRAININ1 AND IRSEANCE CENTER, PLEASEADVISE NOW AID/V CAN ASPIST IN ?EI5,471Oat. • 
PlC VAS ALSO INTRESTEDIN THE ROLE0 OTER DONOkS ANDCON STRUCTURE 70 MAINTAINING IIEASONARLI CONTROL 0
OUTIRIALS AND ILARI-UPS IN A DECENTRALIZEDADMINISTRATITZ FRAtIKWORA. PP SHOULD DISCUSS THISCONCERN. 

( 

e. THE MISSION INDICATID IN TIE PID, TIAT VITHOUT ATHIRD SPN DIRECT DIRE, IT MIGHT NAVE TO REDUCE TIE SCOP&OF PROJECT ACTIVITIES. ANN WILL NOT APPROVIA TIRD PNDIRECT DIRE FO THIS PROJECT. TIN MISSION IS IQUISTEDTO CONSULt WITH THE 3URIAU ON ANT CIANO)S IN TIE SCOPEOF THE PROJECT OR MANAGIMENT STRUCTURE VICH ARESIGNIFICANTLY DIFFERENT TiHA CONTAINED IN TIN PID. 
9. PPC ALSO FELT U.S. DOLS 30l,, IN PDS FOR PROJECTDESIGN IS INADEQUATE GIVIN TIE COMPLZXITT OF TIE PROJECTAND WE SUGGEST OU MAT VANT TO IQUEST ADDITIONAL 
FUNDING. DAER 
IT 

( 
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ANNEX B 

USAID's Comments on PID Approval Cable
 

State 245783, dated 8/2/89 

Suoject: Nepal CHILD Survival/FAmily Planning Services (367-0157)
 

Te following text repeats the PID approval cable
paragraphs as numbered in the original, and provides USAID'v
 
discussion on each point:
 

Para 2. "Operational and policy agenda: The project, as

propos'd, places us squarely in the middle of 
the Nepal health 
sector during a time of major structural changw. Accordingly,

the project should encompass a major policy dialogue element.

The project should present a policy agenda and operational

guidelines for achieving the adoption and implementation of
 
policies relevant to the achievement of the program/sector

goals, especially those related to sustainability of the Nepal

health care system. 
This agenda would include policy analysis,

ongoing monitoring of 
sector policies, formal discussions with

the GON, donor community and appropriate private sector
entities, and assistance, as necessary, in the implementation of
policies. 
The PP should include the framework tot achieving our

objectives and policy benchmarks so that our 
efforts can be

measured. 
Policy areas may relate to public and private sector
health care financing and service delivery, privatization of the
Contraceptive Retail Sales Co. (which you are already pursuing),

centralization/decentralizatione staff development, budget
priorities, etc. The importance of the policy element of the
project was discussed with Deputy Director Rhodes and other
 
Mission representatives.'
 

USAID Comment: As discussed during the PID review,

HMG 'MOH has made some major policy changes over the past two
years: integration of the health services has been accepted as

the official structure and the MOH is restructuring accordinglyl

the MOH is being regionalised with the Regional Directors giventhe responsioLlity for administering the integrated program; anda program is being developed that will place Community Health
Volunteers in most communities# 

These policies are part of a plan to phase out the

traditional vertical programs and develop an integrated system.
Even though these are government policies, their Implementation

will be difficult. USAID sees an opportunity here, not to push
for new policies, but to help guide the implementation ofalready established policies that were judged sound in the last
project evaluation. 
The two areas where USAID can assist are at
the two 4nds of the operational system, i.e., the (Central)
Regionil Health Directorate, and the CHV program. 

The projoct*s policy focus will be on the development of a
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regionalized, integrated delivery system in "epales Central
Region, by strengthening the 19 districts and by assisting the
head (CRUD) and the tail (CHVs) of the system find their
 
appropriate roles.
 

USAID policy objectives for the CRHD include delegation of
planning and budget authority; an adequate budget for its own
operations; a full complement of staff; adequate control over
personnel within the Region; and the support uf the national

level technical offices (heretofore 'vertical programs') in
developing an integrated service delivery system.
 

For the CHVs, uSAIDs objectives are to pace the
implementation of the program so that 
the MOH's and NWO's
support capabilities are not stretched too thin; ptioritize and

simplify the tasks the CBVs are expected to do; and test
different types of training and support systems before national

implementation is attempted.
 

There are a number of issues that have been identified
during project design that will be set as conditions to be met
before project activities start# 
or which will be the subject of
 a policy dialogue process built around the negotiation and
approval of annual workplans and budgets. The following

discussion will cover 
these issues by project component, i.e.

CRHD, PP/MCI, child survival activities, HHEO.
 

As a condition to beginning assistanceto the CRHDt the MOH
will agree to allow USAID funding for local costs to go directly
the the CRHD (by year 2 of project Implementation). Thus, funds
for family planning, CDD, etc. activities in the Central Region
will not go the the central Ministry's 'vertical' offices. This
will put funding behind an integration and decentralization
 
process that has been to date largely on paper, and will
strengthen the position of the CRUD within the HOH. 
 Other
issues that will be addressed through a policy dialogue that is
carried out during workplan/budget negotiation will include:
 

- continued full staffing for the CRUD;

- agreement on position descriptions for all CRHD staff
 

- continuation of at least present staffing levels In the 
19 district&# 

-
better definition of the roles and responsibilities of
 
the CRUDI
 

-.allocation of adequate training and supervisory budgets

to the CROD;
 

- delegation of planning and budget authority to the CRUD
 
and the districts;
 

- delegation of personnel decisinns regarding gazetted
officers to the Regional Director)

euppoa from the national level technical offices for 
integration$ an4
 

- ceasoneole implementation pace and adequate support forthe CHV.p 
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As a condition to beginning the post-graduate training inpublic health management and epidemiology for DPHOs and DPHOcandidates, the KOH will agree to make this training a
prerequisite for assignees to DPHO positions.
 

For FP/MCH activities there are conditionsno forinitiation of support under this new project. 
 There are,
however, issues that will be pursued through the annualworkplan/budget negotiation process: 

- continued support for integration in the Central Region(and other districts in general)l 
- progress in developing a multi-method approach to familyplanning services; 
- institutionalization of VSC capabilities and progress inproviding other forms of contraception in hospitals and selectedhealth posts, including quality control system development;
- development of a Central Region logistic system thatkeeps hospitals, health posts and CHVs supplied with
 

co;.t raceptIvesI 
- development of a reporting system that allows follow-up

of continuing userss and 
- promotion of private sector participation in the family


planning effort. 

As a condition to signing a new Cooperative Agreement vith
CRS, USAID will require that the Board of Directors' operationsbe significantly privatized, and that MOH shares in CR8 andrepresentation on the Board be decreased. The workplan process
will be used to insure that there is:
 

- continued management improvements and - progress towards privatisation and generation ofadditional resources. 

For child survival activities, USAID is in agreement with
the approaches being taken by the MOH, The only aspects ofthese programs that are necessary to pursue at 
this time through

policy dialogue are: 

- continued support for integration, particularly in the

Central Regions 

- agreement to piggy-back some ARI trials on the CODmanagement and supervisory systemsa
- rapid implementation of the 500 cc OR packet standardand containers if the trials &re positives and 
- field trials to see if gPI workers can distributevitamin A without impinging on their other responsibilities. 

rot NMOO USAID also his little new to pursue of a policy
nature. These includes 

- continued support for litegration, especially in the
Central ctiotns 
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- inclusion of funds in NNEO's budget to cover the
operation of the Training Center; and
 
- GON's need to become more proactive, and contribute some
of its own resourceA in assuring an adequate supply of the most
appropriate insecticlies.
 

Pars3. 
ODuring the PRC, Mission presented the proposed
pro~ect in th 
 context of ongoing activities, the recently
approved extension and the 1988 evaluation of Integrated Rural
Health/family Planning Services project. 
This presentation
included a discussion of the (1) improving policy environmentp
(2)organizational changes created to establish a viable basic
health care system consistent with the Mission's child survival
and family planning strategies, and (3)GON's recent progress in
assuming an increased share of general operating/recurrent
costs. 
PP should discuss how lessons learned form past
experience are being applied in this project through project
Interventions and policy dialogue.6
 

USAID Coment: 
USAZD has been involved with the health
sector in Nepal since the 1960's. 
 There are many lessons
learned, one of which is that the health sector in Nepal has
changed as much over this period as the health care 
system in
the U.S. has changed. Some of the old lessons no longer apply,
and there surely will be new lessons emerging for this project.
Tnet 
are a number of experiences that have led to particular
approaches being taken under this project. 
 The most important

ones are as follows:
 

-
Despite all the ups and downs of the integration
process, eventually integration will happen, primarily for

economic reasons,
 

- A project focus on national level management is short
Signted. 
Central units in the RON get shifted and reorganized.
It Is the district and the health post staffs that should bethe OconstantsO in the system. They, in the end, will make thesystem work and support to then should receive priority. 

- Geographically# Nepal is a very difficult country in
which to work, 
 The projects that have succeeded have had a
limited geographic focus.
 

- Numerous schemes have been tried to get services out
beyond the health post* 
The present CIV program Is one of the
better conceived ones and employs local w The successes
and failures of previous efforts will be-I0Iied and the results
used In refining the CNV program. 

- The LPB program in Ohorka district that Save the
Children-USA is implementing iseutrently shifting froa avertical mode of operation to integrating itself Into theregular health care system. ixperences from Ohorka will beused in integrating BPI in the Central Aegion,
 



- FrOm the perspective of achieving results in the shortterm (5 years)# it is best to work with organlzations that have 
some strengths. Large amounts of money and time can be spent
trying to improve the performance of weak organizations,
sometimes with minimal results. 
Consequently, this project will
focus on the Central Region. When activities spread beyond the
Central Region (for example, establishing institutionalized VSC:apabilities, or developing a tiered system for family planningservice delivery), USAID will work with districts where thechances of success are good, i.e., 
certain criteria will have

been met.
 

- Signing a Project Agreement with GON/AOH and then havingto follow It for five years minimizes USAID ability to negotiateon important issues. The experiences over the past two yearswith negotiating annual workplans and budgets with operationalunits of the MOH (CRHD, CDD, FP/HCH, etc.) has provided USAIDWith much more leverage, has facilitated implementation and will 
be continued. 

Para 4. "PP should specifically address short term
constra'Ints brought about by current economic crisis facing
Nepal. Now will project design accomodate this, hopefully,
short term situationl 
What will the effects be on counterpart
budget 
commitments and long term sustainability in the face of
probable budget cuts? 
Several members of the PIC thought this
austerity situation might provide a unique opportunity to pressfor program efficiencies and ways to push some sector costs off
budget. Por example, Mission may wish to press more
aggressively for privatization of CRS program. 
 PAC also feltthat there might be greater opportunities for donor coordinationin seeking a shared position. Mission may want to press forJapanese to take over certain aspects of the program, e.g, theconstruction elements of the malaria control component* To thisend, Bureau would be willing to approach Tokyo to encourage
their favorable movement in this direction. Please advise your
thoughts on above and whether you would like Bureau to
 
intervene.'
 

Aommente
USAID The present economic crisis caused by thetrade and transi -ifficulties with India renders obsolete allearlier macro-economic analyses and projections tot economic
growth, HMG revenues, and expenditures for the project period.At best, the current situation will cause only near-term
economic and budgetary problems and will not adversely affect
the Government's ability to support the project over its fiveyear life. However, near-term dislocations could cause delay in
project start-up it counterpart funds are unavailable for the
first year's activities. At worst, the crisis could cause
long-torm retrenchment of government expenditures for social
progr&xs and preclude project implementation Completely, or
cause the MON to request that portion of USAIDa funds bedevoted to direct budget support to sustain current levels of
activitt 
.or highest priority components.
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in view -of thi-s,.situation.-,-several.assumptions and
 
conclusions are made which guide the design of the project.
 
First, the MOH projections for economic growth and budget
 
expenditure expansion, and the health/family planning
 
performance targets which are dependent on the former, are no
 
longer relevant. Secondly, USAID assumes that the current MOH
 
budget and sanctioned post levels will not increase, at least
 
for the next two years. Thirdly, health and family planning
 
activities which are not already priority elements of the Basic
 
Needs Program will probably not not be launched or expanded over
 
the next two to three years. In short, the project will
 
concentrate on strengthening performance and productivity of
 
those high priority programs for which staff and essential
 
funding presently exist (family planning, child survival, CHVs,
 
the Central Region Health Directorate, and parts of the malaria
 
program). This period of austerity will actually present an
 
opportunity for the HMG to take advantage of this project's
 
emphasis on productivity and effectiveness to make difficult but
 
necessary managerial and service delivery reforms.
 

Re increased donor coordination, USAID has consistently
 
tried to interest the Japanese in,. specifically, aspects of the
 
malaria program. To date, there has been no positive response.
 
However, the Japanese have just recently (and tentatively)
 

re-initiated a dialogue on collaboration with OSAID on malaria
 
activities. USAID will once again propose that the Japanese
 
consider taking over certain aspects of the program, e.g., the
 
construction/renovation of the NMEO NRTC, procurement of
 
spraying and safety equipment/supplies, etc. Based'on past
 
experience, however, we cannot say for sure that the Japanese
 
will respond favorably.
 

Para 5. 'Integrated throughout the issues discussed at
 
the PRC and'the guidance provided in this cable is the major
 
question of sustainability. We realize Mission is equally
 
concerned about this feasibility issue and that you have made
 
some positive progress in discussions with the GON. While a
 
difficult area to promote in Nepal, tho Bureau firmly believes
 
that given GON resource constraints, every effort must be made
 
to increase understanding of health financing issues and to
 
mobilize non-government resources to help finance health care.
 
This should be incorporated into project design and pursued
 
through project implementation.'
 

USAID Comment: Thq project's efforts at cost
 
effectiveness analysis of different services and different
 
delivery modes is designed to produce information that will
 
assist the MOH make decisions on how most effectively to use
 
what resources they have available for primary care, The
 
Government has a large investment in manpower and facilities
 
and, given the economic situation in Nepal, they must be used
 
well.
 

The Government is quits aware of the health care needs in
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the country and the inadequacy of government revenues to meet
 
these needs. This is one of the reasons that such a large piece

of the MOH budget (particularly the development budget) is donor
 
financed. The Government can be expected to continue to seek
 
donor assistance in this sector. Given past experience, they
 

.can-be.-expectedto -attract-more-resources than .they wi-l-be able
 
to spend well.
 

The Government is also aware of the role the private
 
sector can play in the health sector. As a part of the Basic
 
Needs Program, the Government will be working with the private
 
sector to:
 

- train TBAs;
 
- increase knowledge of the need for decreasing population
 

population growth rates;
 
- set conditions for the development and extension of
 

private health organizations:
 
- formulate programs and policies to encourage private 

sector entrepreneurs to produce medicines and medical equipment; 
and 

- formulate policies to encourage private sector
 
establishment and operation of health posts.
 

Some of these ideas are already taking hold in the
 
Kathmandu valley. There are now numerous *nursing homes' which
 
are basically private clinics, some with in-patient
 
capabilities. The first private 'Pertility Clinic' just opened
 
in Kathmandu. It will provide VSC and other family planning
 
methods and also assist with infertility problems. Since 1982,
 
the MOH has been running a training program for drug retailers.
 
Over 2,500 individuals have already been trained.
 

USAID plans to continue to watch developments in these
 
areas. The Innovative Activities sub-component of the project
 
can be used to provide funding for studies or trials of some of
 
these ideas in addition to a possible demand (utilization)
 
survey that will be discussed with the MOH. The project will
 
also monitor the overall pharmaceutical situation in the
 
country. Previous analyses sponsored by AID confirmed that
 
Nepal has an almost completely free market in pharmaceuticals,

that most drugs are imported from India, and that a very large
 
percentage are tonics and other over-the-counter items that are
 
of dubious valiie. There may be potential assistance that we can
 
provide in the area of pharmaceutical importation policies.
 

The focus of this project is on improving the management
 
and delivery of services through the infrastructure that HMG/MOH
 
has spent the past 20 years creating. As such, we do not see a
 
major private sector thrust as appropriatly fitting into this
 
project. Investigations under the past project pointed to fees
 
based on sliding scales in hospitals and charges for drugs in
 
health posts and other facilities to be the most feasible health
 
care financing opportunities in Nepal at this time. This
 
project will investigate the potential for fees for drugs in the
 
CentrAl
 



Region, both for drugs provided by CHVs and through static
 
facilities. 
 The current program in Kavre District is
particularly 
relevant.
 

As this project
we--dnot-forsee-becoming..... does not have.alarge-:-focus 

management -involved -on -hospta
issues such as 

With hospital policy a.l . 
will develop employer-provided 

andfee for service programs. 
 The project
services in several large industries in Nepal and will assist in
 
the establishment 

health and family Planning
 
relatively small steps into some of the health 


of private family planning clinics. 
 These are
issues, but 
 care financing
seem to be appropriate given the current situation
in Nepal.
 
We feel that the potential pay-offs of health care
 

financing activities# beyond what is already planned for this
 
project, 

appropriate for bilateral 


are difficult to determine and are not particularly
funding in Nepal. 
 When ANE/TR
a 

develops itR new regional project, which we understand will have

large health care financing component, 
we anticipate
requesting that


Nepal.
 that project look into health care financing in
 
Para6. 
 *Additionally
addressindroblems 
 PP should address how project
inherent in effortsregionalize and is
to decentralize,Integrate health care delivery systems,


availability 

e.g.
 of locally skilled health care and administrative
personnel through training, and use of volunteers. n
 

USAID Comment: 

assistance and training targeted
regbonalization 

The project will provide technical
 
on
and integration the process of
The policy dialogue process
 

(see above) will be used to help ensure that the people are
 
there to be trained, that the necessary delegations of authority
 
are provided by the central Ministry, and that staff and budget
 
are phased over from the 'vertical project

Region's program. nto the Central
 

Para 7. 

HtsistOtoake maximum efforts to Solicit other donor 

and IBRD) funding for constructing (Japan
 

*RS: malaria control efforts, PRC encouraged
 

and equipping of the National
 
Malaria Training and Research Center.
can assist in this effort. Pleas. advise how AID/
PRC was also Interested in the 
role
 
of other donors and CON structure for maintaining reasonable
administrative 

control of outbreaks and flare-ups In s decentralized
framework. 
 PP should discuss this concern,,
USAID Comment:
section 
t 
 As discussed In the Donor Coordination
and the Japa 

espite frequent interaction betwen USAID
onese,
long term plans have not become clea

they remain an unlikely candidate for funding the NRTC. 

andpBRD is actively pursuing project design and is expected 
Theprovide assistance to Neo, Most lik'ly in 'soft' loans for
 
to 
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insecticides. 

RTC 

Although IBRD might be willing to support.the..
htheir-project--documntationproces-s is not expected to be
completed for at least 18 months and the NMEO needs the expanded
training facility sooner rather than later, particularly in view
of the inadequate conditions under which training and research
for malaria control has been taking place. 
Also, as integration
spreads, health post and district staff with little or no
previous experience with malaria programs must assume
responsibilities for malaria control activities. 
 They need to
be trained as quickly as possible.
 

The question about control of the malaria situation under
a regionalized and integrated system is another aspect of the
same problem. This training must take place so that the
siutation will be monitored adequately. NMEO will continue to
provide technical back-up for district staff, but district staff
must be adequately trained to ensure that they call in NHEO
personnel when their assistance is needed.
 

Para 8. *The Mission indicated in the PID, that without a
third HPN direct hire, it might have to reduce the scope of
project activities. 
 ANE will not approve a third HPN direct
hire for this project. The Mission is requested to consult with
the Bureau on any changes in the scope of the project or
management structure which are significantly different than
contained in the PID.'
 

USAID Comment: 
 USAID has decided to hire (locally* if
possible) a personal services contractor who will serve as an
additional 'project administrator* with major responsibilities
being to assist with administration, implementation and
evaluation of project activities.
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Two waivers Will ProbablyProject. be requiredThese include a waiver under the CS/FPSfor vehicles from Geographic Code935 and for certain ProJect-related equipment (computers, perhaps
some scientific equipment), also from Geographic Code 935
countries.
 

At Present, vehicle waivers can
Administrator's be granted through the079274, which 
"Blanket Source/Origin vaiver'
is valid through March 6, 

as per 89 state
1990.the Administrator will renew the Blanket Waiver. 
It is assumed thatapPropriate time, probably in the latter part of CY 1990, such a
 

At the
 
waiver will be drafted by the Mission.
 

Computer and scientific equipment from other than GeographicCode 941 will be required ; probably late in 1990 or early in1991. 
 A waiver will be requested, probably on the basis of AID
Handbook 1, Supplement B, Chapter SB4a, as it isNthe commodity probable that theis not available from countriesin the authorized geographic code". or areas includedequipment is found This is because such
in Geographic Code 935 countries.
 



STATUTORY CHECKLISTS
 

These are up-to-date checklists andand Standard Item Checklists. include Country, Project,All applicable items have been
addressed.
 
AID/W (ANE/SA) has been asked to prepare the country

checklist. Following is a Mission draft.
 

I. COUNTRY CHECKLIST 

A. GENERAL CRITERIA FOR COUNTRY ELIGIBILITY
 

1. FY 1989 Continuing Resolution Sec. 526.
President certifled to the Congress that 
Has the
 

recipient country is failing to 
the government of the
take adequate measures to preventnarcotic drugs or other controlled substances whichcultivated, produced or processed illicitly, are 

in whole or inin such country or transported through such country, 
part#

from beingsold illegally within the jurisdiction of such country to United
States Government personnel or their dependents or from entering
the United States unlawfully?
 

No.
 

2. FAA Sec. 481 (h). 
 (This provision applies to assistance
of any kind provided by grant, sale, loan, lease, credit,
guaranty, or insurance, except assistance from the 
Child SurvivalFund or relating to international narcotics control, disaster and
refugee relief, or the provision of food or medicine.)
recipient is If the
a "major drug-transit country* (defined as 
a country
that is a significant direct source of illicit drugs significantly
affecting the United States, through which such drugs are
drug-related profits are laundered with the knowledge or
complicity of the government), has the president in the March 1
International Narcotics Control Strategy Report (INSCR) determined
and certified to the Congress (without Congressional enactment,
within 30 days of continuous session, of a resolution disapproving
such a certification), or has 
the President determined and
certified to the Congress on any other date (with enactment by
Congress of a resolution approving such certification)* that (a)
during the previous year the country has cooperated fully with theUnited States or taken adequate steps on its own to prevent
illicit drugs produced or processed in or transportod through such
country from being transported into the United States, and to
prevent and punish drug profit laundering in the country, or that
(b) the vital national interests of the United States require the
provision of such assistance?
 

