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EXECUTIVE SUMMARY
 

A.I.D.'s Current three-year Matching Grant to the Aga Khan Foundation U.S.A. (AKFUSA) for Strengthening the Effectiveness. Management and Sustainabilit, of Primary HealthCare/Mother and Child Survival Programs in Asia and Africa has just completed its second 
year. Through this Matching Grant, AKF USA is building upon PHC projects previouslyfunded by A.I.D. to increase their operational efficiency, strengthen management, expandservice provision and outreach, develop new PHC management tools, test new models andapproaches to PHC sustainability and local financing, and facilitate the sharing of PHCstrategies.. The main purposes of the Matching Grant are: (i) to expand coverage, increaseeffectiveness and test new organizational models for community-based PHC in three projectsserving the health needs of more than 200,000 urban and rural residents by strengtheningthe capacities of local communities and NGOs to deal with their own health problems; (ii)to strengthen management, information systems, and the social, organizational and financialsustainability of 10 PHC projects involved in RNP and PHC MAP activities; (iii) to produce,begin to distribute and promote the use of 13 field-tested PHC MAP modules and related
training and resource materials. 

The heart of the AKF approach is the cross-fertilization of ideas among projects throughboth technical assistance and a continuing learning process. AKF USA's institutional tieswith the Aga Khan Health Network, composed of the Aga Khan University (AKU) inPakistan, the Aga Khan Health Services (AKHS) and AKF's offices in Kenya, Pakistan,Bangladesh and Geneva, offer a unique opportunity for developing and testing participatorydevelopment approaches which can capitalize upon and synthesize the knowledge of both
the developed and the developing world. 

The $1.2 million Matching Grant from A.I.D. supports five AKF USA-sponsored healthprojects over three years (July 1991-June 1994). AKF USA's contribution to the projectfunding will increase from an original projection of $1,400,000 to $1,513,000 (56 percentmatch). Three of the projects funded under this Matching Grant are community-basedprimary health care projects: (i) the -Mombasa Primary Health Care Project (MPHC) inKwale District of Kenya, implemented by the AKHS,Kenya; (ii) the Aga Khan CommunityHealth Programme(AKCHP) in the Dhaka Municipality in Bangladesh, implemented bythe Silver Jubilee Commemoration Society (SJSC), and whose management is soon to beturned over to the Society for Urban Health (SUH), a local NGO; and (iii) the UrbanPrimary Health Care Proramme(UPHC) in the squatter settlements and lower income areas of Karachi, Pakistan, implemented by the Aga Khan University's Department of
Community Health Sciences (AKU/CHS). 

The two other projects supported by this grant are targeted toward strengthening themanagement capacity of local PHC managers. They are: (i) the Regional NetworkProgramme (RNP), coordinated by AKU; and (ii) the Primary Health Care ManagementAdvancement Programme (PHC MAP), coordinated by AKF Geneva. The first provides 
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a forum for the exchange of strategies and 'best practices" among PHC projects. Thesecond aims to improve the quality and use of health information, enabling PHC managersand local communities to use information more effectively for planning purposes. 

The three PHC projects concentrate on improving maternal and child health by providingcommunity-based primary health care services, outreach, and education. At the same time,these projects are experimenting with new strategies for improving PHC sustainabilitythrough community participation, more appropriate and effective services that meet localneeds, demands and constraints, and new methods of local financing. By the end of thecurrent Matching Grant, MPHC, AKCHP and UPHC are expected to serve approximately200,000 rural and urban residents, with a target population of over 65,000 women ofchildbearing age and children under age five. 

All five projects also contribute on a broader scale to development through: training ofmedical and nursing students at the AKU; development of local human resources in theproject areas in the form of trained Community Health Workers (CHWs) and other healthvolunteers; leadership development; mobilization of communities and strengthening of localinstitutions for the provision of community-based PHC and other community developmentactivities which can directly affect health status; development of low-cost PHCmodels thatcan be replicated in collaboration with local governments and NGOs; synthesis of strategiesfor alternative PHC financing, including local resource-pooling; and improvement of PHCmanagement capacity by providing PHC managers with flexible and adaptable management
tools for collecting and analyzing PHC data. 

The five PHC projects under the current Matching Grant have established PHC services andsystems in place which have helped to improve the overall health of the communities theyserve. Targets for improvements in the infant mortality rate, immunization levels,community mobilization and participation, local human resource development, communityoutreach and educa!ton activities, and water and sanitation improvements, have been for themost part, met consistently. Although many of the challenges reported in last year's annual
report still exist, the projects have taken positive steps toward surmounting those.
 

During the second year of AKF USA's current Matching Grant, several cross-cutting andproject specific lessons have been articulated by the project's themselves, particularlyconcerning: community participation; the use of information management systems andoperations research to better target services, improve community outreach and educationactivities, and more effectively address the more difficult and persistent constraints to healthimprovements; and PHC sustainability. In some cases, these lessons learned have resultedin adjustments in project strategies and allocation of resources. More detailed information on each project's progress and lessons learned is contained in the report. Highlights of each
project's progress over the last year are enumerated below. 

IX.
 



The Mombasa Primary Health Care Preject (MPHC: 

* 	 increased village participation from 65 percent in June 1992 to 71 percent. Forty-one
of the 58 villages in the project area have identified PHC leaders, developed health
action plans and put them in place, and maintain at least 40 percent villagers'
participation in ongoing PHC activities;

* 	 organized Project Implementation Committees (PICs) at all three village sites, as well 
as Village Health Committees (VHCs), Parent-Teacher Associations (PTAs), and 
women's groups;

* conducted school health programs in 26 primary and 2 secondary schools throughout
1992, 	and reached 14 additional schools in the first half of 1993;

* 	 continued training-of-trainer courses for community leaders and PHC/CBHC training
for PTAs, VHCs and women's groups;

• 	 continued facilitation of family planning focus groups and realized a dramatic
increase in family planning knowledge (from a 36.8 percent baseline to 77.6 percent);• 	 trained 19 community-based drug distributors to improve home-based management 
of illness;

• 	 cultivated 80 trial plots with local farmers to demonstrate alternative agricultural
practices for improving yields;

* 	 completed a household survey of the project area;
• 	 continued water and sanitation improvements in collaboration with communities, and 

with local resources. 

The Aga Khan Community Health Programme (AKC-p) in Dhaka: 

* 	 continued community mobilization and outreach activities in the new project service 
areas of South Khilgaon and Bagicha;

• 	 organized one Community Mother Volunteer (CMV) basic training course and seven
refresher courses, bringing the total active CMVs to 143;

* 	 developed health education curricula for school teachers, trained 52 new school
teachers in 5 schools, and a total of 1,159 students in '2 schools;

* carried out other health education and community awareness activities, including a
School Health Workshop with school administrators, an International Training
Course on Primary Health Care, a course on Epidemiology and Biostatistics, TBA 
training, and NGO training;

• 	 implemented a new fee structure and policies in the clinics which increased clinic 
revenues without compromising clinic attendance;

* provided maternal services to 1,868 pregnant mothers and 72 postnatal mothers, and
strengthened systems for referrals to secondary care, making 102referrals for 
pregnancy-related problems;

* 	 maintained a high TT immunization rate (97 percent) for pregnant women,
strengthened TBA training and support systems, and increased TBA's timely
reporting of births from 33 percent to 50 percent; 

x
 



* 	 took progressive steps to turning over the management of the project to the.Society 

for Urban Health (SUH), a local NGO, and to diversify AKCHP's funding base. 

The Urban Primary Health Care Programme (UPHC) in Pakistan: 

• 	 maintained PHC services established in .7 communities; 
* 	 increased efforts to identify low birth weight babies and other children at higherr'isk 

for malnutrition; 
* 	 studied family planning practices and conducted family planning workshops: 

concentrating especially on the promotion of birth spacing;
• 	 collected and analyzed information on causes of death among children under age five 

to better deal with the highest-risk cases by developing specific strategies;
* 	 continued dialogue and planning activities with the Karachi Metropolitan

Corporation (KMC), the World Bank's Family Health Project, local NGOs,
communities and other health services for the Macro PHC Project;

• 	 carried out a community assessment in the Macro PHC Project areas to analyze
pertinent socioeconomic, health, and demographic issues, and to evaluate the 
availability and quality of health services, which -MU be used for further planning. 

The Regional Network Programme (RNP): 

* 	 held the Annual RNP Workshop in Kathmandu in March 1993 to discuss Women in 
Health and Community Development, Alternative Approaches to Financing, and 
Health Systems Development;

• published and distributed the 1992 RNP Workshop Report, "Growing Together";

* 
 trained 20 RNP participants in TOT methods for community-based PHC during a 

workshop held in March 1993 in Bangladesh;
* 	 sponsored RNP members' participation in the AKU's annual Preceptor Orientation 

Program, a rigorous, six-week, field-based course designed to prepare new preceptors 
for community-based PHC programs;

* 	 conducted a session on "Principles of Ethics", and how they can be applied in the 
work situation at the Aga Khan Health Services, Pakistan (AKHS,P) in April 1993. 

The Primary Health Care Management Advancement Programme (PHC MAP): 

* 	 completed final drafts of all 9 PHC MAP modules, including user's guides,. 
facilitator's guides, reference materials and diskettes;

* 	 developed an additional module on Surveillanceof Morbidity andMortality (Module
4), as recommended at the May 1992 International Conference;

• 	 held a PHC MAP Orientation Workshop in December 1992, introducing the 
materials and gaining feedback from approximately 40 U.S. PVOs, health consulting 
firms and donors; 
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* held a review meeting of Modules 8 and 9 on Cost Analysis and'Sustainabilitywith 
staff from the World Bank's Economic Development Institute (EDI) in February 
1993; 

* 	 introduced 52 participants from PVOs, NGOs, government ministries, universities and 
consulting firms to PHC MAP during a one-day workshop in June 1993 which was 
held in conjunction with the National Council for International Health (NCIH) 
Annual Conference;

" 	 presented PHC MAP to 40 participants at a Workshop on the "Future of 
Microcomputers in Epidemiology" at the Centers for Disease Control (CDC), 
Atlanta. 

Overall, the multi-country, five project program is 4 percent below budget through Year 2: 
a total of $1,952,700 ($815,000 from A.I.D, and $1,137,700 from AKF USA) has been 
expended as of June 30, 1992 against an approved budget of $2,038,800. The overall 
forecast for the three year program has been adjusted from $2,680,000 to $2,713,000, and 
the increase of $33,000 will be funded entirely from an additional AKF USA contribution 
of the same amount. A.I.D.'s contribution will remain unchanged, at the previously
approved level of $1,200,000, and AKF USA's share will be increased to $1,513,000. In 
Year 3, a total of $760,300 will be expended against an original forecast of $641,200. Of this 
amount, $385,000 (51 percent of total costs) is from A.I.D., and the remaining $375,300 will 
be funded by AKF USA. 

As noted in the financial section of this Annual Report, savings are projected for the MPHC 
projects, mainly because of a major devaluation of the Kenyan shilling and some program
underspending. The savings for the overall three-year program amounts to $127,400. Of 
this amount, AKF USA proposes to apply $36,000 to support new activities under the 
MPHC (described in sections 4.1 and 6.3), which have been included in the revised MPHC 
budget. The overall three year budget for the project has been reduced from $483,800 to 
$392,400, a reduction of $91,400. In addition, AKF USA proposes to reallocate the balance 
of approximately $91,000 (3% of the total revised budget) to other projects under the 
Matching Grant program. Approximately $89,000 will be applied to cover costs associated 
with the production, promotion and dissemination of materials developed under the PHC 
MAP project. These costs were contained in AKF USA's original proposal to A.I.D. for the 
Matching Grant, but remained unfunded because the total Matching Grant approved by
A.I.D. was less than the amount requested. The balance of approximately $2,000 will be 
reallocated for the costs of an external evaluation of the Matching Grant program. 



I. BACKGROUND TO GRANTAND PROJECT CONTEXT, 

1.1 Introduction 

The Aga Khan Foundation U.S.A. (AKF USA) is part of a nondenominational international 
development network established to promote social development through innovative
approaches to problems in health, education, and rural development. Cross-cutting concerns 
include the role of women in development, the environment, sustainability, community
participation, human resource development, and the strengthening of nongovernmental
organizations (NGOs). New areas of interest include small-enterprise development and the 
rural built environment. 

The social development institutions within the Aga Khan Development Network (AKDN)
include the Aga Khan Foundation (AKF), the Aga Khan Health Services (AKHS), the Aga
Khan Education Services (AKES), and the Aga Khan University (AKU). Service facilities
include approximately 500 health care and education units operated by AKHS and AKES.
The Aga Khan University (AKU) in Pakistan includes a Faculty of Health Sciences, made 
up of Schools of Medicine and Nursing, a teaching hospital, and the Department of 
Community Health Sciences (AKU/CHS). AKF, with offices in ten countries, is essentially 
a funding agency, but it involves itself in the genesis and evolution of its projects, as well as
in learning from the experiences it funds. AKF works closely with its grantees in the design,
implementation, and evaluation of projects. The heart of the AKF approach is the cross
fertilization of ideas among projects through both technical assistance and a continuing 
learning process. 

AKF's health activities in recent years have focused on innovative approaches to the
development of community-based primary health care. Commitment to community
participation in project management and decision-making increasing access to services and 
resources have been central features of all AKF's health projects. Increasing emphasis has 
been given to improving management and management information systems (MIS),
including the use of clearly defined indicators for monitoring and evaluation of progress.
AKFs health strategies are increasingly addressing issues directly related to financial, social,
and organizational sustainability of community-based programs and the relation of primary
health care (PHC) initiatives to existing health services and public health systems to ensure 
relevance and applicability. 

The three community-based PHC projects in this Matching Grant and the two supporting
projects build upon AKF's experience in these areas. 

The geographical areas selected have endemic poverty and high rates of infant and maternal
mortality, morbidity, and malnutrition, inadequate water and sanitation, and poor housing
conditions. People are forced to live under conditions of social and often political instability
and environmental degradation. Where health and social services are available, they are
usually understaffed, underfunded, and poorly managed. Inadequate attention is given to 



preventive and promotive care for common local health problems. Community 
organizations and self-reliance are usually limited, and people are unaware of even simple
health measures which are within their means, such as Oral Rehydration Therapy (ORT).
In poorer communities, there are inadequate internal financial resources to maintain even 
a rudimentary local health care system. At the same time, enclaves within these 
communities with an Infant Mortality Rate (IMR) of more than 100 per one thousand are 
entering a health transition, moving beyond the diseases of poverty to the diseases of 
industrialized , ocieties. In some instances, entire communities are in the midst of such a 
transition. Th' PHC projects funded under this Matching Grant have been designed to take 
some of these changes into account while dealing with the traditional priorities of Maternal 
and Child Health (MCH). 

AKF USA's previous Matching Grant (1988-91) for Strengthening the Management, 
Monitoring and Evaluation of PHC and Mother and Child Survival Programs in Selected 
CountriesofAsia andAfrica enabled the Aga Khan Health Network (AKHN), composed of 
the AKU, AKHS, and AKF, to make substantial progress in PHC implementation and 
management. The current Matching Grant (1991-94) builds on these gains and addresses 
recurrent and emerging issues and gaps in health systems development, management, and 
information support. These PHC projects have become increasingly concerned with evolving
into health programs which can be supported, in part, by locally available resources. This 
requires a long-term institutional base, which clearly exists in AKHS and AKU, further 
development of local human resources, acceptable and cost-effective services and activities, 
and new mechanisms for local financing of PHC. AKFs programs are continuing their 
emphasis on PHC/MCH, strengthening implementation, program analysis, and management, 
and focusing more on cost and sustainability issues. 

The current AKF USA Matching Grant program has five components, including three 
community-based PHC projects in Kenya, Bangladesh, and Pakistan. These projects aim to 
strengthen these communities' participation by increasing their responsibilities in effective 
and efficient PHC planning and management and by testing new approaches and strategies
for organizing and financing PHC/MCH projects to ensure long-term financial and 
organizational sustainability. 

1.2 Mombasa Primary Health Care Project (MPHC): Kenya 

The MPHC project areas were identified for support by Kenya's District Health 
Management Team (DHMT) and AKHS, Kenya in 1987. The Kwale district in the Coastal 
Province of Mombasa was found to be in greatest need because of the population's poor
health status, inadequate access to health services, and low socioeconomic status. During 
the problem identification stage, MPHC communities identified the following as their 
priority health problems: frequent childhood death; inadequate and unsafe water; poverty; 
poor food harvests; high morbidity because of malaria, bilharzia, worms, measles, and 
diarrhea; aches and pains; high illiteracy; lack of service units such as dispensaries, hospitals,
schools, and markets; and the effects of a harsh climate. As project implementation has 
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progressed, MPHC has observed that the lack of access to safe water and adequate food is 
one of the major factors that continues to impede the communities' ability to improve their 
health status. The continued efforts of MPHC's water development projects and farmer 
"demonstration plots" are designed to overcome these obstacles by improving the economic 
and food production potential of these communities. 

1.3 Aga Khan Community Health Programme (AKCHP): Bangladesh 

AKCI-IP was established in 1984 in Dhaka by the Silver Jubilee Commemoration Society.
This PHC/MCH project, operating since 1985, has surpassed its operational targets.
However, a large segment of the population remains vulnerable to malnutrition, disease, and 
poor health. AKCHP is continuing the expansion of its services and transforming itself in 
order to sustain the shift from that of a "project-led" approach to a "community-led" 
approach.
 

AKCHP has successfully begun to diversify its funding resources beyond AKF and has 
developed strong collaborative relationships with other local and international NGOs and 
Private Voluntary Organizations (PVOs), as well as the Government of Bangladesh (GOB).
In October 1992, a proposal was submitted to the Danish International Development Agency
(DANIDA) for project funding (1993-1995). DANIDA has since visited the project site and 
has given the project a very positive review. In her report, the consultant stated, "...So it is 
highly recommended that this programme be continued, and encouraged to continue 
developing and testing better ways to provide PHC in urban settings. AKCHP successfully
realized its targeted coverage and provision of services to the community. It has succeeded 
in reaching the community [through] relevant, cost effective delivery of services....". 
Prospects for funding appear hopeful based on the positive assessments received thus far. 

1.4 Urban Primary Health Care Programme (UPHC): Pakistan 

In 1983, a five-year PHC project was designed by AKU/CHS to address the two issues of 
health human resources development and health systems development. The project
developed a series of seven PHC modules, each serving a population of 8,000 to 10,000, with 
primary beneficiaries being mothers and children. The modules were designed to provide
effective and affordable services, and to serve as prototypes for PHC systems that could be 
replicated by municipal and provincial governments. The field sites also provide training
for AKU's medical and nursing students and Community Health Workers (CHWs),
preparing them to deal with the major health problems of Pakistan. 

The aim of the 1991 Matching Grant is to maintain services for the 54,700 people served 
by the seven micro-PHC modules located in the following areas: Orangi, Chanesar Goth,
Grax, Essa Nagri, Azam Basti, Baba Island and Karimabad. From the experience gained
through these micro sites, AKU/CHS has embarked upon the development of a Macro PHC 
Project by collaborating with local communities, nongovernmental organizations (NGOs) and 
local governments. The Macro PHC Project is intended to serve as a model for the 
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provision of PHC services to populations of 50,000 or more. AKU/CHS will manage and 
facilitate the development process, collaborating with communities, government, and other 
NGOs to mobilize financial and institutional resources to support the project. 

1.5 Aga Khan Regional Network Programme (RNP) 

RNP, established under AKF USA's 1988 Matching Grant, provides PHC practitioners and 
managers from AKF-supponed projects in Kenya, Pakistan, and Bangladesh the opportunity 
to share their experiences and address cross-cutting issues in PHC service delivery and 
management through workshops and information exchange. As the PHC systems of member 
projects mature, the agenda of RNP has expanded to include health systems development,
alternative health financing, community organization, and ethics in PHC. Under AKF 
USA's current Matching Grant RNP has already expanded from five PHC projects in three 
countries to 10 PHC projects in four countries (Pakistan, Bangladesh, India, and Kenya). 

1.6 PHC Management Advancement Programme (PHC MAP) 

To overcome the management information gap in the health sector, the AKHN and Primary
Health Care Operations Research (PRICOR) have developed the Primary Health Care 
Management Advancement Program (PHC MAP) to provide local managers with simple
tools that they can use to gather useful information for program management and 
evaluation. The modules are designed to help managers identify management information 
needs; assess community health needs and coverage; help plan and assess health worker 
activities: increase the quality of surveillance of morbidity and mortality reporting; improve 
program monitoring and evaluating procedures; evaluate the quality of PHC services and 
of PHC management; perform cost analyses; and assess the sustainability of PHC programs.
These tools have been designed and field-tested in consultation with local PHC managers
and practitioners in Africa, Asia, and Latin America to fit local conditions and are now 
ready for broad dissemination and application in the developing countries. The PHC MAP 
materials have also drawn the attention of urban-based PHC programs in the United States,
where it is expected that the PHC MAP modules will also be applicable, offering new 
opportunities for "technology transfer" from developing to developed countries. 

I. PROJECT METHODOLOGY 

The overall goal of the Matching Grant project is to contribute to improving the equity,
effectiveness, efficiency, and sustainability of primary health care projects in developing
countries of Asia and Africa. The three main purposes are to expand coverage, increase 
effectiveness, and test new organizational models for community-based PHC in three health 
projects. By the end of the project funding, they will serve more than 200,000 urban and 
rural residents by strengthening the capacities of local communities and NGOs. The projects
will also strengthen the management, information systems, and the social, organizational and 
financial sustainability of 10 PHC projects involved in RNP and PHC MAP activities. 
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2.1 	 Prog-am Objectives 

The objectives of the Matching Grant continue to be the following: 

* 	 Improving the survival, health, and safety of young children and women of 
childbearing age, who are most vulnerable to the afflictions related to extreme 
poverty. All three PHC projects (MPHC, AKCHP, UPHO) are targeted toward 
serving this group. 

* 	 Mobilizing communities in support of PHC. The three PHC projects are seeking to 
inspire and maintain community participation in all aspects of planning and 
implementation to enhance long-term sustainability. 

Using Management Information Systems (MIS) to chart changes in demographics and 
health statistics and improving PHC management, planning, efficiency, and long-term 
sustainability. 

* Providing flexible management tools for PHC managers and practitioners that are 
easily adapted to fit local situations. The management tools"that are provided by
PHC MAP are designed to help managers gather and use information for program' 
management and evaluation. 

Maintaining and expanding a working group, RNP, from various PHC projects to 
meet and discuss issues and ideas related to PHC. Experiences are shared to assist 
local PHC managers in providing maximum benefits to their communities and in 
optimizing limited resources. 

Mombasa Primary Health Care: Kenya 

The overall mission of the MPHC is to improve the health and socioeconomic status of the 
poor in rural Kenya. The project area in Kasemeni, Mtaa, and Mwavumbo in the Kinango
Division of Kenya's Kwale District has a population of 44,435, with a target group of 10,423 
women of childbearing age, and 12,563 children under the age of five. Earlier population
figures (48,000) have been adjusted this year based on recent surveys. 

The MPHC's strategy is to enable community members to undertake those activities which 
will bring about sustainable improvements in their health. Communities have been 
mobilized to build upon local structures which can empower leaders, train Community
Health Volunteers and Workers, CHVs and CHWs, and develop PHC skills and capacity.
In order for MPHC to implement a successful PHC program in the rural areas of Kenya,
MPHC has first had to act as a catalyst in mobilizing village institutions. MPHC has 
brought the capabilities of various community organizations together to encourage a 
cooperative effort. 



Various strategies have enabled community members to bring about sustainable 
improvements in their health status. These include: continued community participation and 
involvement at all project levels; building upon existing village groups and organizations as 
entry points for Community-Based PHC (CBPHC), and improving their leadership skills for 
future sustainability; deveioping capacity and skills in the community through training of 
CHWs and other volunteers; continuing various community outreach services; and improving 
the quality and accessibility of water. 

Activities are managed through both a quarterly review process and an Annual Review by 
an intersectoral team composed of representatives from the community; AKHS,Kenya;
Kenyan Ministries of Health, Education and Social Services; the Local Administration; 
AKF; and UNICEF. 

Because of the very difficult and vulnerable environment in which MPHC operates, a need 
to improve the communities' access to basic necessities of food and water has become 
apparent to improve health status. MPHC has responded by organizing activities for clean 
water sources, demonstration plots for alternative farming methods, and sanitation activities. 

Aga Khan Community Health Programme: Bangladesh 

The total project area consists of more than 70,000 low-income residents of Paltan,
Shantinagar, Farkirapul, South and North Shajahanpur, and Arambagh of Wards 60, 61 and 
62 of the Dhaka municipalities. The target population consists of more than 25,000 women 
of childbearing age and children under five years of age. In this poor urban setting, AKCHP 
is aiming to make the transition from a "project-led" approach to a "community-based"
approach by recruiting and training CHWs, promoting active community involvement, and 
establishing alternative methods of financing. The involvement of illiterate women in this 
process has been a major goal. Community Mother Volunteers (CMVs) will be the 
principal action-agents for reaching this goal. Community participants have been serving
under trained CHWs, and consistency and quality of care have been checked through 
regular monitoring and field visits by management staff. 

Urban Primary Health Care: Pakistan 

UPHC aims to create replicable, effective, community-led, and community-financed PHC 
projects in urban areas. The project area includes six urban squatter settlements (katchi
abadis), and one lower-middle class community in Karachi with a total population of 58,500.
Decreases in population are partially attributed to the continued migration of families in 
and out of the project area. UPHC's target group is 9,305 children under age five, and 7,872 
women of childbearing age in the katchi abadis. Medical students from AKU, who gain
valuable field experience in Community-based Health Care (CBHC), are also direct 
beneficiaries of the project. 



Although the major causes of deaths have not changed (they are still diarrhea, malnutrition,
low birth weight (LBW), and Acute Respiratory Infection (ART)), a shift in project
methodology has addressed the weaker areas within the program. Areas in which the 
original program methodology faced the greatest difficulty were: (i) decreasing the 
percentage of children who suffered from malnourishment; (ii) maximizing the use of clinical 
services; and (iii) increasing the number of traditional birth attendants (TBAs) reporting
births so that high-risk infants could be identified early on. 

An effort is being made by the field teams to address the above problems by focusing more 
on the causes of these problems and trying to establish new strategies to deal with them. 
Efforts are being made to focus more on children under three, rather than all under five. 
Greater emphasis is now being placed on promoting breastfeeding and better nutritional 
practices of mothers, identifying reasons for residual mortality, focusing especially on the 
children who die in the early months of life, and identifying reasons for the drop in the use 
of clinical services. UPHC has also had success in initiating a new ART program and will 
soon be implementing new programs that will increase community participation and 
involvement in UPHC activities. 

A Macro PHC Project is being established to provide a viable model of PHC that will be 
suitable for replication within the general framework of the national health care system. In
collaboration with local communities, nongovernmental organizations (NGOs), and 
government, the Aga Khan University has organized a prototype Macro PHC Project to 
facilitate the development of an effective, affordable, and replicable health care program 
at the sub-district level. 

The project aims to develop a network of PHC programs for well-defined, underserved 
populations of up to 50,000. Linkages with NGOs and community organizations leading to 
greater community participation are to receive priority attention. Other major objectives of 
the Macro PHC Project are to work for collaborative linkages with various levels of 
government to integrate the project with already existing infrastructure, and to explore the 
possibilities of linking the program with urban components of the World Bank's Family
Health Project (FHP) in Pakistan. 

Regional Network Programme 

RNP has been designed to strengthen AKF-sponsored PHC projects through information 
exchange between PHC projects. The focus of RNP continues to be on promoting equity,
efficiency, effectiveness, and long-term sustainability of PHC projects. RNP participants
include PHC managers from projects in Pakistan, India, Bangladesh, and Kenya. This target 
group and the populations they serve have benefitted through expanded access to
information about various PHC methods. RNP functions through a series of annual 
meetings, field visits, a newsletter, and workshops attended by representatives from various 
PHC projects. During the past year, workshops in Health Systems Development, the Health 
Transition, Alternative Approaches to Financing, Ethics, and Women in andHealth 
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Community Development have allowed projec t teams to pool information to gm new 
perspectives and advice. 

With the additional information gained through the various workshops, field visits, and 
meetings, RNP is now ready to go beyond the procedural questions to those of institutional 
implementation. In the coming year, the focus of RNP activities will include issues dealing
with the impact, costs, and effectiveness of health programs. Understanding the larger 
purpose, usefulness, replication, and the development of new partners in PHC will be 
addressed. 

Primary Health Care Management Advancement Programme 

The purpose of the PHC MAP project is to assist local PHC managers in the collection, 
processing, and analysis of useful management information. The target group is local PHC 
managers who might not have access to reliable methods of information gathering and 
analysis but who would like to improve planning and management capacity. The modules 
are designed to help managers identify management information needs through the 
identification of strengths, and weaknesses, in local PHC programs. To ensure its relevance 
to PHC management issues in the developing wcrld, PHC MAP adopted a strategy of 
involving PHC managers and practitioners in Asia, Africa, and Latin America in the 
development, field testing, and review of PHC MAP materials. 

2.2 Program Inputs and Outputs 

The total three-year budget (1991-94) for the five components of the project is $2,713,000. 
It includes a contribution of $1,200,000 (44 percent of the total) from AID and $1,513,000
(56 percent of the total) from AKF USA, which is an increase of $113.000 in AKF USA's 
contribution over the original three year budget, Project management costs and 
administrative overheads incurred by AKF USA and its affiliates in the AKDN. estimated 
to be $1 million, are not included in the grant budget but comprise a further AKF 
contribution. The inputs and outputs for each project during the reporting year July 1,1992 
- June 30, 1993 are outlined below. 

Mombasa Primary Health Care Project: Kenya 

Financial inputs totaled $115,400. Organizational inputs included 9 full-time staff and 2 
Public Health Technicians (PHTs), seconded to the project by the Ministry of Health. The 
following outputs were targeted: establish or strengthen organizational structures for PHC 
at the village level, for an increase from 44 percent to 50 percent by the end of 1992 and 
up to 75 percent by the end of 1993 (so far these targets have been exceeded); strengthen
the existing MIS; train 7 Community-based Health Workers; provide health services to the 
target population; and provide technical assistance for improvements in water and 
environmental sanitation. 
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Aga Khan Community Health Programme: Bangladesh 

Financial inputs under the Matching Grant totaled $64,800. Targeted outputs were to 
increase the availability of individual primary health care components, such as immunization,
vitamin A capsule supplementation, nutrition, maternity care, and water and sanitation. By
the end of June 1993, the AKCHP had 41 staff members, 143 Community Volunteers, and 
210 Traditional Birth Attendants. AKCHP would like to continue to train greater numbers 
of volunteers and TBAs in order to increase services. The issues of sustainability, and 
increasing the amount of revenue from individual services and training, are being addressed 
seriously within the present framework. Collaboration with government and 
nongovernmental organizations has continued and been strengthened, especially in the areas 
of ARI, nutrition, TBA training, and research. Cooperation with the PHC programs within 
the RNP in Pakistan, India, Kenya, and the Aga Khan University continues. 

Urban Primary Health Care Programme: Pakistan 

Financial inputs totaled $312,800. Targeted outputs were to maintain the 33 percent
reduction in IMR and a 25 percent decrease in Under 5 Mortality Rate (U5MR) at 
reasonable costs; to maintain the 33 percent improvement in grade II nutritional status and 
the 6 percent improvement in grade III nutritional status; to develop human resources by
training CHWs and Community Health Nurses (CHNs); and to apply lessons learned under 
the micro PHC modules to develop macro PHC models which will provide health services 
to populations of 50,000 or more at affordable costs. 

Regional Network Programme 

Financial inputs totaled $128,800. Other inputs were significant staff time and 
communications costs from participating institutions including UPHC, MPHC, AKCHP, and 
AKU. Outputs for RNP consisted of workshops, meetings, and field visits in Karachi, Gilgit,
Dhaka, Kathmandu, and Mombasa, and the publication of the RNP newsletter. Because of 
the political situation in India, the 1993 RNP Annual Workshop was held in Kathmandu 
instead. 

Primary Health Care Management Advancement Programme 

Financial inputs totaled $164,900. Organizational inputs included staff time from and 
consultations with AKHN; Ministries of Health and other government agencies; NGOs;
UNICEF; WHO; universities in India, Bangladesh, Indonesia, Thailand, the United 
Kingdom, and Canada; and, the Rockefeller Foundation and other foundations. 

Outputs include the nine PHC MAP modules listed below. Each of the nine PHC MAP 
modules includes a User's Guide, a Facilitator's Guide, and related computer programs
(EPI-Info); tne series is completed by three Manager's Guides and a computerized version 
of the PRICOR Thesaurus. 
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PHC MAP MODULES 

Module 1. The PHCMAP Frameworkfor Assessing InformationNeeds. 
Module 2 Assessing Community Health Needs and Coverage. 
Module 3. Planningand Assessing Health WorkerActivities.,, 
Module 4. Surveillanceof Morbidity andMortality. 
Module 5. Monitoringand EvaluatingPrograms. 
Module 6. Assessing the Quality of Service. 
Module Z Assessing the Quality of PHCManagement. 
Module 8. Cost Analysis of PHC Programs. 
Module 9. SustainabilityAnalysis for PHCPrograms. 

MANAGER'S GUIDES 

Better Management - 100 Tips: A helpful-hints book tIhat describes effective ways to:help 
managers improve what they do. 

Problem Solving: A guide to help managers deal with common problems.. 

Computers:A guidebook providing useful hints on buying and operating computers, printers 
and other hardware and software. 

The Computerized PRICOR Thesaurus:A compendium of PHC indicators. 

III. MONITORING AND EVALUATION 

3.1 External Evaluation of the Matching Grant Program 

AKF USA's Matching Grant agreement requires that an evaluation be conducted prior to 
the end of the program. This evaluation will help both A.I.D. and the Foundation in 
assessing the effectiveness of their grants, and will help the Foundation to refine its 
development strategy, guide future decisions, and meet reporting and evaluation 
requirements. An external evaluation is to take place in September 1993, early in the third 
year of the Matching Grant. 

Evaluations of health care programs funded by AKF and its partners (such as A.I.D.) are 
particularly important, as the AKF Board has expressed its strong interest in learning
generic lessons from major grants in the health sector which collectively aim to improve the 
effectiveness, management, and sustainability of health care programs of the Aga Khan 
Health Network (AKHN). 

The overall purposes of the evaluation are to: 

assess the progress made to date by, the various projects 
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* document improvements in the projects' performance and the health infrastructure 
for delivering services (in the case of the PHC/MCS projects); and 

* evaluate the overall accomplishments of the Matching Grant. 

The evaluation will address the following general areas of interest to AKF USA and A-I.D.: 

* the primary focus and use of funding; 
* the NGOs' organizational development; 
* the project design and implementation plans; 
* effectiveness and impacts of services; 
* PVO/NGO-host government cooperation; 
* sustainability strategies; 
* project finances; and 
* lessons learned by the Matching Grant projects. 

A.I.D.'s Office of Foreign Humanitarian Assistance/Private Voluntary Cooperation
(FHA/PVC) has reviewed and approved the Terms of Reference and the evaluation team. 
In addition, a preliminary schedule of events has been planned, along with guidelines for the 
evaluators. The evaluation is scheduled to begin on September 11, 1993, with the final 
Evaluation Report due on November 15, 1993. 

3.2 Mombasa Primary Health Care Project (MPHC): Kenya 

MPHC is using the information from its October 1990 Community Survey (conducted under 
the previous Matching Grant) as its baseline data. 

Program Targets and Indicators for the Calendar Year 1993 

MPHC's plans for 1993 were developed, based on the 1992 performance, during the 
December 1992 quarterly review. (See Attachment 1: MPHC 1993 Plan of Action) Overall 
objectives with quantitative targets were articulated. Each community or village PHC
project drew up its plans based on these objectives and their own health priorities. The main 
1993 targets and indicators are described below. 

Community Process. Increase active village participation in all 58 villages from 69 percent
(38 villages) in 1992 to 75 percent (42 villages) in 1993. Indicators used to monitor the 
process will be the number of villages with ongoing community-based health care (CBHC)
activities and the number of villages planning and implementing their Plans of Action. 

Training. The development of knowledge and skills among CBHWs will be promoted by
training 12 Village Health Committees (VHCs), 15 Parent-Teacher Associations (PTAs), 6
women's groups, 2 youth groups, 5 churches and mosques, 28 schools, 56 CBDDs, 100 men 
and women for Safe Motherhood, 5 Community-Based Training of Trainers (TOTs) and 30 
TOTs from government organizations, 60 community leaders, as well as MPHC staff. 
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Indicators that will be used to determine the success of training will be the number of 
persons trained per category and the effectiveness of those trained based on assessment 
results. 

Intersectoral Collaboration. Intersectoral and interagency collaboration in planning,
implementing, and evaluating project activities will be actively encouraged and facilitated. 
In the past MPHC has worked closely with UNICEF, the Ministry of Health, the Kenyan
Agricultural Research Institute (KARl), Kenya Red Cross, The Centre For Development
and Population Studies (CEDPA) and Technologies For Primary Health Care (PRITECH). 

Information Gathering and Utilization. MPHC will improve the management of 
PHC/CBHC activities at the community level by developing systems for information 
collection and use with all 3 Project Implementation Committees (PICs) and at least 30 of 
the 56 villages. The Community Based Management Information System (CBMIS) has been 
designed specifically for this and will act as a self-monitoring device. The indicators used will
be the number of villages collecting and using information and the availability of records 
and reports at the community level. 

Immunization. MPHC will maintain immunization coverage for children between the ages
of 12 and 23 months above 75 percent and raise tetanus toxoid coverage for women to 85 
percent. The indicators used to monitor immunization coverage will be the percentage of 
children aged 12-23 months who are fully immunized, and the percentage of women with 
children below the age of 1 who were immunized against tetanus. 

Food Production. Nutrition, and Growth Monitoring. Overall nutritional status of children 
aged 0-35 months will be improved by monitoring those who measure in the normal weight
for-age and low-weight-for-age categories. In addition, crop yield per unit area in the test
plots will also be used as an indicator of the potential for increased food production or 
output. 

Family Planning (FP). MPHC will improve the health of women aged 15-49 years by
increasing awareness and practice of family planning. By the end of 1993, at least 25 percent
of women or their spouses will be using a reliable family planning method. The indicators 
used will include the percentage of women using a reliable family planning method and the 
percentage of men and women who can name at least three reliable family planning 
methods. 

Community-Based Drug Supply. The purpose of the CBDS program is to improve home 
case management of common diseases by improving access to information and common 
pharmaceutical drugs at the village level. The ratio of trained Community Based Drug
Distributors (CBDD) to the total population, the percentage of cases that are properly
managed at home, and the percentage of mothers who know the correct symptoms and 
treatment for common diseases will be the indicators used to monitor the success rate of the 
CBDS program. 
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Water and Sanitation. MPHC, through mobilizing local and external resources, will 
complete work on the Kasemeni-Miyani and Mavirivirini pipelines, construct 6 new water 
pans, improve and expand 10 existing water pans, and collect and analyze water samples to 
test quality. MPHC will also collect information related to water use and accessibility -- the 
time it takes to get from a household to a water source and the average amount of water 
used daily by households in the project area. This will be done to monitor the impacts that 
changing water supply may have on average consumption. 

Monitoring Plan 

Project progress is monitored through data collection at the community level, including an 
annual survey. In addition, every MPHC staff member and government extension worker in 
the project area is required to keep a daily record of activities. Monthly forms or tally sheets 
are now completed for certain activities. CBHWs also evaluate their own performance 
regularly. 

This information is reported during the weekly planning meetings. It is summarized monthly
by the Assistant Information Officer and is aggregated quarterly for discussion during the 
Quarterly Review Meetings. During the Quarterly Review Meetings, progress is compared
to the targets for the year. The Annual Plan of Action, drawn up in November-December 
of each year based on the annual survey results, forms the basis for planning future activities 
and monitoring. 

3.3 Aga Khan Community Health Programme (AKCHP): Bangladesh 

AKCHP has been working rigorously on two information systems, the Health Information 
System (HIS) and the Clinic Information System (CIS), both of which will provide data and 
an analytical framework for monitoring, evaluation, and operations research. Many of the 
surveys and surveillance systems that were initiated in the last reporting period have now 
been absorbed by the HIS, the CIS, and Operations Research. 

During the past reporting period, HIS personnel have been involved in developing and
reviewing data systems from three rounds of data collection, including demographic,
morbidity, and service indicator surveillance system for April 1992 to December 1992. 
Continuous feedback and training to the CHWs and Community Health Organizers and 
Field Supervisors was facilitated by the HIS. Household listings and identification of target 
groups for various project activities, such as immunization lists, were produced. 

AKCHP has used the HIS to analyze tecnage health profiles, develop TBA profiles, identify
at-risk low-birth weights babies, identify reasons for lack of maternal Tetanus Toxoid (TIT)
immunization during pregnancy, collect education and occupation profiles of the AKCHP 
population, develop hypertension protocols, collect Nutritional Surveillance Project (NSP) 
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data, perform water and sanitation surveys, and do verbal autopsies., Among other things, . 
HIS personnel have also been involved in providing EPI-INFO training to students of the;,, 
Epidemiology and Biostatistics course, held at AKCHP. 

To improve the quality of data and feedback, the CIS was reviewed. Standard tables and 
graphs will be produced to provide disease profiles of AKCHP's target population, children 
under the age of five and mothers, both in the prenatal and postnatal stages. Reports will 
be produced monthly and data will be aggregated and compiled quarterly for the six-month 
reports. A new clinic data form was developed that will be used for data collection. 

Operations Research 

Since the formation of the Research Cell in January 1992, several operations research

projects have been carried out to monitor and provide feedback to PHC providers on PHC
 
activities. Among the reasons for having a strong operations research 
team is the need to
 
provide adequate information to both the local and central managers of PHC programs.

This information helps continuously in the monitoring, evaluation, and planning process. An
 
example is the demographic profile recently completed by AKCHP. Baseline data was
 
analyzed, and a profile of the target population by age, sex, and community was produced.

The population was also analyzed by CHW. This information was important to the workers
 
in identifying target groups for various activities. (See Attachments 4 and 6)
 

3.4 Urban Primary Health Care Proramme (UPHQ: Pakistan 

The Management Information System (MIS) is a vital part of the PHC program and helps
monitor progress through quarterly and yearly evaluations. Results from periodic monitoring
help to guide teams and overall PHC programs in making informed decisions. Through this 
system, the teams have been able to address issues concerning the breadth of coverage and 
the provision of equitable and effective services. 

In 1992, some data recording instruments were revised and new instruments developed to 
improve the value and relevance of data provided for monitoring and planning purposes. 

MIS Workshop 

In November 1992, a workshop was held to review the overall program goals and objectives.
In addition, AKU/CHS also considered how the MIS might be better adapted to fit the 
current information needs. Based on the identified endpoints, a critical evaluation of current 
indicators was undertaken to decide which of these had practical relevance to the program
and should be retained. New indicators were proposed where needed, and existing
instruments for data collection were reviewed. 
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MIS Manual for Health Workers and the MIS Training Manual. The drafts for the two 
manuals have been prepared and are currently being updated in light of the changes 
suggested during AKU/CHS's November 1992 workshop on MIS. 

Data Instruments. 

The data collection instruments in use are the family folder, the child health card, the 
maternal health card, the daily activity register, the pregnant women's register, the TBA 
reporting forms, the clinical morbidity forms, and the death report forms. Modifications and 
additions that have been carried out over the past reporting period are as follows. (See 
Attachment 26) 

MCH Card. In the past, two child health cards were being completed; one remained with 
the mother and the other with the CHW. An additional maternal health card also remained 
with the mother. The new Pictorial MCH card will replace all three cards. (See Attachment 
27) The card is valid for the mother until she becomes pregnant again, and for the children 
until they reach three years of age. The purpose of the new card is to identify and monitor 
high-risk women and children. The new MCH card has been field-tested and will be 
introduced beginning in July 1993. 

Verbal Autopsy. The verbal autopsy form for children under the age of five has recently 
undergone revision. The new form is based on a series of rules that facilitate diagnosis and 
identification of the appropriate cause of death. The form and the decision rules have been 
field-tested in the northern areas of Pakistan and have now been introduced on an 
experimental basis in the PHC micro field sites. 

Meeting/Training Register. This is a new register that will be developed and will help
monitor the number of meetings and training sessions held for TBAs, CHWs, and other 
PHC staff workers. It will track the number of people participating in PHC programs and 
help monitor lane meetings and other interactions with the community. 

Rehabilitation Workers Activity Register and Community Coordinators Activity Register.
These registers will be developed to help workers better monitor and plan their activities. 
In 1993, a clinical services register and a lab register will be developed. Some changes may
also be made to the current clinical records and the maternal register. Once household risk 
factors have been identified, the family folders will be replaced by simpler household profile 
cards. 

3.5 Aga Khan Regional Network Programme (RNP) 

The monitoring and evaluation of the RNP project includes interpreting the extent to which 
AKFs standardized indicators are being used by the field-based projects. The standardized 
indicators are measures of morbidity and mortality in target populations and are used to 
better extract data for assessing, planning, and implementing PHC projects. Mid-term and 
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final evaluations will be carried out to assess progress, and informal evaluations undertaken 
by AKU/CHS and other RNP members will examine results of meetings and training 
programs. 

Because RNP will now address broader issues concerning health systems, rather than 
specific PHC programs, new AKF indicators will have to be formulated that will eventually
be passed on to the projects in Kenya, Bangladesh and Pakistan. 

3.6 PHC Management Advancement Programme (PHC MAP) 

Various workshops and meetings have already been held in the past reporting period to 
disseminate information, receive feedback on the material, and receive evaluative comments 
and suggestions for the dissemination and use of modules. Of particular importance were 
the hands-on workshop at the National Council For International Health's (NCIH)Annual 
Conference (July 1993), the American Public Health Association's (APHA) Annual 
Conference (November 1992), and the Orientation Seminar (December 1992) held in 
Washington, DC. 

Besides disseminating information on PHC MAP, post-workshop questionnaires have . 

provided provocative insights into the efficacy of the material. These evaluations will be 
used to assess the usefulness of the materials and to further target promotion and 
dissemination activities. 

3.7 Aga Khan Foundation US.A. (AKF USA) 

Quarterly reports are submitted by the individual projects and reviewed by AKF USA, AKF 
Geneva, AKU, and AKHS. Other occasional, special activity reports, such as workshop 
reports from RNP and PHC MAP, are also reviewed by AKF USA and AKF Geneva. 

Dr. Pierre Claquin, Health Program Officer, and Dr. Ron Wilson, Director of Health 
Programs, both with AKF Geneva, also make regular visits to the project areas to observe 
progress and provide technical advice. 

The AKF units in Kenya, Pakistan, and Bangladesh also play an important role in providing;
project monitoring, evaluation, and technical assistance to the projects in their respective, 
countries. 

IV. REVIEW AND ANALYSIS OF PROGRAM RESULTS BY'COMPONENTS 

4.1 Mombasa Primary Health Care (MPHC): Kenya 

Overview 

Major activities this year were community participation and involvement in PHC at the 
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village level, strengthening community-based organizational structuresi developing capacity,and skills in the community, providing health services to targetpopulations, and improvig 

the quality of, and accessibility to, water. 

Community Participation and Involvement 

MPHC's target for July 1992 through June 1993 was to increase self-reliance for all 58 
villages in the project areas and to raise the level of participation in the PHC project area 
from 69 percent (38 villages) to 75 percent (42 villages). Substantial progress toward these 
targets has been made. Of these, 41 villages (71 percent), have identified their problems, 
drawn up plans of action, and started implementation by becoming actively involved in 
community-based PHC. 

A village is classified as actively participating or involved when: 

* 	 problems have been identified and prioritized by village residents; 
* 	 a Plan of Action to address the priority problems has been drawn up; 
* 	 at least part of the Plan of Action is being implemented; 
* 	 CBHC/PHC leadership has been identified and is working; 
* 	 at least 40 percent of the families in the village are involved in the ongoing CBHC 

activities. 

PHC Organizational Structures 

MPHC ensures that village organizational structures evolve independently -- each village 
decides which organizational structure might best address their community needs. Two 
distinct organizational structures are currently in operation, the Village Health Committee 
(VHC) and the Project Implementation Committee (PIC). The VHC deals with activities 
on the village level and the PIC deals with issues within a broader locational jurisdiction. 

MPHC has designed training for Village Health Committees (VHCs), Parent Teacher 
Associations (PTA), women's groups, and other community structures engaged in 
PHC/CBHC. The reason for training village level organizations is to make information 
available to the decision makers at the PIC level. Five of the seven sessions have been 
completed. 

At each PHC location, a PIC is organized and chaired by the village chief. PIC membership 
is drawn from village representatives, extension workers, politicians, and others. The PIC 
draws up plans, mobilizes resources, oversees implementation, and increasingly takes on the 
role of PHC monitoring and assessment. Each of MPHC's three project locations now has 
an active PIC. 

Currently, each of the three PICs has systems and structures in place, and at least 30 percent 
of the community-based structures, such as schools, PTAs, and women's groups, will be 
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generating information for PHC/CBHC activities by the end of 1993. 

The challenge of involving women at the PIC level has not yet been met because of cultural 
barriers and low literacy. There are only one or two women at this level, who are 
government extension workers. MPHC will continue to work with the communities to 
overcome such barriers to women's participation, however, this is a slow process. Women 
are active at other levels such as health education, improved food production, and water 
source protection. Data on female participation at the village level is being compiled. 

Developing Capacity and Skills in the Community 

MPHC views training as a crucial factor influencing the long-term sustainability of PHC 
projects. The six-month (January 1993-June 1993) targets were to train 50 community
members for Safe Motherhood, 5 extensions workers as TOTs, 26 persons for community 
based drug distribution and 7 sessions of PHC/CBHC training for PTAs, VHCs, women's 
groups, and so on. 

Safe Motherhood. Both MPHC and UNICEF are involved in providing training for Safe 
Motherhood. The programs are similar, but MPHC's Safe Home Delivery (SHD) program 
was the first of its kind in the region. MPHC is hoping that by increasing the number of 
trained birth attendants at the village level, prenatal care will improve. Consequently, an 
improvement in Safe Home Delivery (SHD) will have a positive impact on the health of the 
target population. Sixty-seven villagers have been trained in Safe Motherhood since the 
beginning of 1993, exceeding the six-month target. 

Extension Workers and TOTs. Three out of the five extension workers targeted have been, 
trained as trainers as of June this year. 

Community-Based Drug Distribution. Nineteen of the 26 workers were trained for drug
distribution. CBDD training for the remaining villagers will continue. 

School Health. PHC education activities have been implemented in all the 26 primary
schools and 2 secondary schools in the project area. Fourteen additional schools were 
targeted for additional programming and those training sessions completed. MPHC has 
developed expertise in this area, so much so that it led, with AKHS,K, an RNP workshop 
on Health Through Schools, in August 1993 at Karachi. All RNP members participated in 
this workshop, including Junagadh PHC, Sidhpur PHC, AKCHP Dhaka, AKHS Pakistan, 
as well as other non-AKF affiliated NGOs. They will be using the lessons learned from the 
MPHC experience to improve and expand their own school health programs. 

A summary of targets and achievements for this reporting period is shown in Attachments 
2 and 3. The variance in the numbers trained in each category has been for two reasons. 
First, participation in the sessions is voluntary and therefore cannot be enforced. Second, 
it seems that enough people do register, but when the actual training is scheduled, more 
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important issues such as food and water shortages, illness. and fmlyemergenpesc'iprevenV
 

them from participating. s and f emergenciespre 

PHC Service Delivery 

Maternal and Child Health. The objective for the 1993 calendar year is to maintain child 
immunization coverage through the second year of life above 75 percent. So far, 82.2 
percent of the children aged 12-23 months have been fully immunized. TT targets were to 
be raised to 85 percent. However, there has been a decrease (from baseline) in Tetanus 
Toxoid coverage for pregnant women to 78.1 percent. According to AKFs standardized 
indicators, a woman is fully immunized against tetanus when she has received two IT 
injections. The project has continued to use these criteria to judge T' coverage. However,
different organizations, including the Ministry of Health, have different criteria. Because 
some of their data is used in reporting, it has been difficult to assess IT coverage, a fact 
that may, in part, explain the slight decrease. 

Most of the immunization services are provided by the government's static units, but the 
project complements this effort through three mobile clinics at Mazeras, Mtaa, and Mwabila 
village. Sixteen out of the 18 mobile clinics were held by June 1993. It is estimated that the 
project provides 20 to 30 percent of the MCI- and FP clinical services in these villages.
However, all the information, community education, and training activities for MCH and FP 
services in the project area are provided by MPHC. 

Family Planning. For the 1993 calendar year, the overall FP target is to have at least 25 
percent of the women or their spouses use a reliable method of family planning. In the 
project areas, use of modern FP methods is among the lowest in the country. Although
MPHC had planned to improve the use of FP by increasing the number of service outlets, 
concerns about the feasibility and potential impacts of this approach were raised. As a 
result, MPHC has been conducting focus group discussions on FP with community members. 
At least four sessions per village are conducted with the following target groups: males over 
age 35; males ages 15-35; females over age 40 with no child under age 5 years; and females 
ages 15-40. The project team has developed FP training modules for use at the village level. 
Five out of the targeted 15 sessions have been completed for this year. 

Discussions at have shown that men makeFP meetings generally final child-bearing
decisions. The men in the project area have limited access to FP information, education, and 
services and have vague ideas about modern contraception, largely through rumors. They
however, have been generally positive about FP but have many unanswered questions.
Women, on the other hand, seem to know more about modern FP but lack support from 
their spouses. 

A recent survey showed that 77.6 percent of women of childbearing age could name at least 
one family planning method. This is a marked improvement over 36.8 percent: from .the 
baseline survey in 1989. Unfortunately, only 16.9 percent of the women questioned actually 
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used a reliable family planning method. This demonstrates that cultural norms will change
slowly, and points to a greater need for education programs for both men and women. 

Nutrition and Growth Monitoring. Growth monitoring is conducted at mobile clinics and 
village or school-based growth-monitoring sites. The number of monitoring outlets involved 
in regular growth monitoring and nutrition education has increased from 3 sites in 1988 to 
19 sites, including 12 schools, 4 villages and 3 dispensaries, in addition to 3 mobile clinics. 
Children below the age of 2 years have not bezn weighed consistently. The statistic that uses 
four weighings per year as a benchmark has declined in the past year, from 61.5 percent in
1990 to 40.6 percent in 1992. This decline is due to the failure of mothers to use the 
monitoring services offered because of the very difficult economic and physical conditions 
that prevailed in the project area through most of the year. Nutrition status has remained 
poor over the period, with 40 percent of children between 0 and 59 months classified as 
underweight. MPHC has currently drawn up plans and implemented projects that strike at 
the heart of malnutrition -- introducing simple, efficient agricultural technology on trial farm 
plots and improving access to water. This suggests a shift in emphasis from PHC services 
to broader health systems that address issues of malnutrition and access to safe water. 

Curative Services. Minimal curative services are offered at mobile clinics. Most of the 
community-based curative care is provided by community-based drug distributors who were 
trained in October 1991. The CBDD program was established to improve home-case 
management of common health problems. This includes prevention and control measures. 
Information on the success of the CBDD program is being compiled and reviewed. 

For a summary of progress on key service indicators. (See Attachment 3) Many variances 
can be attributed to the economic and climatic conditions prevalent in the project area over 
the year. Decreasing cash-crop prices, coupled with decreasing yields because of drought,
have significantly eroded the economic base of this region. In addition, stringent structural 
adjustment measures, and the fact that aid to Kenya has decreased, led to a rapid increase 
in the cost of living and unemployment. Service decreases in PHC and curative care can 
be explained by the fact that two mobile clinics were not dispatched because of impassable 
roads, and project transport difficulties following. 

Staff Enhancement Training 

Staff development is seen as an important ingredient in providing an efficient PHC delivery
system. The following staff and management enhancement programs have been carried out 
since June 1992. 

All technical staff, including seven TOTs, attended a two-day Management and 
Leadership workshop.

* All technical staff received an introductory course in Participatory Rural Appraisai 
(PRA). 