No.
 

s. N/A
 
b, N/A
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3. Drug Act Sec. 2013. (This section applies to the same
 
....
categoiesof-assistance subject-to the- restrictions-in FA-Sec.....
 
481 (h), above.) If recipient country is a "major drug-transit
 
country" (as defined for the purpose of FAA Sec. 481(h), has the
 
President submitted a report to Congress listing such country as
 
one (a) which, as a matter of government policy, encourages or
 
facilitates the production or distribution of illicit drugs: (b)
 
in which any senior official of the government engages in,
 
encourages, or facilitates the production or distribution of
 
illegal drugs; (c) in which any member of a U.S. Government agency
 
has suffered or been threatened with violence inflicted by or with
 
the complicity of any government officer; (d) which fails to
 
provide reasonable cooperation to lawful activities of U.S. drug
 
enforcement agents, unless the :resiJent has provided the required
 
certification to Congress pertaining to U.S. national interests
 
and the ,'rug control and criminal prosecution efforts of that
 
countryt
 

N/A.
 

4. FAA Section. 620(c). if assistance is to a government,
 
is the government liable as debtor or unconditional guarantor on
 
any debt to a U.S. citizen for goods or service furnished or
 
ordered where (a) such citizen has exhausted available legal
 
remedies and (b) the debt is not denied or contested by such
 
government?
 

No.
 

5. FAA Sec. 620(e) (1). If assistance is to government, has 
it (including government agencies or subdivisions) taken any 
action which has the effect of nationlizing expropriating, or 
otherwise seizing ownership or control of property of U.S. 
citizens or entities beneficially owned Ly them without taking 
steps to discharge its obligations towards such citizens or 
entities? 

No.
 

6. FAA Sec. 620(a), 620(f), 620D, FY 1989 Continuinino
 
Resolution Sec. 512. Is recipient country a Communist country?
 
If so, has the President determined that assistance to the country
 
is vital to the security of the United States, that the recipient
 
country is not controlled by the international comunist
 
conspiracy, and that such assistance will further promote the
 
independence of the recipient country from international
 
communism? Will assistance be provided to Angola, Cambodia, Cuba,
 
Iraq, Libya, Vietnam, South Yemen, Iran, or Syria? Will
 
assistance be provided to Afganistan without 3 certification? 

No.
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7. FAA Sec. 620(j). Has the country permitted, or failed to
take adquate measures to prevent, the damage or destruction by mob
 
action of U.S. property?
 

No. . . . . . . ... . . . .. . 

8. FAA Sec. 620(1). Has the country failed to enter into an
 
agreement with OPIC?
 

No.
 

9. 
 FAA Sec. 620(o); Fishermen's Protective Act of 1967 (as
amended) Sec. 5. 
(a) Has the country seized, or imposed any
penalty or sanction against, any U.S. fishing activities in
international waters? 
 (b) If so, has any deduction required by
the Fishermen's Protective Act been made?
 

N/A
 

10. FAA Sec. 6209g): PY 1989 Continuing Resolution Sec. 518.
(a) Has the government of the recipient country been in default
for more than six months on interest or principal of any AID loan
 
to the country? 
 (b) Has the country been in default for more than
one year on interest or principal on any U.S. loan under a program
for which the PY 1988 Continuing Resolution appropriates funds?
 

No.
 

11. FAA Sec. 620(s). If contemplated assistance is
development loan or come from Economic Support Fund, has the
Administrator taken into account the percentage of the country's
budget and amount of the country's foreign exchange or other
 resources spent on military equipment? (Reference may be made to
the annual "taking into Consideration" memo: "Yes# taken into
account by the Administrator at time of approval of Agency OYB."
This approval by the Administrator of the Operational Year Budget
can be the basis for an affirmative answer during the fiscal year
unless significant changes in circumstances occur.)
 

N/A
 

12. FAA Sec. 620(t). Has the country served diplomat

relations with the United States? 
 If so, have they been resumed
and have new bilateral assistance agreements been negotiated and

entered into since such resumption?
 

No.
 

13. AA Sec, 620(u), What is the payment status of the
country's U Ns obligations? 
 If the country is in arrears, were
such arrear ages taken into account by the AID Administrator in
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determining the current AID Operational Year Budget? (Reference
 

may be made to the "Taking into Consideration" memo.)
 

Current.
 

14. FAA Sec. 620A. Has the President determined that the
 

recipient country grnats sanctuary from prosecution to any
 
or group which as committed an act of international
individual 


terrorism or otherwise supports international terrorism?
 

No.
 

Has the country
15. FY 1989 Continuing Resolution Sec. 576. 

been placed on the list provided for in Section 6(j) of the Export
 

Administration Act of 1979 (currently Libya, Iran, South Yemen,
 
Syria, cuba, or north Korea)?
 

No.
 

16. ISDCA if 1985 Sec. 552(b). Has the Secretary of State
 
determined that the country is a high terrorist threat country
 
after the Secreary of Transportation has determined, pursuant to
 

section 1115(e) (2) of the Federal Aviation Act of 1958, that an
 

airport in the country does not maintain and administer effective
 
security measures?
 

No.
 

17. FAA Sec. 666(b). Does the country object, on the basis
 

of race, religion, national origin or sex, to the presence of any
 

officer or employee of the U.S. who is present in such country to
 

carry out economic development programs under the FAA?
 

No.
 

18. FAA Secs. 669, 670. Has the country, after August 3,
 
1977, delivered to any other country or received nuclear
 
enrichment or reprocessing equipment, materials, or technology,
 
without specific arrangements or safeguards? Has it transferred a
 

nuclear explosive device to a non-nuclear weapon state, or if such
 

a state, either received or detonated a nuclear explosive device:
 

(FAA Sec. 620C permits a special waiver of Sec. 669 for Pakistan.)
 

No.
 

19. 	 FAA Sec. 670. If the country is a non-nuclear weapon
 
after August 8, 1985, exported (or attempted
state, has it, on or 


to export) illegally from the United States any material,
 
equipment, or technology which would contribute significantly to
 

the ability of a country to manufacture a nuclear explosive device?
 

No.,
 

tk 
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Was the country represented at
20. ISDCA of 1981 Sec. 720. 

the meeting of minister of Foreign Affairs and Heads of
 

Delegations of the Non-Aligned Countries to thp 36th General
 

Session of the General Assembly of the U.N. of September 25 and
 

28, 1981, and failed to disassociate itself from the communique ..........
 

issued? If so, has the President taken into account? (Reference
 

may be made to the "Taking into Consideration" memo.)
 

Nepal diassociated itself from the communique.
 

Has the
21. FY 1989 Continuing Resolution Sec. 528. 

recipient country been determined by the President to have engaged
 

in a consistent pattern of opposition to the foreign policy of the
 

United States?
 

No.
 

Has the duly
22. F! 1989 Continuing Resolution Sec. 513. 

elected Head of Government of the country been deposed by military
 

if assistance has been terminated, has the
coup or decree? 

president notified Congress that a democratically elected
 
government has taken office prior to the resumption of assistance?
 

Nepal is a constitutional Monarchy.
 

Does the
23. F! 1989 Continuing Resolution Sec. 543. 

recipient country fully cooperate with the international refugee
 

assistance organizations, the United States, and other governments
 
in facilitating lasting solutions to refugee situations, including
 

resettlement without respect, to race, sex, religion, or national
 

origin?
 

Yes.
 

FUNDING SOURCE CRITERIA FOR COUNTRY ELIGIBILITY:
B. 


1. Development Assistance Countr criteria.
 

FAA Sec. 116. Has the Department of State determined
 
that this government has engaged in a consistent pattern of gross
 

if so# can
violations of internationally recognized human rights? 

it be demonstrated that contemplated assistance will directly
 
benefit the needy?
 

No.
 

F! 1989 Continuing Resolution Sec. 538. Has the
 
President certified that use of DA funds by this country would
 

violate any of the prohibitations against use of funds to pay for
 

the performance of abortions as a method of family planning, to
 

motivate or coerce any person to practice abortions, to pay for
 

the performance or involuntary sterilization as a method of family
 

planning, to coerce or provide any financial incentive to any
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person to undergo sterilizations, to pay for any biomedical
 
research which relates, in whole or in part, to methods oft or the
 
performance of, abortions or involuntary sterilization as a means
 
of family planning?
 

No.
 

2. Economic Suport Fund Country Criteria:
 

FAA Sec. 502B. Has it been determined that the country
 
has engaged in a consistent pattern of gross violations of
 
internationally recognized human rights? If so, has the President
 
found that the country made such significant improvements in its
 
human rights record that furnishing such assistance is in national
 
interest?
 

N/A.
 

FY 1988 Continuing Resolution See. 549. Has this country
 
met its drug eradication targets or otherwise taken significant
 
steps to halt illicit drug production or trafficking?
 

N/A.
 

3H (2)- PROJECT CHECKLIST
 

This checklist is based on foreign assistance legislation 
through the F¥ 89 App.opriations Act. An up-dated checklist for 
FY 90 is not yet available. However, the FY 90 Appropriations Act 
has been reviewed and this project is considered consistent with 
its provisions. 

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO DATE? HAS STANDARD
 

ITEM CHECKLIST BEEN REVIEWED FOR THIS PROJECT?
 

AID/W has been asked to prepare the country checklist.
 

A. GENERAL CRITERIA FOR PROJECT 

1. FY 1989 Continuing Resolution Sec. 523, FAA Sec. 634A. 
If money is sought to obligated for an activty not previously 
justified to Congress, or for an amount In excess of amount
 
previously jostified to Congress, has Congress been properly
 
notified?
 

Yest prior to obligating funds Congress will be notified
 
through AID/W.
 

2. FAA Sec$ 6110l1j: o Prior to obligation In excess of
 
$500,000, il there D a engineering, financial or other plans
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necessary to carry out the assistance, and (b)a reasonably firm
 
estimate of the cost to the U.S. of the assistance?
 

yes. An illubrative budget is included in the Project Paper.
 

3. FA Sec. 611(a)(2).. If legislative action is required
within recipient country, what is the basis for reasonable

expectation that such action will be completed in time to permit

orderly accomplishment of purpose of the assistance?
 

N/A.
 

4. FAA Sec. 611(b)i PY 1989 Continuing Resolution Sec. 501.

If project is for water or water-related land resource
construction, have benefits and costs been computed to the extent
practicable in accordance with the principles, standards, and

procedures established purpusant to the Water Resources Planning
Act 942 U.S.C. 1962, et seq)? (See A.I.D. Handbook 3 for new
 
guidelines.)
 

N/A.
 

5. FAA Sec. 611(e). If project is capital assistanc (e.g.,
construction), and all U.S. assistance for it will exceed $1
million, has Mission Director certified and Regional Assistant

Administrator taken into consideration the couontry's capability

to maintain and utilize the project effectively?
 

N/A.
 

6. FAASec. 209 Is project susceptible to execution as
part of regioalor multilateral project? If 
so, why is project
not so executed? Information and conclusion whether assistance

will encourage regional development programs.
 

No.
 

7. FAA 8ec, 601(a), information and conclusions whether

projects will encourage efforts of the country to: 
 (a) Increase
the flow of international trade; (b)foster private initiative and
competitiont (c)encourage development and use of cooperatives,
credit unions, and savings and loan associationso d) discourage

monopolistic practicesl (e) improve technical efficiency of
industry, agriculture and commercel and () strengthen free labor
 
unions.
 

a. N/A

b. Yes, certain components focus on the private sector.
 
C. N/A,

d. N/A,
 
e. 
Yes-of health systems as the principal target of the
 

project.
 
f N/A,
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8. FAA Sec. 601(b) Information and conclusions on how
 
project w encourage U.S. participation in foreign assistance
 
programs (including use of private trade channels and the services
 
of U;S. private enterprise)
 

Technical assistance and commodities will be procurred from
 
the U.S.A.1 Nepal and other countries in AID Geographic Code 941.
 

9. FAA Secs. 612(b). 636(h). Describe steps taken to assure
 
that, to the maximum extent possible, the country is contributing
 
local currencies to meet the cost of contractual and other
 
services, and foreign currencies owned by the U.S. are utilized in
 
lieu of dollard.
 

The CON is expected to provide over 50 of total project costs.
 

10. FAA Sec. 6121d). Does the U.S own excess foreign 
currency of the country and, if so, what arrangements have been 
made for its release? 

NO.
 

11. FY 1988 Continuing Resolution Sec. 521. If assistance is
 
for the production of any commodity for export, is the commodity
 
likely to be in surplus on world markets at the time the resulting
 
productive capacity becomes operative, and is such assistance
 
likely to cause or competing commodity?
 

N/A
 

12. FT 1989 Continuing Resolution Sec. 553. will the 
assistance (except for programs in Caribbean Basin Initiative 
countries under U.S. Tariff Schedule 'Section 807,0 which allows 
reduced tariffs on articles assembled abroad from U.S.- made
 
components) be used directly to procure feasibility studies#
 
prefessibility studies, or project profiles of potential
 
investment in, or to assist theestablishment of facilities of
 
facilities specifically designed for, the manufacture for export
 
to the United States or to third country markets in direct
 
competition with U.S. exports# of textiles, apparel, footwear,
 
handbags, flat goods (such as wallets or coin purses worn on the
 
person), work gloves or leather wearing apparel?
 

No.
 

13. E f See. 19 a1 -=. Will the assistance (a) support
training and educaton efforts which Improve the capacity of 
recipient country agrees to protect ecosystems or other wildlife 
bahitatst (c) support eforts to identify and survey ecosystem in 
recipient countries worthy of protectioni or (d) by any direct or 
indirect means significantly degrade national parks or similar
 
protected areas or introduce exotic plants or animals into such
 
areas?
 

N/AM
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14. A 12.(d). If a Sahel project, has a determination been
made that the host government has an adequate system for
accounting for and controlling receipt and expenditure of project
funds 9 dollars or local currency generated therefrom)?... 

N/A . 
15. PY 1989 Continuing Resolution. If assistance is 
to be
made to a united States PVO (other than a cooperative developeont
organization)# does it obtain at least 20 percent of its total
annual funding for international activities form sources other
than the United States Government?
 

Yes.
 

16. FY 1989 Continuing Resolution Sec. 541. 
 If assistance is
being made available to a PVO# has that organization provided upon
timely request any document, file, or record necessary to the
auditing requirements of A.I.D.* and is the PVO registered with

A,.,D.?
 

These will be requ red if 
a PVO is used.
 

17. FT 1989 Continuing Resolution Sc. 
514. If funds are
being obligated under an appropriation account to which they vere
not appropriated, has prior approval of the Appropriations

Committees of Congress been obtained?
 

N/A.
 

18. FT Continuing Resolution Sec 515. 
 If deob/reob
authority is sought to be exercised in the provision of
assistance, are the funds being obligated for the same general
purpose, and for countries within the sname general region as
originally obligated, and have the Appropriations Committees of
Congress been obtained?
 

Yes.
 

19. 8tateAuthortationSee.139.
conference report)* (as Interpreted by
ses confirmation of the date of signing of
the project agreement$ Including the amount involved, been cabled
to State L/T and A.I.D. LBO within 60 days of the agreement's
entry into force with respect to the United States, and has the
full text of the agreement been pouched to those same offices?
(See Handbook 3, Appendix 60 for agreements covered by this

provision).
 

Case-Zablocki Act, as interpreted, not applicable to this
agreement. 
However, copies of agreement wil 
 be sent to AID/W.
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B. FUNDING CRITERIA FOR PROJECT
 

1. Development Assistance Project Criteria
 

a. F 1989Continuing Resolution Sec. -52. (as interpreted
 
by conference report). If assistance is for agricultural
 
development activities 9specifically, any testing or breeding
 
feasibility study, variety improvement or introduction,
 
consultancy, publication, conference, or training), are such
 
activities 9a0 specifically and principally designed to increase
 
agricultural exports by the host country to a country other than
 
the United States, whee the export would lead to direct
 
competition in that third country with exports of a similar
 
commodity grown or produced in the United States, and can the
 
activities reasonably be expected to cause substantial injury to 
U.S. exporters of a similar agricultural commodityl or (b) in 
support of research that is intended primarily be benefit U.S. 
producers?
 

N/A.
 

b. FAA sec. 102(b). 111. 113, 281(a). Describe extent to
 
which activity will (aO effectively involve the poor in
 
development by extending access to economy at local level,
 
increasing labor-intensive production and the use of appropriate
 
technology, dispersing investment form cities to small towns and
 
rural areas, and insuring wide participation of the poor in the
 
benefits of development on a sustained basis, using the
 
appropriate U.S. institutions; (b) help develop cooperatives,
 
especially by technical assistance, to assist rural and urban poor
 
to help themselves toward a better liefe, and otherwise encourage
 
democratic private and local governmental Institutionsa (a)
 
support the self-help efforts of developing countriess (d) promote
 
the participation of women in the national economies of developing
 
countries and the improvement of women's status; and (sO utilize
 
and encourage regional cooperation by developing countries.
 

a. Project is directed to Improved health systems and access
 

to health care by the poor of Nepal# especially in rural areas.
 

b. N/A. Not directly applicable to this project.
 

c. Yes. Local community action and participation are
 
important Ingredients. 

d. Women's involvement in improved health systems is 
integrally incorporated in the Project. 

Go Yes. 



c. FAA Sec. 107. Is emphasis on use of appropriate 
technology 9relatively smaller, cost-saving, labor-using 
technologies that are generally most appropriate for the small 
farms, small businesses, and.sma incomes.of the poor)?., 

Yes.
 

d. FAA Secs. 110 124(d). Will the recipient country
 
provide at least 251 of the costs of the program# project, or
 
activity with respect to whom the assistance is to be furnished
 
(or is the latter cost-sharing requirement being waived for a
 
*relatively least developed country')?
 

GON will provide an estimated 510 of project costs.
 

e. FAA See. 128(b). if the activity attempts to increase 
the instititonal capabilities of private organizations or the 
government of the country, or if it attempts to stimulate 
scientific and technological research, has it been designed and 
will it be monitoried to ensure that the ultimate beneficiaries 
are the poor majority? 

Yes. Tracking/monitoring systems will measure the impact on
 
the bulk of targeted beneficariesthe.rural poor.
 

f. FAA See. 281(M. Describe extent to which program
 
recognixes the particular needs, desires, and capacities of the
 
people of the countryl utilizes the country's Intellectual
 
resources to encourage institutional developmenti and supports
 
civil education and training in skills requeired for effective
 
participation in governmental processes essential to
 
self-government.
 

The health program is a continuation of initiatives designed
 
to improve national health systems, working with health
 
practioners at all levels. Training Is designed to increase
 
health skills and to broaden the base of health coverage.
 

y. Aecso 103 123A 104, 105& 10f, 120-21. Dots the
 
pro-ect fit the criteria for the type of tunas (functional
 
account) being used?
 

Yeo
 

h. TY 9899 Continuina lesolution Sec.,38. Are any of the
 
funds to be used got the performance of abort ons as a method of
 
family planning or to motivate or coerce any person to practice
 
abortions?
 

NO.
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Are any of the funds to be used to pay for the performance of
 

involuntary sterilization as a method of family planning or to
 

coerce or provide any financial incentive to any person to
 
undrergo sterl!izations? 

No. Voluntary sterilization is supported through the project,
 

but no financial incentives are permitted.
 

Are any of the funds to be used to pay for any biomedical
 
research which relates, in whole or in part, to methods of, or the
 

performance of, abortions or involuntary sterilization as a means
 
of family planning?
 

NO.
 

1. Fy 1989 Continuing Resolution. Is the assistance being
 

made available to any organization or program which has been
 
determined to support or participate in the management of a
 
program of coercive abortion on involuntary sterilization?
 

No.
 

if assistance is from the population functional account, are
 
any of the funds to be made available to voluntary family planning
 

projects which do not offer, either directly or through referral
 
to or information about access to, a broad range of family
 
planning methods and services?
 

possibleNo. Family planning projects offer the broadest 
range of family planning methods and services. 

J. FAA Se.. 60101. Will the project utilize competitive 
selection procedure for the awarding of contracts, except where 

applicable procurement rules allow otherwise? 

Yes.
 

k. ry 1989 Continuing Resolution. What portion of the funds
 

will be available only for activities of economically and socially
 
disadvantaged enterprises, historically and black colleges and 
universities, colleges and universities# colleges and universities 
having a student body in which more than 20 percent of the student 

Hispanic Americans, and private and voluntary organizationsare 
which are controlled by individuals who ate black Americans,
 
Hispanic Americans, or Native Americans, or who are economically 
or socially disadvantaged (including women)?
 

SBAes and minority firms will be eligible to bid on
 
contracts. UIAZD/Nepal's overall target is 10 of LOP budget.
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1. r see. 118(c) Does the assistance comply with the
 
environmental procedures set forth in A.I.D. Requlation 16? Does
 
the assistance place a high priority on conservation and
 
sustainable management--of tropical-foeste ? -peif.
Sp.ically, -does..
 
the assistance, to the fullest extent feasible: (a) stress the
 
importance of conserving and sustainably managing forest
 
resources; (b) alternatives to those who otherwise would cause
 
destruction and loss of forests# and help countries identify and
 
implement alternatives to colonizing forested areasl (c) support

training programs, educational efforts, and the establishment or
 
strengthening of institutions to improve forest managementl (d)

help end destructive slash-and-burn agriculture by supporting

stable and productive farming practices; (e) help conserve
 
forests which have not yet been cleared or degraded; (f) conserve
 
forested watersheds and rehabilitate those which have been
 
deforested; (9) support training, researcjt and other actions
 
which lead to sustainable and more environmentally soundpractices
 
for timber harvesting, removal, and processing; h) support
 
research to expand knowledge of tropical forests and identify

alternatives which will prevent forest destruction, loss, or
 
degradation; (i) conserve biological diversity in forest areas
 
by supporting efforts to identify# establish, and maintain a
 
representative network of protected tropical forest ecosystems on
 
a worldwide basis, by making the estableshment of protected areas
 
a condition of support for activities involving forest clearance 
or degradation, and by helping to inentify tropical forest 
ecosyatems and species in need of protection and establish and 
maintain appropriatce protected areas; (j) seek toincrease the 
awareness of 0.S. government agencies and other donors of the 
immediate and long-term value of tropical forests; and (k)

utilize the resources and abilities of all relevant U.S.
 
government agencies?
 