* The Project Manager, Public Health.Officer (PHO) and. Assistant .Information 
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Officer attended the introductory course on Epidemiology in Nairobi.
 
The Project Manager attended a Community Based Development Course at ASEAN'.
 
Institute for Health and Development (AIHD), Mahidol University, Bangkok.
 

Water, Sanitation And Environment 

The baseline survey and the health needs priority list both point to the need for safe and 
accessible to water. Water sources for the project area are mainly polluted rivers and ponds 
which often dry up during the dry season, forcing families to travel long distances in search 
of water. Many of the health problems mentioned by the community in their priority list are 
related to the limited availability of water and, more specifically inadequate sanitation. 

Many households in the project area do not have adequate human waste disposal methods. 
The most common method used is the pit latrine. During the rainy season, the latrines have 
a tendency to collapse, owing to their poor construction and the nature of the soil. 
Therefore, the need for adequate water and sanitation is something that MPHC has been 
aware of but could not exactly quantify until the appropriate data on water use and access 
was collected and analyzed. 

Water and Sanitation Survey. A water and sanitation survey was conducted in June 1992 
and covered villages along the proposed Kasemeni-Miyani pipeline and Kaphingo-
Mavirivirini pipeline. Results show that the majority of the people living in the project area 
take anywhere from less than 15 minutes, to 30 minutes, to collect water during the dry 
season. Only in the case of Kasemeni does the water collection take more than 30 minutes 
per day. The implications of this study are being reviewed. 

Water, Pipelines. Tanks and Latrine. This year's target was to lay 17 km. of water pipes and 
construct 13 demonstration latrines. To date, 13.5 km of pipeline have been laid. Because 
of the increase in the cost of living, the community has found it hard to raise funds to 
support the technical experts in the field. After repeated efforts, the National Pipeline 
Corporation recently authorized the connection to the main pipeline. 

Out of the 10 demonstration latrines targeted for 1993, seven were completed as of June 
1993. The objective for the demonstration latrine is to reduce morbidity caused by diarrhea, 
bilharzia, and intestinal worms by improving human and household waste disposal. 

Having completed the six roof catchment water tanks and realizing that they only provided 
water for around three to four months of the year, MPHC is currently undertaking water 
pan improvements to enhance current water sources. No more roof catchment water tanks 
are planned. 

The dam was built in the 1950s and normally serves four villages. In the past,Mtaa Dam. 
small projects on the dam have been initiated by MPHC and carried out solely by the local 
community. However, silt buildup has reduced its output capacity. Most of the work done 
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on the dam has not ameliorated the situation. The desilting and re-embankment ofthe Mtaa 
Dam, an expensive but necessary activity, is currently not part of MPHC's plans. The project 
may consider a role in the dam's rehabilitation as part of its strategy in Phase IlI (after June 
1994), if other agencies do not undertake this activity. 

Strengthening MIS 

As a result of the 1992 survey on appropriate health indicators for CBMIS, 16 CBMISs were 
targeted for 1993, and 11 have been put in place. The implementation of CBMIS has been 
slower than targeted. This is partly attributed to low levels of literacy. Other experiences 
point to cultural differences in how information is recorded, processed, and communicated. 
Realizing this, the project team is using Participatory Rural Appraisal (PRA) methodology 
in this undertaking. Anecdotal evidence from the field has suggested that women have 
shown more interest than men. 

Diarrhea and Malnutrition Study. MPHC received a small grant from the African Medical 
and Research Foundation's (AMREF) Health Education and Behavior Department to 
conduct an in-depth study of community-level understanding and management of diarrhea 
and malnutrition. The study began in March 1992 and was recently completed. Various 
signs of dehydratioi were mentioned by mothers, such as sunken eyes, limb collapse, skin 
pinch, dry mouth, a,,d so on. However, 20 percent of the mothers were unaware of any 
dehydration symptoms. MPHC is still developing a plan of action to deal with the results 
of this survey. MPHC recently received a grant of US $4,600 from CEDPA which will be 
used to conduct a follow-up study on Home Case Management of Diarrheal Diseases. 

Household Survey. MPHC has also completed a household survey of the area, recording 
the following information: 

names, sex, and age of the head of the household; 
* residents of the household by name, sex, and age; 
* date of birth of all children under five years in the household; 
* births which occurred in the household for the 1992 year; and 
* deaths in 1992 by age and cause. 

Local people from the villages were involved in data collection. It is estimated that 5-7 
percent of the households were not covered, because of the unavailability of a household 
member despite repeated visits in the span of a week. 

Mortality data were hard to collect. Because of cultural considerations, villagers resist giving 
the MPHC information about deaths. Most of the under-reporting occurred in the areas of 
child mortality. MPHC is still processing this data. 
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Performance Constraints 

Since the last annual report, there have been numerous problems in the MPHC project area 
that have hindered progress. The most striking problem has been the economic performance 
of the region. In the wake of a structural adjustment program and falling agricultural prices,
household-level purchasing power and investments have weakened further. The economic 
situation, coupled with drought and consequent food shortages, has adversely affected 
families. 

Families have been unable to meet basic needs, such as food, education, health care, and 
so on. Increasing burdens have been put onto women to collect water from distant sources,
markedly decreasing the amount of time they could spend improving the living conditions 
of their children and their families. 

To further aggravate the situation, one project vehicle was stolen, while the others suffered 
from continual breakdowns. In addition, two mobile clinics were grounded because of 
impassable roads. This severely hampered project workers from achieving their targets. 

Other constraints include literacy problems in establishing the CBMIS, seed shortages at the 
Kenya Grain Grower's Cooperative Union, approval delays by the National Pipeline
Corporation for connecting to the Mombasa water mains, and lack of local fundraising 
activities to support water-related projects. 

Budgetary Issues 

Because MPHC covers a large portion of the Kenyan coastline, transportation is of the 
utmost importance in providing targeted services. The project's Toyota Land Cruiser was 
stolen early in January 1993, and the four-year-old Land Rover suffers from mechanical 
problems frequently. Thus, MPHC has failed to meet some of its targeted services and 
consequently its budget has been underspent. In addition, the continuous devaluation of the 
Kenyan shilling has caused a significant net dollar savings in the budget. 

The vehicle must be replaced if PHC services are to be continued at previous levels and if 
planned targets are to be reached. The funding for the vehicle will come partially from 
AKHS Kenya's insurance, which will not cover the full replacement costs, and from a 
portion of the underspent budget. AKF USA proposes that the remainder of the savings be 
allocated to: 

* a study which will attempt to identify income generating activities that might help 
generate local incomes to invest in and sustain PHC services in the Coastal region
of Kenya. Technoserve, a U.S. PVO with experience in small-scale enterprise and 
economic development in Kenya, has agreed to undertake this study through its 
Kenya branch; and 
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* 	 the promotion, distribution, and dissemination of materials produced under the PHC 
MAP. The budget for these activities had been reduced earlier because the total 
funding available from A.I.D. under the Matching Grant was considerably less than 
the amount which AKF had requested. 

4.2 	 Aga Khan Community Health Programme (AKCHP): Bangladesh 

Overview 

During this reporting period, AKCHP continued to fine-tune its urban PHC program. (See
Attachment 5) Efforts have been made in strengthening training capability, further 
developing an effective and efficient health information system (HIS), addressing difficult 
issues in community participation, facing new problems in the service delivery system, and 
developing research capability for promoting a sound and scientific approach to issues 
evolving around urban health and development. New ideas and innovations in various 
components of the project meant that the program has operated in a proactive manner to 
address health needs in the slums of Dhaka. Finally, a continuous effort was made to 
diversify AKCHP's financial resources for future funding of the project. 

In AKCHP's plan of action, immunization, routine health check-ups and first aid facilities 
were included as service priorities for 1993. Year-round health education on hygiene,
nutrition, common infectious diseases (diarrhea, pneumonia, and skin conditions), and 
environmental health will be included as the major health education activities for 1993. 
Hygiene education, ensuring safe water, and installing sanitary latrines are other activities 
planned in 1993. 

Community Mobilization and Participation 

Initiatives. AKCHP organized a one-day workshop on February 15, 1993 to discuss 
community participation in its two experimental areas, Khilagaon and Bagicha. In these two 
communities, AKCHP is attempting to maximize community participation by involving highly
motivated groups of young community activists in the provision of community-based PHC 
services. The objectives of the workshop were to: (i) review the present status of 
community participation in these areas; (ii) examine community participation in accordance 
with World Health Organization (WHO) guidelines; (iii) identify problems faced by the 
volunteers and their solutions; and (iv) develop an action agenda for 1993. The 
Visualization in Participatory Program (VIPP) method, introduced by UNICEF in 
Bangladesh, was used in the workshop to ensure maximum participation and to provide
instantaneous and interactive feedback on workshop proceedings to participants. 

This year, the community volunteers continued their Expanded Program of Immunization 
(EPI) and vitamin A capsule (VAC) distribution activities. Volunteers also actively took 
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part in the national EPI workshop in November 1992. They distributed car stickers and 
organized a rally carrying placards with EPI messages. 

Female volunteers played an active role in targeting women for Tr immunization. With the 
help of AKCHP, they made household visits to motivate women, especially unmarried 
women and students, for Tr immunization. The volunteers distributed Vitamin A capsules 
to all one through six-year old children in their locality. 

B.gi.ha. In Bagicha, the volunteers decided to conduct a survey to find the VAC and 
immunization coverage rates in their area. They developed a data collection form and 
started the survey. However, because zome of the more active female volunteers moved out 
of the project area, the survey has not yet been completed. Plans for completing the survey
and recruiting additional volunteers are under way. 

Volunteers in Community Participation. AKCHP has made the following observations about 
volunteers in CBPHC: 

" 	 Volunteers are instrumental in developing the necessary awareness for promoting 
community participation among local people. 

* 	 They are good points of contact in reorganizing and orienting existing social 
organizations into health promotion activities. 

* 	 They are instrumental in mobilizing resources from the community for primary health 
care activities. 

* 	 The volunteers, with support from local NGOs, can continue as agents for local 
health awareness-building and perform minimum preventive health care activities 
such as immunization, VAC distribution, and periodic social wnohilization activities 
related to health (e.g. organizing a rally, street campaigns, attending workshops, etc.), 
without any remuneration. 

Problems Associated with Volunteers. AKCHP has observed the following problems about 
using volunteers in CBPHC: 

* 	 Lack of pay reduces volunteers' incentives to continue their services. 
* 	 Elderly people in the community do not see voluntary work as a useful way to build 

a career, and as a result, they discourage their children from taking part in 
volunteerism. 

" 	 Female volunteers are criticized by their families and the community if they work 
with male volunteers. 

* 	 The high volunteer turnover rate is compounded by the difficulty in finding 
replacements. 

* Communication among volunteers is poor and needs to be strengthened. 
* There is a tendency toward less follow-up by AKCHP on volunteer activities. 
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Irrning. Training continued to be one of AKCHP's, major primary health care activities. 
(See Attachments 7 and 10) Curriculum development, extension of TBA training to other 
NGOs, and materials development were the major activities during this reporting period.
At the same time, Community Mother Volunteer (CMV), TBA and schoolteachers' training 
continued. 

Three training brochures have been developed and circulated to various institutions. The 
brochures are on Schoolteachers' Training, CMV Training, and CHW Training. A special
brochure on TBA Training has also been developed and distributed. 

This period was highlighted by the School Health Workshop, the International Training
Course on Primary Health Care, the course on Epidemiology and Biostatistics at AKCHP,
and TBA training. Several training sessions were conducted for other NGOs. AKCHP thus 
became an NGO which proved its capacity to provide training on a fee basis to other 
organizations. 

CMV Training. One CMV basic course was organized during this period to replace
volunteers who had dropped out. Fourteen CMVs participated. As a result, the total 
number of active volunteers is now 143. Seven CMV refresher courses were organized for 
67 CMVs. Six CMV meetings were organized, with 133 CMVs participating. 

Schoolteachers' Training. The schoolteachers' curricula were completed. Pre- and post-test
questionnaires were developed, and 52 schoolteachers in 5 different schools were trained. 

Health Education. A total of 1,159 students received health education in 12 different 
schools on the subjects of hygiene, immunization, ARI, and diarrhea. Health education for 
mothers in the communities was initiated this year by the CHWs and the CMVs in the areas 
of nutrition, ARI, diarrhea, environment, hygiene, prenatal and postnatal care, and first aid. 
The discussion on diarrhea was particularly relevant, as an epidemic broke out in December 
1992. (See Attachment 8) 

Community Health Workers Training. A needs assessment for CHW training needs was 
completed in March 1993 using the VIPP method. The following CHW training needs were 
identified: (i) hypertension; (ii) ARI; (iii) family planning; (iv) supervision; (v) prenatal
check up; (vi) overview of PHC (history, background, strategy, principles, etc.); and (vii)
developing presentation and public-speaking skills. Instruction on the above topics will be 
initiated in the next quarter. 

PHC Service Delivery: Clinics 

Strengthening Services. During this reporting period, the Health Information System (HIS),
formerly called the Management Information System (MIS), worked to finalize a newly
computerized PHC information system, design forms for various PHC activities, and analyze
data for reports. The HIS is a first of its kind for PHC in Bangladesh. This unique system 
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will be able to provide all the required health indicators for the communities served by
AKCHP at any point in time. The data base will also be used for providing feedback,
monitoring progress, and conducting relevant operations research. 

Satellite Clinics. During this reporting period, satellite clinics were facing problems arising
from the dynamics and instability of community organizations. As these satellite clinic sites 
are donated by the communities and community organizations, any changes in the 
organization's leadership, management, or locale may affect the operation of these satellite 
clinics. For example, the clinic in South Shajahanpur had to be moved from its previous
location. The clinic property had been donated by the Railway Diploma Engineers Samity.
They asked for funding from AKCHP in order to renovate their premises for more space.
Unable to oblige, AKCHP was forced to move the clinic to a nearby club, the Meetaly
Bahumukhi Samabaya Sangstha. Because of the close proximity to its previous location,
however, patrons have not been inconvenienced by the relocation. 

In the last reporting period, several of the problems (lack of furniture, local politics, inability 
to function daily) of the Nabarabi satellite clinic were mentioned. AKCHP field workers 
found an alternative location on the premises of Pabna Samity, a local voluntary" 
organization. The new clinic was opened in December 1992. 

The Gonoshikha satellite clinic is located in a school for adult literacy. Financial strains of 
the latter forced them to impose rent obligations on the AKCHP clinic. Because AKCHP 
was unable to accommodate their financial demands, the AKCHP clinic is in the process 
of searching for an alternative site. The other satellite clinics at Bijoy Nagar and North 
Shajahanp-ir are running well. The Central Health Clinic is being maintained with 
minimum inputs, mainly as a referral center. 

Acquired Immunodeficiency Syndrome (AIDS). Building public awareness about AIDS is 
an initiative AKCHP is trying to incorporate into its PHC programs. AKCHP is also 
cooperating with other agencies in this regard. Sessions on AIDS with the clinic teams are 
planned for the upcoming quarter. Recently, ICDDR,B has taken steps to implement 
programs and distribute materials on AIDS. AKCHP is also collaborating with the 
Voluntary Health Services Society (VHSS) and the Christian Commission for Development 
in Bangladesh (CCDB) on AIDS-awareness activities. 

Patient Fees. Because of the increase in service charges instituted in January 1992, a fee 
policy was articulated and circulated to the satellite clinics and the community. No charge
will be taken for EPI immunization for registered or nonregistered families. If the clinic 
team determines that a patient is unable to pay fees because of extreme poverty, the patient
will be given clinical services regardless of his ability to pay. Nonetheless, every attempt will 
be made to earn at least partial service fees to cover a higher proportion of costs. 

A comparative analysis was conducted using the rate of fees, the number of clinic days, and 
the money earned as fees for service in 1991 and 1992. The results showed that the increase 
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in clinic fees did not negatively affect attendance. Rather clinic attendance increased by 3.2. 
percent, while revenues from fees increased by 34 percent. (See Attachment 9) 

Post-Transition Diseases: Hypertension. Hypertension was chosen as a case study in post
transition diseases. A prevalence survey was conducted and a strategy was outlined. The 
primary objective of the study was to identify strategies for decreasing morbidity and 
mortality related to hypertension. The study yielded substantial outputs. AKCHP 
established a referral network with the Bangladesh Society of Hypertension (BSH). AKCHP 
also succeeded in developing health education messages related to hypertension. The study
simultaneously allowed for training AKCHP workers in blood pressure measurement. 

Materity Care. A register is now maintained for keeping track of pregnant women's
scheduled visits. The pregnant women's visit information is given to the field wor!ers. This 
feedback system was introduced to increase mothers' visits to the clinic during pregnancy.
Referral of high-risk pregnant mothers to secondary care has been strengthened during this 
period. (See Attachment 11) From July 1992 to June 1993, 62 high-risk pregnancies were 
referred to different hospitals. (See Attachment 12) A total of 1,868 pregnant mothers and 
72 postnatal mothers were seen in different clinics during this period, and 102 referrals for 
pregnancy-related problems were made. (See Attachment 13) 

In the upcoming quarter, all new pregnancy cases will be encouraged to go to the clinic for:. 
urine tests for detecting sugar or albumin, and each will be urged to go to the clinic once 
per trimester. CHWs, CHOs, Field Supervisors and clinic teams have been trained for these: 
tests. 

Maternal Nutrition. The CHWs have been trained on the measurement of arm 
circumference for evaluating mothers' nutritional status. Data on maternal nutrition have 
been collected and are being processed. A report will be prepared in the upcoming quarter. 

Safe Delivery. A protocol was initiated to find reasons for unsafe delivery. In addition, a 
protocol on delivery costs was started in January 1993, which will be used to document and 
analyze delivery expenses. 

ART. ARI interventions were instituted in the clinics in January 1993. All physicians and 
workers have been trained in the treatment and management of ARI according to WHO 
guidelines. Data on ARI have been analyzed and shared with WHO, UNICEF, and the 
ARI directorate of the Government of Bangladesh (GOB). During this period, 664 children 
under five years attended the satellite clinics, of which 225 came for ARI treatments. 

Diarrhea Curriculum. AKCHP has been working closely with the National Control for 
Diarrheal Disease Programme (NCDDP) in developing a national curriculum for diarrhea 
control designed for health workers. AKCHP's flip charts and messages were used 
extensively in designing these materials. 
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EPI Disease Surveillance. New cases of EPI diseases are reported monthly by the Field 
Supervisors. Quarterly reports are sent to the EPI director. The first National EPI Week 
was observed from September 26 through October 1, 1992. AKCHP's nine years of 
experience in managing a community-based urban PHC program was shared with the EPI 
Directorate, UNICEF, and WHO. 

PHC Service Delivery: Field Activities 

Field Problems. Community health workers have been facing problems in their service 
areas. Monthly eviction and slum demolition policies hinder the workers from providing
consistent services and locating households. Migration into other slum areas has become 
a factor for volunteer and TBA drop out. The growing number of working women has also 
had some negative impacts on AKCHP's activities. The absence of women in the home 
makes it difficult for the CHWs to visit mothers and their children. 

Maternal Care. Monthly TBA and CMV meetings have strengthened the maternity care 
activities sponsored by the workers. A total of 496 TBAs attended 30 meetings held over 
the duration of the reporting period. These activities have increased interest among TBAs. 
A TBA identification survey was conducted and completed. Currently, there are 210 TBAs 
working in the AKCHP areas. CHWs and Community Health Organizers (CHOs)
continued providing active care and liaison (nutrition education, motivation for TT and 
clinical visits) at the household level to pregnant and postnatal mothers. Clear links 
between clinic visits by pregnant mothers and care in the field have been established. 
Criteria for determining high-risk pregnancy were also developed. A high rate of TT 
coverage of pregnant mothers (99 percent) has been maintained. The incidence of TBAs 
providing birth information within 72 hours has also increased from 33 percent to 50 percent
during this period. Despite all these efforts, pregnant mothers' attendance records in 
satellite clinics for prenatal checkups still remain poor. Reasons for these poor attendance 
trends will be explored in the upcoming quarter. 

The prenatal card has been reviewed and necessary changes have been made. The new card 
was field tested and has been in use since April 1993. Postnatal surveillance was introduced 
in maternity care during this period. It will provide information about postnatal morbidity 
in the population. 

Childhood Nutrition. During this period, 10,650 children were weighed for growth
monitoring. Relevant growth promotional activities (nutrition education, referral, etc.) were 
carried out during the growth monitoring session. (See Attachment 14) Because of the high
prevalence of malnutrition, mothers and children were invited for monthly evaluations. The 
children were weighed and clinically examined while mothers were interviewed. Mothers 
were counseled on feeding. AKCHP also participated in developing a booklet on nutrition 
and breast milk with the Programme for the Introduction of Contraceptive Technology
(PICT). AKCHP has also begun to collect and analyze data on breastfeeding practices to 
evaluate the feeding practices for children under three years old. 
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Immunizatn. Beginning in January 1993, the target group for childhood immunization in 
the AKCHP area became children up to one year of age. This has been decided by the 
national EPI Directorate. During this period AKCHP continued its usual immunization 
activities, maintaining a high immunization coverage. AKCHP runs 40 immunization 
sessions in 23 clinics per month. Of them, 14 are fixed centers and the rest are mobile 
camps. During this period, 41 children received Oral Polio Vaccine (OPV) zero within two 
weeks of birth while 177 received OPV four (one dose of OPV with measles vaccination).
The high coverage (97 percent) of TI immunization during pregnancy has been maintained. 
No case of neonatal tetanus has been reported in 1992. AKCHP thus achieved one major
goal of EPI, which is the virtual elimination of neonatal tetanus by 1995. 

VAC distribution to children one to six years old continues and has been maintained at 99 
percent. During this period, VAC strategy was reviewed and decisions regarding 
supplementation during the postnatal period and illness were made. 

Water. Sanitation. and Environment. A survey was conducted to gather baseline 
information on water, sanitation, and environment. The findings of the water, sanitation, 
and environment survey were shared with CARE for future development of a joint
sanitation program in the Dhaka slum areas. In a second collaboration, AKCHP and 
ICDDR,B joined to initiate a study on childhood defecation practices in Dhaka slums and 
develop strategies for promoting better health practices with children. 

Community deliberation and contributions led to the installation of a tubewell in Hussain 
Bastee in ward 60 of AKCHP area. The community provided the funds while the Adventist 
Development and Relief Agency (ADRA) supplied the hardware. Two individuals, 
nominated by the community, received training and instruction on the maintenance of the 
tubewell. 

Operations Research 

AKCHP, through its PHC services, has been collecting demographic, disease occurrence, 
and nutritional status data on its target population. (See Attachment 4) These data are 
collected from 26,311 urban poor, living in 5,231 households in the Wards 60 and 62 of the 
Dhaka City municipalities. The data are collected by trained staff using carefully designed 
methods to ensure quality. After collection, the data are entered into a computerized 
management information system for purposes of monitoring the field work of various health 
workers, periodic evaluations of progress, and analysis of data for research. 

The above-mentioned HIS allows for various epidemiological and operations research 
activities in an urban setting. Since January 1992, an internal research group of junior
trainee investigators under the Project Director has been responsible for the execution of 
research initiatives in different areas, including: acute respiratory tract infections; low 
birthweight; nutrition in pregnant women; water, sanitation, and environment; surveillance 
of infectious and communicable diseases which can be prevented by vaccinations; reasons 
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for which people drop out from scheduled courses of vaccination; safe delivery,by TBAS;
quality of services; determination of causes of death by verbal autopsy; and the sustainability. 
of PHC programs. 

Staff Development 

Several measures were taken under the staff development program during this reporting
period. A core of qualified, multi-disciplinary instructors provides training. A number of 
staff members were sent abroad as well to attend training courses, workshops, seminars, and 
meetings. In-house presentations were also an integral part of staff development strategies.
AKCHP organized an international training course, 'Trainers for Trainees (TOT)," under 
the aegis of the RNP. It was designed to help people better understand the concept of 
PHC. Similarly, AKCHP also organized a 15-day course on "Epidemiology and Biostatistics" 
for the Essential National Health Research (ENHR). Several training materials were 
developed and circulated. 

Sustainability 

AKCHP has started a pilot program in the slum area of Bagicha of Motijheel Thana of 
Dhaka City. The objective of the project is to empower women by enhancing their 
functional education, providing training on PHC, and improving their access to credit for 
income generation activities. Part of the income produced through these income generation
activities will be used to develop a collective fund for PHC services and thus will contribute 
in part to the population's economic ability to demand PHC services and to longer-term
sustainability of the PHC program. Five women's groups have been formed, and training
to improve the members' functional education has begun. Savings have been generated
through weekly subscription fees. Some PHC activities, such as health education and VAC 
distribution, have begun. 

AKCHP has successfully begun to diversify its funding resources beyond AKF, and has 
developed strong collaborative relationships with other local and international NGOs and 
PVOs, as well as the GOB. In October 1992, a proposal was submitted to the Danish 
International Development Agency (DANIDA) for project funding (1993-1995). In May
1993, the Counsellor of the Royal Danish Embassy visited AKCHP. Upon the counselor's 
departure, a consultant was appointed to provide an appraisal which was then submitted in 
June 1993. Prospects for funding appear hopeful given the positive assessment AKCHP 
received in the appraisal report. 

4.3 Urban Primary Health Care Program (UPHC: Pakistan 

Overview 

In 1983, a five-year PHC project was designed by the Aga Khan University/Depament of 
Community Health Scien'es (AKU/CHS) to address he ,iss s of .uman resources 
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development and health systems development. The project has developed a series of PHC 
modules in the urban squatter settlements (katchi abadis) and other low-income settlements 
of Karachi. (See Attachment 15) Each module serves a population of about 10,000. The 
primary beneficiaries are mothers and children because they are the most vulnerable group
in the population and are at the highest risk of morbidity and mortality. The modules of 
primary health care in the katchi abadis are designed to provide effective and affordable 
services and to serve as prototypes for PHC systems that could be replicated by municipal
and provincial Governments. In addition, these field sites provide training for AKU's 
medical and nursing students and trainers in community health. 

The guiding principles of these prototypes are related to WHO's goal of Health for All: 
that health care should be available, affordable, accessible, and acceptable to all. In 
addition it should be relevant and appropriate to the major health problems of the area and 
be a part of the total human development. These are reflected in the overall program 
design. 

Five PHC modules follow the AKU design of community-oriented PHC program. These 
are the modules in Orangi, Chanesar Goth, Grax, Essa Nagri, and Azam Basti. The PHC 
components currently being implemented at these five field sites are immunization, growth
monitoring, prenatal care, management of diarrhea, health education, family planning, basic 
curative care, school health programs and training of TBAs. Interventions for ARI, drug
abuse, and childhood disabilities are also being introduced in phases. 

The PHC module in Baba Island is explicitly community-managed. This is a departure from 
the earlier five sites. Since September 1988, one Community Health Doctor, one 
Community Health Nurse, and a Community Organizer have been collaborating with 
members of a local. NGO, the Fisherman Welfare Association, in identifying problems and 
in developing the PHC program. 

Another PHC module is in a middle-class area, Karimabad, and emphasizes health 
promotion and disease prevention in a community that already has well-established curative 
services. In collaboration with the community and the local health care providers, the 
project aims to: (i) develop mechanisms for early identification of risk groups; (ii) improve 
awareness of existing diseases; (iii) bring about appropriate behavioral changes in the 
attitude and practices of the population; and (iv) improve understanding among area health 
care providers of diseases and the methods of prevention. 

Overall Progress and Achievements 

The primary indicators of young child mortality, IMR and U5MR, have decreased 
substantially between the baseline surveys and the current report. Decreases have been 33 
percent and 25 percent for IMR and U5MR, respectively, on average for the five field sites. 
These decreases have been achieved at the cost of about Rs. 93 ($3.70) per person (using
total population in the project area as the denominator). The fact that such extensive 
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mortality reduction has been achieved consistently among several communities at costs 
affordable in Pakistan represents the development of prototypes that could be important for 
government and other NGOs. 

Child Mortaliy. (See Attachment 16) Data from the field sites suggest that the decrease 
in mortality rates seen over the past few years may now be leveling off. UPHC's emphasis
has now shifted toward maintaining this rate and developing strategies to deal with the 
highest risk cases. This shift is further provoked by recent data showing a slight increase 
in IMR over the past year. The average IMR of the five field sites, which had decreased 
over a period of three years (1989-91) to 63.8 in 1991, has now risen to 73.8 infant deaths 
per 1000 live births in 1992. The U5MR followed a similar pattern, with a rise to 97.5 from 
83 under 5 deaths per 1000 live births recorded in 1991. The pattern of decrease was more 
or less similar in all the field sites. The major causes of under five deaths still continue to 
be diarrhea, malnutrition, low birthweight (LBW), and ARI. Further analysis of the 
mortality data is under way. 

This regression in IMR has given rise to speculation regarding a "residual mortality". The 
department is currently laying emphasis on the identification of the causes of stagnating
improvements in mortality levels, as well as strategies to deal with this trend. This may be 
an opportunity to review programmatic focus vis-a-vis health related issues such as 
sanitation, safe drinking water, and literacy. The collaboration of CHS in the PHC Macro 
Project with the Karachi Metropolitan Corporation may help in addressing these problems. 

Immunization. Immunization continues to be a successful program component.
Immunization coverage from July 1992 targets infants in order to determine whether the 
program is working well. Of the infants in the combined field sites (except Baba Island),
75 percent are either completely or appropriately immunized. A major achievement has 
been the high proportion of married women (89 percent) with at least two doses of tetanus 
toxoid. The current status of immunization of women and children is presented in 
Attachments 17 and 18. 

Immunization clinics are held once a week in all PHC field sites. Initially, all teams 
targeted children under five, in addition to married women in the 15-49 year age group.
Since July 1992, the target group for children has changed from under-fives to infants. The 
reason for the change in the target group among the pediatric population is to determine 
whether newborns are being immunized according to the recommended age schedule from 
the Expanded Program for Immunization (EPI). However, other children requiring 
immunization are also encouraged to attend this clinic. 

Birthweight Monitoring. With the exception of Orangi, the percentage of newborns weighed
within 48 hours of birth is steadily increasing. Overall, the percentage has increased from 
53 percent in the quarter October-December 1991 to 64 percent in the period July-
December 1992. As the percentage of children weighed increases, the proportion of 
newborns with low birthweight is decreasing. 
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Nutritional Status. (See Attachments 19 and 20) Nutritional status of children under five 
has remained more or less stable over the past three years. Essa Nagri and Grax were the 
only two field sites in which the nutritional status of children seems to have improved
slightly. The larger increase occurring in Essa Nagri where the percentage of children in the 
normal category has increased from 58 percent in December 1991 to 61 percent in 1992. 

In all field sites more emphasis is being given to the indicator "change in weight" rather than 
nutritional status, as it helps to identify the children with faltering growth. All teams have 
started intensive follow-ups of those children who are either losing weight or not gaining
weight, and each site has developed a visual growth monitoring system to aid in this follow
up process. 

A wholesome, nutritious diet will be emphasized in addition to the continued focus on 
weaning and breastfeeding practices. A group of field directors and other AKU staff has 
also been formed in the department of Community Health Sciences (CHS) including the 
field directors to identify strategies for further improvement in nutrition status of children. 
The percentage of children who gained weight in December 1992 as compared to December 
1991 has increased in all field sites. 

T' Immunization. (See Attachment 18) Comparison of December 1991 figures with March 
1993 figures shows that the tetanus toxoid (TT) immunization coverage of married women 
has increased in all field sites except Azam Basti. The overall immunization coverage of 
women who delivered duing the period remained about the same as last year. 

Prenatal Care. During the past one and a half years, special efforts and attention have been 
given to prenatal care, safe deliveries, and the general well-being of the mother and the 
newborn. However, now that the Pregnancy Outcomes Study has ended, the average
number of prenatal contacts with the PHC program has decreased from 2.5 during the July-
December 1991 quarter, to an average of 1.7 contacts recorded between July-December
1992 in the combined field sites. The number of prenatal or antenatal care (ANC) visits 
to the center by the clients has decreased in all field site except Chanesar Goth. Although
the reason for the overall drop in ANC contacts is not known, the field teams sense it is 
because the strategy of providing home-based care has decreased the need for pregnant 
women to come to the clinic. 

Traditional Birth Attendants. (See Attachment 21) TBAs have been trained in all field 
sites, as they are, in many cases, the only viable alternative health-care providers that 
pregnant women consult. The percentage of deliveries done by trained TBAs has dropped
in all field sites, but more deliveries are being conducted by other trained health workers. 

Family Planning. (See Attachments 22 and 23) Family planning prevalence by method was 
aggregated in December 1992 to determine the more popular contraceptive methods in the 
community. Data showed that tubal ligation (TL) was the single most frequently used 

34
 



method, with 45 percent of couples employing this method. This shows that efforts have 
concentrated largely on family curtailment. More emphasis needs to be given to birth 
spacing. For the 1,861 married couples practicing family planning, condoms are the most 
popular of the temporary methods, at 28 percent of the total family planning methods used 
in the field sites. 

This issue has already been discussed during the planning workshops at the field sites. All 
field teams have decided to put their efforts into targeting both newly married couples and 
those who have not yet completed their families for child spacing. Percentages of pregnant 
women have also decreased in all field sites. An overall reduction of 6 percentage points,
from 14 percent in December 1991 to 8 percent in December 1992, was noted. The crude 
birth rate, however, has remained the same. The reason for this is not clear. 

Clinic Attendance. Clinic patients are predominantly female. Visits from patients in the 
one to five years of age and 15 to 50 years of age categories are the greatest. Children 
under five constitute about 40 percent of the patients seen at the centers. Baba Island on 
the other hand shows a majority of male patients, with a large proportion belonging to the 
age group of 15 years and above. 

In 1992 the five most prevalent diseases were skin problems, upper respiratory tract 
infections (URTI), diarrhea/dysentery, gynecological problems, and musculoskeletal 
problems. Skin diseases and URTI were the most common problems seen in those less than 
15 years of age. 

Causes of Death. (See Attachment 16) Although the mortality rates have dropped, the major 
causes of death in children under five years of age are still diarrhea, malnutrition, LBW & 
ARI. Diarrhea accounted for 37 percent of the main causes of death, followed by
ARI/Pneumonia (9.8 percent), Prematurity/LBW (6.5 percent), and birth injury/asphyxia
(4.6 percent). When main and associated causes are combined, diarrheal syndromes still 
account for most deaths, followed by malnutrition. 

Further analysis of the data shows that 50 percent of the diarrhea deaths in the three years
from 1990-1992 occurred in under five-month-old children and malnutrition deaths in under 
four-month-old children. More focus needs to be given to reducing LBW. In addition,
further study needs to be conducted to identify what is causing otherwise healthy children 
to be consumed by malnourishment or diarrhea during the first five months of life. The 
field teams will also try to address some of the social and environmental problems, as well 
as improve program management to further reduce mortality levels. 

Staff Development. 

One of the basic purposes of the PHC project is to address the issues of health human 
resource development and health systems development. The establishment of functioning
PHC modules was considered to be critical in order to provide opportunities for AKU's 
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medical and nursing students to proceed through a program of community and health 
services assessment, planning for PHC programs, and implementation and evaluation of
PHC 	systems. The members of Community Health Sciences Department (CHS) work 
closely with other departments of the University in order to ensure a viable productive
curriculum, fulfilling both the needs of the community and the students. The general goals
and purposes for the development of the program, aside from the establishment of a PHC 
prototype, are to continue to increase teaching and learning opportunities for medical and 
nursing students on three levels: 

* 	 relating to communities; 
* 	 assessing community problems and needs;
* 	 participating in planning, implementing, managing, and evaluating PHC systems,

particularly for the more deprived populations. 

Program Costs and Sustainability 

The total annual cost of the program in five of the seven CHS-led field sites was Rs. 
5,494,457 (approx. $184,000 at an exchange rate of Pk.Rs.29.85 to $1.00) for an aggregate
population of 48,050 in 1992. Of the total cost, 81 percent was for running the program up
to the PHC field team level. Another 19 percent was for supporting the field teams. As 
compared to 1991, the 1992 costs have increased by about 12 percent. This increase is 
presumably due to inflation. (See Attachments 24 and 25) 

The average field cost per person per year of the five CHS-led field sites is Rs.93 or $3.70 
per person per year. One of the field sites, Azam Basti, is also a referral site providing lab
services and secondary care; its cost is Rs.144 or $5.70 per person per year. Excluding this
figure, the average annual per capita cost for PHC in remaining field sites is Rs.83.3 or 
$2.30. 

Note that in the above figures, annual cost per capita is calculated with the total population 
as the denominator, whereas services are targeted mainly to mothers and children under age
five. This is not, however, an exclusive focus of the programs. Other members of the family
receive relevant and applicable care, which are routinely curative services. Thus, cost per
capita has also been calculated for the target population (married women and children 
under five for outreach services and total population for curative services). The average
field cost per capita for target population is Rs. 292 or $11.50 per person per year. 

Macro PHC Project 

Overview, The micro PHC program sites are extremely useful for gaining field experience
and enhancing human resource development; however, the limited application of the micro
PHC program becomes apparent when one is faced with managerial issues on a larger scale. 
AKU/CHS has determined that the micro PHC modules are inappropriate for application 
as organizational components for replication in larger public systems. AKU/CHS feels that 
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it is necessary to upscale in population size to the sub-district or district level to achieve 
system efficiencies in management. This would also engage the interest of other 
organizations, such as NGOs, and their resources. With this strategy, the success of the 
Macro PHC Project is conceivable but has not yet been achieved. As AKU/CHS became 
aware of the limitations of these micro PHC prototypes, it embarked upon the development
of a Macro PHC Project in collaboration with local communities, NGOs, and the 
government. The main objective of the Macro PHC Project is to develop an effective,
affordable, and replicable health system prototype at the subdistrict level. 

The Macro PHC Project aims at developing a network of PHC programs for well-defined,
underserved populations totalling about 50,000. Linkages with NGOs and community
organizations, precipitating greater community participation, are to receive priority attention. 
The Macro PHC Project is seeking to integrate the program along various levels of 
government, where infrastructure already exists and has proven sustainable. 

Organization and Management, The project is being developed in District South of Karachi 
This region was chosen for the following reasons: 

* 	 the AKU-CHS micro PHC programs, Chanesar Goth and Azam Basti, are within this 
boundary and are considered important strategic sites from which activities can be 
initiated;
 

* 
 a tertiary care facility and the proposed site for the development of a secondary care 
facility by local health authorities are in close proximity;

* 	 the Karachi Metropolitan Corporation (KMC) dispensary (Urban Health Care 
Center) is situated in the geographical center of this area; 

The Macro Project Oversight Team is responsible for initiating active dialogue with NGOs 
and communities for their participation in the program. The team also maintains liaison 
with the municipal health authorities for a more integrated approach. 

Through a series of regular meetings, senior KMC officials were briefed and updated on the 
urban component of the Family Health Project (FHP) and on the Macro PHC Project.
Updates on the Macro PHC Project were regularly provided to the Health Services directors 
at KMC. The importance of establishing a symbiotic relationship between the urban FHP 
and the Macro PHC Project was discussed in detail with KMC officials. The urban FHP 
will be able to provide resources and training in the District South, and the Macro PHC 
Project carries the potential for developing an optimum sub-district-level prototype for FHP. 
'he basic requirements for the successful realization of a replicable large-scale prototype 
are greater community participation leading to community control, shifts toward lower costs,
and the availability of alternative resources. 

Overall Progress. To plan the health care system, it was essential to make a total 
community assessment by identifying pertinent socioeconomic, health, and demographic
issues, and by preparing evaluations of available health services. This was the first step in 
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identifying and prioritizing the health problems and needs in the target area. 

The Macro Project Oversight Team has initiated a process which will help realize an 
optimum level of community participation. At the same time, the team has also started to 
operationalize a plan for the implementation of various health care activities. Community 
assessments provided valuable information on factors that might impede broad-based 
community participation. A general lack of cohesiveness in the project area because of 
cultural and linguistic differences, a shortage of skills among the local groups, and the fact 
that the local NGOs operate in complete isolation from one another are constraints. Other 
social problems such as the high prevalence of heroin abuse, particularly among the youth 
in the area, and low female literacy compound the already difficult situation. 

Although it is difficult to achieve community participation in urban areas, the involvement 
of communities from the very beginning of the planning process has improved participation.
Developing the program with the community, rather than asking the community to 
participate in a program after its implementation, has obvious advantages. 

Constraints. The Macro PHC team has concluded that difficulties in actually getting KMC 
medical and health services involved in the planning, implementation, and management of 
the Macro PHC Project occurred because the health authorities concerned were not 
involved in the initial planning processes. This uninvolvement has caused a lack of 
understanding on the part of the AKU/CHS about the nature of health care provision and 
its management by KMC. In addition, it is causing problems for KMC in trying to 
understand the process and activities of the Macro PHC Project and the integration of 
various component services. This experience points to the need to begin integration and 
coordination of various programs while they are still in similar phases of planning and 
implementation to better achieve "scaled up" programs. 

4.4 Aga Khan Regional Network Progamme (RNP) 

Overview 

RNP has continued to provide a forum for representatives of member PHC projects in 
Bangladesh, India, Kenya, and Pakistan to meet, share experiences, discuss common issues, 
and explore new ideas that might be incorporated into their projects. RNP has been 
successful in building productive and professional relationships among its members. More 
recently, RNP has been shifting its focus from the more general questions related to PHC 
implementation to health systems management development and other broader uses. A 
summary of the major activities which RNP has completed during this Matching Grant is 
shown in Attachment 28. 
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Overall Progress 

Newsletter. The articles for the fourth issue of the newsletter have been collected and are 
now being edited. Because of a shortage of articles, the newsletter could not be published 
on time. This is an area in RNP that needs to be strengthened. 

Workshops. The 1993 workshop was held on March 2-6 in Kathmandu, Nepal. It was the 
first time a field trip had been organized in a non-AK field site and was greatly appreciated
by the participants. Members met to discuss progress on issues addressed during the 1992 
workshop namely, the Role and Effectiveness of CHWs, Growth Monitoring, and 
Community Participation. New topics such as Women in Health and Community
Development, Alternative Approaches to Financing, and Health Systems Development were 
addressed. The 1992 RNP Workshop Report, "Growing Together", was distributed in March 
1993. 

In Mombasa last year, the AKCHP had requested colleagues from the PHC projects in 
Kenya to run a Training of Trainers (TOT) course in Bangladesh. The TOT course is 
designed to help people better understand the concept of PHC, its relation to other sectors 
and communities, and, above all, the principles and strategies involved. It also attempts to 
facilitate learning through participatory methods. The course was organized in Dhaka just
before the RNP international workshop to save costs of the trainers coming twice to this 
part of the world. A total of 20 participants attended the workshop, including individuals 
from AKHS, Pakistan, AKHS, India, and AKU. 

The Preceptor Orientation Program (POP) is a rigorous, six-week, field-based course held 
annually at AKU and designed to prepare new preceptors for community-based PHC 
programs held every year. The course fulfills training needs in the areas of management,
epidemiology, statistics, management information systems, health planning, and components
of PHC (growth monitoring, maternal care, etc.). The participants found POP effective as 
it gave them exposure to basic epidemiology, helped sharpen their analytical skills, and 
provided a forum for interaction with people from other programs. 

In April 1993, two faculty members from AKU/CHS went to Islamabad to run a session on 
ethics in PHC. The session focused on the principles of ethics and how they can be applied
in the work situation at AKHS,P. After the 1993 Annual RNP Workshop, the RNP Steering
Committee decided that each program was prepared to pursue ethics in their programs both 
at the grassroots and policy levels. 

RNP is a unique instrument for the development of PHC. The dynamics of the program
allow for continuous evolution. RNP is now shifting its focus from the basic questions of 
what to implement to deeper questions of implementation strategies with an eye toward 
future needs and optimum efficiency. Health issues such as PHC impacts, costs, 
effectiveness, larger purposes, replication, scaling-up, development of new partners, and 
operational research will now fill the RNP agenda. 
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Future Activities 

RNP is anticipating the 1994 Workshop to be held in the Junagadh Project area in India. 
Topics to be discussed include: Inter-sectoral Collaboration, Traditional Healers, Ethics, 
Women in Health and Community Development, and Mental Health. If time allows, PHC-
MAP Module 2, entitled Assessing Community Health Needs and Coverage, will also be 
discussed. 

4.5 PHC Management Advancement ProgMamme (PHC MAP) 

Overview 

PHC MAP has been focusing its efforts on completing the final revisions of the PHC MAP 
modules, actively convening workshops in order to introduce and gain feedback on the 
materials, and disseminating the PHC MAP modules to institutions involved in PHC. 

Overall Progress 

During the last 12 months, an additional module on Surveillance of Morbidity andMortality 
(Module 4) was developed and added to the PHC MAP series. Based on the feedback from 
the Bangkok Conference in May 1992, participants felt it was necessary to address morbidity 
and mortality surveillance as part of this series. PHC MAP staff also developed an 
accompanying Facilitator's Guide for Module 4. 

During August - September 1992, the University Research Corporation Center For Human 
Services (URC/CHS) staff developed indicators, checklists and questionnaires for several 
new PHC components while others were revised and modified. The new components
include: accidents and injuries; chronic and noncommunicable diseases; childhood 
disabilities; and sexually transmitted diseases such as human immunodeficiency virus and 
acquired immunodeficiency syndrome, HIV/AIDS. 

Module 9, Sustainability Analysis, also went through extensive revisions as a result' of 
participant feedback from the Bangkok Conference. 

All nine modules of PHC MAP were finalized during the September 1992 - January 1993 
period. Each module was edited, reviewed, and formatted. In addition to the User's Guides, 
an accompanying Facilitator's Guide was developed for each module. These were finalized 
during the same period and submitted for final desktop publishing and printing. 

The PHC MAP staff also completed a computerized version of each of the modules. The 
programs are developed using the Hyperpad program and will accompany the entire set of 
PHC MAP series. Each is a self-guided, interactive tutorial which PHC MAP users can 
utilize to familiarize themselves with each module. 
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The PHC MAP series also includes four manager's guides, or reference materials. Each of 
these was finalized during the last 12 months. Better Management: 100 Tips and The 
Problem-solvingGuide were begun during the previous year. These two guides were revised 
based on suggestions from the May 1992 conference participants and finalized in December 
1992. Work on the Computer Guidebook began in September 1992 and was revised and 
completed in January 1993. The Computerized PRICOR Thesaurus was developed in 
February 1993. The program is menu-based and gives the user an opportunity to print
sections or alter the text to fit their local needs. 

During the Orientation Seminar held in December 1992, it became clear that Module 1,
Assessing Information Needs, was not quite appropriate for a general introduction or 
overview of the PHC MAP series, specifically in a seminar setting. Although Module 1does 
introduce all other modules, it has a very different purpose, which is to help the user 
conduct an information audit and determine which modules are most needed. Therefore,
it was decided to develop an OrientationP~ckage, which was completed in April 1993. 

Modules 1,5,6,7,8, and 9 are already off the press while Modules 2, 3, and 4 will be printed
by the second week of August. For a brief description of each module see the PHC MAP 
brochure. (Attachment 29) 

PHC MAP Promotion and Training Activities 

Orientation Workshops. In November 1992, URC/CHS staff presented a brief overview of 
the PHC MAP materials at the Annual Conference of the American Public Health 
Association. Approximately 25 participants attended the presentation. 

In December 1992, URC/CHS, in collaboration with AKF USA and AKF Geneva,
conducted a day-long "Orientation Seminar" to introduce participants from U.S. PVOs, 
health consulting firms, and donor agencies to PHC MAP and to identify institutions thatmight be interested in collaborating with AKF USA and URC/CHS in dissemination and 
promotion of the materials. The seminar was attended by 40 participants, including
representatives from Management Sciences for Health, Family Health International, the 
National Council for International Health, Family Care International, the National Institutes 
of Health, the Johns Hopkins University, Save the Children USA, Technologies for 
PRITECH, PRAGMA, INMED, the National Association of Community Health Centers, 
and Vector Biology Control Project, among others. 

Feedback from the participants on the PHC MAP materials was very positive. Most of the 
participants thought not only that the materials were "right on target", but that they could 
use them in their work. For example, the Cambridge Consulting Corporation plans. to use 
the modules in its Urban EPI Project, which covers 88 municipalities in Bangladesh. The 
Johns Hopkins School of Public Health and the George Washington University are 
interested in integrating the materials into their curriculum. The Vector Biology Control 
Project expects to use the materials in its malaria control projects in Africa. The National 
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Association of Community Health Centers is interested in using the materials in its domestic 
work. 

In June 1993, URC/CHS, in collaboration with AKF USA, conducted a one-day workshop
in conjunction with the National Council for International Health (NCIH) Annual 
Conference. This workshop was designed to go into more detail for each module. The 
workshop started with a plenary session and an introduction to the PHC MAP conceptual
framework. Following that, the 52 participants were divided into three groups. Each group 
was introduced to each of the nine PHC MAP modules and given some time to comment 
and ask questions. The participants gained hands-on experience with the PHC MAP 
computer programs which accompany Module 2 Assessing Community Health Needs and 
Coverage, Module 8, Cost Anaysis, and Module 9, Sustainabilift Analsis. The participants 
were quite impressed with the PHC MAP materials and applauded the efforts of AKF USA 
and URC/CHS in developing and promoting these materials. Since the workshop, several 
groups have contacted URC/CHS and AKF USA to provide training and technical 
assistance for introducing the PHC MAP into their programs. Workshop participants also 
provided AKF USA with very useful and specific suggestions concerning the dissemination 
of the materials and the targeting of institutions. All of the 50 participants in the June 1993 
workshop requested a full set of the PHC MAP modules following the workshop. 

Other PHC MAP Promotional Activities, In October 1992, Dr. Neeraj Kak of URC/CHS,
presented a course on Rapid Surveys and Monitoring for the Program Against Micronutrient 
Malnutrition (PAMM) at the Centers for Disease Control, Emory University, in which he 
used several of the PHC MAP modules. There were 15 participants from 9countries. They
all requested complete sets of the PHC MAP modules. 

In February 1993, AKF USA and URC/CHS presented an overview of the PHC MAP 
Module 8 on CostAnalysis and Module 9 on SustainabilityAnalysis to the staff of the World 
Bank's Economic Development Institute (EDI). 

In March 1993, Dr. Neeraj Kak presented the PHC MAP series at a Workshop on the 
Future of Microcomputers in Epidemiology at the Centers for Disease Control. There were 
approximately 40 participants. 

Dissemination 

PHC MAP materials were disseminated at each of the workshops mentioned above, and 
most of the participants requested copies of the final PHC MAP modules, when available 
in August. These workshops generated interest in PHC MAP, and as a result URC/CHS 
and AKF USA have responded to numerous requests for more information and orders over 
the past several months. 

The Samboon Vachrotai Foundation in Thailand has volunteered to act as the distributor 
of the PHC MAP materials. They will be prepared to distribute materials by mid-August. 
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Three additional workshops have been planned this- will be instrumental in,further 
disseminating PHC MAP materials. 

The PHC MAP workshops have been attended by staff of health ministries, NGOs/PVOs,
private commercial groups from various countries (Bangladesh, India, Indonesia, Pakistan, 
the People's Republic of China, Thailand, Bolivia, Colombia, Guatemala, Honduras, Mexico,
Peru, Kenya, Senegal, Zaire, Nigeria), and researchers and consultants from universities and 
technical assistance groups in both the U.S. and developing countries. The U.S.-based 
institutions that have participated in workshops or received PHC MAP materials include 
FHI, JSI, MSH, US A.I.D., the World Bank, the Johns Hopkins University, the George
Washington University, Harvard University, and the University of Washington, among 
others. 

Future Activities 

A three-week Master Trainers' Training Course has been scheduled at the ASEAN Institute 
for Health and Development (AIHD) in Bangkok, Thailand. Starting on August 2, the 
course will train three to four Master Trainers each from AIHD, AKU/FHS, AMREF, 
BRAC and McMaster University, who would then establish PHC MAP Training of Trainer 
(TOT) courses that will benefit both NGOs and government health services in their 
respective regions. 

United Nations Children's Fund (UNICEF)/EAPRO is currently working with AIHD and 
the Samboon Vachrotai Foundation to plan and conduct a regional course to train PHC 
MAP trainers from Bangladesh, Indonesia, and from universities, government health 
services, and NGOs in the countries of Southeast Asia and the Pacific. UNICEF in 
Bangladesh has also expressed a strong interest in promoting PHC MAP in that country and 
is likely to sponsor participants from Bangladesh. 

Finally, McMaster University has made a formal proposal to be the "PHC MAP Center of 
Excellence" for Canada. It will collaborate with institutions under the University
Partnerships Project, reaching 18 universities in 13 countries, and introduce PHC MAP to 
the Network of Community-Orientated Educational Institutions for Health Sciences 
(INCLEN). 

V. MANAGEMENT: REVIEW AND ANALYSIS OF SUPPORT FUNCTIONS 

5.1 Organization and Management 

While AKF USA is responsible for administering the Matching Grant and is accountable 
to A.I.D., each of the five projects funded under this project is managed autonomously by
the collaborating/implementing agency within the AKHN. Program planning, principally 
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the responsibility of each implementing institution within the network, benefits from this 
inter-institutional collaboration, which enables cross-fertilization of ideas and inputs into', 
various components of the project. 

The Mombasa PHC Project is being. implemented by the AKHS, Kenya. The project is 
managed by Esther Sempebwa Nagawa and is assisted by a technical team, administrative 
support staff, and short-term consultants as needed. Ms. Nagawa is under the administrative 
direction of the Program Director and Chairman of AKHS, Kenya Dr. Nizar J. Verjee. Mr. 
Mirza Jahani, CEO, AKF (Kenya), and the Administrator of the Aga Khan Hospital in 
Mombasa, Mr. Sadru Dhala, also provide technical assistance and oversight. The Program
Development Committee (a subcommittee of AKHS, Kenya has responsibility and authority 
for all aspects of the project requiring major policy decisions. The MPHC Project receives 
technical assistance and support from AKHS, Kenya including its Kisumu PHC Project, and 
from AKFs Geneva-based health professionals. The Government of Kenya's Ministry of 
Health also provides logistical and technical support. The AKF unit in Kenya plays an 
important role in providing oversight of the project on behalf of the Foundation. In 
addition, Health and Development Committees have been established at various levels in 
the community. 

The Aga Khan Community Health Programme which provides health services, training, and 
outreach to communities in the Dhaka slums, was established by the Silver Jubilee 
Commemoration Society and receives oversight from the Society's Board of Management.
AKCHP is under the direction of Dr. S. Mizan Siddiqui, Program Director, and supported
by medical doctors, health vorkers, and administrative and support staff. AKF (Bangladesh)
provides oversight and technical assistance to the project on behalf of the Foundation. 

The Urban PHC Programme in Karachi, Pakistan is being implemented by the AKU/CHS.
The program was previously under the direction and supervision of Dr. John (Jack) Bryant,
the Chairman of AKU/CHS. Dr. Bryant retired at the end of June 1993, which was also 
the end of the second fiscal year of the Matching Grant. Dr. Joseph McCormick, formerly
with the Centers for Disease Control in Atlanta, is the new Chairman of the CHS 
Department. He will provide the leadership and direction for the program as part of his 
new responsibilities, as well as oversee a highly qualified team of health professionals. The 
project benefits from the in-house experience and expertise at the AKU, and from 
collaboration with AKF's health professionals. 

The Primary Health Care Management Advancement Programme is coordinated by AKF 
Geneva, with technical support from Dr. Ronald Wilson and Dr. Pierre Claquin. Dr. Jack 
Reynolds, of URC/CHS, is the Project Director and Dr. Paul Richardson of URC/CHS has 
designed and managed field tests of the materials. A Steering Committee composed of 
representatives from each participating project and a PHC MAP Management Committee 
have also served to provide direction to the project. 
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The Regional Network Programme is being coordinated by AKU/CHS and is based there. 
Ms. Khatidja Husein, a graduate of Harvard's School of Public Health, serves as the 
Coordinator of the RNP, again under the direction of Dr. Joseph McCormick. A Steering
Committee that has representatives from each of the participating institutions gives direction 
to the RNP. The Chair of the Steering Committee rotates every year. The Director of the 
PHC project that hosts the annual workshop becomes the chairperson for that year. The 
support functions of the RNP will continue to draw heavily on the resources of the AKU 
as the most appropriate and accessible site for access to specialized knowledge, library
facilities, and other network resources. Six technical teams have been formed to lead the 
work of the RNP. These teams are headed by staff of the different projects in the network 
and will function in a decentralized manner, with coordination efforts being undertaken by 
the various projects involved in each team. 