Yes. Bureau Environmental Coordinator concurred in negative
 

threshold determination in PID.
 

a. N/A.
 

m. PAA Sec. 118(13)1. if the assistance will support a 
program or project significantly affecting tropical forests 
(including projects involving the planting of exotic plant 
species)# will the program or project (a) be based upon careful 
analysis of thr alternatives available to achieve the beat 
sustainable use of the land, and (b) take full account Lf the 
environmental impacts of the proposed activities on biological 
diversity? 

N/A.
 

n. AA Sec# 118(c)(14) Will assistance be used for (9a)
the procurement or use of logging epuipment, unless an 
env.ronmental assessment indicates that all timber harvesting
operations involved will be conducted in an environmentally sound
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manner and that the proposed activity will produce positive

economic benefits and sustainable forest management system; or (b)

actions which wiii significantly ..
degrade .national.parks-or similar

protected areas which contain tropical forests, or introduce 
exotic palnts or animals into such areas?
 

activities which would result in the conversion of forest lands to
 

a. No. 

b. No. 

o. FAA Sec. ll(c)(l5). Will assistance be used for (a) 

the rearing of livestock; (b) the construction, upgrading, or
 
maintenance or roads (including temporary haul roads for logging
or other extractive industries) which pass through relatively
undegraded forest landsj (c) the colonization of forest lands; (d)
the construction of dams or other water control stLuctures which

flood relatively undegraded forest lands, unless with respect to
each such activity an environmental assessment indicates that the
activity will contribute significantly and directly to improving

the livelihood of the rural poor and will be conducted in
 
sustainable development?
 

No. 

p. FY 1989 Continuing Resolution. If assistance will come 
from the Sub-Saharan Africa DA account, is it (a) to be used to 
help the poormajority in Sub-Saharan Africa through a process of
long-term development and economic growth that is equitable,
participatory, environmentally sustainable, and self-relient; (b)
being provided in accordance with the policies contained in
section 102 of the FAA I (c) being provided, when consistent with
the objecrives of such assistance, though African# United States
and other PrOs that have demonstrated effectiveness in the 
promotion of local grass roots activities on behalf of long-term
development in Sub-Saharan Africa; (d) being used to help overcome 
shorter-term condtraints to long-term development, to promote

reform of sectoral economic policies, to support the critical 
sector priorities of agricultural production and natural 
respirces, health, voluntary family planning services, educationt

and incomegenerating opportunities, to bring about appropriate
sectoral restructuring of the Sub-Saharan African economies, to 
support reform in public asministration and finances and to
establish a favorable environment for individual enterprise and
self-sustaining development, and to take into account, in assistedpolicy reforas, the need to protect vulnerable groups; (e) being
used to increase agricultural production In ways that protect and 
restore the natural resource base# especially food production # to
maintain and to improve basic transprotation and communication 
networks, to maintain and restore the natural resource base ways that increase agricultural production, to improve health

In 

conditions with special emphasis on meeting the health needs of
mothers and children, Including the establishment of 
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self-sustaining primary health care, to provide increased access 
to voluntary family planning services, to improve basic literacy
and mathematics especially to those outside the formal educational
s1111-11--system and to improve primary education# and to develop income­
generating opportunities for the unemployed and underemployed

inurban and rural areas?
 

N/A.
 

q. PY 1989 Appropriations Act sec. 515. If deob/reob

authority is sought to be exercised in the provision of DA

assistancet are the funds being obligated for the same general
 
purpose, and for countries within the same general region as

originally obligated, and have the Appropriations Committees of

both Houses of congress been properly notified? 

If funds are deobed/reobed, Congress will be notified. Such
 
funds would be used for the same general purposes.
 

2. Development Assistance Project Criteria (Loans Only)
 

a. FAA Sec. 122(b). Information and conclusion on capacity 
of the country to repay the loan at a reasonable rate of interest. 

N/A.
 

b. AA Sec. 620(d). If assistance is for any productive 
enterprise which will compete with U.S. enterprises# is there anagreement by the recipient country to prevent export to the U.S. 
of more that 20 percent of the enterprises' annual production
during the life of the loan, or has the requirement to enter into 
such an agreement ueen waived by the President because of a 
national security interest?
 

N/A.
 

c. FAA Sec. 122 b). Does the activity give reasonable
promise or assisting long-range pl is and programs designed to
develop economic resources and inc. ie productive capacities? 

N/A.
 

3. Economic Support Fund Project Criteria 

a. FAA Sec. 531(a). Will this assistance promote economic
 
and political stability? To the maximum extent feasible, is this 
assistance consistent with the policy directions, purposes, and 
programs of Part I of the FAA?
 

N/A.
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b. FAA Sec. 531(e). Will this assistance be used for
 
military or paramilitary purposes?
 

c. FAA Sec. 609. If commodities are to be granted so that 

sale proceeds will accure to the recipient country, have special 

Account (counterpart) arrangements been made? 

N/A.
 

31(3) - STANDARD ITEM CHECKLIST 

Listed below are the statutory items which normally will
 

be covered routinely in those provisions of an assistance
 
agreement dealing with its implementation, or covered in the
 

agreelment by imposing limits on certain uses of funds.
 

These items are arranged under 	the general headings of
 

(A) Procurement, (B) Construction, and (C) Other Restrictions.
 

A. Procurement
 

1. FAA Sec. 602(a). Are there arrangements to permit
 

U.S. Small business to prticipate equitably in furnishing of
 

commodities and services financed?
 

Yes. Full and open competition for contracts will 

be held, to the maximum extent feasible. 

2. FAA Sec 604(a). Will all procurement be from the
 
U.S. except as otherwise determined by the president or under
 
delegation from him?
 

Yes. Fro; Oeographic Code 941 and Nepal# unless
 

specific waivers are sought.
 

3. 	 FAA sec. 604(d), If the cooperating country
 
companies authorized to do
discriminates against marine insurance 


business in the U.S,, will commodities be insured in the United
 
States against marine risk with such a company?
 

Yes.
 

4, FAA S4ieo,04(14| 182ga of- 1910 SIC* 70519It) 

non-U.S. procucemeAt of agricultural commodity or product thereof
 

is to be financed, is there provision against such procurement
 
when thedomestic price of such comodity if.less than parity?
 

(Exception where commodity financed could not reasonably be
 

procured in U.S. )
 

N/A.
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5. FAA Sec. 604(g). Will construction or engineering
 
services be procured form firms of advanced developing countries
 
which are otherwise eligible under Code 941, and which have
 
attained a competitive capability n-int-eraiational marketS ini one
 
of these areas? (Exception for those countries which receive
 
direct economic assistance under the FAA and permit United States
 
firms to compete for construction or engineering services financed
 
from assistance programs of these countries.)
 

No.
 

6. FAA Sec. 603. Is the shipping excluded from
 
compliance with requirement in section 901(b) of the Merchant
 
Marine Act of 1936, as amended, that at least 50 percent of the
 
gross tonnage of commodities (computed separately for dry bulk
 
carriers, dry cargo liners, and tankers) financed shall be
 
transported on privately owned U.S. flag commercial vessels to the
 
extent such vessels are available at fair and reasonable rates?
 

No.
 

7. FAA Sec. 621(a). If technical assistance it
 
financed, will such assistance be furnished by private ent 'rprise
 
on a contract basis to the fullest extent practicable? Wi.l the
 
facilities and resources of other Federal agencies be utilized,
 
when they are particularly suitable, not competitive with private
 
enterprise, and made available without undue interference with
 
domestic programs?
 

Yes.
 

8. International Air transportation Fair Competitive
 
practices Act, 1974. If air transportation of persons or property
 
is financed on grant basis, will U.S. carriers be used to the
 
extent such service is available?
 

Yes.
 

9. FY 1989 Continuing Resolution Sec. 504. If the U.S.
 

Government is a prty to a contract for procurement, does the
 
contract contain a provision authorizing termination of such
 
contract for the convenience of the United States?
 

Yes.
 

10. FY 1989 Continuing Resolution Sec. 504. If
 
assistance is for consulting service through procurement contract
 
pursuant to 5 U.S.C. 3109, are contract expenditures a matter of
 
ppblic record and available for public inspection (unless
 
otherwise provided by law or Executive order)?
 

Yes.
 



B. CONSTRUCTION
 

1. FAA Sec. 601(1d). If capital (e.g., construction)
 
project, will U.S. engineering and professional services be used?
 

N/A.
 

2. FAA Sec. 611(c). If contracts for construction are to be
 
financed, will they be let on a competitive basis to maximum
 
extent practicable?
 

Contract for refurnishing lab will be completed locally.
 

3. FAA Sec. 620(K). If for construction of productive
 
enterprise, will aggregate value of assistance to be furnished by
 
the U.S. not exceed $100 million (except for productive
 
enterprises in Egypt that were described in the CP) or does
 
asssitance have the express approval Congress?
 

N/A.
 

C. OTHER RESTRICTIONS
 

1. FAA Sec. 122(b). If development loan repayable in 
dollars, is interest rate at least 2% per annum during a grace 
period and at least 3% per annum thereafter? 

N/A - Grant. 

2. FAA Sec. 301ldl. IF fund is established solely by U.S.
 
contributions and administrated by an international organization,
 
does Comptroller General have audit rights?
 

N/A. 

3. FAA Sec. 620(h). Do arrangements exist to insure that 
United States foreign aid is not used in a manner which, country
 
to the best interests of the United States, promotes or assists
 
the foreign aid projects or activities of the Communist-bloc
 
countries.
 

Yes.
 

4. Will arrangements preclude uses of financings
 

a. FAA Sec. 104(f), iy 1989 Continuing Resolution Sees. 525.
 
536. (1) To pay for performance of abortions as a method of
 
family planning or to motivate or coerce persons to practice
 
abortionls (2) to pay for performance of involuntary sterilization
 
as method of family planning, or to coerce or provide financial
 
incentive to any person to undergo sterilization (3) to pay for
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any biomedical research which relates, in whole or part, to
 
methods or the performance of abortions or involuntary. -...................
 
sterlizationa as a means of family planning; (4) to lobby for
 
abortion?
 

Yes on all.
 

b. FAA Sec. 483. To make reimbursements# in the form of
 
cash payments, to persons whose illicit drug crops are eradicated?
 

Yes.
 

c. FAA Sec. 620(g). To compensate owners for expropriated 
nationalized property except to compensate foreign nationals in
 
accordance with a land reform program certified by the President?
 

Yes.
 

d. FAA Sec. 660. To provide training, advice, or any
 
financial support for police, prisons, or other law enforcement
 
forces, except for narcotics programs?
 

Yes.
 

e. FAA Sec. 662. For CIA activities?
 

Yes.
 

f. FAA Sec. 636(1) . For purchase, sale, long-term lease, 
exchange or guaranty of the sale of motor vehicle manufactured 
outside U.S., unless a waiver is obtained? 

Yes. Blanket waiver for RHD vehicles and small 
motorcycles may 4pply, it available. 

g. FY 1989 Continuing Resolutiog Sec, 503. To pay pensions,
 
annuities, retirement pay, or adjusted service compensation for
 
prior or current military personnell
 

Yes.
 

h. FY 1989 Continuing Resolution Sec. 55. To pay U.N.
 
assessments, arrear age# or dues?
 

Yes*
 

i. F 1919 Continuing gesolgution So 506* To carry out 
provisions of FAA section 209(d) (Transfer of FAA funds to 
multilateral organizations for lending)? 

Yes.
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. ,FY 1989 COntinuing Resolution Sec. 510. To finance theexport of nuclear equipment, fuel, or technology?-

Yes. 
k. FY 1989 Continuing Resolution Sec. 511. or th


o£sding he e or-8 orof thee purposeaiding the effortsof the government of5such country to repress
the legitimate rights of the Population of such country contrary
to the Universal Declaration of Human Rights? 

Yes.
 

1. F 198 
 ng Resolution Sec. 516, State
uthrzat 
purposed designed 

be used for publiciy or propaganda 
Congress 

to support or defeat legislation pending before
to influence in any way the outcome of a political
election in the United States, or for any publicity or propagandapurposes not authorized by Congress? 

Yes.
 
5. FY 1990 Appropriations Act Sec. 584. 
 Will any A.X.D. contract
and solitation# and subcontract entered into under such contract,
include a clause requiring that U.S. marine insurance companies
have a fair opportunity to bid for marine insurance when such
insurance Is necessary of appropriate?
 

Yes.
 

doc. 0685H VS
 
2/14/90
 



ANNEX P
 

BUDGET NOTES
 

TABLB I
 
USAID WTM COSTS
 

I. Technical Assistance
 

A. Principal contractor - Costs associated with the principal

contractor are divided into four items.
 

1. Long-Term Technical Assistance: Three persons at five
 
years each will be required for long-term assistance. It is
 
expected that they will arrive a/a June, 1990. 
 Figures, at an

initial rate of $160,000 per annum per person, are used. Inilation

and contingency are shown in items Vill and IX. Annual costs,

which include all expenses (salary, overhead travel, health,

schools, benefits, etc...) ate estimated at 1480,000 per annum.
 

2. Short-Term Technical Assistance: The primary contractor
will require short-term technical assistance for special activities
 
during the course of the project. It is estimated that one person
 
year (12 person months) each year will be necessary. In all
 
inclusive cost of $20,000 (salary, overhead, travel, beniefits,

insurance, etc...) per month is estimated. This totals $240,000
 
per annum for each of the five years of the project.
 

3. Short-Term Local Assistance: Local hire personnel, both

Nepali and ex-patriate, are estimated at a cost of roughly ;2,000
 
per month per person, for an estimated twelve person months per
 
annum, this totals $24,000 per year.
 

4. Support Staff: The principal contractor will need local
staff and ancillary personnel to support a local office. This will
 
probably consist of an administrative officer, secretary, driver
and cleaner. Their expenses will probably not exceed $oo00 per
month. Office rent and operations &te estimated at $1,200 per
month. The annual estimated total is therefore $24,000. 

so Buy-Ins to 86T Projects - Substantial buy-ins to
 
SIT-administered proect ts
Will be done through the project. These
will build on relationship and activities Initiated under earlier 
health Initiatives, The following illustrative list Is theprobable set of buy-ins to SIT-administered projects will be done 
through the project. These will build on relationships and
activities initiated under earlier health Initiatives. The
following illustrative list is the probable set of buy-ins, with 
estimated budget amounts* 
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Name 
 Annual Amount LOP Amount
 

Association for Voluntary

.Surgical Contraception.and the.._

Population Council 
 $40,000 $200,000


Public Communication Service 28,000 
 140,000

RAPID/IMPACT 12.000 60,000

FP enterprise Project 20,000 
 100,000

Social Marketing for Change


Project 
 24,000 120,000

Health Communication Project 16,000 
 80,000

Technology for Child Survival 
 48,000 240,000

Vector Biology Control Project 40,000 200,000

Vitamin A for Health 
 12,000 600000
 

C. PSC - The Mission will employ an individual on a Personal
 
Services--ntract to assist with administering and monitoring the
 
pro)ect. Costs are estimated at $120,000 per annum or $600,000
 
over the life of the project.
 

11. Training
 

A$. Overseas - Please see Annex H for details on the training

plan. Ovoreas training is all short-term, at an estimated total
 
cost of $6,000 per person-month. Person-months have been
 
calculated as follows:
 

Year Person months training cost
 

1 11 $ 66,000
2 14.S 67,000

3 6.s 5,000
 
4 
 3 16,000

S 3 
 16,000
 

mmmm nm
S years m*i

40 months $240,000
 

B. In-Country - Annex H provides details on the training

program, which consists of 25 different activities at the national,

regional and local levels. Costs per activity vary greatly,

depending on type, locality, Intensity, level of participants,

etc..* 
 The annual figures are compiled as per the Information
 
provided in Annex H.
 

Year 
 TotalMRs Dollar Cost
 

I MRS 6,132,650 $ 287,000
2 7,962,435 281,000

3 5,65,925 207,000

4 5,06,650 1u0,0o
 
5 3,475,560 123,000
 

5 
 30,523,220 $1,076,000
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C. ION Public Health Training - At the institute ofMedicine, Public Health Training is offered. 
fifty person years of
scholarships viii be provided through the project. 
The estimated
.costis Rs. 55000 per-person year (o0 
to nearest thousand. 

$1,950). Costa are rounded 

Year Person Years Cost 

1 
2 
3 
4 
5 

5 
10 
15 
10 
10 

10,000 
20,000 
29,000 
20,000
20,000 

5 50 $998000 
11I. Commodities and supplies 

A. Contraceptives ­ figures are based on historical
purchases over the last nine years (which were $550,000 per
annum). This level is increased 2% per annum, based on expected
increases in acceptors through the project. 
Therefore, the

following annual figures are used.
 

year 
 increase Purchases
 

1 
 2% $561,0002 572,0100
3 6 95840004 
 8% 595000
5 10% $607,0000 
B. VftClinical Contraception 3 ui ent/Su lie. for suchsupplie8, hstorical rates are used* bittle growth expected, as
contraceptive prevalence is expected to grow. An estimated $S0,000In the first two years and $100,000 annually thereafter isbudgeted. early years are lower because of current supply

stockpiles.
 

C. M a Su n - Malaria equipment will consist ofspraying equlpm/ent*labor5atory supplies and equipment, surveillancesupplies and various materials for the National Research TrainingCenter (NRTC). Spraying operations' supplies (sprayers, repairs,kits, safety clothing# etc.J ate scheduled for a two-time purchasein year one and year two at $106,000 each year. Por lab suppliesand equipment, an annual $20 000 purchase Is expected with a totalof $100,000. Annual surveillance supplies (blood testing kitesmosquito traps, stationery) are expected to cost $120000 In totalor 24,000 p.a. MRTC materials., to be purchased in year 3, areexpected to cost $150,000. Therefore, malaria equipment costs will
total as follows 
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Year Commodity Amount
 

1 lab, surveillance supplies, spray equip $1$2#000
 
2 lab, surveillance supplies,.spray.equip......
1S2,000

3 lab, surveillance supplies, NRTC 124,000

4 lab, surveillance supplies 44,000

5 lab, surveillance supplies 44,000
 

Total $s86,00
 

D. Librar 4Teaching Materials - For the NRTC, a one-tim.

acquisition of 5 O00 In year three for classrooms and the library

is expected. ION library and teaching materials are expected to
 
require $25,000 in year one and $25,000 in year two.
 

e. Vehicle - Under the project, one bus, 20 all-terrain
 
(jeep-like) vehicles, and five motorcycles will be procured. It is
 
expected that the bus, motorcycles, and 10 all-terrain vehicles
 
will be procurred in the first year of the project. In the third
 
year of the project, an additional 10 all-terrain vehicles Will be
 
procurred. The estimated prices arel bus-$30,000, all-terrain
 
vehicle-$20,000, motorcycle (125 cc.) - $1,500. These prices

include basic spares. The bus would be a 30 passenger, 6 tyre,

diesel vehicle. The all-terrain vehicles would be either diesel or
 
petrol fueled, 4 WD, long wheel-base types. In year one, vehicle
 
purchases will total an estimated $237,500 and in year three
 
200,000.
 

F. omp ruiter et - An estimated 10 computer PC's and
 
required sortare iiill be pocurred during the life of the
 
project. The PC's, with 30 ab hard discs, twin floppy discs,

printers (letter quality), UPS back up and required programs

(spread sheet, word processing, etc...) are expected to cost around
 
$6,000 each. It is estimated that five systems Will be purchased

in year one and five in year two. Maintenance and repair costs are
 
estimated at $200 per unit per year or $1#000 in year one and
 
$2,000 p.a. thereafter.
 

a. Oral Rehydration erapy Suplies - An estimated 
1,800,000 containets vill De supplied ouring the life of the 
project. These have an esti-ted cost of NRs 5.00 each (or U.S. 
$b.lS). This represents one container for every two families in

Nepal. It is assumed that these are supplied in years 2 and 3 of
 
the project at a cost of $162,000 per year. Oral ehydration salts
 
In packets as a pLlot/contingency are also to be provided through

the project in the first year only. The cost is estimated at NRs
 
1.5 each (U.,. $0.0). An estimated 500,000 packets will be
 
provLded, costing about $25,000.
 



Year Containers Packets cost
 

1 .0 .500,000 .25000
 
2 9000000- 0 W 1620000 
3 900.000 -0 - 162,000 
4 0~ 0~ W0. 

Total $349,000
 

IV. LOCAL COST SUPPORT
 

A. Training Related - Hall rentals, meeting costs, transport
 
expenses, logistics etc.., are estimated to cost $250,000 per annum
 
for in-country programs.
 

B. Materials and Supplies - Miscellaneous materials and
 
supplies are procured locally to support the contractors and field
 
programs. These can include items for the offices# fuel, rentals#
 
printing, accounting, communications, etc... These are estimated
 
to cost roughly $200,000 per annum over the life of the project.
 

C. Local NGO-PVO Grants - Support for a number of local
NGO's is panned. The major organization, Commodity Retail Sales,
Inc., will initially be funded at a level of $400,000 in year one. 
This is expected to decline at a rate of $25,000tpja, Support will
thus be as follows; year 1 - $400,000, year 2 - 375,000, year 3 ­
$350,000, year 4 - $325,000, year five - $300,000. Total support
will equal $1,750,000. Other NCO's will be supported in the 
following fashion; Nepal Red Cross - $25,000 p.a., Center for 
Education and Population Development - $20,000 pa., Nepal
Pediatric Society at $25,000 peas, and BPI/Vitamin A and AR pilot
activities at about $30,000 p.a.
 

CRS NRC CFDP Ms PI Total 

1 750 25 20 25 30 S00 
2 375 25 20 25 30 475 
3 350 25 20 25 30 450 
4 325 25 20 25 30 425 
5 300 25 20 25 30 400 

1,0 125 100 125 150 2,250 

V. CON-STRUION I(MLARIA RESEARCH CUNTER) 

Details on the construction effort, which will be carried out
 
in years two and three of the project, are provided in Annex 1.
 
The cost esLimate show a total of $500,000. This is divided into
 
two increments of $250,000 for years two and three.
 



VI. EVALUATIONS
 

Two evaluations are scheduled, one preliminary evaluation at
 
the end of year -two-­and a fuller evaluation at the end of -year­
four. The first evaluation will cost an estimated $50,000 and the
 
second $100,000.
 

VII. AUDIT
 

Provision is made for an audit, to be conducted in perhaps
year three or four of the project. The sum of $75,000 is allocated
 
for this effort (shown in year four).
 