5.2 Financial Management 

AKF USA's financial management and accounting systems conform to generally accepted
accounting policies and procedures. 

Annual budgets are submitted to the AKF USA National Committee for review. These 
comprehensive budgets include estimates of revenue, program and administrative 
expenditures, source and uses of funds, balance sheets, and other schedules and information 
pertinent to the financial activities of the Foundation. Approved budgets are submitted to 
the AKF USA Board of Directors for final review and approval. The Chief Executive 
Officer (CEO) is responsible for implementing the approved budgets and for monitoring
their day-to-day progress. A computerized financial reporting and accounting system is 
maintained by a professionai accountant and other support staff. 

Accounting books are maintained at the project level. Financial reports and requests for 
reimbursement are prepared on a quarterly basis at the project level and forwarded to AKF 
USA for review and submission to A.I.D. Performance against budget is carefully analyzed,
and explanations for variances against budget are obtained and conveyed to A.I.D. in 
periodic reports. 

All of AKF USA's subrecipients are audited annually, and A-133 audits are performed and 
coordinated at AKF USA. Audits of AKF USA under Circulars A-110 and A-133,
performed by Coopers and Lybrand, have been positive and have not resulted in any
questioned costs under previous or existing agreements with A.I.D. 

VI. FINANCIAL REPORT 

6.1 Financial Overview 

The financial schedules that follow compare the actual expenditure of A.IDs andAKF 
USA's funds with the budget for the second fiscal year of the Matching Grant Program, as 
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well as the projected budget for the remaining year of the grant. Financial profiles of', 
projects, and of AKF USA, prepared in accordance with A.I.D.s' format, precede the 
financial schedules. 

Overall, the multi-country, five project program is 4 percent below budget through Year 2: 
a total of $1,952,700 ($815,000 from A.I.D, and $1,137,700 from AKF USA) has been 
expended as of June 30, 1992, against an approved budget of $2,038,800. The overall 
forecast for the three year program has been adjusted from $2,680,000 to $2,713,000, and 
the increase of $33,000 will be funded entirely from AKF USA sources. A.I.D. contributions 
will remain at the previously approved level of $1,200,000, and AKF USA's share will be 
increased to $1,513,000. In Year 3, a total of $760,300 will be expended against an original 
forecast of $641,200. Of this amount, $385,000 (51 percent of total costs) is from A.I.D., and 
the remaining $375,300 will be funded by AKF USA. 

This cost sharing analysis, however, reflects only the allocation of expenditures between the 
two sources of funds, i.e., A.I.D. and AKF USA. In reality, because the receipt of A.I.D.'s 
funds is based on requests for reimbursement from the projects, the actual funds disbursed 
by AKF USA exceed the 58 percent of the total costs allocated to AKF USA as of the end 
of the second year of the Matching Grant (June 30, 1993). This disbursement arrangement 
is necessary to provide working capital to the projects. Other than direct project costs, the 
costs do not include the value of time and material resources provided by various Aga Khan 
Development Network (AKDN) institutions collaborating in this program, nor will these 
indirect costs be charged to the projects. 

The principal cause of underspending to date has been the devaluation of the Kenya shilling, 
and the consequent impact on project expenditures, as expressed in dollars, at the Mombasa 
PHC project in Kenya. 

6.2 Project Expenditures 

The following is a summary of the actual expenditures for the second Grant Year and of the 
revised budget for the remaining year of the Matching Grant Program, by project: 

a. Mombasa Primary Health Care Proiect. On a cumulative basis, the project is 
underspent by approximately $45,600 for the first two Grant Years ($18,500 A.I.D. and 
$27,100 AKF). Of this amount $22,800 relates to Program Expenditures and $22,800 relates 
to Procurement. As noted above, a substantial portion of this underspending relates to the 
devaluation of the Kenya shilling. Original budgets were based on an exchange rate of KES 
30 to $1. Current exchange rates approximate KES 75 to $1. This rate has been used to 
forecast costs for Grant Year 3, which have been reduced from $165,800 to $120,000. The 
proposed application of savings under the Matching Grant program is discussed in section 
6.3. 
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b. Aga Khan Community Health Programme. Dhaka Bangladesh (AKCHP). Funding 
for the project has been used, as scheduled, and there are no further costs to be incurred 
in Grant Year 3. There are no variances from the two-year budget submitted to A.I.D. 
because the Matching Grant has provided only a portion of AKCHP's costs, the remainder 
being direct funding that AKCHP has received from other donors. 

c. Urban Primary Health Care. Some line-item variances from the revised Grant Year 
2 budget have been recorded, including personnel costs. Overall spending during Grant 
Year 2 and forecasts for total spending through Grant Year 3 remain unchanged, however. 
All funds for the project are provided by AKF USA because of A.I.D.'s current policy 
toward Pakistan. 

d. Regional Network Programme, On a cumulative basis, the project is underspent by 
approximately $17,400 ($15,700 A.I.D. and $1,700 AKF). In view of increased projections 
during Grant year 3 for personnel costs and for travel and other costs associated with 
various workshops planned during the year, the three-year project budget remains 
unchanged. 

e. Primary Health Care Management Advancement Programme. A modest 
underspending against budget of approximately $11,400 was realized during Grant Year 2. 
This was due primarily to the deferral of certain activities related to the dissemination of 
PHC MAP materials from Grant Year 2 to Grant Year 3. The budget for the overall 
project has been increased from $671,000 to $793,300, in part because of revised projections 
for production and distribution of the PHC MAP materials. This modification will not 
represent an increase in the funding requirements from A.I.D. for the overall Matching 
Grant Program, and financing plans are discussed in Section 6.3 below. 

f. Headquarters. Funds budgeted for use during Grant Year 2 were not utilized, due 
in part because of revised projections for the evaluation scheduled for the fall of 1993. The 
overall budget has been increased from $40,000 to $42,000, to be expended during Grant 
Year 3. The additional costs of $2,000 will be provided by AKF USA. 

6.3 Underspending and Reallocation 

AKF USA is proposing that some of the funds from the underspending in the MPHC 
Project and the currency devaluation in Kenya be applied to new activities at the Mombasa 
MPHC Project and to cover the unfunded costs for the production and dissemination of 
PHC MAP materials. 

It is proposed that the savings from MPHC be applied to cover the costs of a study on the 
opportunities and constraints on economic development in the Coastal areas in Kenya. The 
study is estimated to cost $16,000, which will be derived from AKE USA's matching funds. 
The results of the study will have a direct bearing on the future strategies of the Mombasa 
MPHC Project because the lack of income among the local poor is a major constraint to 
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improvements in health status. The Kenya branch of Technoserve, a U.S. PVO, 'hasagreed 
to do this study. In addition, funds provided by AKF USA will be used to cover the partial
replacement costs of a stolen vehicle. The absence of the vehicle is making it'difficult for 
project staff to carry out activities in remote areas. 

Additional savings will be reallocated to the PHC MAP project in order to provide adequate
funding for the production, promotion, and dissemination of PHC MAP materials. The 
original PHC MAP budget had been reduced by approximately $200,000, based on the funds 
available under the Matching Grant program. In view of the extremely favorable reaction 
to the PHC MAP products, it is proposed that savings be applied to cover, in part,
additional forecast costs totaling $122,300 during Grant Year 3, in order to maximize the 
availability of these materials. AKF USA's additional contribution of $33,000, noted above, 
will also be allocated in part to cover these costs. 

These additional costs and proposed reallocation have been reflected in the revised budgets
for Grant Year 3 and will not increase the contribution required from A.I.D. for the overall 
Matching Grant Program. 

6.4 A.I.D. Funding 

AKF USA receives funds from A.I.D. on the basis of requests for reimbursement submitted 
to A.I.D. once each quarter. These requests are based on the financial reports received from 
the various projects. In some instances, AKF USA has advanced funds to the collaborating
agencies to provide working capital to facilitate field operations. 

6.5 AKF USA's Share of Project Costs 

AKF USA's share of project costs is largely funded by donations from a large number of
small donors. Donors are kept abreast of project development through regular activities 
such as presentations, meetings, and where possible, site visits. AKF USA's volunteer 
National Committee and a network of other volunteers play an active role in these 
endeavors, as well as in the actual raising of funds. AKF USA does not foresee any
difficulty in meeting its cost share under the Matching Grant program. 
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6.4 Financial Profile of Projects
Funded Under Grant Agreement PDC-0158-A-O0-1102-0 

July 1, 1991 - June 30, 1994:.
 
YEAR 2
 

(IN$10008)

A. BUDGET VS. ACTUALS AID. AKF ' 

Project Elements Budget_ Expend Budget Expend. 

KENYA - Mombasa PHC
 
Total Program .119.8 91.8 
 0.3 0.01
Total Procurement 19. 6 23.6. 437 0.0." 
Ongoing Evaluation - -

BANGLADESH - AKCHP
 
Total Program 51.9 51.9 12.9; 12.9
Total Procurement  -
Ongoing Evaluation - - . 

PAKISTAN - Urban PHC 
Total Program 
 255.3 . 277.9 
Total Procurement 
 37.4 .16.4
Ongoing Evaluation 

-

-20.0 . 18.5: 

MULTI-COUNTRY - RNP
 
Total Program 1.9. 
 63.9 39.7", 3 
Total Procurement .28.2 20.5 . 6.4 4.7 
Ongoing Evaluation 

MULTI-COUNTRY - PHC MAP
 
Total Program 149.5, 120.0 
 6.8 4.9
 
Total Procurement 20.0 40.0
 
Ongoing Evaluation . .
 

HEADQUARTERS
 
Total Program  -
Total Procurement" . ' 
 -
Ongoing/Final Eval. 9.5 0.0 2.3 

-

"0.0 
_7--------- -

TOTAL PROGRAM 
 47..0.4 .,411.7 . 424.8 375.0.. 

B. SOURCES OR PROJECT FUNDS (IN O00s). 

AID Matching Grant 411.7
 
Private
 
Cash 375.0
 
In-kind 0.0:
 

Host and Other Governments
 
Cash 0.0
 
In-kind "0.0
 

Other AID Grants/Contracts 0.0
 
Other U.S. Government 0.0.
 
Other 0.0
 

TOTAL SOURCES 786.7 
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6.4 Financial Profile of Projects

Funded Under Grant Agreement PDC-0158.A-O-I02"0'
 

July 1, 1991 - June 30, 1994
 
YEARS 1 AND 2
 

A. BUDGET VS. ACTUALS AID-. 
(IN$'000s) 

AKF. 

ProJect Elements Budget Expend Budget, Expend 

KENYA - Mlombasa PHC 
Total Program
Total Procurement 

202.3"' 
19. 

179.8 
23.7 

22.0 
74.0 

21.7. 
47.2 

Ongoing Evaluation 
- -

BANGLADESH - AKCHP 
Total Program 110.1 10.1 52.1 52.1 
Total Procurement - . 
Ongoing Evaluation - " 

PAKISTAN - Urban PHC 
Total Program 
Total Procurement 
Ongoing Evaluation 

.-

-

-520.4 

65.7 
38.0 

543.0 
44.7K 

65 

MULTI-COUNTRY - RNP . 
Total Program 
Total Procurement 

114.6 
32.9 

106.6 
25.2 

92.1 
12.1 

. 92.1 
10.4 

Ongoing Evaluation -. -

MULTI-COUNTRY - PHO MAP 
Total Program
Total Procurement 

307.01 
72.11 

277.5 
92.1 

289.3 
2.6 

:.287.4 
2.6 . 

Ongoing Evaluation---

HEADQUARTERS 
Total Program - -
Total Procurement ... -
Ongoing/Final Eval. 9.5 0.0 2.3 0 

-----------------

TOTAL PROGRAM 868.2 815.0 
---

1,170.6 
----------

1,137.7 

B. SOURCES OR PROJECT FUNDS (IN"00s).
 

AID Matching Grant 815.0 
Private 
Cash 1,137.7 
In-kind 
 0.0
 

Host and Other Governments
 
Cash 
 0.0
 
In-kind 
 01.0
 

Other AID Grants/Contracts 0.0
 
Other U.S. Government 7 .0 
Other 0.0
 

TOTAL SOURCES 1,952.7
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6.5 Financial Profile of Aa Khan Foundation U.S.A.,
 
Year Ended December 31,: 1992,
 

A. Program Expenditures: 


Small Project Grants 

Training

Sectoral Strategy Development,'
 
Disaster Relief
 
Evaluation
 
Program Management
 
Indirect Costs
 

TOTAL WORLDWIDE PROGRAM 


B. Sources of Funds: 

AID Matching Grant 

Private 

Cash 
In-kind
 

Hosts/Other Governments
 
Cash
In-kind
 

Other AID Grants or Contracts 
Other U.S. Government . 

Other 

January1-
December 31, 1992
 

$19519,326
 

$1,519,326
 

$423,912
 

1,033,:955

61,49., 

TOTAL
M $1,519,326
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6.6 AGA KHAN FOUNDATION USA
AID MATCHING GRANT 1991-1994 page of :2ANNUAL REPORT: Consolidated Program.Summary 
BUDGET VS ACUALS - GR YEAR 2'

(In $0008) 

BDdgtDirect Costs A-tuals - VarianceAID -AK! Total AID- ,AK Total -AID AK, Totai 

KENYA - M.ombasa PHO
*Total Program 198 0.3 120.1 9. 00 918* Total Procurement 28.0 0.3. :28.319.6 43.7 '63.3 23.61 0.0 23.6 (4.0) 437-'39.7* Ongoing Evaluation - 0.0 - - - .0.0- .- 0.0Sub-Total 139.4 44.0 183.4 115.4 0.0 115.4" 24.0 44.0- 68.0 

qJ~ BANGLADESH - AKCHP* Total Program .,51.9 12.9 -64.8 51.9• 12.9 64.8 0.0 0.0-.:, 0.0* Total Procurement -. o 0 .0 0.0 0.0' ' 0.0 0.0 0.0 0.0 0.0* Ongoing Evaluation 0.0 0.0 ,- 0.0" 0.0 0.0 :.0• 0.0 0.0 .0 0'- 0.0;•Sub-Total 51.9 12.9 64.8- 51.9 12.9 64.8 0.0 0.0 0.0
 

PAKISTAN - Urban PHC" Total Program .. 255. 255.3' - 277.9, .9 - 22.6) (22.6)* Total Procurement 37.4 37.4 - 16.4 16.4 - - 21.0 21.0* Ongoing Evaluation 
-

18.5- -20.0 -20.0 - 18.5 . 5 1.5
Sub-Total 
 .0-:312.7 312."7 
 -0.0 312.8 312.8 0.0 (0-.1) (0.1) 

M1ULTI-COUNTRY - RNP * Total Program 71.9 39.7 -- 9. 111.63.9 39.7 103.6 80 0111.6 8 0,. ;0.0 . 88 0 -•" Total Procurement 
 28.2 6.4 34.6, -20.5-- 4.7 .25.2 7.7 1.7:- 9.4.*Ongoing Evaluation - - 0.0'- - 0.0 "- 0.0Sub-Total 100.1 46.1 146.2 84.4 44,4- 128.8 15.7 1.7 17.4, 



6.6 AGA KHAN FOUNDATION USA

AID HATCHING GRANT 1991-1994 Page 2 of 2ANNUAL REPORT: Consolidated Program Summary - Continued
 
BUDGET VS ACUALS - GRANT YEAR 2
 

Direct Costs 


HMULTI-CX)UNTRY - PHC MAP,-' 
Total Program 

* Total 	Procurement 
* Ongoing Evaluation-


Sub-Total 


Total Program

" * Total Procurement 


* 	 Ongoing/Final Evaluation 
Sub-Total 


Total Direct Costs 

Indirect Costs 

TOTAL IGPROGRAM 


AID 

149.5 
20.0 

-

169.5 


-

-

9.5 

9.5 


470.4 

N/A 


470.4 


(In $000s) -

AID AKW Total 

4.9 124.9 
40.0 	 0.0 40.0 

- 0.0 
160.0 4.9 16.9 


'0.0 


- - 0.0 
0.0 0.0 0.0 

0.0 - 0.0 0.0 

411.7 	375.0- 786.7 

N/A". N/A N/A 


411.7 375.0 786.7 


. Variance 
AID AKF Total 

29.5 1.9 31.4
(20.0) 0.0 (20.0)
 
0.0 0.0 .00
 

-9.5 1.9 11.4
 

.... 0.0
 
, -	 0.0 

9.5 2.3 11.8
 
9,5 2.3 .11.8
 

58.7 49.8 108.5;
 
N/A N/A N/A
 
58.7 49.8 _108.5
 

iAK 


6.8 
0.0 

-

6.8, 


-0.0 

-

2.3 

2.3 


424.8 

N/A 


424.8 


BugtActuials
Total 

1120.0: 
.20.0 1 

.0-

176.3 


0.0 

11.8 

11.8 


895.2 

N/A 


895.2 
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6.6 AGA KHAN FOUNDATION USAAID HATCHING GRANT 1991-1994 

ANNUAL REPORT: Consolidated Program Summary.
BUDGET VS ACTUAIS - GRANT YEARS 1 AND 2 

Direct Costs 

KENYA - Mombasa P10.
* Total Program 
* Total Procurement r 
* Ongoing Evaluation 

Sub-Total 


BANGLADESH - AKCHP* Total Program 
* Total Procurement 
*:Ongoing Evaluation " 

Sub-Total 


PAKISTAN - Urban PHC0Total Program 

* Total Procurement 
* Ongoing Evaluation 

Sub-Total 


KIULTI-COUNTRY

* Total Program-RNP 

* Total Procurement 
* Ongoing Evaluation 

Sub-Total 

AID 

19.7 
" 
222.0 

110.1 
.0 

0.0-
110.1 


-

-

-

0.0 

114.6 

329 

.147.5 


Budget
AUE 'Total AID 

2. 0202.3224.3 
74.0 

96.0 


52.1-
0.0 
0.0 

52.1 

520.4 
65.7 

38.0 
624.1 


92.1 
12.1 

-

:104.2. 

93.7-23.7 

0.0 

318.0 

162.2 
0.0 

0.0 


162.2 


520.4 
65.7 

3-.0 
624.1 


206.7 

45.0 
0.0 

251.7 


(In $000s) 

106.61-_ 92.1 

.25.2 '".10.4 

-
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VII. LESSONS LEARNED 

7.1 Cross-Cutting Lessons 

0 Having in place appropriateprocesses for volunteer selection has been found to be a 
factor in program management, community participation,and organizationalsustainability. 

Setting selection criteria and performance standards for CHWs and other health volunteers 
helps, in part, to improve volunteer retention and effectiveness. Mixed results have been 
achieved through the use of cash or in-kind incentives. Often, the local social and cultural 
norms and perceptions of the role of the volunteers must be addressed at the community
level before volunteers can be used effectively for PHC. 

* As MIS capacityis developed, the additionofoperationsresearchcomponents to projects 
can provide them with the ability to use health data to analyze and understand community
healthprofiles,practices,andindicators. Such informationcan allowPHCmanagersto develop
strategies specific to a community's changing needs, to target services better and to evaluate
results. A furtherbenefit can be the sharingof knowledge and expertise with other NGOs and 
government agencies that might result. 

For example, AKCHP and UPHC have been able to perform short-term studies on such
issues as breastfeeding practices, water and sanitation, TBA profiles and health knowledge,
attitude and -)ractice (KAP) surveys, disease prevalence, and causes of death. MPHC
recently completed a study, funded by a small grant from AMREF in March 1992, on 
diarrheal disease prevalence and mothers' ability to diagnose symptoms. This year, MPHC 
received a small research grant ($4,600) from the Centre for Development and Population
Activities (CEDPA) to conduct a follow-up study on Diarrhea Disease Home Case 
Management. 

In evaluating andplanningfor sustainabilityin PHCandotherdevelopment programs,
PVOs, NGOs and donor agencies need to considerfinancial and nonfinancial(or strategic)
factors,and the linkages that often exist between the two. 

During the development of the PHC MAP Module 9, SustainabilityAnalysis, it became 
apparent that sustainability analysis should encompass financial and non-financial factors. 
Thus, Module 9 was designed to allow PHC managers to analyze ten strategic and financial 
factors to sustainability: (i) target population size; (ii) target group knowledge, attitudes and 
practice (KAP); (iii) PHC service quality; (iv) management support; (v) organizational
capacity; (vi) political commitment; (vii) personnel resources; (viii) revenues; (ix)
expenditures; and (x) environment. For each of these factors, Module 9 provides:
definitions; lists of key indicators that project managers can use for measurement; suggested
strategies for addressing associated problems and opportunities; and lists of the possible
financial implications that the project manager should consider during a sustainability
analysis. 
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* To improve sustainabilityof PHCprograms,PHCmanagerswill need access to flexible 
and adaptablemanagement and analyticaltools to perform sustainabilityand cost analysis. 

Each of the PHC service projects under the current AKF USA Matching Grant program is 
concerned with improving the sustainability of its PHC programs. However, each of these
projects, MPHC, UPHC and AKCHP, is faced with a different operational environment and 
is at a different stage in reaching its sustainability goals. AKF is encouraging each of these 
PHC projects to carry out sustainability analyses of their programs and to develop plans of 
action which incorporate steps to address both strategic and financial factors. For this 
purpose project managers are being encouraged to use the PHC MAP Module 9 materials. 
some cases better familiarization and training with the Module 9 materials and concepts

will be required before PHC managers can effectively go through such a process. 

7.2 Mombasa Primary Health Care Project (MPHC) 

* Until ternalfactorsaffecting the communities'health areaddressed,community-based ! 
PHCprogramsareless likely tofully achievesustainablehealth impactsin the communitiesthey 
serve. 

MPHC has been successful in mobilizing and organizing communities for community-based
PHC, including de'eloping a replicable model for recruitment and training of CBHWs and 
other health volunteers in the East African Coastal region. As a result, community

knowledge of good health practices has improved, as have immunization rates and access
 
to basic preventive services. At the same time, the communities in the project area continue
 
to be plagued with widespread childhood and maternal malnutrition, and general poor

health. The primary contributing factors to continued poor nutrition, susceptibility to

disease, and general poor health are thought to be the overall underdevelopment in these
 
communities, particularly the lack of access to year-round water sources and adequate food.
 

0 The Community organizationsthathave been mobilized, ard the institutionalcapacity
that has been developed for community-based PHC can al'o be used to facilitate the
introductionof other development initiativeswhich might positively affect health status. 

To address the problem of inadequate food supplies (and hence poor nutrition), MPHC has 
facilitated contact between the Ministry of Agriculture and farmers, and has helped
introduce new farming techniques for improving yields on a trial-plot basis. This has helped
to demonstrate to the communities some possible alternative agricultural methods which 
might help to improve local food supply. 

* Primaryhealth care practice can reasonably build upon the knowledge, local human 
resources,andskills developed withinprogramssuch asMPHCas modelsfor community-based
recruitment,training volunteer-management,and health information management.
MPHC has become a resource for other health programs and agencies in the region by 

59
 



providing training to UNICEF-sponsored projects and the Lamu District Health 
Management Team. In some instances, the provision of training and technical assistance 
to other health agencies can provide a means for generating project income. However, it 
is very unlikely that such activities, in and of themselves, could be a sufficient source of 
revenues to make the PHC program self-supporting. 

0 In some instances,improving access to certain types ef health services is not sufficient 
to increasethe communities' use of the same. Health services related to culturally sensitive 
issues aremore likely to be adoptedby communities,andsustained,if participatoryapproaches,
community outreachand education are coupled with service provision. 

The value of time spent by the MPHC project team in understanding community perceptions 
was reinforced by its experiences in organizing and conducting family planning focus groups
in 1992. These focus groups opened the way for further exploration and action in an area 
which has been regarded as taboo. Villages are now arranging for family planning education 
sessions, and the number of family planning clients is beginning to increase. 

* Collaboration between government and nongovernmental agencies is particularly
important in resource-poor regions, such as Kwale District, to address the myriad factors 
affecting health, and to maximize resources. 

MPHC has continued to build its collaborative relationships with both government and 
nongovernmental agencies active in the health sector in the MPHC project area and beyond,
including: the Ministries of Health, Education, Agriculture, Water Development, Local 
Administration, and Culture/Social Services; the Mombasa Municipality; KARI; Kenya Red 
Cross; AMREF; GTZ/GASP Lamu; UNICEF; CEDPA; and PRITECH. The above 
agencies have contributed to the progress of the project in various ways, such as provision
of technical skills, human resources, and materials. 

* The participationof women in program leadershipat the local level remains a major 
challengefor MPHC. 

Only female government extension workers from outside of the village have, thus far,
penetrated the PICs. No local women have, as yet, participated in PICs. Other leadership 
groups, such as PTAs and VHCs, usually average one to two local women representatives 
out of an average membership of 12. Some younger women leaders have begun to emerge,
however. One of the youth groups (Mazeras) is led by a young woman with excellent skills 
in community mobilization and organization, offering hope that with the younger generation, 
women may take their proper roles as leaders. 

7.3 Aga Khan Community Health Programme (AKCHP) 

* Attaining local management and sustainabilityof PHC programs may often entail 
numerousprocesses and government approvals, requiringNGOs to have an understandin of 
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localregulations,and adequate communications,institutionalresources, andsupportservices. 

The management of AKCHP, established by the Silver Jubilee Commemoration Society, will 
be taken over by the Society for Urban Health (SUH), a local NGO in Bangladesh, before 
the end of the current Matching Grant. Over the past year, SUH has successfully
completed the two major steps in that process: (i) received authorization from the 
government to receive foreign donations; and (ii) received approval to take over the 
management of AKCHP. At the same time, AKCHP has taken positive steps to diversify
its funding base. A proposal to DANIDA for funding of AKCHP has been reviewed 
favorably and is expected to result in continued funding of AKCHP. 

0 In designingfee-for-service structures, a CBPHCprogramsshould: (i) develop a clear 
statement of its fee policies and communicate the same to the community; (ii) set criteriafor 
identifyingpatientswho cannotafford to pay and make provisionsfor continuationof services.; 
to those people on a needs basis; (iii)develop systems for monitoring the impact of fees on 
clinic attendance, especially within the targetpopulation, to insure that PHC coverage is not 
forgone to income generation. 

In January 1992, AKCHP instituted a change in its fee structure at all its clinics. Following
this, some confusion arose in the community regarding clinic fees. This confusion 
encouraged AKCHP to develop a clear statement of its fees policies and circulate it to all 
satellite clinics and the community. AKCHP's new fee policy includes specific guidelines
for registered and nonregistered families and special exceptions for extremely needy cases. 
AKCHP carried out a comparative analysis of clinic visits and total clinic revenues from fees 
between 1991 and 1992. The results of this analysis showed that overall clinic attendance,
which increased by 3.2 percent, was not negatively affected by the change in policy. At the 
same time, a 34 percent increase in clinic revenues from fees was attained. (See 
Attachment 9) 

e In high-poverty, urban areas,local conditionsoften actas impediments to theprovision 
of consistent PHCservices, and follow-up remains a challenge PHCprogramsworking in 
urbanslum environments will need to identify these barriersand develop specific strategiesto 
overcome them to ensure that consistent PHCservices are provided on a sustainablebasis. 

In the AKCHP project area, outmigration to other slum areas is high because of housing
conditions and government policies of "razing" slum areas from time to time. This has 
affected the retention of health volunteers. More mothers are working outside of the home 
as low-paying job opportunities crop up around the slum neighborhoods. Often, volunteers 
are not able to follow up with children as they are left unattended at home or accompany 
their mothers to work. 

7.4 Urban Primary Health Care Programme 

* AKU/CHS has determined that the micro PHC modules are inappropriatefor 
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application as organizationalcomponents for replication in largerpublic systems. Rather, 
AKU/CHS feels that it is necessary to upscale in populationsize to the subdistrictor district 
level to achieve system efficiencies in management. As AKU/CHS became aware of the 
limitationsof these micro PHCmodules, it embarked upon the development of a Macro PHC 
Project in collaborationwith local communities, NGOs and the government. 

The micro PHC modules developed by AKU/CHS have been extremely useful as "social 
laboratories" for teaching purposes, helping AKU's medical and nursing students gain
practical field experience, and enhancing human resource development in the health sector. 
At the same time, the communities in the seven micro PHC sites have benefited through
improved access to clinical services, health outreach, and education, which has resulted in 
an overall improvement in health status, especially in the target population of mothers and 
children under age five. 

0 Integratinggovernment and nongovernment health services for purposes of upscaling
healthprogramsrequiresthat allconcerned organizationsand agenciesbecome involved in the 
early planningprocesses of such programs. 

The difficulties which AKU/CHS encountered in getting the Karachi Metropolitan 
Corporation (KMC) and the Zonal Municipal Committees of Karachi (ZMC) medical and 
health services involved in the planning, implementation and management of the Macro 
PHC Project were partially because concerned health authorities were not involved in the 
planning process from the very beginning. These major health service providers were 
contacted after AKU/CHS had developed a framework and plan for a subdistrict level 
system. This caused a lack of understanding on the part of the CHS department about the 
complex nature of health care provision and its management by the KMC. Additionally, it 
is causing problems for KMC and ZMC in understanding the process and activities of the 
project, and how various component services might be integrated. 

0 In planningintegratedhealthcaresystems anessentialfirststep is community assessment. 
Such an assessment should identify pertinent socio-economic issues, evaluate health 
demographics,andcollect informationon the availabilityand qualityof existinghealthservices. 

Over the past year, AKU/CHS conducted a community assessment in site selected for 
implementation of the Macro PHC Project, District South of Karachi. The community 
assessment identified the target population, evaluated environmental factors which affect 
health, including housing conditions, water and sanitation, and socio-economic profiles, 
assessed the health services available in the area, and reviewed the existing institutional 
framework whereby community participation might be encouraged. This community 
assessment was a first step towards identification of health and health services problems in 
the area. The results of the assessment found: (i) inadequate water supply and poor
sanitation throughout the area; (ii) low female literacy; (iii) social problems, among which, 
heroin addiction is the most serious; (iv) under-utilization of the KMC dispensary and 
maternity home; (v) no secondary care available; (vi) no outreach services available; (vii) 
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a high-rate of home deliveries, most of which involve TBAs who are untrained and 
unsupervised; and (viii) no interaction between private, government and the micro-PHC 
health services. This assessment is providing AKU/CHS and the PHC Macro Project
Oversight Team with valuable information for planning and prioritizing health services for 
health systems development. 

* In multi-linguistic and multi-ethnic communities where local NGO structuresmay be 
weak; community control of PHC programswill be difficult to accomplish until community 
leadership,cohesiveness, and organizationis improved. 

Greater community participation leading to community control, shifts toward lower costs,
and availability of alternative resources are basic tenets for developing a replicable model 
for large-scale health delivery systems. However, AKU/CHS's community assessment found 
that the communities in the project area were highly fragmented and that local groups are 
institutionally weak. In light of this, the Macro PHC Oversight Team has decided that 
community development is a crucial step toward community participation and control of the 
program. Community development activities will deal with the lack of cohesiveness among
various parts of the community, lack of leadership and management skills in local groups,
and the tendency for local groups to work in complete isolation from one another. It is 
hoped that these activities will lay the groundwork for stronger community organizations
which can act as conduits for increasing participation, local management and pooling of 
resources.
 

7.5 Regional Network Programme 

* Regionalnetworks,such as the RNP, canplay a key role in helpingto disseminate 'best 
practices"in PHC,and facilitatethe genesis of new strategiesfor health systems devekpment. 

The RNP has been successful in facilitating the sharing of health strategies among its 
members. In Kenya, Child-to-Child Health Education and Health Through Schools 
programs have been shown to improve children's and their families' knowledge and health 
practices. In August 1992, MPHC conducted a workshop on "Health Through Schools" for 
other members of RNP in Karachi. After learning more about this intervention at the RNP 
Workshop, AKCHP has taken a further step to improving children's health, by coupling its 
Health Through Schools programs with efforts to encourage schools to improve the learning
environment and its impact on children's health, including better water, sanitation, and 
health and hygiene practices. Such health education programs are particularly relevant and 
essential in countries and communities where many children do not attend school beyond 
the primary level. 

7.6 Primary Health Care Management Advancement Programme 

• 7Te availabilit n relevanceof healthprogram data; and its effective use formeeting 
progam monitoring and euation nee, can be improved through the use of specially
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designed management tools, such as PHCMAP, which integrateMIS concepts andprocesses 
with health program managementsystems. 

A major goal of the present Matching Grant has been to increase the effectiveness and 
sustainability of PHC programs by increasing their capacity to collect, process, and use 
information related to their program management and impacts. During the past year, all 
of the programs have taken steps to reassess their management information systems, with 
the purpose of identifying those data which can best serve their management needs and of 
improving data quality. In the cases of AKCHP and UPHC, this led to revising the types
of data which are being collected, developing new data collection instruments, and 
streamlining health information processes and data use by the management team, CHWs, 
and the community. These efforts were accomplished largely because of these PHC 
programs' exposure to PHC MAP materials and their participation in the RNP. 

* The participatorydesign and development approach of PHC MAP, to field-test the 
materialsin PHCprogramsin developing countries, and to involve PVOs/NGOs, universities, 
district-levelhealth agenciesand multilateraland bilateraldonors in the review, promotionand 
disseminationprocess, has helped to create an effective demandfor the PHCMAP materials. 
As more organizationsare exposed to PHCMAP, it is expected that this demand will continue 
to grow. 

URC/CHS recently conducted a survey of programs where PHC MAP materials have been 
tested over the last three years. Overall, the results of the survey show that the PHC MAP 
modules were useful, well organized, and very adaptable to local situations. PHC MAP 
modules provided a mechanism for the manager to determine information priorities. Most 
of the programs surveyed were in the process of incorporating the PHC MAP tools into 
their MIS. Many of the respondents said that use of the PHC MAP modules resulted in 
improved management assessment skills, helping them to improve service quality. At the 
same time, respondents stated that use of PHC MAP helped them to reduce the knowledge 
gap and to better identify program strengths and weaknesses. 

Likewise, promotional and training activities, such as the June 1993 PHC MAP Workshop 
at the NCIH Annual Conference, have generated more interest in PHC MAP. Fifty-one of 
the 52 participants in the June workshop requested copies of the PHC MAP modules when 
they become available in August 1993. Most of these participants were able to cite specific 
plans of action for how they might use PHC MAP, either in project implementation, PHC 
management training programs, or within the context of university-level public health 
curricula. 

VIII. RECOMMENDATIONS 

• In extremely underdeveloped communities with a shallow economic base, such as the 
communities in the MPHC project area, integrated or parallel programs designed to improve
conditions contributing to the general economic and health environment should be 
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implemented to realize sustainable improvements in a community's health status. PHC 
programs might, in a limited way, integrate program components which can address some 
of these needs, and for which they have a demonstrated comparative advantage. For 
example, water and sanitation, improved farming methods, human resource and technical 
skills development, and women's education programs might be integrated into PHC 
programs. Alternatively, NGOs working in the health sector might assist communities to 
further use their organizational skills to implement integrated community deveiopment
activities, identify and liaise with other NGOs to provide such services, or act anas 
intermediary between the communities and government agencies to better demand and gain 
access to public services and investments. 

0 To begin to address the above, AKF has developed terms of reference for the 
completion of a study to explore more fully the potential for agricultural and 
entrepreneurial-based development in Kenya's Coastal area. The study will investigate 
current agricultural activities and sources of income, constraints in the natural resource base, 
and appropriate technologies, and risk sensitivity. Outcomes of the study will be used to 
further the development of AKF and other NGO strategies and programs, which have the 
potential to complement AKFs health programs in the region. AKF is planning to 
collaborate with Technoserve on such a study and recommends that this important program 
be supported through savings in the MPHC budget. 

0 PHC programs serving populations in temporary and extremely poor and unstable 
environments may need to develop alternative strategies for service delivery and follow-up. 
Integrating childcare and outreach to working mothers with PHC may help to improve 
opportunities for more consistent service delivery as well as child nutrition programs and 
healthier and safer living conditions. 

* School curricula should be further expanded to include more PHC elements. PHC 
program managers could target local and national education officials, decision makers and 
teachers for dissemination of education materials and awareness-raising activities to 
encourage a broader-scale integration of health education materials in primary education 
and to improve the environmental conditions, water, sanitation, and health practices in the 
schools themselves. 

* PHC MAP, the management tools developed and field-tested under this Matching 
Grant, should be further promoted and disseminated, and training programs should be held 
to assist PHC managers in improving their program's capacity to effectively manage and 
evaluate information. Dissemination of the PHC MAP materials should be along a four
pronged approach: (i) directly target NGOs, district-level health programs, universities, and 
other organizations involved in the implementation of health programs that can immediately
apply the PHC MAP materials in their projects; (ii) target intermediary organizations and 
health networks or associations that might assist in disseminating and supporting the use of 
PHC MAP, such as UNICEF, PVOs, NGOs and their networks, and multilateral and 
bilateral donor agencies; (iii) identify training institutions and conduct training and training
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of-trainers programs which will encourage the establishment of PHC MAP "Centers of 
Excellence"; and (iv) integrate PHC MAP materials into Public Health curricula in 
universities both in the U.S. and in developing countries. Through such a process, a broader 
body of knowledge and PHC information management practices could be developed. 

PHC programs which have developed health information systems and expertise
should consider the cost-effectiveness of adding operational research components to their 
programs to improve their capacity to respond to community health needs and develop more 
effective strategies and targeted services. To the extent possible, operations research should 
be carried out, and/or results shared, in collaboration with other NGOs, networks of PHC 
projects (such as RNP), government agencies, and universities, so that costs and expertise 
are shared, and coordinated service and referral systems can be developed. 
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1 'COMMUNITYPROCESS 	 -. am 

Status b .endof 1992:
 

LOCATION NUMBER,OF VILLAGES, VILLAGES. 
"
 
VILLAGES REACHED ACTIVE%:
 

MTP.A .. 4 
 . (7B)..
 
KASEMENI 16 
 15: 13 (81}.)
 
MWAVUMBO 	 28 
 27 16 (57%)
 

TOTAL 	 ,-,.., 56 . 40 (69%)
 

1993 Objective: " " .
 

To increase self-reliance by continuing to raise Primary Health Care awareness
 
in all 58 villages and thereby increase.active participation from 69% to 75%
 
overall .
 

Indicators: .•
 

1. number offvillages with on-going CBHC activities;
 
2. number of:villages planning.and implementin -their Plans of Action
 

ACTIVITIES 
 J FAM A M J .A S ND ACTOR
 

" 	Village level awareness: 
meetings and barazas --"'--------.. -	 - - - PIC/UTs
 

* 	Contact and plan with
 
leaders in slow villages *- -

" Identify training needs of *----- 
-,TOTs
 

various CBHWs and plan action,
 
" 	Follow up implementation of 
Village level 1993 POA ------------------ PIC/OTs

" PIC meetings • . ...... . . Chiefs
 
" 	 PIC exchange visits * 
 ... , .*. . Chief/TOTs
" Mobilize resources for: ' 

Mtaa Dispensary *---- Chief
 
Mwatate Disp. *----$, . ." 
Miyani Water Phase2 -----------

" Monitor and supervise .------.--.------------------ i PIC
" Assessment and feedback - * 	K * . . PIC/Fred
" 	Plan for 1994 at village 

level .---	 '.PIC/TOTs 



----------------------------------

-----------------------------------------

Attachment 1.3J:
ASSUMPTIONS
 

1. Once a village ,becomes'active,.it'will remain so.
 
2. 
 The social and -economic situation in the area -will be conducive, to
 

participation,.-, 

2. 
 TRAINING
 

Status by end'.,of 1992
 

CATERGORY TOTAL 
 TOTAL
 
.TRAINED :ACTIVE-;,
 

SHD/TBAs 89
 
VHC/PTAs/WGs. 21 8
 
Community Leaders"' 26 20.
 
Teachers 
 33 29
 
Schools 22 22
 
TOTs 17 
 17
 
TOFs" 2 -2 _
 
CBDDs 52: 26**
 

too early to assess'.level of activity
 

new group" of. 26:was, trained at.the endof 1992 so'-had noit. start
 
dispensing. "
 

1993 Objective:
 

To enhance community based health care sustainability-by: developing knowled
 
and skills among the following.catergories:.
 

100 people for Safe Home delivery
 
15 Schools PTAs for CBHC management
 
20 Women Groups for health and development
 
20 villages for health education
 
52 CBHWs for drug distribution
 
5 Community TOTs
 
30 Community Leaders
 
Staff and other extension workers in the project'.area or:
 

- management
 
- cost efficiency and analysis 
- proposal writing
 
- epidemiology
 
- AIDS and STDs
 

ASSUMPTIONS
 

1. People at community level, will volunteer for training
 
2. The people who start. training will complete the cobrses
 

http:becomes'active,.it


--- 

------- ---------- ------ 

3. .!tAttachm nt' 1.4
After -the,acquiring of. knowledge,and skil e wi 
 put tie ine

practice at-community.level'
 

4. 
People who have acquired knowledge and development,will pass.these on tc

others (multiplying effect.:.
 

ACTIVITIES 
 F "A M'J 3 'A 0N. ACTOR 

* Continue registration for *-----T
Safe Home Delivery. (SHD). *.....P.C/TO..
 

Train 7ttasta "Groups: M. 
 • ,Janet
 
Kaseg *Eva
 

.wav:* . Mwau
 
" VHC Training, 
 U Kase: ' " 
 * * Eva
 

_Mwav:* 
Mwau


Mtaa * 
 Janet
 
" PTAs/Women 'Grps training 
 *-,--* P1C/TOTs
 

" Refresher for Com~m Leaders*
 

, New Comm Leaders training 

.Peter,
 

" TOT Refresher 
 :: : Manager
 

" TOT 3-phases 
 4- . " 
 Manager
 
TOP 
 -
 * 
 * -
 Manager 

SNutrition w/shop . Peter
 

" Management/Cost Effect
s 
 .Manager
 

* Epidemilogy w/shop. 
 . .
 Manager
 

" Proposal writing 

Manager
 

" Counselling,Refresher 
. * Manager 

. Improved farming .------------------- * TOTS
 

Latrine construction 

-- Peter
 

' District'Heads Orientation 

MOII/Manage,

" i: - . ...:.:.i4
 



------------------------------------------ -------------

------------------------------------- -------- -------------

---------------------- -- ------------- ------------ --------------------------

Attachmenit 1.5 

3. 	 FOOD PRODUCTION. NUTRITION & GROWTII MONITORIN,.. : 

Nutritional status by end of 1992 (weight, for raqe:: 

--------------------------------------------------------------- : 
M ALN UR I I E D

Normal 1st Degree 2nd Degree 3rd Degree
 

0-11 months 6 .. ,...: 16% 3
 
12-23 months. 45% 39% 9% 7%
 
24-35 months_ "l : 51.% .4 2% 6% 1%
 

Overall low weight -age-' 40.7% .. : .
 

1993 Objective: 

To achieve sustainable improvements in the'nutrition status of children 0-3
 
months of age (weight..for age) by improving food quantity and,',variety.
 

Indicators:
 

1. 	"Foodyield per unit area; 
2. children 0-35 months with normal weight':for age. 

ACTIVITIES 	 : ' N. F M Af.M J J- iAS , O D ACTOR 

" Awareness barazas (farming) *-- . . Chief/TOT 
" Recruitment of farmers .-----. 
SBaseline information from - Fred/ESN 
volunteer farmers 

" Training o; farmers : -------------- KARI/MOA/TO 
* Develop and test technology 

for rain water harvesting:,, 
- Contact NGOs/MOA " Manager
 
-
 Discuss with community '*--------- TOTs 
- Trials "-- "- PC/TOT
 

" 	 Set up scheme for supply 'of 
seeds, fertilizer and.' 
technical support "------ PIC/TOT 
Information and education 
for nutrition and GM ' . ................ .. . ..... ,,.
 
Teachers/TOT
 

" 	Carry out GM and follow- " 
up of kids at risk ..... .. . . 
Food preparation and child 
feeding demonstrations .. 9........
 

" 	 Monitor and supervise . .	 ..... 
 PlC/TOTs
" Assess food harvest . -*-..-KARI/MOA/r'I" 	Monitor cost of activities .- ,....•. ... .,..,$TOTIPIU 

" Assess nutritional status -A . PIC/Fred 
" Feedback and replan * * 
 "
 



------ 

------------ 

t tAttachment 1.6 

ASSUMPTIONS:
 

1. There will be sufficient rain for crop production
 

2. 
 Required inputs and technical assistance will be~readily available fron
 
the MOA, KGGCUandhKARa
 

3. Farmers will use the 'foodi.f.irst and' foremost. to 
 eed te y, rathier
 
than sell it
 

4. 
 FAMILY PLANNING
 

Status by end of 192:1 

of women who know at least 1 family plannin-.method 77.6%.-of eligible women using a reliable Iamily mann'gd m.ethod. x17%.

1993 Objective:
 

To improve the health of women.- 15-49 years 
by incre sing awareness

practice of family planning. By the end :of 1993, at 	

and
 
least 25%of -the women


will be using a reliable method of family,planning.•
 

Indicators:

1. % of eligible women using a,reliable,,family,plarining method;
2. .
 of men/women who k!now''atleast,3reliable famil y Planning -methods.
 

ACTIVITIES 
 J. F M A M J J AS, NI) ACTOR 

" 	Analyse reports of 1992 "--

,,Esther
 

Focus Group discussions
 
Feedback and replan 
 *TOTs 

" FP Focus Group discussions * .... ... ,.....-.,.......*..,*,,$'. TOTs 
Respond to needs arising '".,. ,.

from Focus Group discussions ...
"................... 
 .. ...-. TOTs

Set up FP Cinema Centres ,---- ..
 PICs
Finalise FP training modules 
 TU Ts/PM


" 	FP information and educ at
vi age level 

TOTs..... ....... . ..... ..... 

Train FP Motivators/Distributors 
 OTs/PlC

" Acquire FP Kit, materials & ... . 
Supplies 
 *--" " MOH/PM

Provide FP services at H.Units... 
 . ...... ECNs 

Community , *---------------., PIC/TOT" 	Set up monitoring system PlC/Fred

Assess progress .
 .


" 	Feedback and replan , 	 .' "
 

Av
 



---------------- ---------------------------------------------

IMMiUNIZATION
 

Status by end of:1992: 

- Fully immunized children under 2 years 82.2% (Crude data) 
43.3% (Valid data) 

- Tetanus toxoid coiverage =,78% 

1993 	Objective:.
 

To maintain immunization coverage in. the second year' of life above' 75% and 

raise TT coverage to (35%.i' >.rC 

Indicators:.
 

1. % of "children 12-23 months -fally Immunized; (crude & vaid data')
2. '% of women :with a child under 1.year who were immunized againsr
 

tetanus.
 

ACTIVITIES .A,'F'f A 	 D :1 3 JR S 0 N ACTOR 

" Staff KEPI refresher ..... P.Manager

" Awarenpss barazas .' *$-----*, ....... TOTs
 
" Information & education 
 - . ...... ... '..... ....... TOTs/CBI4HW
 
" Mobile clinics . .. ............... .. .. ..
 
* Equip Mazeras for MCH/FP ----- MO/PM
 

Improve service quality ,---------*
 
" Immunization campaigns
 
(subject to need) ...... ..
. * 	 PICs/TOb

* Tracking defaulters $.... .. ............. 	 *41LL PIC/School
* Assess coverage - '.',* . * .P3C/Fret 

" Feedback and replan 

ASSUMPT IONS:
 

Io 	 Parents will continue to utilize,MCH "services 
2. 	 MCH service clients will be-willing to sit through ,30,minutes of 

health education per mobile clinic..
 
3. 	 Pre natal care clients wil]L be able to pay ten s'hillings-each month 

for iron and folate tablets'
 
4. 	 Improvements in service quality will lead to higher validdata coveraog 

for immunization. 



--------------------------------------------------------------------------

Attachment 1.8
 

6. 	 WATER
 

Status by end of'1992: ;.
 

- . of households with water supply within: (dry season) 

- 15 minutes walk = 39%,
 
- 30 minutes walk 42%.
 
- > 30 minutes walk 19%
 

1993 	Objective
 

To work with the community towards improving' quality and, accessibility of
 
water by undertaking the following :
 

- complete work en Kasemeni-Miyani and..Mavirivirini pipelines;
- construct more water pans (mitsara); 
- improve/expand existing water pans;
- mobilize local and external resources;
 
- sample for biological and chemical, analysis.
 

Indicators:
 

1. % 	of households with water supply within 25, 30, 31 or more'minutes;
 
2. ammount of water used in a household in .oiie day.,
 

ACTIVITIES 	 J F M A M3 3 A S N D ACTOR 

* Information and education 
on water protection and use ---------------------------- " - PICs/Peter 

" Facilitate community 
organization for water *"..... * ..... ... ........... 
 . .	 . 
source development 	 d 

* Mobilize for resources . ............. .. ............ ... 
Construct new pans " * ,- *I. 

* Improve old pans 
 * 	 ----*------"
 
" Complete work on pipelines *.-"--* MOW/Peter
" Water quality tests - "--'.. 
" Assess water accessibility 
and utilization " 	 " Peter/Fred


* Feedback and replan .,' 

ASSUMPT IONS:
 

1. 	 Community will able toraise inances.at their IeveI to pay siIIeV
 
workers
 

2. 	 There wilI be a regular supply of water in the. pipelines onice completed
 

http:inances.at


------------------------------------------ --------------

Attachment 1.9
 

7. SANITATION-


Status by end of 1992:.
 

- 61% of households had pit: latrines;
 
- diarrhoea disease prevalance among under fiveyear old-= 6.25 episodes
 
- three demonstration VIP latrine,'. constructed.
 

1993 Objective:
 

To reduce morbidity due .to diarrhoea, bilharzie a..'nd intestinal worms b%
 
improving human and ousehopid waste disposal.
 

Prevalance of bilharzia and; intestinal orms to. be established during thr
 

year.
 

Indicators:
 

1. % of households having-access to and using pit latrin es;
 
2. diarrhoea disease prevalance; (5.6 by end of 1992).
3. number of VIP latrines constructed.
 

ACTIVITIES J F M A. M J J A.S.0"N 1) ACTOR
 

* Bilharzia and worms prevalence *---.-"".MON/ 1OT .
 
survey and treatment of. 
those affected
 

* Set criteria for assisting
 
individuals for latrine....-* P1Cs/PHO
 
construction
 

" Awareness barazas *-------- PICs/TOTs
 

* Information and. education *---------7--"-- -------"--'--- TOTs/CBHW,
 

* Identify sites for demo 
and training' *--.* : PIC/P...s 

* Mobilize local resources, -------------. PICs/Chief
 

" Construct demo ,latrines.,,
and rubbish pits *--"* "------- ' PHO/PHTs/Pl
 

Train community members *,-* *----------"
 

in latrine construction
 

. Monitor activities ----------- -------------------- , PICs/WOQT
 

..Assess progress * . P)Cs/Fred
 

. Feedback and replan - .
 

" ,:Ai)
 



------------- 

- -

------ 

------ 

------------ 

Attachment 1.10
 

ASSUMPT IONS
 

1. MOH will provide technical skills for prevalencesurveys

2. Community,wi II' be wi lIing to build improved latrines and use 
them
 

8. 
 .rHEALT
 

Status by endot 1992:
 

- 24 of 26 primary schools involved in 
at least I CBHC activity;
 
- 27 teachers trained.for.
the.Chi ld 1to -Chi aI.phroach..
 
- 7 teachers trained in- Counsel l'ing and CDD.- Home Case Management.
 

1993 Objective:
 

To develop Community,: Based Health Care skills -among school pupils and teachers
 
in the 26 primary .schools 'withinthe.project areas.
 

Indicators:'
 

1. . :of pupils and teachers--trained and active in CBHC.
 
2. Reduction.of malaria, diarrhoea, bilIa'rzia and ARI morbidity
 

among.#chool pupils.
 

ACTIVITIES 
 J FI A M J J A S 0 N D ACTOR 

" 	Return results of School
 
Health assessment * 
 TOTs


" 	Review school Plans of
 
Action with teachers *II.
" 	Child-to-Child workshop *. -	 P. Manager" 	Health education and Infor- - ......-
 ------- TOT/Teachers
 
mation e.g GM, treatment
 

" 	Provide scales, cards etc as will be needed 
 TOTs
 
" Finalise development of
 
record keeping system 
 *___--* 
 Fred/TOTs

" Growth and immunization 
monitoring -- -----. Teacher/Pupil
 

• Food production, prepa
ration and demostrations 
 •- ......--------- 7

* 	Monitoring and supervision -- -- ---------- -- -- ---. leachers/1OT.

Treat
minor ailments 
 $ ---
 Teachern
 

" Malaria, Bilharzia treatment" - . 
and control 	 ,
 

*----" *---- . Teachers/ll]
" AIDS information 
and education ------- .
" 	 Head Teachers orientation * 
 P. Manager

" Oral health promotion-------------- TOTs" School health assessment ' . Fred" Assess progress * 	 TOTs/FrrrI
 

http:Reduction.of


------------------------------- --------------------------

':".Attachment1.11
 

ASSUMPTIONS
 

1. CBHC/PHC trained teacherswill not be transferred from project area
 
2. Schools will find time/incorporate CBHC activities in the curriculum
 
3. Head masters will provide adequate support to the teachers and pupils
 

9. COMMUNITY BASED DRUG SUPPLY
 

Status by end of'1992:
 

- 26 people trained'and supplying drugs 
26 more peopletrained in October 

1993 Objective:
 

To improve home case management of common diseases by improving accessibilitN
 
of information and common drugs at:,village level.,
 

Indicators:
 

1. ratio of trained CBDD to population
 
2. % of cases which were properly managed at hme level (malaria.
 
diarrhoea, worms).
 
3. % of mothers who know correct signs, symptoms and treatment for
 
malaria, diarrhoea, worms, ARI and malnutrition.
 

ACTIVITIES 3 F A M111 3 J A S, 0 ' N D ACTOR 

" Monitor and supervise CBDDs - - -.-- "- TOTs
• .-

" Ensure drug supplies * --- ..- 

" Information and education "
at village level for proper -------- TOTs/CBDD 
Home Case Management 

" Train CBD Committess: (as: ,-----------* Eva 
Mtaa: *-----* I Janet 
Mwav: • -* * *- Mwau 

" Monitor morbidity and ----------- -----------------
CBDDs treatment 

" Malaria parasite surveys .--- ,MOH/DVBI 
Train for malaria control . .------- TOTs 

" Train 52 more CBDDs TOTs 
" Establishment of 
Community Pharmacies ---------------------------- * PiCrror. 

* Monitoring and supervision -------------------------------* 
" Data aggregation and feedback! :'. .. Fre 
" Refresher training . P.Managet 
" Assess CBDDs and system : 

147
 



-------------------------------------------- -----------------------------

Attachment 1.12.,
 

ASSUMPTIONS:
 

1. Drugswili continue ,td be 'available from UNIC;. 

ENVIRONMENTAL PROTECTION AND,ENERGY CONSERVATION
 

1993 Objective:,
 

To enhance 'environmental protectionactivites In 3(/. -of thw' 58 viIago! 
within the 'project ,areas. 7.',' 

ACTIVITIES J3 F Mi A M1 J JA SO0 N D ,AC701
 

*Create awareness about
 
energy conservation and *-------------------------------* TOTs/CBa4
 
environmental protection
 
*Identify groups for *--------* ,/Pit

skills development
 
*Discussions to id~entify *--------*
 
Appropriate technology 

" Train for approp tech: . , "-.-... . 
" Implement activities at . .... ... .... ... ' ..... " 

village level e.g: .. ..
 

- tree planting
 
- plant nurseries
 
- soil erosion control
 
- Maendeleo jiko . .... 

Monitor activities -----------
" Assess progress -' " . 
" Feedback and replanning . 