VIII INFLATION
 

A compounded inflation rate of So, starting in year two, is
 
applied to all project expenses.
 

Year Sub-total Inflation rate Amount 

1 
2 
3 
4 
5 

$3,522,000 
3,734,000
3,857,000 
3,137,000 
2,892,000 

0-
So 

101 
16% 
221 

* 0­
187,000 
386,000 
502,000 
636,000 

17,142,000 1,711,000 

IX. CONTINGENCY
 

In addition to an inflation factor, around 6% contingency on
all budget items is applied to each year of the project. This is

designed to cover any changes in project costs and allow greater

flexibility in implementation of activities.
 

(Zn 0000's)

Year Sub-total Contingency Total Amount
 

1 $ 3,522 211 3,733
2 3,921 235 4,156

3 4,243 271 
 4,514

4 3,639 218 3,857

5 3,528 212 3,740


Qmmm mm mm.mmmm mm mm mm a*17,142 *1,147 20,000
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TABLE I, continued
 
GOVERNNMNT=ONPAL COST SUPPORT
 

The following figures are taken from Nepali Rupees-and converted at
 
a rate of 28.3 per U.S. Dollar. They were derived from historical
 
workplans and budgets, from Mission estimates of in-kind
 
contributions, and from projections made by Ministry of Health
 
Officials. Some items, such as salaries, are only for staff added
 
as an integral part of the project. The bulk of expenses are in
 
training (staff salaries during training), malaria commodities
 
(insecticide, lab equipment), and local cost support.
 

I. 	 Technical Assistance:
 

A. 	 Principal Contractor - The Ministry of Health will provide
limited office space to long-term personnel. Also, MOr staff 
will prepare certain required reports (monitoring, work
 
progress, project plans, etc.). The in-kind value is estimate
 
at about $3,000 per month for the life of the project. This
 
also 	includes the GON's contribution to short-term technical
 
assistance.
 

B. 	 Buy-ins to S&T Prolects - The GON will be working closely in
 
many of the special projects with outside consultants (AVSC,

POP Council, PCS, PPIA# SOMARC, JSI and others). Inputs of
 
personnel, logistics support, and administration will be
 
crucial to success. An estimated $5#,000 per month of salary
 
support and in-kind contributions ace shown.
 

I. 	Training:
 

A. 	 Overseas - it is assumed that the average salary of GON
 
personnel trained (short-term overseas) is MRs. 2400 per month
 
(U.S. $85.00). This salary, paid by the GON while individuals
 
are in tratning, is shown as the GON contribution to training
costS. 

YEAR P.R. TRAINING COST PER MONTH TOTAL
 

1 11 $85 	 1,000
 
2 14.5 85 	 1,000
 
3 8.5 85 1,000 
4 3 85 ­

5 3 8s ­
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information
 . in-countr -	 The following table reflects the 
25
contained in Annex H. It is assumed that there are 


working days in a month.
 

categ- Cost 'YearI Year2 Year3 Yeai4 Year5 Total 
ory P.M.. 

- - $170I.A.1 	 $85 170 - ­

I.A.2 85 - 170 	 85 85 85 425
 

-	 - - 600B.1 	 85 600 ­

170 85 85 680u.2 	 85 340 
- - - 765C.1 	 85 765 ­

C.2 	 85 - 340 340 170 170 1020
 

850
D.1 	 85 425 170 85 85 85 

- 770 385 385 385 1,925D.2 	 55 


11,700 6,760 6,740 3,380 40,450
E(A11) 	 4 11,870 


G.1 	 92 5,890 4,420 4,420 2,940 2,940 20,610
 

2,640 1,620 1,110 13,620
G.293 	 85 4,760 3,490 


H.1 85 2,720 2,720 2,040 1,360 1,020 9,860
 

H 263 55 7,590 6,820 5,170 3,960 2,750 26,290
 

1.1 	 85 - 1,360 1,360 1,020 680 4,420 

55 - 2,640 2,640 1,760 1,320 8,3601.2 


- 85 85 85 85 340
J.1 	 85 


880 1,320 880 610 3,690
J.2 	 55 ­
4,850 3,830 2,720 22,0302.1-3 	 85 5,360 5,270 


3.A1-2 85 2,380 2,640 1,960 1,700 1,110 9,790
 

3.BC 55 3,740 3,850 2,860 1,980 1,100 13,530
 

4.A 	 85 - 85 170 85 85 425 

55 - 1,320 1,760 1,760 880 5,7204.B 


510 710 820 510 410 2,960
5.0 	 102 

sue o nasB­s
*...== 	*;.;:Ne ,onu* *amasas 


46,780 49,780 39,920 31,040 21,010 188,530
 

.ses smeone
**uses* 	sems *.,=, .san 
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C. 	 IOM Public Health - Using an annual salary average of
 
$1,000, the GON costs for training are calculated as
 
follows:
 

YEAR 	 TRAINING YEARS COST
 

1 	 5 $5,000
 

2 	 10 10,000
 

3 
 15 	 15,000
 

4 
 10 	 10,000
 

5 	 10 10,000
 

50 	 $50,000
 

:::. 	Commodities and Supplien:
 

A. 	 Contraceptives - All contracep ives will be suppl ed by 
USAID. 

B. 	 VSC/Clinical Contraception Equipment/Supplies - On a 
historical basis, ovet the last five years the GON has 
contributed an average of NRs. 871,000 in equipment and 
supplies. At current exchange rates, this equals $31,000 
per annum. 

Z. 	 Malaria Equipment - The ma3or component by far for this
 
program is insecticides. Tne GON will either purchase
 
insecticides or obtain them through various bilateral
 
arrangements. Historical requirements, largely met by
 
USAID, averaged around NRs. 80,000,000 per annum. At a
 
rate of 28.3 rupees per dollar, this equals $2,827,000.
 
Some insecticides (proo6bly the majority) will be provided
 
as grants. Nevertheless, it will be the GON's
 
contribution and is shown ai such. Local costs, because
 
of the project, will increase for the laboratory, some
 
equipment and for training. These will be shown
 
separately and are not included here.
 

D. 	 Library/Teaching Materials - On-going requirements for 
the ION library, to be met by the GON, are not shown. 
Support for the new library (malaria Research Center) 
will, however, be shown. This is estimated, starting in 
year 	throe, at about $24,000 per annum.
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E. 	Vehicles - Athoughthe GON will need to support -crtain.. 
project activities with vehicles, the level is not known, 
not when vehicles might be procured (there is currently a
 
ban on an CON vehicle purchases). For our estimates,
 
however, we show vehicles to support expanded field
 
efforts, starting in year three at a level of $200,000 and
 
again in year five at an identical level. Because of the
 
current ban, no vehicle pirchases are shown in years one
 
and two.
 

F. 	 Computer Equipment - The computers obtained through the
 
project will need diskettes, printing riboons, paper and
 
some spares in later years, Certain software nay also be
 
required later on. This equipment is estimated at perhaps
 
$20 por unit per month. This equals to $1,200 in year one
 
and $2,400 thereafter. This is roanded to $1,000 in year
 
one and $2,000 in the later years.
 

G. 	 Oral Rehydration Therapy Supplies - The number of 500 cc 
ORS packets required fr ORT i estimated at 4,000,000 a 
year. This should increase at a cats of about SO% per 
annum. Also most ORS will be provided uy UNICEF and even 
though this will probably be a grant, it is shown as a CON 
contribution. Locally-packaged ORS for 1 liter packets 
costs about HRs. 0.65 each. Assuming a cost of Rs. 0.50 
per S00cc packets (packaging costs are more than half of 
total) and that use increases 501 per annum, the following 
costs are derived (at HRs. 20.3 per U.S. dollar). 

A OUNT 

1 

2 

3 

4 

5 

4,000,000 

6,000,000 

9,000000 

13,S00,000 

20,250000 

*0600969000 

52,7SOO00 

IV. Local Cost Support: 

OST
 

$70,000
 

106,000
 

159,000
 

239,000
 

3S8,000
 

100mguesg 

$132,000
 

A. Training - Related - The 0Ot0 may have additional 

training expenses, but this budget only shows salacies
 

and benefits under II Training.
 

RJ
 



B. 	 Materials and Supplies - Certain materials and supplies 

are provided to Government of Nepal staff who work 

directly with the project. A very conservative estimate, 

nationwide, of $5,000 per month is used ($60,000 per 

annum). This is at the national, regional, district and 

local level. For the malaria program alone, the estimate 

is $13,000 p.a. 

C. 	 Local NGO/PVO Grants - Tfe Mission estimates that local
 

PVO's expend, for project-related development activities,
 

a minimum of 25% of total activity costs. Government
 

support, through the SSNCC and line ministries, is
 

estimated at another 10%. A flat 40% is applied to the
 

USAID support level.
 

V. 	 Construction: (Malaria Research Center) - Costs directly
 

borne by the GON are estimated at 10% of USAID-provided
 

funds. These fall in years two and three of the
 

project. Therefore, an estimated $25,000 per year is
 

used.
 

ViII. 	 Inflation - A compounded inflation factor of 5%, starting 

in year two, is applied to all project expenses. 

YEAR SUB-TOTAL 


1 3,338 


2 3,398 


3 3,660 


4 
 3,49u 


5 
 3,769 


17,675 


(in $,000's)
 

INFLATION RATh AMOUNT
 

0 	 0
 

5% 170
 

10% 366
 

161 558
 

22% 	 834
 

1,928
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IX,. 	 Contingency --- A flat .rate -of .6% is -applied to -all .. 
project costs. 

(in $,000's)
 

YEAR SUB-TOTAL CONTINGENCY RATE AMOUNT
 

1. 3,338 	 6% 200
 

2. 3,568 	 6% 214
 
3. 4,026 	 6% 242
 
4. 4,048 	 6% 243
 

5. 4,623 	 6% 277
 

11176l
 

1,176
 

I 
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TABLE II 
ANNUAL OBLIGATION BUDGET NOTES 

Technical -Assistance - ....-In-order-to execute the principal -.. 
contract, funds must be made available prior to contract 
excution. An initial amount of about $2,500,000 will be 
needed. For the PSC and Buy-ins, another $500,000 may be 
required in FY 1990. Expenditure and obligation must be 
viewed distinctly. Table I shows expenditures, which 
probably won't be initiated until FY 1991. Thereafter, 
obligations correspond very roughly to expenditures, 
until FY 1993. Funds expended thereafter are from 
earlier obligations. This pattern should also be valid 
for the other categories of expenses. 

II. 	 Traininq - Some Institute of Medicine public health
 
training may be initiated in PY 1990, as may be some
 
in-country training. An amount of $100,000 may be needed
 
to initiate and forward-fund training activities.
 
Thereafter, obligations will roughly follow expenditures.
 

III. 	 Commodities - Some commodities, like ORT supplied or
 
contraceptives may be ordered in PY 1990. Thereafter,
 
commodity purchases should roughly correspond to
 
expenditures untill FY 1995, when all funds should have
 
been expended.
 

IV. 	 Local Cost Support - For PVO-NGO grants, a limited
 
amount of funds for bridging activities may be required.
 
A nominal amount of $100,000 is shown in PY 1990.
 
Thereafter, obligations of $1,200,000 are shown, with the
 
balance obligated in PY 1994.
 

V. 	 Construction - Construction will be carried out in years
 
two and three of the project (actually in PY '92 and
 
'93), but funds should be obligated in years one and two
 
(FY 91 anJ 92) to make sure resources are available to
 
meet expenses.
 

VI. 	 Evaluations - Evaluations are done at the end of years
 
two and four (FT '92 and F¥ '94) and funds could be
 
obligated in those same years.
 

VII. 	 Audit - The audit will be done, if necessary, at the
 
o f year four (FY '94). Funds could be obligated for
 
that purpose in the same year.
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VIII.I-nflat ion-- Punds obligated to -cover inflation -should
 
roughly correspond to the needs of that fiscal year.
 
Some forward-funding, of course, is requited. The
 
amounts correspond to an annual obligation equal to
 
approximately one-fourth of the total LOP requirements
($11711tO00).
 

IX. 	Contingency - A rate of approximately 6% is applied to
 
the net obligation for the given year.
 

s~AM
_ 
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TABLE III
 
LOCAL CURRENCY COMPONENTS (in MO0s)
 

1. 	 Technical Assistance - The principal contractor will
 
pay for local consultants and support staff in local
 
currency (Nepali Rupees). Over the life of the project,
 
this is estimated at $240,000.
 

ii. 	 Training - All in-country and ION public health 
training costs should be in local currency, totalling 
$1,177,000 over the LOP. 

III. 	 Commodities and Supplies - it is assumed that only ORT 
supplies will be purchased locally with Hepali rupees.
 
It may be possible to buy other commodities/supplies
 
locally, but probably they will have to be paid for in
 
hard currency. ORT supplies wili osz an estimated
 
$349,000 over the LOP.
 

IV. 	 Local Cost Support - All these costs are expected to be
 
met in Nepali rupees, a budgeted total of $4,500,000 over
 
the LOP.
 

V. 	 Construction - A local firm Isexpected to carry out
 
the construction at the Malaria Research Center.
 
Although the firm may incur* some hard currency costs,
 
this fees viii be paid in Nepali rupees, equivalent to
 
$500,000 in total.
 

VI. 4
 
VI1. 	 Evaluation and Audit - Foreign firms will probably be
 

contracted to conduct these efforts. Therefore, no local
 
currency costs are applied.
 

VJI. 	 Iflion - Local currency costs are estimated at 
$60766#000 excluding inflation and contingency. This 
represents 39t of the project costs. Applying this 
percentage rate to the total inflation in the budget 
41#711,000), the local currency inflation cost is about
 
$667,000 in Nepali rupees.
 

IX. 	 Continqency - A contingency factor of about 6% has been
 
u'se. on 47,433,000 (local currency costs plus

inflation), this equals $446,000. Using the same formula
 
applied to inflation (39% of total contingency budgeted),
 
the same result is found ($446,000).
 

Document Id 04250
 



ANNEX G
 

SCOPE OF WORK FOR TECHNICAL ASSISTANCE PERSONNEL
 

A. OBJECTZVE: - The objective of--this contract-is to assist

in the improvement 
of Ministry of Health (MOE) management
practices affecting the delivery of health and family planning
services and to improve the quality and coverage of child health
 
care and family planning services.
 

B. BACKGROUND: 
 Over the five year life of this contract
ttie Contractor will advise and work With Ministry of Health (HOH)
officials and private sector organizations with the goal of

reducing child mortality and morbidity as well as reducing
undesired fertility. 
Within the KOH the Contractor will work
primarily with the Central Region Health Directorate (CRUD) to
strengthen its management, planning, budgeting, training, support
and logistics capabilities. 
Work with the CRHD is intended

primarily to strengthen the capabilities and improve service
delivery in the 19 Districts of the Central Region and is part of
 a broader program of His Hajesty's Government (HN1G) to improve the
delivery of health care throughout the country by integrating the
services currently provided by various vertical programs (PP/HCHw
NHEO, EPI, CDD, etc.) into one comprehensive program. 
To further

this process the MON has put the vertical programs, which used to
operate independently, under the direction of 
an Additional

Secretary in a new Public Health Division. 
The second
organizational change has been to establish Regional Health
Directorates for each of Nepal's five Development Regions which
will have responsibility for the delivery of all health services
in their Regions. 
An important step in the implementation of this
plan will be the evolution of the vertical programs from
operational field programs to central technical offices that will
have support and policy responsibilities.
 

The process of operationalizing the Regional Directorates is
expvcted to take several years. 
With this in mind the Contractorwill also need to assist selected activities at the national
level. in particular support will be provided to the FP/MCH# CDD
EPI, and ARI efforts of the HOH, as veIl as to the new Community
Health Volunteer program. 
(USAID will provide support to the
National Malaria Eradication Organization. This support will be

provided through means other than this contract, but the
Contractor will need to be aware of this program and coordinate
 
with it.)
 

it is well recognized the government does not have the
resources needed to provide an adequate level of health care for
the people of Nepal. Consequently, the Contractor will also work
with private sector organizations for the purpose of
 
strenghthening the health sector, particularly in the area of
preventive and primary care availability in rural areas.
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C. SCOpe o SERVICIS. The Contractor viii carry out the
 
following activities under the direction of OSAID/Hepal:
 

1. Service Management and Delivery: Assistance in this
 
area will cover two major componentsa Central Region planning and
 
management, and support to in-country training in public health,
 
management and epidemiology.
 

a. Central Region Management/Service Delivery Improvement:
 
The Contractor Will provide technical assistance to the CRUD Ln
 
focusing its management and support activities on priority service
 
delivery areas. The Central Region Directorate and Districts are
 
expected to require approximately 50% of the technical assistance
 
that will be provided under this contract. The CRHD emphasis is
 
seen as the best way to meet the objective of strengthening the 19 
Districts in the Central Region. Specific areas for improvement
 
include FP/MCH, CDD, BPI, ARI and malaria.
 

Specific activities that the Contractor will be expected to
 
assist with are:
 

- A phased District by District analysis of current
 
programs* capabilities and plans. As a result of each District
 
analysis a short and medium-term detailed plan for overcoming any
 
impediments to better services, including but not limited to,
 
additional staff training, personnel changes,
 
monitoring/supervision Improvements, budget changes, 18C
 
activities, etc. will be developed.
 

- Developing a regional training capability for 
supporting District and Health Post staffs as well as community 
Health Volunteers. 

- Developinq systems and capabilities in planning, 
budgeting, personnel supervision, demographic and epidemiological
 
principles, basic administration, supervision systems and
 
techniques, reporting systems, and data base development and data
 
analysis at CRND, district and health post levels. 

- Support to the COND in implementing the CHV program. 
Through this new effort, the NCM will be selectLng, training and 
supporting local women (up to 12,000 Of them In the Central Region 
alone) who will provide village level outreach services. 

b. PU bli N tb Trt i: The Contractor will assist with 
the development O a post-gra ute program at the Institute on 
Medicine (ION) of Tribhuvan University that will provide 
appropriate background for District Public Nealth Officers 
(DPttOs). These Individuals may have had previous experience In a 
vertical or categorical program, but will not have had a broad 
exposure to the theory and practice of public health that they 
will need to fill their responsibilities for planning the health 
services that will be available in their districts. 
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This assistance is expected to include review of available
 
information to formulate a basis for determining the parameters of
 
public health and health management training needs for DPROI:
 
assistance with curriculum design and the preparation of teaching
 
materials; preparation of instructors. The Contractor Will also
 
assist the mON in developing a system for selection of appropriate
 
candidates for this training program, and ensuring that the 'home
 
base* is covered while the DPHO is in training.
 

The Contractor will also provide assistance for arranging
 
small group training at Asian sites such as ICDDR/B, the Field
 
Epidemiology Traininn Program in Thailand, or the family planning
 
program in Thailand for DPHOs, and for observational training in
 
management, planning and budgeting for CRHD staff.
 

c. Innovative Activities: The Contractor will assist the
 
CRHD (&ad possibly district staff in other regions) to consider
 
and test alternative methods for service delivery. A special
 
emphasis will be placed on delivery of services beyond the
 
confines of the health post and on community involvement through
 
tne CHVs or other mechanisms.
 

2. Famity Planning: Technical assistance to Nepal's family
 
planning effort will involve both public and private sector
 
organizations.
 

a. Public Sector: The focus of this assistance will be the
 
institutionalization of a full range of family planning services
 
at the district level. Increased availability of clinical methods
 
at district hospitals and selected health posts will be an
 
ob)ective, as will the availability of non-clinical methods at the
 
health posts and through the CHVs. This implies the development
 
of a tiered system of service delivery and referral, with an
 
increased empnasis on temporary methods. Technical assistance as
 
well as assistance with training programs will be the primary
 
mechanism for developing these capacities. Work will start with
 
the districts of the Central Region, but will be expanded to
 
districts in other regions later in the project.
 

The Contractor will also provide assistance in development
 
of a national family planning reporting system (beginning in the
 
Central Region) that will allow the follow-up of continuing
 
contraceptive users. This will be essential given the increased
 
emphasis on temporary methods of contraception.
 

Another area of assistance will be impcovements in the
 
national commodity and contraceptive logistics system. The
 
Contractor will assist the FP/HCH Division to modify the present
 
system which uses central estimates of contraceptive needs to a
 
system that is responsive to planning figures that are developed
 
by the regional and district offices.
 

finally, the Contractor will assist the NOR and technical
 
advisos from AID/M projects to develop a greatly expanded 13C
 
capacity.
 



b. Private Sector: USAID has supported the Contraceptive

Retail Sales Co. for over 10 years. USAID anticipates providing

financial and commodity assistance directly to CRS and most
 
technical assistance needs will be met through AID/W Projects.

The Contractor will, however, be expected to assist with the
 
coordination of technical assistance from AID/W projects as well
 
as with follow-up that may be needed between visits of advisors.
 

3. Child Survival Activities: Although the Central Region

will receive special emphasis for inititatives in child survival,

the Contractor will also be required to provide assistance to
 
national efforts in CDD, EPI, and AR!.
 

a. Diarrheal Disease Control: The Contractor will provide

technical assistance to the continuing training program for MOH
 
field workers and managers in diarrheal disease controland
 
supervision system implementation, primarily in the Central and
 
Western Regions. Technical assistance will also be provided for
 
the purpose of strengthening the MOH's ability to provide

appropriate national level interventions in CDD (refresher

training, supportilve supervision, coordination, monitoring

systems). Other areas for technical assistance will be the trial
 
use of 500 cc ORS packets (I liter packets are currently in use)

in two districts and support to studies/research on the relative
 
importance of various forms of childhood diarrheas in Nepal.
 

b. Immunizations/EPI: UNICEF is the major contributor to
 
the EPI program In Nepal and consequently this will not be a major
 
areas for technical assistance. The Contractor will be expected,

howuver, to assist with the implementation of the BPI through the
 
integrated service system in the Central Region and with the
 
design and implementation of small sample surveys to, e.g., verify

immunization coverage levels.
 

c. Acute Respiratory Infections: The Contractor will
 
provide limited technical assistance to training programs in
 
selected districts (especially in the Central Region) and to pilot

AR: activities with 0OOs,
 

4. malaria Contro1: The Contractor's technical assistance
 
in malariawllb imted to the integration of malaria control
 
activities into the services provided through the health posts in
 
the Central Region and will focus on management and "systems"

aspects only. Nore specialized technical assistance will be
 
provided through AID/W Pcojects.
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5. Workplan Development: The Contractor will assist the 
CRHD, FP/MCH1 CDD (and, to a lesser extent, ARI, ZPI, NKZO) to 
develop-annual workplans that will cover: a) areas- in which­
technical assistance will be provided over the upcoming 12 
months, b) commodities to be procured by the Contractor, and c) 
local cost support that is to be provided by USAID for such 
things as training, special studies, supervision, orientations, 
training materials, supplies, etc. 

6. Procurement: The Contractor will be responsible for
 
the procurement of supplies and equipment that will come from
 

both U.S. and local suppliers. The total estimated cost of
 
these commodities is $1,500,000. U.S. suppliers will provide
 
malaria spray and safety equipment, VSC supplies, library
 
materials for the HKEO National Research and Training Center
 
(HRTC) and the ION's post-graduate program for DPHOs, and lab
 
equipment for the NRTC. Local procurement of computer hardware
 
and software, ORT packet and containers, malaria laboratory
 
supplies, teaching materials/equipment for ION and NRTC, and
 
furniture for the NRTC# is also anticipated
 

D. LEVEL OF EFFORT: The Contractor will provide three
 
long-term resident advisors for a period of five years each to
 
work with the H and other organizations. The long-term
 
advisors will include:
 

- a Chief of Party/Senior Health Administrator 
- a Family Planning/Training Advisor 
- a Public Health Planning Advisor. 

These long-term advisors will be backed up by up to 60
 
person months of short-term external technical assistance
 
related primarily to the service management and delivery, FP/NCH
 
and child survival activities described above. Estimated
 
composition of the short-term technical assistance is:
 

- planning, management and information systems (30
 
person months)
 

- CDD, AR!. BPI (15 person months) 
- family planning (15 person months).
 

The Contractor will also be responsible for up to 60
 
person months of local short-term technical assistance in
 
approximately the same proportions as the external short-term
 
technical assistance.
 

The Contractor's local staff (estimated 25 person years)
 
will provide logistic, secretarial, administrative and transport
 
support.
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ANNEX I
 

CONSTRUCTION PlAN 

INTRODUCTION: The construction-eleMent of this projectConsists of the Construction/renovatLon of the existing Malaria

Training Centre at Hstauda for the National Halaria Eradication

Organization (NNuO). This now facility viii double N1)O's

training capacity, accommodating 60 trainees at a time. 
Theadditional capacity is needed to upgrade the skills of health
post and district staffs who Will be taking on Increased Malaria

control responsibilities under the MON's integration plan.
 

CONSTRUCTION RI9UZRSHENTS: The upgrading of the present
facility will include the following elements:
 

a. Conversion of the existing two story class/lab building
into two class tooms that will accommodate 30 students each and
 
a library.
 

3. Construction of a two story building that will containtwo laboratories (each of which will accommodate 30 students)#

staff offices, a storage room and toilet facilities.
 

c. Construction of a dormitory that will house 60students, including kitchen, dining and toilet requirements plusoffice and living space for two Training Center staff members.
 
d. Construction of separate quarterr for the Chief of the
 

Centers
 
e. Conversion of the existing story buildingone (staffquarters) Into living quarters for two staff members.

f. Upgrading of the existing approach road and related 

site improvements.
 

CONTRACTING PAN: Two contracts will be establishedCompetitively Ulth local firms, one for architectural and
engineering services and the other for construction and

renovation. Both will be fixed-price contracts. 

A local ASE consulting firm will be contracted by USAID
for at' survey, development of the detailed designs and
drawings for the training complex, drafting of the scope of work
for the construction contract and a draft construction contract,
assistance with selecting the construction contractor, and
supervision of construction from start to finish. 

A l cons ujonJirm will be contracted by USAD toundertake thw €onstvatLon 
 work. This firm will berequired to procure and furnish all materials, equipment# laborand other commodities and services needed to complete theconstruction activities. Procurement of imported atecials,equipment or other related commodities will be theresponsibility of the construction contractor. 
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IMPLUMENTATIONZ/ONITORING/PAYKEHTt PPD/ENG will have 
primary responsibility for monitoring this element of the 
project. PPD/gHO will develop the scope of work and the draft 
contract for the A&S contract. The Mssion Project Comittee 
will be Involved with review of this RFP as well as that tot the 
construction contract and will assist with contractor 

The NMEO will review and approve the detailed plans
selection. 

developed by the A&E firm prior to USAID issuing the RfP for
 
construction. Progress and final payments to the A6E and
 
construction firms will be made by USAID after review and
 
certification by HFP and PPD/91G that the work has been
 
completed as planned.
 

After USAID and HMG sign the Project Agreement, the
 
to take 26
construction of the Training Centre is expected 

months. At illustrative implementation schedule follows: 

2 month
- develop h issue AS RFP and select firm 
- design and development of detailed construction plan

1 month
- site survey 
- schematic drawings 6 preliminary 

I month
cost estimate 

development drawings I month
 

- final drawings and cost estimatem 
2 months
draft RP, etc. 


- issue RFP and select construction contractor 2 months 
18 months
- construction 

27 months
Total Time Estimate 
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ESTIMATED BUDGET 
cost I MRs
 

. __........

ContractA, constructi on 

1, 	 Construction 
a. Laboratory Building 
-two laboratories 1 30 students ea 1,800 aq ft 

450 	sq ft-insectar ium 
 900 	sq ft
 
-store room, office, toilet, etc. 
 1.146,000

-wall, corridors, etc 0 40% 

3, 	! 46,000
-Total (approximate) 


(2 stories)b. Dormitory for 60 Students 
,000 sq ft
(2X001140)
-2 dormitorY COOS 
 1,000 sq ft way
-stairs, passage 

dining room (40%20) e00 sq It
 
-kitchen 6 

1 0 -i00 -*qIt 71221,500 
-passage-Total
 

c. 	 Staff Quartets - Chief 
-Living room, 2 bedroomS, kitchen, dinin om786500 

1,10 eq Itroom# 2 bathrooms
stoge 

2. 	 Renovation 
Other Staff Ouartersa. 
 to
-renovation, additions and alterations 	

390,000 
-existing one story building 


2 	story building)Class Rooms (renovateb. 
 650,000

-2 cooms 0 30 students each, library,

toilet

office, 


3. 	 Site Development 650.000
 
a. pathways, upgrading existing motorable 

________ 
approach 	 road 

MRs 12,644,000 
Total Construction Contract 


B. 	Wii Contract 770,640 
1, Design roe 16 4S.OOqIS months 0 MRs 26,00020 supervision# 

lRS 10238,640 
Total A&l Contract 


MRs 14,062,640
 
GRAND TOTAL 497,620
iRs230 * $1.00 

oc 	at exchange rate of 


$500,000
 
TOTAL ESTIMATED COST 
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A* USAID P9OWIWT I I'IATES 

cotrctIe:90/91Cont ramcpives: 
PLblic Sector 374 
private setor 187 

Vehicles: 
20 4wd vehicles (10/10) 200 

xtorcycles 7 
Ibus 30 

7bta1 75 

91/92 
382 
190 

inM7 

$(000) 
92/93 93/94 

390 399 
194 196 

200 

-U W -M 

94/95 
405 
202 

-

Tba 
1,950 
969 

400 
7 

30 
~35 

8. WCOM M YMMJUM 

1. O Supplers 

W UTS 

9LI 91/92 

4(000) 

92/93 90/4 949 oa 

training eJip./libtary 
Fmily planing: 

VSC eq iimt/upl ies 

sprayecs/parts 

sfety eWaipmUnt 

15 

SO 

90 

18 

10 

10 

90 

18 

100 100 100 

25 

400 

180 

36 

-library mterials 
-lab equlmnt/aUpplies 

s0 
100 

s0 
100 

Ci- ,luIntios . (5/)31
Public health training:

team ing eqiWp/libcary 10 

32 

is 

2 2 2 a9 

25 

01 SupplIe 25 162 162 349 

Surveillance upplies
lab suppllse 
NIm'I furniture* 
b- otal (lou) 

24 
20 

"T" 

24 
20 

M"7N 

24 
20 
s0 

24 
20 

-

24 
20 

-a 

1 
100 

wTA (WIMW)
WrAL (Contractor) 

798 S72 
4 4 

764
14M 

59S 
f 

607 
1 

3,356
1# 

Op" ZN 1,121 1,006 1,274 741 753 4,660 

'details on pag 2, amex J 
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.urnituresfor t* tUIW National Rearch and Training Center. 

1) Two class rooms, 30 students each: 

-individial Chairs and desks * Rs. 4,000 NRs. 240,000 
-instructor's tables, Chairs & chalkboards 40,000 
-library shelves, tables, chairs, etc. 60,000 

2) Tw laboratories, 30 students each:
 

-6 tables for 10 students & metal stools 240,000 
-insectarium furniture 60,000 

3) Dormitory for 60 students &warden staff: 

- d, writing table, chair, wardrobe, mattress 
pillow, etc. I Rs. 6,000 360,000 
-dining tables and Chairs 100,000 
-wardens' office furniture 40,000 

4) Offices
 

-tables, tnairs, wrdrobe, sofa, curtains, etc, 100,000 

S) Chief's quarters 50,000 

6) ouarters for two staff smbers 80#000 

TOTAL NPs. 1,370,000
 

(aproximtely $S0,000)
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Page No. 1CENTRAL imon P106315 MTiti! 

P0P(1) CNILP nCHcaprc ..JIua..1ttOL.g.LuLL!............... . .. .. .em.II~
P.UMt... 

41990) MA (SRE- RALE FEN. FEN. YoP- KFRE- TEACH- IM 
PISTRICT (000) 00)1 0001 VIEW INST. SP 1U0 VK VSC LAP LANI IASIC SKI IN TiO. CN KO 
$$MM8888 allies a 33t3 33333 M33 383es s see33 335 333 3l8 380138 M 3 888388 3818 33333 M33 3 

*n TERAI 
. Chtan 342 44 0 92 I36 (33) (3I)In?3 (a) IK) (a) (N) IN) 1191 IN) 

2. Parse 912 t o 90 IN) (I) fi3) (a) IN) (I) N) IN) 191) (4)M
3. Ira 419 75 095 to) - 90 in) 90 - to t I) (3) (04
4. tutahat 427 77 0 O39) 91 • 9 91 91 - 9 ( ) (U) 09) (14)
5. Sarlabi 534 95 0 t0 91 - 91 91 91 t toN 3) (1t) 3I)M 
6. hbottari 442 o 092 90 90 IN) to 90 90 (i) (a) fi)
7. hOansa 545 1" 0 91 M#1 M (a) (at (39) 34)(19) (I () (a) (a) 
1. Nakavanpur $32 59 0 (i9) 92 - (K) (N) - (0)) (3) (U)
9. S|Imhili 236 40 0 92 93 (33) 1I 9) (3t 
*oSobtotal #o 

3459 647 0 

oo HILLS 
I. kathoaadv 505 t3 0 t3 tNo) 90 IN) IN) M) 411)
2. baktapur 202 0 91 ( ) 141) IN)34 4IN 3I IN) (tI
3. Lalltput 230 42 0 93 () IN) M) in) IN6) I 1)
4. Kare 373 a 0 92 92 - il 3) IN 491) MI9) W34)
5. lading 272 51 0 1191 - - 94 . . . . (N) 1(9)
6. Raechap 154 30 0 91 . .-(i) . . . . . (") 1(9) 436

6o Subtotal t 

l734 320 0 

o0n0UNTAINS
 
SJulot 225 42 0 (0) 94 - 94 94 94 - 94 (U) IN) (Ut)


2. 3Indbuklico 2 43 090 9 - 93 s 93 993 is 09 (9111 (16
3. Iauua 33 62 0 90- - - 139 (11)
4. DOlaha 142 0 92 92 92 ()3 91 92 92 ( N9) 

oS Sutotal it 
642 Ill 0 

Jog Total JMg 
404? Il50 0 

AIiqbe castLIrmel (I1F3() Peovlatimsaed coe l.n. trrnLf u.tLttslot, 4.0 is 200.1 

(21 fait flt 90a IFI9f019. Nry 90193 isfilst Project ler.of Irv iIs NO 
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Analysis A
 

A. TECHNICAL ANALYSES
 

1. Family Planning
 

a. Context
 

The CON has set extremely ambitious demographic and
 
health objectives for the year 2000, e.g., a reduction in total
 
fertility rate from near 6 to 2.5 and an infant mortality
 
reduction from about 110/1000 to 45/1000. Yet these objectives
 
are in a context of a 25 year old family planning effort which
 
has achieved a contraceptive prevalence of about 15%# with 86%
 
of that prevalence due to VSC (and that percentage increasing

during the '808 due to a nearly unipurpose program focus on
 
VSC).
 

The degree that family planning will be able to
 
contribute significantly to those demographic and health
 
objectives will depend upon major progress towards a mixed
 
method contraceptive prevalence of 60-70% with far greater focus
 
than present on the adoption of contraception by younger
 
couples. The challenge will be to establish a program that
 
allows for the expansion of availability of quality VSC
 
services, while at the same time developing system capacity to
 
educate, motivate and make available services for temporary
 
methods of contraception for spacing earlier in couples'
 
reproductive lives (or, in fact, for limiters who are reluctant
 
to accept VSC). Also, to the degree possible, opportunities
 
should be developed to combine efforts of heretofore separate rP
 
and child and maternal health services, thereby exploiting the
 
well-known positive interrelationships between child survival,
 
maternal health and family planning.
 

b. Population Policy Context
 

Formal population policies in Nepal are most clearly

stated in a 1982 policy statement issued by the National
 
Commission on Population. The stated policies are progressive

and permissive; they are strongly supportive of broad-based PP
 
and child health programs, and fully appreciative of the
 
intersectoral nature of population problems and their
 
solutions. (AID, too, fully appreciates the positive Impacts on
 
family planning acceptance resulting from economic development,
 
education, and enhancement of the rights and participation of
 
women in society. These will not be discussed in this technical
 
analysis.) Nepalese leadership is very much aware of many
 
consequences of rapid population growth and its demands on
 
scarce resources. The need to deal with population growth as a
 
priority issue is regularly raised at the highest levels.
 

Appreciation of the maternal and child health and the
 
intra-faily social and economic benefits of timily planning,
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while perhaps appreciated at policy and program levels, has been
 

less in evidence until the past few years. Even now, the
 
population problem is usually couched in terms of national
 

Family
population qrowth rather than family welfare terms. 

population
planninq has, perhaps# been treated more as a tool of 


control rather than a powerful tool for health, social and 
This concept of family,.conomic advantage for families. 


planning (pariwar niyo;enspopulation control) undoubtedly has
 
affected the perceptions and attitudes of nervice providers and
 

reliance onmanagers; it may also partially explain the heavy 
VSC targets to drive VP program performance. It must be 

rentioned, too, that illegal immigration into Nepal is a major 
national concern: it is impossible to accurately quantity, an
 

it remains politically chargod as well as demographically of 
concern.
 

This new project fully supports Nepal's population policy 

objectiVes In its focus on encouraging more couples to adopt 
family planning practices earlier and more consistently in their 
reproductive lives. It is hoped that bettor 19 & C and better
 

quality and availability of FP and child survival services vill
 

lead to better spacing of births, a smaller desired family size,
 

and an acceptance of VSC upon attaining a smaller average family
 
size.
 

c. family Planning Services 

(1) VSC 

Until 1989, essentially all public sector VSC 
services wete delivered through seasonal "camps." These
 
services were not made available during most of the year or as
 

routine services in health institutions. In the Teral, the
 
major locus of VSC activities, only laparoscopy procedures were
 

offered (not minilap) to women, largely because the operating
 
pnysicians preected the high-tech lapararoscopy equipment and 
could perform note procedures per unit time. In Terai areas too
 

lepalese autgeons to do laparoscopy, vasectomy
remote even for 

camps were held. In the hills, VSC only was offered because the 
circumstances ware tot difficult fot laparoscopy. 

Due to the 'campO tyle of operation, there were
 
some efficiencies of operation, but also there wore significant
 

availability ofdeficiencies in fundamentals of counselling, 
safety equipmqnt, surgical standards, patient modesty and 
comfort# and other problems inherent in performing surgery and
 

patient management fn such ctcumstances. Equally important,
 
because *camps* dissolved and disappeared After the surgery, and 

because local health institutions had not formally participated
 
in the camps (e.g., received per case financial incentives),
 
camp patients had difficulty with post-operative follow-up
 
services.
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Unfortunately# the heavy management and financing focus on 
VSC camps led to a situation wherein workers from the FP/NCH 
program spentvicngtheV5C 
camps, giving short shrift to other equally important PP and XCH 
services for which they were at least nominally responsible. 
This neglect was clearly reflected in performance. Other health 
workers not in the PP/MCH vertical peolect also often were 
diverted from their tasks for immunization, KCH# malaria, home 
visits, etc. because of financial rewards and management 
pressures to provide Oclients" for the camps. Given that the 
camps were scheduled for the prime season for the delivery of 
most health services, diversion of efforts from other programs 
to the VSC camps could not be compensated. 

The annual number of people sterilized reached a peak of
 
about 60,000 in 1984. Despite continuing intense management
 
pressures and no decline in outside resources, the numbers
 
rapidly fell to the 40,000 range. There are many possible
 
explanations for the decline and levelling offt most likely it
 
%as a combination of increasing difficulty finding clients (the
 
*easy* ones had been found already), negative stories
 
circulating in the communities about bad treatment during and
 
after the camps (real or imagined bad treatment), surgical 
failures (especially with the assembly line laparoscopic surgery 
wherein one surgeon might perform over a hundred procedures in 
one day, under far less than ideal cLrcumstances)# and provider 
fatigue with the camp approach that disrupted routine duties and
 
functions. Other factors also contributed to a growing national 
concern about a VSC-camp-only approach to Nepal's demographic 
problems: (1)a realization that a camp approach was not likely 
to be able to achieve ever increasing numbers of acceptorsi (2) 
a realization that VSC alone would never accomplish enough to 
meet Nepal's demographic goals# not to mention the problems the 
camp approach caused for other health programs: (3)a desire of 
the FPAN to withdraw from its annual contractual relationship 
with the NMO to perform thousands of VSC procedures In the 
"integrated" districts# and (4) donor concern that excluding the 
nation's health institutions from the PP program was a terrible 
waste of system capacity to assist the national program. 

By 1988, ON had restructured its PP program so as to 
enlarge national capacity to deliver VSC services in thefollowing ways: (1)beginning to provide VSC services, 
year-round, in the nation's hospitals and health centers, as 
well as continue camps where conditions tor the surgery in
 
institutions are not safe# (2) offerin *ini-lap in institutions 
and camps where lapacoscopy is inappropriate:. (3) recruiting FP 
clients earlier in their reproductive lIves for temporary 
contraception, who then can be motivated through long-term 
contact to adopt VIC when they have reached desired famly
size. Italso committed itself to improving the quality of VSC 
servies tn the following ways: (1) establishing VP counselling 
standards and placement of qualified counsellors at VSC service 
sitesi (2) establishing certification systems for providers and 
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.institutionsengagedindelivery of VSC services to,ensure that
 
minimum safety standards are met; (3) establishing expert

committees from private and public sector to review standards
 
for VSC services and certification; and (4) provision of VSC
 
services in hospitals and health centers wheLe ancillary,
 
emergency and follow-up services are more available than in the
 
transitory camps. This new Project will support all of the
 
above GON committments to expanding the quality and availability

of VSC services.
 

(2) "Clinical" Temporary Methods
 

IUDs. The national PP program virtually ceased
 
to use the IUD as a method in the early 1980., due largely to a
 
shift to a unifocal VSC program and a negative image for the IUD
 
that resulted from poor quality control over the program in the
 
1970s. In 1988, GON recommitted itself to offering IUD services
 
for spacing, arJ also for limiters who are not ready to accept

VSC. However, in the renewed enthusiasm for IlUDs, overly

ambitious targets were established which implied a risk of IUD
 
services being spread too rapidly, to institutions with
 
inadequate staff or facilities. To meet the desire to
 
reestablish IUD services but not expand unsafely, the MOR and
 
USAID agreed to: (1) establish minimum safe standards for 
IUD
 
services in the Nepalese context; (2) begin training, or
 
retraining, of potential providers; (3) establish a
 
certification system for providers and institutions, similar to
 
that being established for VSC services; and (4) continue field
 
studies to determine the best way to motivate and satisfy

potential clients. This new Project will continue these nascent
 
efforts to revive the IUD program.
 

Norplant. AID has supported Stage I and 11
 
field trials of Norplant in Nepal. Clinical results have been
 
good, and in 1988, in the GON enthusiasm for adding clinical
 
temporary methods to their program# plans were made by NON for
 
establishment of routine Norplant services. 
As with IUDs,

overly ambitious targets appeared in a flash, with the inherent
 
risk of expansion of services without adequate staff or
 
facilities. Although AID is not able to provide ) rge

quantities of Norplant (UNFPA has accepted that reiponsibility),
 
we strongly counselled NOR that Norplant should initially be
 
restricted to capable hospitals and only extended to health
 
posts when availability of adequately trained staff could be
 
assured. MON now accepts UNFPA support for training Norplant

providers and for developing a program monitoring system. AID

and this project will support the introduction of Norplant

services as part of a desireable range of services in capable
 
institutions.
 



Injectable Contraceptives. Depoprovera services
 

.have been available on only a very limited scale due to low
 

priority in the national PP program. Where Depoprovera has been
 

--offered, pub!ic acceptance has been good. Again in 1988, GON
 

committed itself to making Depoprovera-ervices-more-available, .
 

and UNFPA has agreed to increase the supply imported. AID
 

cannot provide the contraceptive, but we support the oafe
 

expansion of availability if HMG chooses to inclose this method
 

in its program. Again, the guiding principle we have felt it
 

necessary to expound is that the injectable contraceptive
 

program should be made available only when the reliable presence
 

of adequately trained personnel has been guaranteed. We foresee
 

injectables as eventually being a major method deliverable out
 

of the health posts, though relatively few health posts can meet
 

the minimum standards at this point in time.
 

(3) Oral Contraceptives and Condoms
 

Contraceptive prevalence due to use of pills and
 

condoms had by 1986 levelled off at about 3%. It Is estimated
 
that about 1/3 of that was attributable to public sector
 

service/distribution programs, 1/3 to social marketing sales by
 

CRS Company, and 1/3 to NGO service and distribution programs.
 