ASSUMPTIONS:
 

1. Technical advice and skills- will be readily available :4rot releva, 

government departments
 

2. Climate will be favourable 

3. Logistic support e.g transport: will be 'adequate 



------------------------------------------ ------------ --------------
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11. INFORMATION GATHERING AND UTILIZATION
 

1993 Objective:
 

To improve management of PHC/CBHC. activites at community level .throug
 

developing information gathering and.utilization systems with zil 3 PiCs an,
 
at least 30 of the 58 villages.
 

Indicators:
 

1. number with villages collecting and tilizing informati n;
 
2. availability of records and reports at community level.
 

ACTIVITIES 
 3 :F MA 1 3J A S 0 N, D ACTOII 

" Create awareness among PIC
 
members and villages TOTs/Chief!


" Identify Information needs --- * ,IFred 
" Identify who will collect 

the Information needed --------
" Train Information Collectors 
 .'**.--._$-*Fred/TOTs
 
" Develop information collection
 
formats with community *-------*
 

* Collect information 
 ,-- - PICs
 
" Analyse and produce reports * *"/red 
* Feedback* 
 * *
 
* Assess system 
 "
 " Feedback and replanning ".a. 

ASSUMPTIONS:
 

1. Community needs information for various purposes.-,
 
2. There are people in the community who can collect andutilize informatio,
 
3. Community know the type of information they need.
 



Accomplishments Versus Taxet_ 
U, 

1992 Jan -June 1993
 
Activity Target Achieved Target Achieved
 

1. 	 %of villages participating 50.0 
IIt 

69.0 75.0 .71.02. 	 Monthly PIC meetings (3PICs) 36 21 18 13 CD
3. 	 Train for Safe Motherhood 60 24 50 67 
4. 	 Train Community leaders 30 26
5. 	 TOTs* 15 .0 	 5 3
6. 	 Community Based Drug

Distributors; training 30 	 26 6 19
7. 	 PHC/CBHC training for 

.
 

PTAs, VHCs, Women, etc groups 
. 

0 5 7 
 .
 
8. 	 Improved food production with

volunteer farmers 	 rt10 	 10 100 80
9. 	 FP Focus Group Discussions 23 1910. FP education (village level) 	 -15 5
11. MCH/FP Mobile clinics 	 36 18 16-36, 

12. 	 Involve 26 Primary and 2 
.
 

Secondary schools in CBHC 
 28 	 ,28 14. 14.13. Lay 17 km of water pipes 17 	 10 17 13.6 
(3 projects)

'14. Construct Demonstration latrines 13 3 10 7.15. Establish CBMIS 18 	 12 16 11 

0)
rt 
Mt€=I
 
0,l
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Summary of Progress on Key Indicators 

I. 

1989 1990 1992 
I. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

10. 
11. 
12. 
13. 
14. 

15. 

% mothers breastfeeding over 18 months 
% of babies being given supplementary foods by 6 months of age 
% of children <2yrsweighed at least 4 times a year
% of pregnant women who received ante-natal care at least once, 
% of women receiving delivery care by a trained attendant 
% of newborns with a sibling under 2 years born to the same mother 
% of women delivering who were immunized, against tetanus 
% of children 12-23 months fully immunized (crude data) 
% of households with clean water supply within: 

15 minutes walk 
30 minutes walk 
over 30 minutes walk 

% of households with pit latrines 
% of children 0-59 months who are low weight for age . 
% of mothers aware of all the six childhood immunizable 'diseases 
Average annual episodes of diarrhoea 
% of women of child bearing ages using reliable family planning 

method 
% of women of child bearing ages naming at least one family 

planning method 

64.6 
30.9-

.. 87.3 
18.1, 
10.1 
84.8 

-79.5 

35.1 
33.1 

-34.7 
1.2 
6.2 

.8 

36.8 

-. 

61.5 

79.9 

'40.2 

10. 

" 

84.2 
81.3 
40.6 
97.6 
34.4 
4.4 

78.1 
82.2r 

28.0. 
61.0 
40.7 
7.5 
5.6 

16.9 

77.6 

SI 

*, 

* Distance to water 

See figures 1-5 as well. 

source during the dry season. 

I=>. 
El 
rt 

-- )T 



Aga Khan Community ,,Health,Programme Attachment.4*I
 

DEMOGRAPHIC SURVEILLANCE SYSTEMS''. 
AKCHP 

AKCHP Demographic Surveillance System.
Active Household and Population on by Month 

---------Slun.......... ........MohaLLa ........ > ( ........ TOW ........ 
# Population # Population # Population 

Month # H. H F Total U H. H F Total #H. M F Total 

Hold Hold Hold 

Jan'92 1022 2713 2671 5384 1097 2729 2677 5406 2199 5442 5348 10790 

Feb'92 1560 4032 3987 8019 2226 51434 5286 10720 3786 9466 9272 18739 

Mar'92 2515 6107 6160 '12267 2991 7398 7125 14523 5506 13505 13285 26790 

Apr'92 2566 6222 6289 12511 3018 2466 7192 14658 5584- 13688 13481 27169 

May'92 2521 6106 6185 12291 3023 7451 7213 1,i4664' 5544 13557 13398 26955 

Jun'92 2488 6040 6102 12142 2974 7324 7105 14429 5462'.' 13364 13207 26571 

Jut'92 2440 5947 6010 11957 2947 7272 7059 14331 5387 13219 13069 26288 

Aug'92 2390 5855 "5918 11773 2912 7213 6981 14194 5302 13068 12899 25967 

Sep'92 2374 5829 5889 11718 2865 7122 6887 14009 5239 12951 12776 25727 

Oct'92 2336 5759 5807 11566 2853 7095 6877 13927 5189 12854 12684 25538 

Nov'92 2282 5630 5671 11301 2827 7050 6820 13870 5109 12680 12491 25171 

Dec'92 2259 5585 5621 11206 2818 7025 6811 13836 5077 12610 12432 25042 



Aga Khan Community Heailth 'rogramm'
Attachment 4.2.
 

AKCHP Demographic Surveillance System
Demographic Status by Area as of June 1993 

Total 
Stun Nohatta ________. ..___r_______ 

# active households 2036 2786 
 -4822
 

9 active members 10244 
 13705 23949
 

live births 
 34 363 711
 

v 81 50
deaths 
 131
 

#Immigrations 2305 2523 4828
 
I out migrations 4240 3274 7514
 

32,4 , .. . .. 

AKCHP Demographic Surveillance System
Demographic Status by CHW as of June 31, 1993 

CHW # # active # active # Live # deaths # in # out 
households members births _ migrants migrants 

1 353 1735 45 7 288 350 

2 344 1956 60 10 267 228 

3 363 1616 59 10 646 1059 

4 332 1644 44 306 321 

5 341 1655 68 8 427 976 

6 428 2030 49 10 358 541 

7 408 2022 45 9 473 488 

372 1722 60 14 369 573 

9 391 1870 51 6 306 594 

10 359 1870 38 13 284 455 

11 402 1981 63 10 401 926 

12 352 1760 68 12 283 469 

13 377 2034 61 18 420 534 

Total 4822 23949 711 131 4828 7514 



Aga Khan Community HealthPrgramm, :Attachment, 4.3 

AKCHP Demographic Surveillance System
Number of Population in Different Target Group at 31/12/93 

CH < 2 yrs < 3 yrs <5 yrs 1-6 yrs 15 -49 TotalW female Popul 
ation 

# N % N N N % N 
1 90 5.3 138 8.1 238 13.9 193 11.3 429 25.1 1707 
2 118 6.1 173 8.9 301 15.4 256 13.1 462 23.7 1949 
3 102 5.1 163 8.2 293 14.8 255 12.9 551 27.8 1982 
4 83 5.1 126 7.8 212 '13.1 169 10.4 447 27.6 1622 
5 111 5.5 171 8.5 289 14.3 243 12.0 :54126.7 2023 
6 92 406 .173 8.7 298 115.0: -263 13.2 505 25.4 1991 
7 119 5.9: "184 9.1 '305 15.0 234. 11.5 525 ,25.9 2030 
8 122 7.0 174 9.9 16.8 239 13.7 442 25.3 1749,293 

9 891- 4.8 1:136' 7.3 243 13.1 212 11.4 5120 27.6 1854 
.10 96':.,5.0 i.161 8.4 284 14.9 .237 12.4' 481'. , 25.2 1911 

11 102 5.0 174 8.5 .302 14.7 254 12.4 512 24.9 2055 

12 98 5.6 152 8.7 260 14.9 207 11.9 443 25.4 1745 
13 110 5.4 167 8.2 289 14.1 243 11.9 504 24.6 2048 

Tota 133 5.4 2092 8.5 3607 14'6 3005 12.2 6354 25.8 24666 
1 2 

AKCHP Demographic Surveillance System

No. of New Born with Siblings Under 2 Years
 

Year of Reporting 1992
 

# of live outcome ...... : 550 

# with siblings, <2 yrs...: 59 

% with siblings, 2 yrs... :10.7 



AaKan ComuiyHat Programme 'Attachment 5* 

SAKCHP PRIMARY HEALTHCARE MODEL 

•~~~' : L , • . , ' . ~ " .. . ' , i . ... . . , " ! . . . . ..' %... . . .. ... .
 

- IPH C! ...o m,AE'"..II1AR'PN ENTRE ,.... o...s..=
 

1. Community Organizations 1. Community Mother 
2.. Non government organizations Volunteers 

.L 3. Government of Bangladesh 2. Traditional Birth 
4. Referral HospitalsH "" ; " attendants. . : . .. i .: . .: ! .i : : .: [ .:!! .i ::i.:i :" . :.i..: 3 S c hoo l Te ac he r s: 

4. Community Health
 
Volunteers
 

COMPONENTS 
* PHC Services HEALTH WO 
* Training . ." : . ... " . "." 

*Research
 

:i' iseh : :!:i :i . i ! i!i:!il[: .!i i~ .:. .:[1:*~iR;~ilrifc!::i:.i.i;.li~iiill ii~i~i:i~ii~~i7 .ii.i." . i .i:k 
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SOCIO-ECONOMJC DATA 
AKCHP 

Data on the socio-economic conditions in slums of ward 60 & 62 of Dhaka City.
(February 1992, April 1992, October 1992, December 1992) 

. a.'.r 

Feb'
90 

Dhaka-
60~

Dhaka-

62 
Dhaka-

N 

365 

136 

398: 

No.h 
ab 
100 
Spft 

5.5 

5.21 

6.1 

House 
Rent I 
month 

(Taka) 

407 

543 

408 

Female 
Ed. 

* 

(%) 

.10.2 

:19.4 

8.9 

Male 
Ed. 
* 

(%)-

20.1 

306 

17.4 

Rick-
shaw 
van-
cart 

Puller
%) 

43.9 

16.9 

36.7 

Previous 
Week's 
Salary 

(Taka) 

463 

404 

.394 

Distress 
Sale 

(%) 

0.3 

0.0 

0.0 

Value 

(Taka) 

600 

0 

-

Food 
Loan 

(%) 

1.-19 

0.0 

.0.8-

Food 
Expense 

(Taka) 

166 

178 

.174_. 

0o 

' 

Dhaka- 143 6.0 '516 17.6 24.5 19.6 414 00 - .4 194 

0 

Dec
'90 

62 
Dhaka- 394Dhaa-t9460 

Dhaka 134 

62 
Dhaka- 438 

60
Dhaka- 106-

62 -

6 

6.5' 

6.6 

6.3 

456 

'6546 

487 

746 

11.6 19.5 

. 1.8.5 - 21.6, 

14s. 24.5: 

19.8.. 28.8 

40.1 -

:18.7 

.,'36.5 

17.9. 

329 

298 

"-329 

460 

02500 

0.0, 

0.0 -

-

0 

0 

0.0 

0.0 

02 

0.0 

-180. 

199", 

10.01 

20 
: 

Ft 

*One year or more' of formal.-education., 0 

Ft 
0' 



Aga Khan Community HeaitiProgramme Attachment 7
 

TRAiING SUMMARY' 
'.:-AKCHP'. 

Fo TTrainingsummary 

for theppr!od july,92, June'93) 

Sl. 
No. 

Training Programme 
" 

No. of Courses 
_ _ _ _ 

No. of Attended 

1. 
2. 

CMV Basic Training 

CMV Refresher's Training 
3 

12 
44 

122,. 

3. CMV Meetings 23 477 

5. 

7. 

School Teacher's Training 

School Health Education 

TBA Refresher Training 

TBA Meetings 

6 

23 

6 

30 

, 

52 

1996 

46 

496 
[.. 

9. 

10. 

11. 

12. 

CHW/CHO Refresher Training 

Health Education by CMVs 

School Teacher's Workshop 

International TOT course 

Applied Epidemiology and 
Biostatistics course 

1 

1389-

1 

1 

1 

30 

9859 

44 

18 

15 



Aga Khan Community Health Programme Atachment 8.1 

THE AGA ICHAN CON~U7impy HEALTH PROGRA1ME 

HE A MESAGE 'FOR SCHC)L STUDEN"S 

1. Take vaccine to prevent Tuberculosis,.Diphtheria, Titan.usPertussis, Polio-and Measlesi 
2. Take everyday green leafy vegetables, yellow fruits (eg. apumpkin, carrot, ripe papaya,, ripe mango) and Mola fish to keep

your eyes healthy. 	 . 

3. Start taking oral saline solution (ORS) as soon diarrhea startsand continue until diarrhea stops. 
4. 	 Take half liter of Tubewell/ Tap water and mix a handful ofmolasses / sugar in it. Add one pinch of three fingers salt to thesolution. The oral saline is ready to drink. 
5. 	 Wash your hand with soap or ash before meal and after
 

defecation.
 
6. 	 Keep your nail short and clean. Take shower daily andwear 

clean cloths. 
7. 	 Do not spit. It spreads diseases. 

8. Wash your.teeth after getting up from bed-inthe morning and', ,
before going to bed at night. 

9. 	 Do not defecate here and there. It spreads diseases. Always uselatrine. 

10. Plant tree for healthy environment. 



Aga Khan Communiity"Health.Progra"me Attachment 8. 2
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Aga Khan Community oHea1th'.Program me" 
 Attachment 9
 

AKCHP PERCENTAGE 'CHANGEINEARNINGS 
1991A- ND: 1992. 

Number of patients, money earned and percentage change in earning 
in 1991. and 1992 

Year -1991 -1992 Change (%) 

Number of patients 6919 7147 228 (3.2) 
Taka earned 54,072',. ..72,628 18,556(34) 



Aga Khan CommunitY ,Health.Programme 
 Attachment 10
 

TYPES OF BITH ATTENDANTSINAKCHPAREAS 
SAKCHP' " 

Types Birth attendant In AKCHP target opuiation (Ward 60 &62 of Dhaka City
Crporation) March 1993 

Number .Percent 
AKCHP Trained TBA . 293 . .35.5 
Other Trained TBA 40 . 4.8 
Hospital
Doctor) 

staff (Nurse, 
______ 

190. 
. .. .......______.. 

22.0 

Non Trained TBA '292 35.4.,: 
Self 10,. .. 152 
Total 825: . 1W,100 



__________ 

9 

Aga Khan Community HealthPrograme 
 Attachment 11
 

REFERRAL PLACES OF PATIENTS OF SECONDARY CARE
 
AKCHP
 

Referral places for secondary and tertiary care of the Aga Khan Community Health 
Programme curative health care delivery system 

S1. Name of hospital Government/ Type:general/specialh 
no. Non ed 

Government 
1 Azimpur maternity Government Specialized (pregnant 

"_.. .. _ and delivery) 
2 Dhaka Medical College Government General 

3 Sir Salimullah Medical College Government General 

4 Railway Hospital Government General 
5 Institute of Cardiovascular Diseases Government Specialized (heart 

_ diseases) 

6 Institute of Post Graduate Medicine Government General (renal failure 
and Research cases) 

7 Dhaka Shishu Hospital Non Spwiaized (Pediatric 
__._______________Government cases) 

8 International Center for Diarrhoea Non Specialized (Family
Disease Hospital Government Planning methods) 

Mohammadpur Fertility Center Non: Specialized (Family 
- _ _ _._ _"Government Planning method) 

10 Children Nutrition Unit (SCF, UK) Non Specialized 
_____:..____.___._____________Government (malnourished cases) 

, .' "@ )
 



Aga Khan Community Health Programme 
 Attachment 12
 

REFERRAL PLACES 
AKCHP 

Referral places for pregnant women (April-September'92) N=31 

A. Government Hospitals N Percent 
Dhaka Medical College Hospital 15 48.3 
Azimpur Maternity Hospital 11 35.4 
Institute of Post graduate
Hospital 

Medicine &Research 
_ _ 

3 
_ _ __ 

9.6 
.... 

Police Hospital 3 :9.6 
B. Private Clinics "_...... 

Rawshan Ara clinic 5 16.1 
Lutfunnessa Clinic 3 9.6 
Dhaka Maternity 1 .3.2 

Total 31 100 



Aga Khan Community :Health.Programme, 'Attachment 13
 

REASONS FOR REFERRAL
 
AKCHP
 

Reasons for'referral of pregnant women to different hospitals/clinics 
(April-September 1992) N=31 

Referral Reason nn ) Percent 

Breech presentation 4. 12.9' 
Absent foetal heart sound .6 19.3 
Severe edema 5 16.1 
History of caesarian section 2 6.4 
History of still born 4 12.9 
History of child death 1 3.2 
Jaundice 2: - '6.4 
History of tuberculosis 1 3.2, 
Per vaginal bleeding 1 3.2 
Per vaginal discharge 1 3.2 
Expected date of delivery overdue i : 3.2 
Ultrasonogram for IUD 2 _.6.4 
Pregnancy test . 3.2 

Total 31 [I00"--....._ 



Aga Khan Community Health Programme Attachment 14 

SUMMARY REPORTS OF. ALNOURISHED 
AKCHP • 

CASES 

Summary report of the severe malnourished 
(Oct '92 - March '93) 

cases 

Nutritional Status 

Improved 

Not improved 

Deteriorated 

Malnourished 

Death 

Migration out 

Referred 

New case 

Absent 

Age >36 months 

Total 

Oct 

49 

13 

9' 

14 

14"0"18 

:..4 

o 

0 

11' 

0 

102 

Nov 

53 

11 

'3 

7 

5 

'0 

7 

3 

0 

90 

Dec 

48 

10 

3 

7' .. 

2 

0 

1 

3 

1 

79 

Jan 

40 

.8 

1 

7 

1 

.4 

0 

6 

3 

2 

72 

Feb 

28 

10 

3 

7 

4 

0 

4 

1 

2 

59 

Mar 

33 

4 

3 

3'.' 

2. 

0 

4 

,1 

1 

-,52,. 

Total 

251 

56 

23 

45 

2 

0, 

5 

24 

26 

460 

/
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Urban Primary Healtf'.'Care Programme Attachment 15 

AVSRAOER0STRDPA4LE I4ONTORID 
- . PER WMOTN. 

........................................
1 3-3-
list511 913329
 

FUELD SITE" .gonI, IR 1 Iantd I eO Ho 
 I Ret I.1d 
-------------------------------------- n-le------ -- --- -- . -

Orangi 1450 1255 87 1410 15 73?. '1505. 13'75 $1 1560 '1330' am 
I~~~~ : ~ .0~ ~ .. 9. ,MM.. w t t 

Chansar oth 
 1570' 14086 84 1585 1477 88 '5010 3 13163I 

Grax 125 1161 32 1317 
 '141 7 1323 31 1353.1203 83s126 

Es Nagit 1583 1550 33 1720 1335 81 178 1012 32 1801 1500 83
 

Azam sasti 1246 l11s 3 1315 1121 85 1274 11as 30 - 1270 1097 56 

--r. . . . .
 

Ta1 " 7334 6557 90 7516'L16302 84 773 70 12 8
 

----- . .e..e. . ... -e- Iee -. I ee.... ... 

........ e ee...-...-
-1 -~ -I-I- -I-ll- -~~ -I -....- 1 . .8 go- -l-l -l --g -1 -l . 



Pd, 

AGE 

CONSOLIDATEDo DEATH STATUS: BY AGE 
-(MAIN PLUS ASSOCIATED CAUSES)MAIN AND ASSOCIATE CAUSE 1989 1990 1991 1992 

(n-43) (n-S6) (n-35) (n-45) 
. . . . . . . ._# % '% 1% % 

_ 

I 

_ _ 

TOTAL 
(n 17)%# % 

0 

<I MONTI I PI1EMATUIUTYJLBW 

BIRTH INJURYIASPHYXIA 
DIARRtOEAL SYNDROMES 
AIiIIPNEUMONIA 
CONGENITAL MALFORMATION 
JUNDICE/I IEPATITIS 
ACUTE ABDOMENIINTESTL OBST. 
MALNUTRITION 
gRAIN INFECTION 
OTI.IERS 

16 
7 
55 

2 
1 

:3 

-1 
1-:1 

16 

37.2 
16.3 
11.6 

4.7 
2.3 
7.0 
2.3 
23-0.6 
2.3 

34.9 

17 30.4 
0 16.1 
3 6.4 

3" 6.4 
3 6.4 

. . 
. 

1-1.8.3 
7 12.6 

16 
6 
1 

1 
3 

1 

2 

46.7 

17.1 
2.9 

2.0 
.o 

29 

6.7 

20 

5 
6 

6 

2 

44.4 

11.1 
13.3 

11.1 

6.7 
4.4 

69 
27 
15 

11 
7 
3 

2 

4 
20 

38.6 

16.1 
8.4 

6.1 
3.9 
1.7 

1.1 

2.2 
14.5 

29.9 

11.7 
6.5 

4.8 
3.0 
1.3 

0.9 
0.4 

-1.7 
11.3 

70 

0 

N DtF DIS:SES*2 
No..nmta.LT a,"sw-

UNKNOWN On 11L-1ERNED SYnomES 

2 

10 

4.7 
4. 

44.2 

1 
1 

18, 

1.8• 
14 

32.1' 14 

1 

40.0:11 

2.2 

24.4 

4 

2 

2.2 
2.2 

4.6 

1.7 
1. 

20.8 
ta owj " .14 32.6 17 30.4 8 22.9Lat'hing Problem 4 9.3 ! 1.5 5 14.3 
... uown Acvg 2.3 1 2.9TOTAL :__-____ 72 167.4 62 110.7 44 125.7IMONTIITO _,,-_ " '(n- "' (n- 82) (n- 5"7<1 YEAH DIARRI IOEAL SYNDROMES 26 45.6 61 62.2 31 54.4MALNUTRITION 11 19.3 34 41.5 20 36.1AFIIPI IENUMONIA 5 8.8 13 15.9 15 26.3PREMATURITYILBW 3 6.3 11 13.4 10 17.5ACCIDENIINJURY 1 1.8 1 1.2 1 1.8CONGENITAL MALFORMATION 

-. 1 1.8 2 2.4 
JAUNDICEII IEPATTIS 

1 1.8III IEUMATICICONGL I IEART DIS. 2 3.5 .2
BIRTH INJURY/ASPHY. 1 1.8 
AC UTE ABDOM ENIINTESTL O . ---BRAIN INFECTION 

OThERS 10 281 6 0.1 1 8.8Noe that numbers refer to number of diagnoses, not numbers o patients.Percent ol cases (denominator, n) dying with the given cause (total exceed 100%)Puivent of coi.olldated diagnoses (main plus aSmoclated) due to the given cause (olat- 100%) 

$ 17.0 

3 6.7 
53 117.8 

(n- 84) 

38 69.4 
23 35.9 
11 17.2 
18 28.1 

2 3.1 

-
.1 

47 
10 
5 

231 

146 
88 
44 
42 

3 
5 

1 

1 

222. 

26.3 20.3 
5.i 4.3 

2.S 2.2 
129.1 100.0 

(n  , 200) 
66.2 34.6 
33.8 20.9 
18.0 10.4 
18.2 10.0 
1.2 0.7 
1.9 1.2 

0.4 0.20.8 0.6 

0.2 

0.8 0. 

Ft0" 



CONTD... 
CCONSOLIDATEDO BY AGE.:"DEATH STATUS: B AGE 

(MAIN PLUS ASSOCIATED CAUSES). 
AGE MAIN AND ASSOCIATE CAUSE 19899190 199 1992 TOTAL. 

(n-4o :2oj (n- 2)

# % # %* %h %1 %* %08 j 

(n
%* 

1 
%&A


IEE3~ETULE.DIEASEF 
2 5.7 2 1.5 1.10 

2 5.7 2 1.5 1.1 
* --INKNO-W!. Oil ILL-DEFINEI) SYDROMES: .. ,.--12 30.0 7 24.1- 10 35.7 - -#7 20.0 38 27.3 10 

Unknown 7 17.5 7 24.1 6f 21.4* 2 5.7 22 1671.imtahing Pi'oblcan 3 7.5*Unknown A Fever 3 2.3 162 501  41.14.31 51 14.3 I L 5.* TOTAL 815. 33138 413. 545.3 1891 1'43.2z 10 
-L1. -5.T 

0 
_j0.

Note that numbers refer to number of diagnoses. not numbers of patients. - 0lJ 

* Percent of cases (denominator, n) dying with the given cause (totals exceed 100%)
Percent oi consolidated diagnoses (main pius associated) due to the given cause (1otali- 100%):
 

Ft. 

I-0 
Ft 

http:41.14.31
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CONTD... 

CONSOLIDATED ° DEATH STATUS: BY AGE 
(MAIN PLUS ASSOCIATED CAUSES) 

AGE MAIN AND ASSOCIATE CAUSE 

EPI IRR'-IT.NTAnI E niSEA;ES: 

1989 
(n- s7n 

# % 

1990 
(n- 82) 

tl %o 
4 4.0 

1991 
(n- 6) 

° °%oJ* 
1 1.8 

1992 
(n- 64) 

%* 

" 

5 

TOTAL 
Ow- 200): :: 

%* 0/ 
1.0 1.2 

m

0-

Afustce 

pdu,- -
.4 4.9 4 

1 
1.4 

0.4 
0.9 

0.2 
'-

IJJKNOM on I I -DEFINEDSB.,18 31.6 12 14.0 a 16.8 14 21.0 .53 20.4 12.0 

1-<6 YEARS 

Unknown . 
lrwthios Pgoblacn 

UnLnow-a J Fcvr" 
...... 

TOTAL 

__"__n-_40)_(n-__0)

DIARRIIOE.AL SYNDROMES 
MALNUTRITION 
ARII'-iEUMONIA : 
ACCIDENTIINJURY 
RI iEUMATiCICONGL. HEART DIS. 
ACUTE AODOMENIINTESTL OBST. 
PRIEMATUnITY/L-DW PMAUTYLW1 
JAU14DICEII IEPATiTIS 
BRAIN INFECTION 
CANCER 
OTIIEIS 

6 

4 

84 

17 
10 

1 
2 
1 

1 
10 

14.0 
10.5 
7.0 

147.4 

42.5 
25.0 
15.0 
2.5 
5.0 
2.5 

2.6 " 

25.0 

9 

2 
1 

133 

16 
4 
3 
1 

1 

1 

11.0 

2.4 
1.2 

102.2 

55.2 
13.8 
10.3 
3.4 

3.4 

3.4 

" 5.1 

4 7.0 

93 163.2 

(0n- 28)
10 35.7 
9 32.1 
3 10.7 
4 14.3 

3.6 

6 121.4 

9 14.1 
0.0 

.5 7.8 

112 175.0 

(n- 35(n
20 67.1 
12 34.3 
2 5.7 
2 5.7 

1 ,2.0 

22.9 

31 
6 

15 
1 

422 

63 
35 
14 
8 
2 
1 

2 

1 

2 

11.9 7.3 
2.3 1.4 
.5.8 3.6 
0.4 0.2 

162.3 100.0 

-13 2 
47.7 33.3 
26.5 18.5 
10.6 7.4 
6.1 4.2 
1.5 1.1 
0.8 0.5 

.1.6 1.1 

-0.0"05 

18.91 13.2 

* No that numbers rotor to number of diagnose not numbers of patient. " " Percent ot cases (denominator, n) dying with the given cause (total. exceed 100%) -
Pwrcent of consolidated diagnoses (main plue aseoclated) due to the given cause (total- 100%) . 

r 

0 
Ft1 
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Urban Primary Health Care Programme 	 Attachment 17,
 

IMMUNIZATION COVERAGE
 
under 5 children
 

+------------------- -----------------
c 0.,( children 

9children 


:Dec i988:Dec 1989:Dec 1990Dec 1991 ::se "1992 iDec 199."Mar'' 19'93
 
+------------------ +-------+------+--------


ORAN61 Total 1481 : 1563 1511 ,'. 1389 :: 247 : 255 : 
 246,' 
Complete .,74 , 82 : 73 76 1: :11. .:Appropriate() 	 19 18

13 	 43 49
 
Incomplete (9 6]I 7I: 30 : i : is: 
None(X) 9: 5 - 4: 16: '14:16: 


CHANESAR 	Total (0) 1813 : 1817 [.1801 1 1875, . 380 350 1 328-GOTH 	 Complete(%) 83 ', ,...• 7 00 , ,,, i:1 " 
. 9.M 63 0113 68:6 8 , : .7 0 :..0 l r ' 1 r 

Appropriate (Z) 12 , . 17 : 13 " 68 : 68 , 66' 
Incomplete 26 13 1.11- ,..:13 : .. 9 1 10 15:None(,) 2 , 	 4 4:: 9:15: : 	 +:. 