Given the large Infrastructure of the public sector, it is
 

obvious that its performance was comparatively far less
 
The major reasons for poor public sector performance
efficient. 


were the low priority given to pills and condoms (temporary
 

methods in general), weak fieldworker penetration and service to
 

communities, small client loads at health posts, and no PP
 

services offered at hospitals.
 

Even with the VP program rethinking of 1988, the public
 

sector delivery of pill and condom services has not been given
 

high NOR priority. Emphases were established for VSC and
 

clinical methods, and NOR hoped that major pill and condom
 

program responsibilities could be assumed by CR8 Company and
 

NGOo, AID's position is that while CRS and selected KOs can be
 

very effective at service provision for selected population 

groups, the bulk of the rural population in the near term will 

have no reasonable possibility of coverage by any provider other 

than the public sector FP services. AID also believes that# 

while the CON enthusiasm for clinical temporary method services 
is a positive change, for the next decade the majority of the 

rural population will not have adequate access to the hospitals 

and health centers in which safe clinical method services can be
 

deliveredi therefore, if a major demographic impact is to be
 
achieved, pill and condom progrims will necessarily have to play
 

In this regard# MON has agreed to gradually add
 a major role, 

motivation and supply responsibilities for condoms and pills
 
into the duties the CHVs will assume. If this succeeds, Nepal
 

will for the fLrst time have an "army' of 40,000 village women
 
preathing family planning and providing pill and condom
 

services, and this should have a salutroy effect on all PP
 

Servtes at all levels.
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-CRS Company has demonstrated-that -t can effectively

motivate urban couples to purchase pills and condoms. If the

Company's basic management problems are overcome, it is expected

that CRS will remain the major force in pill and condom
 
motivation and supply in the growing urban population. The

original model of CRS Comtiny was not suitable for rural areas

in Nepal, so the potential for social marketing sales among the

large rural population is still unknown. With AID and UNFPA
 
support, in recent years the Company has experimented with some

rural social marketing (RSN) techniques, and results are

encouraging enough that CRS and AID wish to continue searching

for effective and efficient RSM btrategies. Whatever CRS

Company can achieve among the rural population will reduce tne

burden on the public sector, freeing it up to tackle its many

other program responsibilities.
 

Several NGO PP programs have achieved successes in
motivation and service to small population groups. Although the

impacts are not large in demographic terms, they have clearly

demonstrated that the Nepalese public is open to the concepts

and practices of PP when the messages and services are provided

in a client-oriented manner and with tight management. 
 Most

Nepalese KOs do not, however, have the potential at this time
 
to cover large population groups with high quality services, so

their major roles in a national program context should be to

demonstrate successful approaches and provide training programs

for other providers. This project will pursue Lhese objectives

through modest support to PP efforts of NGOs such as the VPAN,

CEDPA, SCO-US# and others with lessons and/or training

opportunities of benefit to the national program.
 

Only since 1988 have any special private clinics for FP
been operating in Nepali most of these modest start-ups were

established with assistance from the Enterprise Project, as
free-standing clinics and as new PP services in health clinics

for employees of private industries. Although the economic
 
upper and middle classes are small in Nepal, and altbough the
 
organized industrial sector does not constitute a large

workforce, these groups have been underserved in the past, it is

anticipated that the size of these population groups will

steadily increase in the future, and those are the population
groups that would be expected to be the most receptive to PP. 
This project will collaborate with Enterprise to expand privateservices of these types. It is hoped that successful efforts ofthis type will encourage Nepalese to establish many new private
services to create and then meet public demand for choies of
 
providers.
 

2. Control of Diarrheal Diseases
 

a. Context
 

Available data s*rongly suggest that diarrhea.

diseases are the leading cause of death among young children in
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Nepal. Deaths occur in all ages of children, and all year
 
rounds however# there is a prominent incidence seasonality
 
ptaking in the warmer, pro-monsoon and monsoon months. There
 
&:e few comprehensive epidemiologic data on the relative
 

4prtc 
 of -different- etiologies, -thoUgh'- it' is'certain-that 
nany bacterial, viral and parasitic pathogenic organisms are
 
involved. It was generally assumed by the Nepalese moNo prior to
 
1987 that most diarrhea-associated deaths were as a consequence
 
of dehydration and electrolyte depletion of the watery,
 
dehydrating diarrheal syndromes; prospective data from the Jumla
 
AR! study, however, showed that at least in that environment
 
:ost diarrhea-associated deaths were not associated with
 
dehydration. In that environment, most were from dysenteric and
 
persistent diarrheas.
 

CON and many donors are working on the provision of
 
uncontaminated drinking water, and on sanitation programs.
 
Eowever, even optimistic, yet realistic, projections do not
 
foresee that most Nepalese will be protected by adequate clean
 
water and excreta disposal facilities in the next decade.
 
Moreover, as the current generation of Nepalese parents is
 
largely uneducated, it is not expected that they will provide a
 
sanitary household environment for their children. Therefore,
 
it is, unfortunately, unlikely that the transmission of diarrhea
 
causing organisms, and the consequent incidence of diarrheal
 
disease, will be reduced significantly in the next decade.
 

Because of resource limitations, and because so many other
 
agencies already have a role in water supply and sanitation,
 
this project will not invest directly In those activities. It
 
will seek, instead, to try to prevent mortality, and minimize
 
r-orbidity, from diarrheal disease: in children until Nepal has
 
solved the water, sanitation and basic education issues and
 
transmission and incidence are eliminated.
 

b. Mortality and morbidity Reduction
 

A formal CDD program has been In place since the
 
early 180s, with support from UNICEP, WHO and AID, and it has
 
concentrated on making available# and creating demand for, oral
 
rehydration therapy (ORT) at the hospital, health post and
 
household levels. Emphasis has been given to (1) local
 
production of packaged oral rehydration salts (ORB); (2)

distribution of packaged 0M8 through NOR units and fieldworkersi
 
(3) social marketing and sale of OR by the CR8 Companya (4)
 
public education for the use of a home-made tehydration solution
 
(nun-chini-pani) for households without access to packaged ORRI
 
(S) training KOH tieldworkers to recognize diarrheal
 
dehydration, provide proper rehydration treatment, and teach
 
parents the same# (6) training physicians and other
 
hospital-based clinicians in the recognition and management of
 
diarrhoal dvhydrations and (7) management training for COD
 
program managers at central and district levels. The COD
 
program has had stable, good leadership and donor coordination
 
has been good in support of the national program.
 



Any such now progrm -in-an environment as difficult as
Nepal's Will have some relative weaknesses, and this program­still has deficiencies in (1) generating euidemiologic data; (2)
fieldworker performance, especially in terms of coverage and
quality of training; (3) distribution of ORS packets; (4)
confusion among the public about mixing of home-made ORT
solutions and solutions using the packaged ORS; (5) resistance
ro ORT among providers 'wedded" to using antibiotics,
anti-motility drugs, and other drugs that ate often useless or
harmful: (6) a divisive organizational structure for MCH
strvices and policy inKOH under which an ?P/NC 
vertical
project claimed responsibility for MCH but did little in
diarrheal disease control, a curative section (hospitals) which
tad only one ORT center in the country before 1985, an
"integration' project that had weak ability to deliver services
out with which the national CDD program was 'identifiedg until
1987, and an artificial division of CDD authority into
"rraining" and *operations* until 1989; (7) harmful traditional
jpblic beliefs about the nature o 
diarrheal diseases and proper
responses to them; (8) general lack of appreciation of the
severity of the diarrheal disease problem for Nepalese children;
(9) little data on the severity of the problems of dysenteric
and persistent (chronic) diarrheas, small NOH capacity to
respond to dysentery outbreaks, and little (wozldvide)
understanding of the causes and proper responses to persistent
diarrheas; and (10) routine NOH reporting and recording systems
for diarrheal diseases that require substantial effort but are
of little practical usefulness. 
 This list of problems should
not be seen as a condemnation of the national CDD programl In
fact, the ability and willingness of national program leadership
to clearly identify such technical and organizational problems
is one of its strengths and clearly deserves praise. 
Good
 progress has been made in addressing all the above program
deficiencies In the past two years under the leadership of the
national CDD program. A 1988 MOH-WHO-UNICF-USAID Joint Plan of
Operations for the CDD program has set out objectives and
responsibilities in addressing each of the problem areas. 
 This
Project will continue those efforts as part of that larger
coordinated program, with the major AID responsibilites for
support being training of all levels of health workers and
primary school teachers in two regions, physician and nurse
training, monitoring systems, program management at regional
level, development of a dysentery outbreak response system, OR?
centers in hospitals, and research.
 

Another important area for AID input is the issue of the
Vlost appropriate ORB packet size and container size for mixingtnoe solutiOn * Under the previous project, an elegant sequenceof field research activities convincingly demonstrated that
nothers' performance in mixing a 1000 ac solution Is poor; 
a 500
cc volume for the ORB solution is most preferred by mothers;
tnete is no standard container of anyselse in the majority of
Ntpalese households; and mothers like standardized 00 cc OR
containers provided to them. 
On this basis# AID has recommended
 



a program shift to the 500 cc ORS standard and the distributions
 
and later sale, of standard containers for the 500 cc solution.
 
NOH has expressed interest in this change, though it is properly

concerned about the imPlications of the change in the program

standard. WHO Regional Office has resisted the change, though

we do not understand their groundst UNICEP has remained
 
neutral. Although AID counsels that further field reseach is
 
not necessary to justify the policy change, the MON at this
 
point is willing to go ahead only with a 2-3 district field
 
trial of the 500 cc standard, which this project will support.
 

III. Control of ARI-associated Mortality
 

A. Context
 

There had been little work on the public health
 
importance and control of ARI in Nepal before the early 1980s.
 
At that time a small NGO did survey work in populations on the
 
rim of Kathmandu Valley and In a high, remote western area
 
(Jumla). Both studies indicated that ARIs (specifically

ALRI-acute lower respiratory infections) were a major cause, if
 
not the major cause, of infant and child mortality. An ARI
 
control project was begun in the Kathmandu Valley site by the
 
local NGO. In 1985, AID became involved with that same NGO and
 
several others to organize an AiRI mortality control
 
intervention project in Jumla District. That Jumla project
 
demonstrated that, at least in that population, ALRI is indeed
 
the second leading cause of death in infants/children.
 

It has not been possible in Nepal to obtain good etiologic

data on ALRIs, it may be possible to obtain bacterial data from
 
cases hospitalized in referral hospitals, with the biases that
 
such data carry, but good community-based data are not likely to
 
come available. Therefore, we must draw tentative conclusions
 
from better data produced in other countries. fortunately, data
 
from other countries, and from a variety of environments, are
 
somewhat consistent that about half of all childhood ALRI
 
episodes (largely pneumonias) are associated with bacterial
 
infection by two bacterial types, 3. pneumonias and H.
 
influenza. This is of extreme importance because these
 
bacterial pneumonias often are curable with relatively
 
inexpensive antibiotics. Non-bacterial pneumonias are not
 
susceptible to antibiotic treatment, and although general

supportive care can be helpful, it is unlikely that treatment
 
can make a large reduction in mortality from those non-bacterial
 
pneumonias. Therefore, if systems can be developed which will
 
assure early diagnosis and proper antibiotic treatment of (at
 
least the) bacterial pneumonia cases, it is likely that a
 
significant reduction can be achieved in ALRI mortality.
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a. Mortali y Reduction from-ALRt
 

All Of the important risk factors tor ALRI are not
 
veil understood. It is clear that young age and measles
 
infection are impOrtaut risk factors, perhaps both for incidence
 
and severityi however, it is not clear how important are
 
domestic air pollution, low birth weaght, pertussis,
 
protein-calorie malnutrition, Vitamin A deliciency, o other
 
factors. Nor is it certain that the etiologic spectrum in Nepal

is the sdme as in better researched areas of the world# or,

indeed, whether the patterns are similar in different areas or
 
different population groups of children around Nepal.
 

The major program options for ALRI control in an
 
environment like Nepal, with the information available, are (1)

Immunization for measles especially, and also pertussis and
 
tuberculosis; (2) passive case detection and treatment--that is,

waiting for cases to present to existing health facilities for
 
diagnosis and treatmentl and/or (3) active case detection and
 
treatment--that is, searching out children with ARI, diagnosing

whether they have life-threatening ALRZ, and providing the best
 
treatment available, which will include an antibiotic, logically

chosen based on the most likely bacterial infection. The Jumla

control study, because there were virtually no other health
 
services available and no appropriate care seeking behavior
 
patterns among parents, chose to study the feasibility and
 
effectiveness of an active case detection and treatment
 
strategy. The Jumla program was managed extremely well,
 
performing as designed, but, unfortunately, no overall mortality

reduction from ALRI could be demonstrated. The most plausible

explanations for the failure to reduce ALR mortality are that
 
the home visits every 2-weeks were not frequent enough to find
 
ALRI cases early, that among Jumla's extraordinarily deprived

population cases that were saved during ALRI episodes died later
 
in a *replacement mortality* situation, that the etiologies of
 
ALRIs were not as hypothesized, or that the tools employed to
 
neasute mortality effects were inadequately sensitive. Of
 
course, there could be other explanations also.
 

Given that experience in Nepal, and that AR? studies
 
elsewhere In the world have not shown program strategies that
 
clearly will work in Nepal, the project proposes appropriately

conservative ALRI control activities. Of course, imunization
 
programs should proceed with all due haste, and their positive

impacts on ALRI mortality will be additive upon their other
 
benefits. Although the specific relationship between Vitamin A
 
nutritional status and ALRI mortality has not been proved, it is
 
a reasonable hypothesis being Investigated elsewhore, Vitamin A
 
programs should proceed in Nepal, and it is hoped that, in
 
addition to other benefits, they might have a reductive effect
 
on ALAR mortality. Also, although a clearly effective strategy

for community-based ALAI case detection and treatment has not
 
emerged, still there are thousands of ALRI cases appearing at
 



hospitals, health posts and private practices that can be better
 
managedi this project will continue earlier work to put into
 
place higher standards of diagnosis and treatment in all those
 
settings. But certainly-the majority ot ALR? cases in Nepal.
 
never reach a fixed facility in time to make a difference in
 
clinical course, so this project will encourage and support
 
trials into active case detection by CHVs TBAs and other
 
fieldworkers, and into stimulating early case detection and
 
early care seeking behavior by parents of children with ALRI.
 

IV. immunization
 

A. Context
 

Epidemiologic data on the common vaccine preventable
 
diseases of childhood ('EP? diseases*) are not of good overall
 
quality in Nepal, but there is little doubt that measles,
 
tuberculosis and tetanus (especially neonatal) are major
 
problems. It is likely that better surveillance tools and
 
systems wodld document that polio, pertussis and diphtheria also
 
are major problems. No good seasonality data exist, and
 
geograpnic distribution data are absent except for neonatal
 
tetanus, which appears to be a greater problem at lower
 
altitudes. Except for neonatal tetanus, death rates from the
 
specific diseases are unavailable except from a few hospital
 
data reviews and outbreak investigations, and those are too weak
 
to generalize from. The contribution Of the BP? diseases to
 
mortality reported as "diarrhea-associated" or "ARI-associated"
 
1s also unknown, though better data from other countries would
 
suggest that measles and pertussis, especially, would be
 
important co-factors.
 

As in some Other countries, after eradication of smallpox

that program was converted into an Expanded Program in
 
Immunization (BPI). As was the style of the time in Nepal, that
 
rogran, here called ZIP* was established as a vertical program,
 
argely administratively and in service delivery separate from
 

other health programs. The start-up program went reasonably

well in its early years, but remained very consaervative in its
 
policies and management, as perhaps was appropriate for a new
 
program in Nepal's difficult environment. However, by 1965 it
 
was clear that the program was stagnating: coverage levels were
 
estucke at very low levelsi morale was low$ reporting was
 
suspects quality standards were lowl etc.
 

Around 1985, with new leadership and with encouragement
 
ftro UNICEP and AID, the ZIP program reassessed its policies and
 
procedures. It decided that some now policies were in order
 
(e.g., offering tetanus toxoid to all women of reproductive age

rather than only pregnant women), that different parts of the
 
countro snould have ZIP activities better tailored to their
 
dif'arent Circumstances, that campaigns and mass immunization
 
effuts should be tried In some circumstances, that hospitals
 
should begin to offer Immunization services, that social
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mobi!lzat ion in-support- orVEIP $Ioud-beat tmptod,in vdr tiouu 
,,ys, that fi'ild performanco zhould be monitored in better waya, 
:h4t mansove fieldworker retraining wau required, that major
,£f£orra wk-re required to upjrade the hardware and proceduret; of 
-ho cold chain, etc. in liorr, K~IP management committed itstulf 
u more flexiblity, innovation and management fundamentals in 

,irdor to ochi.ovo better covvrago, 

fluildinqj on the potdtivii aupectt of the progr-am experionce
 
in4l founda tion prior to 1985, the now management .trategy

rapidly wai; rewarded with renewed enthusiasm within the program,
 
from donor:;, and from higher lovuls within Nepal. The program

wc:sm-) more visible ind better nold itaerf as one of importance, 
Jynierd.am .sit potent&at impact. U1ICEF and HMG made available 
"-uch tiher lvvels of tunding--no much, in fact, that AID 
(undin.j waz not required for toi. baitc program operating coats. 
tlD'u role ince 1988 lid= been one of tcCong informal support, a 
; 3J1 system conaultancie arid a dizstrict-wide programa#:,J!.pif fit , 
in iorkhaa District in which SCY-US auaisted the government EIP
 
-o roftn' it1 fttld 114n4g.13on I.chniqiues so as to achieve
 
disjher 1-von of covqrajq with i.till lotent vaccines.
 

11. Mortality snd Morbidity Reduction by Immunization 

Thet EIP hau woived many problemn, at first the
 
:o)ut-o aIlpox transition problems to a new EIP program, and thien 
;inco 1985 another set of problems to open up the program
ijns'qJ'wont to one capiiblo of larqje scale coverage. But as with 
"hv evolut ion of all orqanizatioot, ourcially young one., I:L 
ixpansiun of ucope and size ha3 created a new generation of
 
')roblo a . The major isues to be dealt with over the next 
lecado ark:- (1) tow to protect the achievements of the 
nvrotofore vertical proqrim as it is absorbed into the MOil's 
qvolving integrated structure; (2) the cost/oefectivenous and 
relativo officiencios of various program approaches; (3) more 
Wfined commimnicationh for public mobilization; and, (4) 'or
 
projram monitoring purpoteo, Iow much reliance can/should be 
placed on management pirformance indicators vs. coverage data 
vo. diaeAno incidence indicators. 

O£qcauso the bulk of EIP operational and commodity coats 
fut the 1990-95 period are expucted to be met by H1 and UNICEF, 
thia now project accepts thi Moro modeat role to collaborate 
with MOH! in solving ivouou ot monitoring, the integration of BIP 
into the ltrger array of moll norvicos, docentralitatton of 
onagement reaponsibilitiuin, communications strategies, and cost 
nalyse, aa described in the body of the PP.
 

V. Maldria Control
 

A. Context
 

Th# low altitude Trrai and river vallqys of Nepal

until the 1960# were among the world'e Most malarlou4 areas, ao
 

http:Jynierd.am
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aroa
that only a few, small ethnic groups lived in that
much so 
 .

of dense forests and relatively rich potential farmland 


Beginning in the 19SUSt AID collaborated with HMG and WHO 
to
 

-oring malaria under-control, using standard malaria control...........
 

mqthods of the times, stressing intra-domiciliary sprayJng 
with
 

the 1960s, the cases of malaria la]

insecticides. By the and of 

become relatively insignificant, and major population,
 

agricultural and economic shifts were underway to the Tera.
 

HMG and the donors had performed extremely well, and 
all could
 

be proud of their accomplishments.
 

By the early 1980s, however, it was obvious that the
 

previous fine control of malaria transmission was breaking 
down.
 

The major factors involved were (1) insecticide resistance 
In
 

the mosquitoes; (2) drug resirtance of the malaria parasites (P.
 

falciparum): (3) declining political support for the malaria
 

program due to a complex of political, sociological 
and
 

reasons; (4) organizational fatigue within the malari.
 awareness 

eradication organization of the MOl; (5) outdated entomological
 

(6) deterioration of
 intormation on the transmitting mosquitoes: 

program management with 'integration" of vertical programs 

in 

some districts; and (7) inadequate training programs 
for
 

managers and fLildwockers. In addition, donors, including AID#
 

were becoming loss interested or able to continue to 
provide
 

100% of Nepal's insecticide requirements, especially 
given that
 

HMG was showing no signs of initiative in assuming any
 

responsibility for procuring Insecticides# despite 
promises for
 

many years.
 

In 1985 there was a major tpLdemLc of malaria in the 
Par
 

, it was
 West Region. While significant In itself as an epidemic
 

more significant as a symptom of deterioration of 
the malaria
 

control system as a whole, and the potential risk to 
the 50% of
 

Nepal's population, largely non-immune to malaria duo 
to loy
 

exposure hisrory, now residing in the Terai.
 

B. Malaria Mortality and Morbidity Reduction
 

The capacity for malaria control in the future will
 

depend on the following actions:
 

- an entiru now generation of health system 
will have to be trained in the
 managers and fleldworkeo 


Because of the expectation of
skills to control malaria. 

eradication, very few young people entering the halLth
 

field have choson to seek those skills, nor has HIMO givon
 Now

priority to maintaining a large training capability. 


It io clear that malaria control requires a long term
 

All the health system's managers, technical
commitment. 

specialists and generalists who Vill have responaibilitios
 

related to malaria will need initial and frequent
 
now is far note
retraining. Also, malaria control 


complicated than in th@ past: mosquito 
and parasite
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rouiatance in forcing control programs to use more toxic
 
-drugs and insecti~ldo, -and-greater.reliance must-be .
 
placed on environmental and biological control and on
 
community and individual mobilization for self-protection.
 

- with the shift to a more integrated health
 
system, it will no longer be pousible to rely heavily on
 
active case detection (ACD) workers and systems.
 
Alternative passivo case detection (PCD) and treatment
 
system3 will be required. The MOH, with AID assistance,
 
over the past few years has put in place in some malarious
 
dreas a highly effective PCD Volunteer system that is
 
deitecting a majority of the cases found. Also, because
 
laboratories centralized at hospitals under the integrated
 
system cannot be relied upon to provide timely laboratory
 
servicos for malaria cases found in the communities, a
 
more decentralized malaria laboratory system must be
 
established. This will be done, based largely on the
 
ilaka health post network. With these two networks
 
functioning, the burden of malaria illness and the
 
reservoir of parasites for transmission should be
 
decreased. Also, the MOH should receive earlier
 
indications of outbreaks because the case detertion
 
systems are so close to the clients.
 

- the entomolugic information base on malaria 
transmission should be updated. Much of the available
 
information was obtained in the 1950-60si the
 
mosquito-man-animal ecology has changed drastically in the
 
Tera since then and it is very likely that transmission
 
vector dynamics are changed. As an example, MON and AID
 
have studied two areas of persistent, troublesome
 
transmission in the past 3 years, and prior data on the
 
vectors have been found to be incorrect. What is mote,
 
reliance on incorrect, old entomologic information has led
 
to inappropriate control program responses and subsequent
 
prolongation of the malaria transmission.
 

- HMG must become more proactive in assuring the 
minimum supplies of the most appropriate iasecticides, 
The historical total dependence on donor granted 
insecticides will not serve the program well in these 
changed times. AID has suggested several strategies for
 
managing this problem to lING over past years, but NHMO ha3
 
not shown strong signs of a different, more proactive
 
approach. There is little doubt that more grant donors
 
can be found in the short-term, but that should not be an
 
excuse for postponing longer term solutions.
 

The Project's components for malaria control include
 
specific responses to the current program requirementslLsteo
 
above (with the exception of providing inseaticides), and should
 
be important, effective, and reasonably inexpensive activities
 
to develop national capacity to control malarLa at reasonable
 



It is a far ovunder investment in the future than
 levels. 

continued -drops of, insecticid, that,,,HG should be taking
 

very least are
 
greater responsibility for, or which, at the 


likely to be provided by other donors without AID's 
35 year
 

in Nepal.
history of having done so 




B. 5EQON.0MIC & FINANCIAL ANRflYS
 

Introduction
 

For th-past -decade-, t-he 4011 hIa been lactivating i plan 

to have approximately 800 hoalth posts established in the
 
country. The construuuton and manpower elements for thin ofort
 
have used up much of the 14011's energy. The basic
 
knfrastctuce. while recognizing personnel positions are stilt
 
to be filled in many pacts of the country. is now in place. The
 
challenge is to use these resources effectively.
 

This analysis will address several economic and financial
 
issues which are expected to affect the feasibility of achieving
 
the pro)ect objectives. They include the following issues:
 

- Current 1I4G health and family planning sector expenditures;
 
- MOlt ability to provide counterpart funding:
 
- MOl4ability to sustain project activities following
 

project completion: 
- 4oll financial management peormance: 
- Cost offoctivoness of project interventions: ard 
- Cost recovery prospects. 

1. 	 Current MOH Health & Family Planning Sector
 
Expend itures
 

Public expenditures (Mll budget) Cot health care .to
 
estimated to be 1% of GDP and represent approximately 5.8% of
 

the total W94G budget. The budget share has remained steoly over
 

the last ton years and copresented approximately $2.00 per
 
capita in 1907 ($34,000,000). In FY 87/88, over 7S% of the
 
total was expanded through the development budget, which was 2/3
 

funded by the donors in 1986/89, and 2S% through the rogular
 

budget (which is mostly funded by the 11M4). It is estimated
 
that 	up to 20% of the total budget is devoted to actual primary
 

health care services, with the remainder allocated to secondary
 

and tertiary care and administration. Of the total amounts
 

budgeted, substantial proportions ate left unoxpended each year
 

as the result of either over-budgeting, management problems
 
and/or slow implementation. On average, only 80% of funds
 
allocated to "public health" is expended each year. and for WrY
 

88/89 64% wA& expended. A major element of the unspent budget
 

was Lor the malaria prograna which expended only 22% of its
 
rP/scil
allocation. The percentages expended in NFY 86/89 were: 


- 61%, malaria - 22%, BPI - 90%. CDD - 37%, ARI - 77%# tIV­
74%. A principal objective of this project is to strengthen
 

managment of health and family planning programs. primacly In
 
the Central Region, and tlhorby Increase the effective use of
 
allocatod funds.
 

|9
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2. IG Ability to Provide Counterpart Funding
 

........... 
additional budgetacy commitments'beyond what is already planned 
in the next Five Year Plan. (The 14011 has already budgeted 
resources for carrying out its rosponsibilLties Lot 
proJoct-colatod activities.) It will, in essence, assist the 
140H in increasing the efficiency and in improving performance 
using resources which it already intends to devote, or will 
actually provide, to the health and family planning sector 
during that period. Tlte project will do this by providing 
technical dssittanco. training, commodities and some local cost 
support (or the work of M1Ot staff and community volunteers. 
primarily In the Contral Region. Ilowever. attainment of project 
objectivoo will require that 1UW actually provide the requisite 
potoonnel and operating budget funds neceossay to perfocm thile 
expected duties. For example, the #401l (and USAID) is cuccently 
ruviewinq problems arising from the lateness or inability to 
provide the MOlt's 100 MNi per month allowance for CtVs. and 
assessing the Cift willingness to continue, based on ot'hor
 
advantages and on potential Opcofit" from the sale of basic
 
medicines from the CIIV supply kit. If ouch Incentives are not.
 
in the longer teem, sufficient (or CilVo to continue working,
 
Ldvoral aspects of the service delivery element ot this project
 
will sutfer proportionately.
 

Thi-1 pCojOct-will not- equIr '--the MH to UndeCtako any ........... 


Thin analysi will assens the counterpart funding
 
prospacts by: a) reviewing the curront #tafting situation to
 
dotecmine it most of the required persoopeei at already in place
 
and funded; b) comparing the countorprt burden of this project
 
with the predecessor project (0tIIIP) and reviewing the extent
 
to which the M*lt mot that counteipact commitment; and a)
 
analyzing the current and prospective overall IWIG/IlI financial
 
condition and national economic situation, both of which will
 
affect 14011's ability to meet counterpart budget obligations for
 
this project.
 

a. Curcont staffing situation: The Central Region
 
dnalysis (Section VIII) shows the staffing situation as of May.
 
1911. It reveals a generally positive situation, ospocially
 
with cga4cd to the District Public Ilealth Officers (100% of
 
sanctioneld posts tilled) and the llealth Post In-charges (U1PI)
 
with LOO% posts sanctioned, 94% filled, and 06% working. The
 
Auxiliary iealth Workers (A1n4) were also well represented with 
over 90% of sanctioned posts filled and almost all In place. 
Iowevet, dpproxlmtely 60 new AINW positions will be required to 
comply with the now Ml statting pattern. The Situation for 
Auxiiary Nucee Midwives (ANM) is not as good, with only 73% of 
sanctioned posts tilled, and only SO% of sanctioned posts 
actually occupied. Futthermoe, to mot current MOI targets, at 
least 170 more ANMs would have to be assigned. At the vllage 
level, there was a surplus o currently employed workets 
associated with sevetal vertical progtams, many of whom have 
been converted to the new VIW categoty. In summary, the Central 
Region Is now reasonably well staffed in cutently funded 
positions and is ready to meet the requitements of this ptoject 
without poning an additional counterpart budget burden. Even if 
expected l1MA budget constraints prevent the hiring and plgeipent 
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of the AHWs and RNMs (or new MCH workers) in the Central Region. 
the pcoject will not be seriously affected since they are not 
substantiall''-y i"L"nvol-ve'd in the community otreach actfvitie 
veyond the health oost, which is an important focus of the 
project. 

The cuccent staffing situation with cegards to project 
acti-. tles outside the Contcal Region is less complete. It is 
reasonably good at the national level tot staffing 
proJect-related positions but. even though all Cequiod 
positions ace *sanctioned", either some ace not yet filled or 
staff have been deputed elsewhere (PHDFP/MCH, Planning). The 
extent to which operational activities will be conducted In 
other regions, where staffIng is less complete (with the 
possible exception of the Western Region), will depend on the 
pcesence of qualified staff, rather than requiring the 
appointment and funding of staff not currently present. Even 
more Important is the Regional Directorate authority over its 
senior (gazetted) staff placement. In teems of budgetary 
burden, however, project activities will not place additional 
requirements on the 14011. 

b. Comparative Counterpart Burdens of CS/FPS Projoct 
vs IRH/FPS Project- The counterpart requirements of the two 
projects ace fairly similar, at least when comparing the Late 
stage ot lRti/FPS with the plans got CO/FPS. Over the course of 
the IRII/FPS project, funding for the majority of FP/MCII field 
wockoc salaties shifted from donor funding to 14OH payment (14011 
convected contract employees to sanctioned posts). Both 
projects show support for only certain local costs of MOil 
amployoos and do not include general operating/recurcont costs. 
USAID will not provide insecticide for the malaiCa component of 
CS/FPS. but the Moll will probably obtain other donee funding for 
it. Although this may not represent a financial burden on the 
MOH, it pcobably will Introduce some uncertainty about timely 
availability of that essential commodity. The new project will 
also require that the MO! finance some spraying equipment. 

a. National Economic and MOl Financial Outlook: The 
present economic crisis caused by trade and transit difficulties 
with India conders obsolete all earlier projections for economic 
growth, MI40 revenues, and expenditures for the project period. 
At best the current situation will cause only near-term economic
 
and budgetacy probloms and will not adversely affect the
 
Government's ability to support the project over its five year
 
life. However, near-term dislocations could cause a dolty In 
project Stact-up if countecpart funds ace unavailable for the 
firat yeac's activities. At worst, the crisis could cause 
long-term retrenchment of govecnment oxpenditucos for social 
programs and preclude pcoject imtlomontation completely, or 
cause MOlt to cequert that a portion of the AID funds be dovotod 
to dicect budget support to sustain current levels of activity 
for Isighost priocity compononts. 
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] view of.-thic situation. Several assumptions and ................
 

conclusions are made which guide the design of this project. 
First. 101 projections for economic growth and bidgetexpendLtuto 
expahsLon, and the health/family planning pecformance targets 
which ire depended on the former. are no longer celevant. 
SecondLy, the USAID assumes that the cu:cent MOH budget and 
sanctioned posts levels will not Increase, at least for the next 
two years (until 91/92). Thirdly, health and family planning
 
activities which ace not already priority elements of the Basic
 
Woeds Program will pcobably not be launched or expanded during
 
the next two to three years. In short, the Pcoject will
 
concentrate on strengthening performance and productivity of
 
those high pciocity programs for which staff and essential
 
funding pcosently exist (family planning, child survival
 
(includLing CDD. EPI). ClIV. Central Region management and
 
malacia). This poeiod of austecity will actually present an
 
opportunity for the HMO to take advantage of this proJect's
 
ewphasis on productivity and effectiveness to make difficult but
 
necessary managerial and service delivery reforms.
 

.................. 


3. 	 O11 Ability to Sustain Project Activities Following
 
Pcoject Completion
 

The pcoject will not impose a significant financial
 
sutainability burden on the MOH to carry out the services
 
necessary during the project period. Because, as noted above.
 
UZAID will not be funding lacge expenditures which the 1=G would
 
have to assume at project completion, with the exception of
 
contracoptive supplies, the transition should be relatively
 
easy. Tie largest such item is travel, per diem (TA/DA) and
 
training costs associated with the extensive training to be
 
conducted pcimacly for Central Region staff. It that training
 
is successful In introducing new planning and management
 
practices into the region and the staff gain sufficient
 
expectise in applying them during the project period, the MOH
 
should be able to sustain that level of pecformance with a lower
 
level of refresher training and periodic full training tor
 
replacement staff. We estimate that training at one-half the
 
level provided by the project in year S will be required to
 
sustain program pecormance. That would be approximately
 
$80.000 per year.
 

Soma foatures of the pcoject will actually reduce the
 
financial sustainability burden on the 140H. To the extent that
 
the relatively expensive mobile VSC camps can be phased out and
 
the services can be provided from multiple service fixed
 
facilities (hospitals) within the district by regular staff,
 
ongoing costs should be reduced. Similarly, as services
 
cuccently delivered by vertical programs (EPI, UP/MCH, malaria)
 
are successfully integrated at the district level, attendant
 
effoicencieo will reduce costs of continuing those services in
 
the future. The idoceased supervision and monitocing of field
 
level personnel (which will be an Inherent part of the proect)
 
will require mote funds than ace currently being spent for that
 
purpose. In addition, this expense, which has in the past
 



largely been incurred by vertical project staffs, now must be 

provided by the integrated system through DPHOs and Health 
.Posts-in-Charge, - The-ability..tomaintainlthis ithout imposing. 
an enormous financial burden on the MOH will largely depend on
 

the project's ability to establish simple, standard procedures
 

and schedules foc health staff which become a routine part of
 

their normal duties. The ability to do this is already being
 
It is expected that
demonstrated wiL.tin the PHC/CDD program. 


the CDD supervision/monitoring format and procedures will be
 

adapted for other interventions. requiring minimal extra work.
 

4. MOll Financial Management Performance
 

Tito ability of the MOH and other concerned 11M entities to
 

budget. release and monitor funds coquired to implement this
 

Project will impact directly on the pace and quality of
 

Implementation. Because A.I.D. local cost support funds ace
 

budgeted and managed in the same way as MOH counterpart funds.
 

the overall MOH financial management performance will affect the
 

rate of use for all project-related funds. This section will
 

assess the current MOH performance in managing funds for the
 

ongoing IRH/FP project and its impact on that project. estimate
 

the implications of that performance on this new project. and
 

propose measures that can be incorporated into this project to
 

minimize adverse impacts on planned outputs.
 

1RI1/FPS Financial Management Experienc@: 11MG/MO1i
a. 

financial management practices have adversely affected IBiI/FPS
 

Implementation by causing severely delayed release of A.I.D.
 

cost support and MOH counterpart funds required to cacry out
 
The most serious problem has boon
agreed-upon annual workplans. 


delays of three to four months in release of initial funds for
 

the start of each annual workplan. Therefore, work which is 
scheduled to begin in mid-July of each year often cannot got 
underway until November oc December. Since the HMG fiscal year 

of July 16 to July 15 i divided Into trimesters for bu'qoting 

purposes. the fLst trimester is practically lost each year.
 

The delays ace usually caused by slow responses to
 

Ministcry of Financo/Comptcoller Goneral questions about the
 

A.T.D. local cost support budgets submitted by MOH in the
 
The budgets included in annual work
various annual work plans. 


plans for each l9Il/FPS sub-presct (FP/MCH, EPI, CHiV. CDD, WK8O. 
etc.) must contor precisely with the plans submitted by the 14011 

The HOP Comptroller
previously fre inclusion in the "Red Book". 

General inevitably finds discrepancies between the two during
 

its "cross check" exercise during July/August* ,prior to
 

authorizing release of funds for.the first trimestec.
 
Resolution of the 4ioccopancies can take several months,
 
resulting in loss of the first trimester ft many project
 

components. In fact, the innovative female Community Health
 

Volunteer program start-up was delayed five months in 1980/09
 

for this reason. because the A.L.D. project funds and KOH
 
"tied" to
counerpact funds in each annual work plan budget ace 


each other to ensure parallel releasa, discrepancies in eitho r 
Field operationa
budqcorsult In delayed rolodue of the total. 


are thrtby istalled until the issuesaet resolved.
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Also, - relmburooments to ongoi'ng ":HOH-ptogcams-by USAID. 
during the year ace froquently delayed because the reimbursemont 
claims ace submitted late by Moll units. age incomplete and/or 
Inaccurate. USAID staff must then follow up with the respective
M011 unit to clarify the Issues, and/or disallow portions of the 
reimbursement requests. This problem is compounded by the fact 
that some IRI/FPS activities are conducted nationwide. MOll
 
District offices prepare and submit the reimbursement claims 
first through the cognizant OH unit and then to USAID. In
 
practice, the OH receives reimbursement claims prepared by at
 
least 75 different individuals with varying levels of training

and experience in financial management. It is inevitable that 
problems arise, causing delays and disallowances. The 14011 
headquarters offices often do not screen the claims sufficiently
 
to elimitate the problems before pausing them on to USAID for 
payment. The 101 has not provided sufficient training to the 
district staffs responsible Cot claims preparation. For its 
part, USAID has provided the services of project-funded 
accountants to FP/MCI. PHD/CDD and selected districts and has 
tried to ameliorate the problem. This has helped the FP/MCH and
 
PIHD/CDD units, but has not solved the overall problem within the 
moll and its many divisions and units. 

Time delays have boon substantial. Taking the large
FP/MCHI program as an example, USAID PILs established a 60 day

period for receipt of reimbursement claims following the end of
 
eachI trimaster. Actual experience during thu Nepaleso FYs 
e6/06. 86/07 and 07/88 shows average submittals of 105 days

after the trimester period before USAID received the claims
 
documents.
 

UnCortunatoly, although USAID net a 21 day period for its 
own roview and processing, this has taken an average of 90 days

instead, thus adding even more to the delays. Almost all of 
that time is devoted to resolving quostions about incomplete or 
inaccurate documentation. Those delays have been the source of 
complaints by 14011 that USAID's administrative procedures hurt 
project performance, and by USAID that HO40 procedures and lack
 
of attention seriously delay project activities. 

The Integration process has apparently exacerbated this 
problem by requiring many staff reassignments. Persons who weto 
becoming familiar with the process have been transferred and 
their replacements have had difficulty mastering the required
procedures. Consequently, in Nepalese PY .8/89, FP/HCH was 
unable to submit its first and second trimester claims at all. 
and just submitted the entire yearls claims together to USAID on 
November 13, 1989. UGAID must now revlow the entire package and 
reimbursement is substantially delayed. Consequently, I40 has

boon without USAID financial support for this component of that 
important program for over one year. The FP/4CII program has 
been moot dffeoted by this problem because it is the largest
project component, spread over many districts and relying
hoavly on UBAID support. 
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Financial Management Implications tor 
This


b. the severity of this
 
4roloct: Two (actors will tend to ceduce 

noticod some..-Firstly,.USMD-hasP..o.blem-on this project. 
of district claims 

Iradual Improvement in the quality 
some reduction in delays and
 presentations. resulting in 


Secondly, and more significantly. this 
project
 

disallowances. support activitiesthe majority of local cost
will concentrate 

This will enhance opportunities to
 in the Central Region. 

Improve performance In reimbursement 

claims preparation and in
 

In support of regionalization.
financial management practices. 

in preparation of the plano
USAID can work closely with the CRUD 

and help to ensure that they are closely 
coordinated with the
 

and will pass muster during the Comptroller 
General's "cross
 

MO 
still be several smaller workplans to be 

check". There will 
negotiated with other NOB units covering 

project national-lovel
 
less funds than under
 

activities, but these will Involve tar 


iRH/rP.
 

Concentration of tield-lovol activities 
in the Central
 

many ofnumber of districts involved.
Region will also limit the 

This will 
which will be supervised and coordinated 

by the CRHD. 


focus ef(octs on Improvement of financial

enable U hID to a more or reimbursoment purposes tor 
management pecormance 
 Consequently, the level
 
limited and manageable number of units. 


of problems, length of delays, and amounts 
disallowed should be
 
occur by Itself, an 

less than under IRU/FPS. But this will not 
provide technical assistance and training Cor 

the project will 
this purpose. The institutional contractor will be responsible
 

field level accounting for use
the MO units withtor assisting 

of project funds. preparation of reimbursement 
claims to be
 

of
and rectificationto USRID. and clarificationsubmitted 
about those claims.questions raised 


of Project Interventions
S. Cost Effectiveness 

This economic analysis section will not 
attempt to address
 

costs and ultimate healthpLojectrelationship betweenthe 
these cannot be quantified In economic terms. 

bonefits because andreduced fertility, morbidity
The eventual benefits feo 
mortality are undeniable, but cannot 

be determined numerically.
 

However, It is Important to consider 
the relationship between
 

project-Lelated costs and the effectiveness 
of the various
 

management and service delivery interventlons. 
Most project
 

costs are known. at least in terms of estimates atospecific
 

Other costs will be determined during the 
course of
 

Inputs. concrete finencialof which will be 
project Implementations some 

such as mothers' time will be harder to defin,costs and othor 

to community organiing. Appropiate indicators of
 devoted 
 by the project participantsdeterminedeffectiveness will be 

integral part of implementation. For
 
continuously as an budget preparationand district planningexample, cegional and 

o£ective ifwill be considered to have been 
training courses time.plans and budgets on 
the DPlOs submit realistic annual 

will address the anticipated
The di cussion which follows 

in terms of inputs and measures that can be taken
 project costs 
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to uniu~o-cct~ nd aximze o fficiency and pcogrameffectivoness. 
 it will also assess project initiatives whichLncorporato cost efectivenono analysis skills Into moll health
 
and family planning programs.
 

a. PCoject Costs: The project input and
LmplemoutatLon strategles ace based on minimum cost approaches

and viable lower cost alternatives. Most of 
the AID funds will

be used for human resource development (T.A. and training),

essential commodities (contraceptives and selected family

planning and malaria equipment), and local cost support to 
the
MON and NGO. 
 As such, they will not increase Lhe costs for
Nepal of providing health and family planning services. 
 The
project will not 
Introduce expensive now technologies which
would Impose additional cost burdens 
on service delivery to the
 
target populations.
 

The service delivery strategy adopted is based on low cost
community outreach services provided by para-professionals and
trained volunteers, supported by MO 
technical specialists. Iy
contrast, it Is not a facilities-based strategy requiring

construction and maintenance of expensive hospitals and
clinics. 
 Unit costs o( services delivered will be the lowest

possible, consistent with appropciate 11140/OH norms and

standards. 
For example, a minimum investment in cold chnIn
equipment and training will be required to ensure effectiveness.
 
but Immunizations will be given by relatively low paid

para-profousLonals, .
 

Tito heaLth sector integration strategy supported by this
project will reduce service delivery costs by eliminating

management and staffing redundancies inherent in operating

several vertical programs in identical locations. The
decentralization strategy also supported by the project will

probably not impact 
on costs directly. It will, however,

enhance program effectiveness by moving planning and

decisLon-makLng down to 
the district and field levels where the

problems and their solutions ace note apparent.
 

b. Cost Effectiveness Measurement: 
 During the
 course of the project, the Central Region Directorate and
district staffs vIll be trained to determine secvice delivery

costs on a pet capita basis, 
to establish effectiveness
 
parameters, and then to measure cost effectiveness of selected
 
Intervention*. 
DPIIOs can then cnmpare relative cost

ef(ectiveness of performance between sub-unIts* different
 
periods of time, and types of 
Interventions (IUD's vs
injectabloes 
 static vs mobile VSC facility, ete). The CRHD can
make similar comparisons between distcLcts, and KHI1 
 can begin to
determine the relative value of its 
resource allocations.
Training in cost effectiveness analysis will be Initiated In a
 
tow Central Reqon dietcicts following the succesul

Introduction of prercquisite planning, budqeting, and managemont

information syetms practices.
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6. Cost Recovery Prospects
 

The HMG has changed its policy of providing free health
services to the population. It now recognizes the need to
 
recover at 
least some costs, through payments for medicines and
 
some foes for medical services at static health posts. With the

notable exception of contraceptive and oral cehydration salts

sales by the private. tor-profit Contraceptive Retail Sales 
Company (CRS) and fees for services at new family planning
clinics, opportunities tor generating substantial user 
Ce
 
revenues from the recipients of project services to support the
 
costs of. or 
expand, project services are virtually nil. for two
reasons. Firstly. disposable income of the target population is
extremely low. Secondly, health consumers give priority in

allocating their meagre health care expenditures/resources tocurative, or even traditional healer. services, in contrast to 
the pcomotive/preventive services supported by this project.

This conclusion is supported by the findings of a 1987 study by
John Snow, Intl. which concluded that the two most promising
options available to the KOH were: 1) income-scaled f(s at 
hospitals; and 2) user fe charges for medicines. The latter

will be incorporated into the CllV program in the Central Region
in order to enable the volunteers to maintain the contents of

their medicine kits. Charges will not be levied for
hospital-based clinical contraception procedures (once
established), so an not to dampen demand for them. 

It should be clearly understood that the costs of basic health 
services, provided in a very limited 
fashion by the Government 
of Nepal, will not be mot by the populace through direct 
payments. These services, for the most part. will be funded 
from other sources 
for many years to come. Until the economic
base of the country is dramatically changed, most health-related 
costs will be borne directly by the government. 



C. SOC AT. MIALYSIS
 

Two of USAID's Live basic thoemos for the health/family
 
planning sector highlight socil/administrative weaknesses of
 
present public health system. Until it begins to reach
 
effectively "beyond the health post's, the system provides
 
contact points too distant and too infrequent to be of much unq
 
to rural families. Without more rural workers, spread more
 
evenly through the villageo, and providing a worker who"T
 
sociall accessible, the system will face poorly in providing
 
sustained, effective services to rural residents. Present
 
staffing strategies provide male, migratory VHWs in a ratio of
 
roughly one to 5000 clients and who visit a specific ward (even
 
under bureaucratically ideal patterns) only one or two days per
 
month (and, in reality, frequently less often). These workers
 
are furthermore poorly supervised, undermotivated, subject to
 
sudden transfers, and frequently assigned to areas of unfamiliar
 
language, culture, and terrain. Hale VHWs cannot provide
 
•services by and for womenO, thus encountering a series of
 
cultural encumbrances which, even with the highest motivation,
 
lessen their effectiveness as motivators and service providers
 
and, at the extreme, may deny physical access to women who are
 
primary clients for MCiH and family planning services.
 

USAID and the MOH have worked over the past year to pilot
 
test and introduce an entire new category of service providers,
 
in order to overcome the challenges of low worker:client ratioa,
 
physical isolation of villagers from health services, and
 
inadequate support, supervision, and motivation of existing
 
health workers. A female Community Health Volunteer (ClIV) is to
 
be selected from among local residents of each ward (37,000
 
total) in Nepal, and trained, monitored, supervised, and
 
supplied under a system already initiated, but only partially
 
developed.
 

Effective establishment of n realistic, model system of
 
locally resident, female CHVe is a significant administrative
 
challenge acing the elland this project over the next several
 
years, precisely because it addresses administrative issues at
 
the point of interface between the system's workers and its
 
clients. MOH and USAID officials are to be commended for
 
identifying a service provision strategy which: 1) assures a
 
reasonable service provideraclient ratio# of approximately
 
ls500; 2) fdentities, trains, and supports locally resident
 
service providers who ate consistently available to clients and
 
already familiar with local language and cultures and 3)
 
provides services by and for women. Howover, this Social
 
Analysis poses a seces of adminitarative/cultucal challenges

which must be recognizedi met, and overcome if the CHV system La
 
to be effective and sustainable. Major challenges include
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appropriate compensation for CHVa; selection and re-oelection
 
procedures; effective training, monitoring, and field supports
 
and worker motivation.
 

Coapenoation for CHVs: Community Health Volunteers are to 
be paud an "honorariu -oNRs.lO0 per month by the MOH. 
Alth,,Ugh cact) is scarce in isolated hill and mountain areas, it 
is widuly agreed that even thia small stipend goes against the 
spirit of volunteeritim, identitfies the CHV position with that of 
the civil servant with all its expectations of benefits, etc., 
and, g9ven the heavy financial burdens of the GON/HOII (see 
Economic and Financial Analysis), is not a realistic option. 
Yet d well performing CHV providing well appreciated services 
should receive sufficient recognition or compensation to keep 
the CHIV at work and content. The project must support the 1011 
in serious, sustained efforts to identify realistic mechanisms 
for compensating CHVs. Field monitoring and case studies can 
identify *spontaneous* local efforts to solve this problem (e.g. 
efforts by CHVs and clients to establish informal 
fee-for-service schedules and by local government to legitimize 
them). USAT) and the H1 can then follow up with operations 
research, formalizing and tooting the more promising spontaneous 
models. 

At least three broad approaches to income supplementation
 
seem feasible. The importance of psychic income should not be
 
discounted. Among other psychic rewads#CHVe can be provided
 
with uniforms, honored on public occasions, and asked to serve
 
on specially-constituted committees, advising the village
 
panchayat and district public health office on health and family
 
planning matters. Village panchayats can offer a monetary
 
supplement to ClVs from present, limited revenue, oilevy an
 
annual "health services fee" (on a sliding scale) to be paid by
 
ward households to the CNV. A semi-formal, fee-for-service
 
system might be established, at least for curative services,
 
with local government or the Mo sponsoring and legitimizing a
 
semi-formal fee schedule. Since many rural groups already make
 
payments to informal *health service providers" such an jhankrin
 
and midwives, there is ample precedent for fee-for-service.
 

At present there is little possibility of even meeting the
 
proposed honoraria of NRs.i00 pet month. Total annual cost of
 
providing NRs. 100 monthly compensation to CVs would be $1.6
 
million, and there is ample reason for caution in adding to Moll
 
recurrent costs. If, however, after three or four years dHVs
 
have clearly demonstrated their cost effectiveness in extending
 
preventive and curative services to rural areast the 0ON should
 
review reasonable options for appropriately compensating the
 
CHVS.
 

Bolotion and Re-Selection Procodures: CHVe should be
 
selected foc their energy# intelligence# and willingness to
 
sere all ward residents, These personal qualities should be
 
stresed during ward level selectionf reiterated and tested
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during CHV training, and regularly observed during early field
 
monitoring and supervision. Nevertheless, a significant

proportion of inappropriate initial choices (perhaps 10-25%)
 
should be anticipated, and orderly procedures for termination of
 
inappropriate individuals and quick, but more effective,
 
selection of replacements should be established early in the
 
program. High caste and close ties to male elites should not
 
rule out candidates for the position. However, if selected high
 
caste individuals are hampered by notions of ritual pollution in
 
effectively discharging their duties, they should be dismissed.
 
(If, due to notions of ritual pollution, high caste individuals
 
reject the services of a CHV lower in the hierarchy, that's
 
their choice. This should not be grounds for CHV dismissal.)
 

Others personal qualities being equal, candidates of
 
higher educational attainment (and skilled in spoken and written
 
tepali) are preferable. But lower educational attainment (even
 
illiteracy) can be offset in apecific cases by energy,
 
intelligence, and willingness to serve. In areas where Nepali
 
language skills are limited# provision of Nepali literacy
 
training to CHVs may be a much-appreciated compensation for 
services rendered.
 

It is essential that the program establish timely,
 
effective procedures for CHV dismissal and re-selection.
 
Through incorporation of significant *hands-on* learning

experiences and consistent rhetorical support for service to all
 
women and children into training courses, candidate CHVs who are
 
shy, uncommitted, or hampered by notions of ritual pollution can
 
be identified and terminated at an uarly date. Observation of
 
these qualities must also be a major concern of field
 
supervisors during the first months of service of every CHV.
 
Where dismissal is clearly appropriate (non-performance of
 
duties will be the clearest, most frequent indication of CHV
 
shortcomings) the concurrence and support of the village
 
panchayat in the dismissal procedure should be solicited.
 

Effective Training, monitoring, and Supervision: Since
 
the CHV program will be established nation-wide (although this
 
project supports its establishment in only one region), and will
 
rely heavily on rural women, there must be serious consideration
 
of providing training and field supervision in languages other
 
than Nopali, in certain isolated areas. (Perhaps literacy and
 
Nepali language training can be offered in these areas as a do
 
facto salary supplement.) Details of training course content
 
have already been covered in technical and institutional
 
analyses,
 

There must be very careful attention to field monitoring,
 
supervision, and logistic support during the first several
 
months in gach wards This is fundamental to the overall success
 
of this program7he CtlV should be formally "re-introduced" to
 
ward residents, in her now paraprofessional role, soon after
 
completion of initial training. if possible$ the Pradhan Pancha
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should be enlisted in this process. Initial
 
monitoring/supervision visits should be 
frequent (at least twice
monthly for six months) and should emphasize personal evaluation
 
of the new appointee, and a structured program of "polishingO
 
new skills acquired in training.
 

It is impsrative for CHV morale and effective

demonstration of program potential that new CHVs be given

adequate, timely field support. Supervision and monitoring must

be supportive and constructive and must be delivered on
 
schedule, and CHVs must never be asked to carry out special

tasks (e.g. publicity for a new family planning method, or 
a
campaign to monitor infant growth) until appropriate equipment

and materials have been delivered and training has been
 
offered. Establishment of inappropriate performance targets for
 
CHVs would also be extremely deleterious to the program.
 

Worker Motivation: Positive CHV motivation is to some

degree dependent on appropriate selection criteria, termination/

re-selection procedures, and effective training and supervision
programs previously discussed. in addition, it is essential to

make these workers accountable to local residents and local
 
government. 
Perhaps soon after training is completedo there can

be a ward-level public meeting at which the ward representative

to the Village Panchayat, representative local residents (mostly

female), and the new CHV agree on a realistic work agenda for

the first year, and some work 
norms for CHV/client interaction.
 



Ana lysIa D. INST[TUTIO"AL/ADMXNISTRATIVE 

-AALYSIS
 

This analysis will Covet the organizational units within
the HOR that will be primary project Implementors. It will alga
review the status of private sector and quasi-private
organizations that will have major implementation

responsibilities.
 

I. Bacground:

Health hase_ for almost twenty years the Ministry of
rested in integrating the services providod
by vertical programs into a system that would capture the
outreach capabilities and management expertise of the vertical
programs and also Operate more efficiently. 
 USAID has assisted,
initially with operational trials of integration in selected
districts and more recently with attempts 
to operationalize the
concept.
 

The 1988 evaluation of the IRH/PP8 project notes that many
 
of 
the project's objectives relating to integration had not been
achieved because some basic organizational
adequately addressed. problems had not been
One problem was the organizational
autonomy of the vertical Projects within the KOn. 
 That USAID
and other donors have provided much of their assistance directly
to these vertical projects, although there were good reasons
do so, has strengthened their ln 
 to
ndenc 
over 
the years,
Also, the personnel system has been closely controlled from the
national level, has shifted staff with little consideration of
the program implicationso and has not been able to absorb staff
from the vertical projects, thus making them reluctant to
support integration,
 

Two important steps have been taken over the past two
years that should facilitate the Integration process,
Integration has become government policy and the MO 
has put the
five Regional Directors in charge of implementing it. The
Regional Directors report directly to the Secretary of the HON.

Secondly# all of the vertical programs (aPt, ?P/NCH, NMBO, ete.)
will be functionally under the Public Health Division (PRO) upon
completion of reorganization in mid-1990. 
The PHD reports to
the Secretary through an Additional Secretary (sea current RNo
organization chart, attached).
 

A major portion of this project's technical assistance and
training will be targeted at implementing this new
COgIonal/integcatqd 
appro4ch in the Central Region, 
 In this
context, the project will work directly, durIng the first 1-2
years Of the project$ with the ?P/NCH Division as
decentralization and Integration of its service delivery
 
it finalizes
 

function, and continue to work directly with the National
Malaria Eradication Organization (NMEO).
Periode these and the Other During the project

Integrated. -veticalpro ngams
are to be
This PrOJoCt focuses on consolidating 
some of the
strong elements of the NOR delivery system (e.g. Malaria
supervision System) and applying them to the Central Region.
 



-2-M
 

2. 
The Central Region Health Directorate and beyond:
 
This project will focus on the 19 districts of the Central
Region and the CRHD. 
This decision is based on 
the
recommenditions of the IRH/rP8 project final evaluations the
fast Start-up and strong leadership In this region vs, the
Others; the fact that the CRHD~s office in Kathmandu gives the
Regional Director easy access to the national level MO0K decision
makers and technical directors whose cooperation will be
essential; the fact that, under the current (pre-1990)
organization chart, Regional Directorates have been placed
organizationally in the MOH s0 as 
to have direct accessSecretary, and, finally, accepting the real existence of 

to 
the

the
 
Nepalese *social institution* called "source-force. which
operates extensively in the area of government personnel
securing forward assignments in favored locations (usually this
has a negative impact on programs in outlying areas, but a
positive, impact on the Central Region).
integration/regionalzation If the program of
is to work, it will happen first in
the Central Region.
 

The project will move beyond the Central Region as
feasible and, particularly in the area 
of family planning, will
assist With the institutionalization of strengthontd/integr5ted
services in other selected districts. Additional districts will
be chosen based on strong DPHOS with a good working relationship
with tho local political structure and the national level NON.
 

The five Regional Health Directorates, roles were
formalized In the MON's 1987 policy announcement on the
regionalization and integration of health services. 
USAID has
been Providing assistance to the CRHD for over two years.
first workshop involving the 19 DPHO The
 
A second was in April of that year. 

was held In January 1988.
 
By July, all the MPHOo
(many are former staff of the vertical projects) were officially
appointed to their positionstBy the end of 1966, 
the CRHD had
it$ full complement of adminitative and fiscal staff atdistrict level. the
In January 1969, district Personnel were called
in to begin development of the fitst plan and budget for the 19
districts. 
 our months later the CRHD was 
fully staffed.
 

In the context of Nepal the CRHD has had a rapid start
up. The progress, however, still leaves much to be done. 
The
outhorities tnd responsibilities of the regional directorates
are not clearly established. 
In pArtLcular, the CRHD needs more
autonomy In planning and budgeting. The CRHD, and the
dILlriots, have ta t to go to develop the management capabilities
they will need. Also, the vertical projects need greatorcommitment,to the dificult process of changIn into national
level technical and policy units, turning telto the Regional Diret raats and the distr o pesover
 

The serious effort to deve)lp planning, budget# personnel
authocitie, to the Regional Health Directoiates and the
of 
the vertiCAL projects under the Public Health
DvisWon of the MON have created a situation whee the inistry
 

.. ~a.ignment 
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isn ally
inputs are or a i a i n l y p i e or integration. Project
intended to strengthen Lhis situation, 
One concrete
step that will be taken is to channel all funds for work in the-
Central Region directly to the Regional Health Directorate so
they are included in its budget. 
 In the past, most donor
assistance has gone to the Central Ministry, which would turn It
over to different projects or districts. 
Under regionalization
each Regional Directorate is 
to take on planning and budget
responsibility. 
 The project's procedures for disbursement of
funds will strengthen this.
 
There has been progress in the personnel situation within
the Regional Directorates. 
 They now have the authority to make
personnel decisions concerning all non-gazetted workers. 
This
still leaves the District Public Health Officers and other
senior staff at the district level subject to central personnel
decisions. 
Zn the long run, these individuals need to answer to
the Regional Director. 
 For now, the Regional Director has
authority, at least on paper, over only mid and lower level
staff. 
At a minimum, the disruptive shifts of health post staff
that has impeded previous USAID health sector assistance can,
theoretically, be controlied, though "source-force' is far from
dead, even at those levels.
 
The personnel situation in the Central Region is the best
of any Region. 
 At the health post level, of 203 Health Post
In-Charge postions 94% 
are currently filled, 91% of the 333 AHHW
slots are filled, 73% of the 325 ANIs are in place, and 84% of
the 2,269 field workers (VHW, malaria field worker, senior
vaccinator, PCDV, CHV) ace at 
their posts. There Are still gaps
in skills and a need to clarify many of the position
descriptions in the CRHD. 
But the provision of technical
assistance to the CRHD under the IHS/PPS project has shown that
the building blocks are 
there.
 

The national level MH 
 support that the CROD will need in
the upcoming two years Includes: 
 further clarification of roles
and authoritles, more planning and budget authority, additional
funding for training and other regional activities, additional
personnel authoritiels 
 and the active support ot the national
offices (previously 
 vertical projects"), These will not come
Immediately, but USAID will push for these changes while
negotiating each yearly work plan, 
 it significant progress has
not been made as of the first evaluation, USAID will reconsider
the design of the Central Region portion of the project,
probably adding stronger conditionalities.
 

A final and very important aspect of the Central Region
effort is the CHV program. The topography and population
distribution of ffepal make it difficult, but essential, for
health services to reach out beyond the health post.
progcam in the Central Region is The CHV
 an essential link in developing
a via 1.outreach strateg aassisted in developing this The CRUD aind Its districts will benow approdch to outreach by the 1411 
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and through technical assistance and training provided by this
project .......
USAID will continue to advise-that this activity be,-",--'implemented gradually so 
that the CHVs and their support system

are not overwhelmed.
 

3. 
Child Survival Activities: The project's child
survival activities are either extensions of work started under
the IRH/FPS project, small new activities for which technical
assistance will be provided to the MOH, or 
activities to be
implemented by NGO/PVOs with proven capabilities.
 

USAID support for CDD training of MOH employees, CHVs,
pharmacists and primary school teachers is ongoing under the
Public Health Division (PHD) and will continue in the Central
and Western Regions. The PHD/CDD will also conduct a second
national diarrheal disease survey. 
 New activities for the
PHD/CDD will be 
a program of small research projects, trials
with the 500cc ORS packet and container, development of simple
educational materials, and small educational programs aimed at
school children. With project-provided technical assistance and
local cost support for 
training, these activities are within the
capabilities of 
the PHD, based on past performance by this
division. In addition, as the CRHD assumes 
training and
implementation-responsibilities for CDD workplan activities in
the Central Region, PHD/CDD will have more time for 
technical
guidance, policy setting and supervision activities, as
appropriate for a national-level office. 
 Finally, NGOs with
proven capabilities will be encouraged to 
include CDD in their
 programs and the Nepal Pediatric Society will provide training

for physicians and medical staff.
 

In addition to EPI in 
the Central Region, the project will
support national leve'-efforts 
in EPI. Support will be provided
for communication/education activities as well 
as small surveys
and studies to verify reported coverage and quality of
services. 
 The EPI is 
a relatively strong organization, and with
technical assistance and local 
cost support can carry out 
these
important additions to its current program.
 

ARI activities implemented through the MOH will focus on
trainin-gin selected districts and will be implemented by the
PHD/CDD-ARI unit. 
 This is a logical extension of the CDD
training, it will be scheduled so 
as noP to conflict with the
CDD training, and it will receive technical assistance and local
cost support from the project. ARI pilot activities will be
conducted through NGOs with proven capabilities and the
PHD/CDD-ARI will bo kept involved so 
that results will be
applied to the broader program. The Nepal Pediatric Society
will provide training to physicians, based on 
its previous work
 on treatment and quality standards. Finally, the primary
contractor will assist the Institute of Medicine to integrate

ARI into its curricula.
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4. 
The Family Planning/Maternal and Child Health
Division: 
 USAID has a long history of involvement with this
previously vertical project. 
 It has traditionally been a strong
activity with strong leadership. 
The project will continue to
support the national program, although activities in the Central
Re-gionwill receive priority. 
The challenge for FP/MCH will be
the shift from a program that has used VSC as 
its primary method
and has set new acceptor targets from the center, 
to a program
that builds a tiered, multi-method system at 
the district level
and gradually shifts the operational responsibility for the
system over 
to the Regional Directorates. 
 The project will
provide technical assistance and training towards these ends.
By providing assistaqce to both CRHD, which will be the first to
implement these changes, and to the FP/MCH national office, the
project intends to act 
as a facilitator for these essential


changes.
 

5. The National Malaria Eradication Organization: 
 USAID
has been working with the NMEO for many years. 
 The NMEO is
responsible for the control of malaria, and in the Terai has
resulted in op-ning to agriculture what is 
now Nepal's most
productive and populated area. 
NMEO continues to control
malaria in 50 malaria-prone districts, is 
actively monitoring
the changing vector and parasite situation, and is researching
new control methods. USAID support to NMEO under this project
will be for essentiAl sprayer parts (NMEO will have developed
other sources by the end of the project), assistance with
investigating new control methods, construction/renovation of
the NMEO National Research and Training Center, and with the
continuing training of volunteers. 
Given NMEO's past
performance there is 
no doubt that
objectives. they can meet these
In addition, continued USAID support to NMEO will
put USAID in a position to assist 
if there are any problems with
NMEO turning operational responsibilities over 
to integrated
districts in the Central Region.
 

6. The Private Sector: 
 The project will be involved with
two non-governmental organizations that 
are important for the
projects suctess, the Contraceptive Retail Sales Company and the
Nepal Women's Organization. 
 Other private sector inititatives
will include workplace-based family planning and private,
fee-for-service clinics.
 

The Contraceptive Retail Sales 
(CRS) Co. is the other
private organization that will be an 
important implementing
agent for the project. 
 The CRS was established
assistance. in 1976 with AID
It markets and sells non-clinical contraceptives
and oral rehydration salts through commercial channels. 
 It has
also assisted NGOs to market contraceptives through their
programs. 
Over the past few years, growth in CRS sales in urban
areas has stagnated and the company has not been successful in
its efforts at rural 
marketing. 
The lack of 
a strong manager
fcr the company and a conservative Board of Directors have been
identified as 
the major impediments to expanded operations.
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A new manager for the Company has 
been recruited and is
making improvements. As a condition of continued support from 
.
USAID' the next C6operative Agreement signed between CRS and
USAID will contain provision for increased private sector
participation on 
the Board of Directors and will 
require CRS to
develop annual workplans and submit them to USAID for approval.
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