- .. .
 .--.-------
. 
GRAX Total (M) 1328 : ,1417 1 1332 : 1297 : 244 '265 260Complete () 65: 70.: 69: 72:: ..16' 12,:. 18 

Appropriate (9) 9': 11 	 1 r10 :: 34: 42:' 47Incomplete (A) iS: 12 '. 1is::- 13:: 34: 26: 20 
None(s) 8 ' 7 1' s: 5 -16: 20r 	 s:: 14 

.......... 	 ------- ....
-------- - ..........
 

ESSA 	 Total (#) 1811 .2055 p1993 . 2000':: 463: 438 406
NAGRI 	 Complete (1) : 51: 60: ' : . 671' 20 24: is I 
Appropriate 10: 12 16: 17 , 57 56. 64 
Incomplete () .25 14 13 ii ,, 61,: : 	 6: 8 8 
None(=) 	 14:: , 14: 5 . ::-" 

. 

.17, '13 14 

AZAM 	 Total (M) 1202 : 1419 :•"1361 .1 1255::'." 268:' 272•: 256
BASTI 	 Complete (X) 51:,: '71. ' 78 1 	 '79 11 26.: . 24:' 21 

Appropriate (:) 1 13: 12,: ii: 1 : 55 : 59 57 
Incomplete (z) 22'. 1 . 7 :: 13 : 10 ' 17 
None (,) 14: 6 : 2 :: T6 

4 . .- - - -	 - .+- + 4, : :+ - -- --:-: :-+_ 	 +
, - : 	 . --: : : -: 4 + 	 - - -+:: 


TOTAL 	 Total (0) 7635 8271: 7998 ' 7816.:.:. 1 "01821, 16W02 , 1580 ": 1496 
.Complete () 63: 70 70 : 72:: 18 ., 1 :18 17 

Appropriate(:) 9 11, 14 ' 13:. "54. 56 58 
incomplete (:) 20 11 1.. ' 1 ".1.1 :13 15
 
None (5) : 8 54.'.. 4 : 13.:.
 
Total () ,4 1 

|I
 

SABA.632 782,, 
 14w: - '133 ' 100
ISLAND 	 Ccmplete(:) : ' 33,..3' 3431 

Appropriate (:) .5, , 	 12 
3 

incomplete (s).	 32: 9 ,,; : 62,' 

""one 35 i 32,: 201 30
 

-----------.---------------------------------------------------------
 --------	 ------------- +---

Note: Immun':ation coverage was:being-ilculated for (5 chiludren- ill dune..:1992.
 
Fr:m Seotember 92 1 is.be1ng-,ca'culazed for0..cnildren. 
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T.T. 	IMMUNIZATION COVERAGE.... 
In1 

WOMEN 15 -49 YEARS 
i'R EN)S 	FOR COMPLETE CATEGORY BY COVERAGE CATEGORIES 

" iS.wnu 

-.
 

"" 
 L
 

.. . .. 
 . .	 . ../
 

0 -- --	 / [ 

On-fa.CO IWE-NG D-194L8/ 0151.QX 
ibs "f 	 .. .- 9,14 	 10.. IEH ] All- I IQ & in :68 W "% l 	 10W " 41x 13.-: lbw  .2. ;) ON 
 F14 I 
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Urban Primary,Healthi Care 'Programme: 

Attachment 19.1
 

NUTRITIONAL STATUS
 
'UNDER5 CHILDREN
 

+- -**- ---.-------. 
..... .~D .. 
' 
r Dec'" 19 -;' Dec. ,881989 - Dec 1990 'e i1'9 "ii; Dc 92.Ded 1i992 ; ::,


I .
 , •
 
:0RANGI a
i;
IDRANGI1., .:: :,+=,:/ 4--- ----....-~ 11+-- .... +-------.---+- ~ ~ ~ 1 -

Total 
 1481 1 

"... 

1583 1511 1389, 1317 2a, S .
Chilreneiged . .
105 5 :1302 :83 120 80195 8 08 81 

Nutritional Status : j... - '1- i
 
S": 
 16+81 47:713 551694 57
4 727 61650 6111
4 9 .38:417341
4 3 628 
 408: 34 1360 34
 

I 
1104 

. . 
71 82 61 84 71' 52 4 --47 41I ,I 


jWeignt: ,hange*
Gained+ L-* ., 
 _ - IIS . . +.a
 
-.. " ".Gained+ 884.. 88 904 79_ • 971 83 :882 8
 

Stable .0 r 


Loss -58 
1 334 26 1 165 14 13
 

4,1 7 61 38 . 31 1
 

ICHANESAR GOTH .
" 

Total " 
 1813 i .1817 , 1801, 1875 1810.Children Weighed 1679 
 93 11489


I . . . . . "" " a 
821 1592 88 .1639 1486 82"
 aI-


.,Nutritional Status. . .a a a .

I Normal 
 . 
 883 53 841 56 1.952 601 : 978 60-- "1.... .- .. 880 591 555: 33 11 502 34 3 479 32509 32
199 121125. 
 81102 
 : 136- 8 


-.
III,::.42 3.21 1129 "124 

105
 
aa. 21 1122 13


2 A , 1 

Weight Chanigexain d." aa
d. . " '- ' "[.1054 71 1184 :75 1.150, 71 .1075 73' Stable 0. : ',228 
' 

Loss . .15 193 .129 30-- .- 12 '192 12 156 '271 1818 8
 

LGRAX  *. a 
Total " -'1328 
Children Weighed -,'1165 

11417 : 1332 *"1297: 1 274
 
. 88 1143 "81 . 81 77
" I :'+ " " 

1 
" 

1077 1000 995 .78
a'.^ " 
 + ; +:I " 
 , 
:Nutritional Status " , ar a 

Normal, 
 1 673. 
 :58 676 59 .628-, 58. 580 .
S,420'. 58:1.+:.588 59361 372 - 33. '363 34 344.. 34' 319 32'
I 60 5, 78 7 66 - 6.6.i75 . a-17- .2 15" 2 " 13
712'
1 


:Weight Change: . . ." .. .
' .I a 
Gained :.-.
 

a 755 661 935 88 80 .83: 839 86Stable 0 ' ' 211-,, 18.1 "41 -+ 8-. . 39 4 
Loss 
 '85 8 85:-. 9 ' 92----------------- 9 

-
 - ------ - + 



------------------ 

Urban Primary Heal-th-Care Programme 
 Attachment 19.2
 

--------- - -----------------------. 

":'Dec 1988.: Dec 1989 : Dec 1990. : Dec 1991 : Dec 1992 

:ESSA NAGRI " ------------------------. 
Tota '111 2055 1993 4-00:12 

Welghed : 1675 1682 93' 87.Children 9 82 .1844 1749 1692 
 88
 
. . ..... .,:,
:Nutrltional Status. B." B . * a" " ' ;>-;- " *"' ."" ' B. 

Normal 904 54 959 57 068 58 :1009. 58:1032 :,61

I 38: 37 ,:639 38 r623 33
66 .659 36 :.555 


. .7
I , 112 93 6:105 6 0
1 6:98 

"a "a ::" : aI
' ' : ' -'.a - .a 

:: -Weight.Change: :"
 
Gained'+ 1255 :114r47. "79: 1373 79 :1 1 .84:
Stable 0 221.13 
 .247.. 2101 : 160 9 

- :Loss. . 11 .; ; r8:179 : :144 . 6 

------------- . ...O..-- .. ... -- 

:AZAM SASTI < 
 .aI
 
Total :1202 , 1419 
 :1361 [6,..1255 19 
Children Weighed.,1018 891 274 90.: 1164 86 : 1106 ,88.:•1049 83 

'Nutritional 'Status: :.:::
 
Normal, :721 68 837 68: 792 .68 754, 
 68 669 64 

.309 .29 : 381." '30 : 320. 27 :314 28:.,336 32
:i3 34 3. 
 50 4:48 4 33 3:38 4
 

I 'ii • * . ,I " ' 0.4: 6 " ,:, - . 'l,- " ' ""'.'r'-" 4 " .. .3. aI 5-I 0.5: 6 0.6 Ia a - "' B - .I ..a'- .. I . B,Weight Change; , : a 
B. 

a 

Gained 
 + : 069 84: 1040 91: 948 :89 '950 93
Stable 0 .64 5 "45 63'. 6 .18
 
Loss :109 9. :59 : 5:-33 3 

:TOTAL ""
 
Total 7635 : 8271 -: 7998.. '. , 78.16 :.. .. : 7592. B
Children-Weighed.: 6992 92: 6890" 83 6886 86. 6689 86., 6290 83 

'Nutritional,Status 
' 3B . ao " " Il 
 B '''
 
Normal 3842 55.1 4026 ':8 4134 60 : 3819
60 114046 61.' " 3 .2364 34 2268 331+ 2192 ' 33 .B 509 .7 428. 
 33
11- :509 . 42 6.. ..a.. 405 6,: ,380 :355
 
I n I , !B *.":7 6
 . 1 1 77 B79 1 

Gained
,Weight Change. a...............B ':.B
 
Gained + .0. 7 73 5510. 80 5247 80 5164 84
Stable 0 :1058 :15 699 -10:823 12: 620 10 
Loss - B0 10 554 8 48 1 398 6 

- ----------------- -+--- :--------- . - B
---------6---


z Cenominator is .the. numter of 0cildren weighed a:least once inthe last quarter
 
and in,this. uarter ,
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Urban Primary Health Care'Prugramme

TRADIZTONAL BIRTH ATTENDNTS Attachment 21AND DELZVER:ES 

,July-Doc 1191ilIJan-Jun. 1992 ::Jul 
-Dec,19 ,
 

I .... ... : .. .,1 ISO. ."T ., • 2 5 '" 
:orangi *Total,'$ of deliveries16 

K. 2
 
Total Tr i e I s06144
 

,No.. of,'dliveries done by: ( of 'dilv 
 .
'Trained TBAs ' L 
- Other trained personnel .I a 0 N 55 44 41 :17 1 29
62 21 58 46 51 56
81 


Avg. 0 of TlAr Reported deliveri 0 3 11 .17 
." within 48 hours after Birth , 

0"" 2 5 
Of 0101V..Repot.by T.AS 

0' 


Chanrwear. Total I of deliveries 
 201 
 .:,178
192 
Mo0th Total Trained TEAs 
 2 7 N, 4 .10:No. of deliveries done by: (j. 
 dtlv.),ivf 


Trained TEAs 
 " 
 46 232 1 65 37 
 70 3.
 
-Other trained personnel.L 53 23: o6 45 ~ a 50LReported0 of TSA oAvg. deliveries '1 142 . 25 '3 

-.- ,'- "U of Dclv. -(* Repot.by TEAI ,o " . : : 3
5 : 11 : 2 3
within 48 hours after Birth 

.. 
1 ' ' 14 .. '.. 
 L
 

Total
+'rax of deliveries.1 .
 , 13 
 0'
 

Totl Trained TBA 
 14 go 13 
No. of deliveries done by: of v) . 

1 
I 

- Trained T.A "80 312 61 461- Other trained personnel 63 44:43 36 55 41 58 37

Avg. 0 of TIAs Reported deliveries 121 868 
 10 77,1 9 832
of Dblv.
o0 " -a--.b" ." 
 83 1.6 8,.7 47 :.,71 f . 42 . e
 

within 48 hours after Birth ' ,. 611 
• 
 :I . . "
 a,-


Eas 
 Total X of deliveries 
 " 1'213 1-208
Nagri " Total Trained TeAs .12 
213 . 168 ''S 

1 0 101. ,
 
•'No. of deliveries done by: (X of delv.)"


-Trained TBAs ..

48 7 58.o7 116 5 

, Other trairod personnel r'" I '33 15, . 3.6 21 80 
 291 
Avg. I of TOAs Reported deliveries' 6 50 -r7NLNof Delv. Repot.by TBAs 7 70" 706 6511 66 6.q . I 571
within 48 hours after Birth 


'' A s .. .
 

AZaa 
 .Total 9of deliveries 
 2.14 
 .105

IBasti Total Trained TEAs 

'1
 
' " 110 '1 '5 


aIr No. Of deliveries done by: 
(X of dolv.) , .' . .- Trained TA. 
 21 151 
 30 291
.23 
 18
Other trained personnel 
 " : .51 36 44 
 42 
 85 oilAvg. N of TBAs Reported deliveries0 o f:< "*. 6 60 .. 5 50..,050 5::* * " :55 '56
 . Of Dlv. Repot.by TEAs 6 231
2. 1 5015 
 I 0

within 48 hours after Birth 
 -

. , 
.. *. " 

* -, o-sa , -------
:Total 
 Total 8 of deliveries 
 84i
.. 7.........
0
 

Total Trained Tll I
.. 43 
 Ia 43 .No. of deliveries dne by: ( 
 dolv.). . i, . .. 
46 

- Trained TEAs 283  .08 d3 1 313. 33. 1- Other trained personnel , 289 I 34 ' 273 
 3 . 380 461
 
a Avg. IS 0of TBA 
Reported deliveries .
R2 , .. 2:St "5r '25 5 ,. . = ": i 52
V ,..I 25'', S 525.: S of Dclv. Repo:.by TeAs, 521
140 r 
 0 I 138 '5 Il 138. '34
 

within 48 hours after
l irth 
 a l iI *all " . i. r . ' n-------------------
 - .!---------------- -
 -

* 
Orangi %rained a new batch of TBAs in tfoomdrl 1991.
 

http:Repo:.by
http:Repot.by
http:Repot.by
http:Repot.by


Urban Primary Health Care Programme 

".y?.A'IN; AND Attachment 221331! P.A;" 

....................................... 
 Baseline Dec!l .................................
Dec'tl Dec'11 Dut'l!
 

Ornioeare ciigI* I I *I jli: 9nMae~ parried women pricticial a 10, 21 ...*3 I II .......................... 3! I ..........................................................
...................
...........

in .P .ejd.are231 

IRegnnt11roentor serried Woman) L! i 131 : Ii 4Cru.e Birth Ratelpa t prl 43. 3 . 2 
21 

. 2 " - 21 

Ch.Goth: Nirried women practicig z1 l.a 
 ll . .. 233 15 32i " 20 433 2" 
FP inNeldarta 

Prignint woman(I or married VMap)5! 1 I? ' 153 10 3Crude Birth Batelpait yr 07 73 11 13
 

Greg: Married woman practicingz 
 62 15" I 201 is 2-,3 2 23
! 22
F? InRegd"arto

Prgnant Vomen (Ior married Wome) Bf2 1 107 1
Crude Birth Ratelpost yr) -. 35.4 3! . 33 ' 2, 33
 

E.Masrl: arrlid women practicing 41 11.1 17 250 1i1 2! 33
- 1 Soo,F? inRetd.are.
 
Priant women 1Ior married Wome) °" iII .
1. , 111 i37' 21253
Crude Birth Ratelpast yr) 43.1 33 

. 0 
1!3 35 34 

A. lasti:Married women practicin iI 14.7 , 2 1 
 1 14 310 .7.2..
 
FP inRegdarea


Pregnant women (I or married Womn) . ; 0 .I0. 114, ,!3 . Ii 7Crude Birth RAtelpIst yr) 41. 31)- 33 • . 33, '. l2
 
............................... 


....... ~.............................
..........................
ol): Married women practicinl 
 . 1012Il 1 1140 2: - 1:35 2!- 1810 : 9FF inRegd.ar+

Fregnant women ( or married Voman) 
 " BD 10 50 10 8. . . ' .515 ICrude Birth Rateipast yr) .40.8........30 . 3 
............................. 31 ' . 31
 . .................
." ... . ......
 

SDenoincator Includes pregnant women
 

. FANILY PLANNING P1EYALNCE BY MEHOD 
.. .*- DECRIER 1192 .. 

:Total FAMILY PLANNING MET5ODS USED
 
:rrld............................
 . ............ 

:"ml..r .. n :Pills :Condoes :Inpjctioe IUD TL Other 'TotalJwom 


0:1161 so: 148 is; 44; 131: 0 3!1 
. ,. I 

I2 
I 

13 31 4 : 35 34I a a 's a a .6ChellslrL Goth j 134 1 : . if §1 11,: 131
 
1 13: .5: 1s 13: 13: s .s:2:
 

z~a : - : a: I : : : : o : I3 o !:-, 1 -11 ,3 ' 11 ,, 111 4 to.5 , '1 , 2:. 

*5 6 * 1a 

SIl Nlr I,. 13.7: 34 16: 1,"6 It'4 2 

33 ' I?_:.~'40 0. 24 .. 
 o-..... .  ......
 
........ .... ... *.......*...... ...... ..... 
 .... ...... ....... 
 .... ....
 

.. . 1 13......... .
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CONTRACEPTIVE PREVALENCE 

TRENDS 

% of married women
 

40
 

"5......... ..-............... . ..... ,..,
 

30 ........................................ .... 

-.".,: ",: ---.:' .. .. : ,:i , :.Fie ld S ite:: :.= . . :' 

25 ...... ...... ................ 

.77OR 

+CG 

~EN 

15, I." .*.AB E. 

.. .. ....... .

, .".... . . . .. . .. . .. .. . . I .i .-: 

10 . ........... .... .......
 

Baselinc89 Dec90 Dec'91 Dec92 

Number of married women pracic-ng FP in Decmember 1992: 
CR=395, CG=433, GX=239, EN=500 & A3=289 



ANNUAL COSTS
CONTRIBUTION BY ALL(AKU, Community, govt., otl s)*:r
:0
 

0 

-rt 

.0
(D 

O 

-3,S05 

9 9999212% 
F

-B 161,102-.4% 

, ~~~~~D174,246 4%-: -.'i-
253%C2603 6% -C 

E 307 25468% 

9,92 
199214.

2%110,149/ 2-I
2%1 

135,742: 3% 

D2161222,097 S% 

E 282,128 6% 

A: Salaries, 1: Drugs, C: Medical supplies 
D: Otlher Supplies, E: Transport, Rent, Utilities 
F: Delprecialion on Capital 

" 

rt 
rt 
0 
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112 021oT PIK HOORAEXPENSES URBAN 
Contribution by All (A(U, Comunity, Govt.)
 

EXPENSES " COIN : GRAX : ESSA : Az Ss TOTAL :: AIsL . 'NAG EPE ES 
E TOLE S 


SALARIES IBENEFITS: ", Al'e''' , .t l t f 
 , 
 ,, , 
 g,
Fild Staff 113,002 20, 111,481 20 : 161J2s 1: 115,431 25 ii: 883,231 20+:: 

Neebers 5f 

,
Other PHC Tea. 2! 482,111 508,010 58 1 509,836 iI 314,951S 552.51 49° 2441512 .55 0 53oI,Instructors 3 14 0 
 1,712 1 1812 2: 110,060 N .10 4: .10O171
Volunteers Tile 4 ! I .... , 0 . li 0 0.
1,500 0.2 0.2:S, . " !: 3,0000 0 I 131,300 s Bn
Iliac * m . - 0.1 3 ,IS" 
. .... - .
... . ..
... ..... - - ------I--.--.- . . ...
Total Salaries : J,121 701,531
zi 80: 182,180 l0,824 844,469 i5
82 18: s 3,505,525 .1 :425,8-1 T-:
 

_.......
...............

SUPPLIES AND GIA EXPENSES: : 
 *: "
 

Office Suplies 5 8"112 " 17,31 .:"14,825 2 11, 1 2 211781 2: 88,801 2 5,594
Other Supplies 1
OteI.i
G. 3,55 10.4 2,311 0.3: 2,252 0.3.: 3,4900.5: 5 0.5 
II /11,028 0.4 ,,
Other GSA . 13,181 21 2 111170 IA
1 1 1,483 1 15,10 1:: 13,219 1N 111 0.1 :
Training 
 8 , 12,115 I:, 3,133 0.4 :.12,131 2 12,214 2 
 IJ,1952,568 l , 182 0.03 :: 

S ' . .
 I 
 '.Br B 
 IOO0I


Supplies Iedical : : II- I II21,001 2 4::Drugs : 2 31 4,31, 12,059 2 41,102 135,742 3 11,272 3:
 
ORS ': 8,110i :1 ,518 : 1,213'1: 8,143 1 1:,12 0.7 5,9HIMI 1,'1,800 I:
Vaccines I0: 21,848 
 3 2,0O " 2 4 3"
14,810 30,3 33,111 121,515 3fs14,011 3
Fully planning supp 231 0.03 : 2,108 0.2
:"1,1 0.2 : 2,81. 0.4 1,414 0.1 : 8,24 0.2 l
Ned/Surg.Supp II 10,18 1 : 1 I I
1,115 1,195 10,114 11,054 2 1,312 " 114 I"
 

TRAASPORT,REAT AND UTILITIES : , 
 , B,,,
Vehicle Running Exp 12: 23,241 3 ol,818I: 15,11 1 1,540
Boat'" t ... '' L ' 
2 

,'; 

10,91 
. :, 1::f13,71 2:: 13, 2::t . : - " " I, :. v a::
15 84 & I
 

Rent and Utilities 13: 31 ,0 4(43,29 23,10 238 4 1,1 I: 205,528 5: 1,200 I:iI # . . B B. . .... 
l V
 ' B .... BI.......SI ' 


Tota : 73,19 0: 54,70 8 131, 705 !~14,117 MIM25234~ 111,1 11 8,98i221 

B-


OB- -
TOTAL RECUR. EXPE1SES: 4, 851,10 t 1t:;t15,141 
B-it 

It 1 814,185 _77+ 18 s:i - ----- ----':0° 5 -° -----I::4,6,18 - -108 
S-----
 ..............
 

OEPRECIATION ON CAPITAL: 14 " : : 
I B 

: ,, ::

Furniture IFixture 
 5 1 5,38 I " 5, 1 0.1 0..,134 
 8,209 0. 31,531 0.1 .1,125 0.5 :Equipment : 3,050 30.4 3,41 0.4 - 3,95l 0.1 :. 4,112 ' .1: 13,374 1:: 28,891 0.1 5,355 1 ,Vehicles 
 12,0 1,000 12,880- 2
1 I o10 0,1 1,0 1 41,160 1:: 1,0O IBuilding 
 , 17 0$.1:. 2,100 0.2 , 
 I.: /,000 3
 

Total depreciation :21'1001 11151, 22,410' 
 '3:i 2: 3 11,591 30,13 110,M 2: 162,1 2::et t 33,080 
......... ..
 

81OA4 .10L: 87,5 0 ,910Ic: 174,337: 100 -log14110:4,471,332
................... 100 543,118 100
 ............. 
 .. ...... 
COST PEI CAPITA: 1'i .; V. . . V :: ... .Total populatlon ... I . : 1 1 .100 144 93
1.. .o.o 
 2


Target populat'lon *. : 38240 332 216 21-. 411 


HI CENTPAL EX#IPEN4SES,42O,~3 • ' ". ',7l7 "12* . . 
ErRL : '. •.,75I:64 203,425,. ,II.. * . :o o0,4o5 o1rUITYTIE ; : B 

2 *25 ,,,1?, 203 425 ' 
.: 

.. 'II 125 5
GNT.UE 

.11,000 ::M ". '- , 
B 

,,,,,A ..........
%:3 .. : .i ,I } . 2 1 ................ - 2 . ..............
' 5 : L'+ '' 1 " ; : •" - • . I 10 /IZ II 0,1
0,4|" 

.. .. ..... . 

........ . . ..... ..........
. ...... 
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PURPOSE OF,INSTRUMENTS',
 

MATERNAL AND CHILD:'
 

1. 	 MCH CARD :
 

CHILD'SECTION:
 

o 	 To,, identify-and monitor high. risk children.
 

o 	 Tomonitor the growth of,,the child and promote,nutrition I
 

-:from 	 bi rth' Up, to th 'reeyears of age-._ 
o 	 To*' aid the health worker in assessing .the need. for

special care and.referral.-.
 

o 	 To.: promote -and help. the .mother monir 
growth and
 
'development of her chi*ld..
 

MOTHER SECTION :
 
1 To identify and monitor hi g-pregnancies.
 

0!, 	 To aid'. the h.ealth worker in assessing:-the need for 
special care and.referral. 

o 
 To provide health education for the mother herself,'and
 
heIp her to.monitor her own pregnancy.
 

o 
 To establish better communication between .the Dia, the
 
Mother, the health facility and the referral hospital.
 

2. 	 MATERNAL REGISTER:
 

o 	 To facilitate the monitoring of pregnant women and fol-low
 up high risk women and neonate by LHV/CHN/CHD.
 

o 	 To have a concise history of the antenatal women

available at the center.
 

o
0: 	 To facilitate aggregation and reportinrg.
 

CLINICAL:
 

1,., REGISTRATO TOEN:
 

o 	 To serve lasa registered familyYtIcardrfca ._:
 

.o 
 To provide a link: between't.he preventive ad c.ratiy
 
system.
 

http:between't.he


Urban 	Primary Heailth, Care oPrae 
 Attachment 26.2
 

o 	 To help..,referra ,:and folloW.up of patients.
 

2. 	 INDIViDAA 'CLINICAL,TREATMENT RECORD:
 

o 
 Torecord information for patient,'mana'emnt.
 

3. 	 CLINICAL TREATMENT RECORD: 
. 

o 	 To ,help in summarizing Information for prepaation f 

quarterly report.' 

4. 	 DR'G USE RECORD:
 

o 
 To document dailI-y & monthly drug dippensed for inventory

control.
 

o, 	 To monitor prescription patterns.
 

5. 	 'LAB REGISTER: 

o 	 To .:monitor the' number of 
 laboratory examinations
 
performed.
 

o "To faciIitate the aggregation for laboratory data.
 

6. 	 DAILY TEPI REGISTER:
 

o 	 To monitor number,of people coming in 
for Aimmunization
 
services.
 

o 
 To report 	type and number of Vaccinat'ionsgiven to EPI.
 

7. 
 OTHER CLINICAL RECORD REGISTER (FOR ANC AND FP):,
 

0 TO monitor utilization of ANC and FP services.
 

o 	 To monitor utilization of family planning supplies.
 

o 
 To facilitate aggregation and report.
 

OVERALL:
 

1. 	 FAMILY FOLDER(will soon be changed tofamilv rofile):
 

To register the family.
 

o 	 .demographic break 
down. & ident.ify 

popul ati ,n.,
 

get ar.cveral1 ,To 


To. get 	a ,t he, 'target
 

risk 	status of -th .e
family.
 

http:folloW.up


'
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2. 	 MIGRATION: 

o 	 Tokeep, track. ofmigrations4&update thec.:catchment,1.,and 
target: population figures. . 

3. 	 CHW %ACTIVITY'REGISTER: 

o 	 To. he lP, CHW monitor-, the, health, status "of..her target
population.,,,. 

o 	 To help CHW.evaluate her own performance. 

1O To helpLHVs/CHNs.Identify problems and support.the CHW. 

o 	 To help 'in summarizing information for preparationof
quarterly report. 

4.. 	 MEETING REGISTER/TRAININGREGISTER:. 

MEETING
 

o 	 To monitor thenumber of meetings held.with TBAs, number 
of .TBAs.attending and the issues discussed. 

.o 	 -Tomonitorthe number. of lane _meetings ,conducted, the 
S:" number :of people parti cipating -and the-,.topi cs covered. 

o To monitor-the number of other meetings held. " 

TRAINING 

o 	 TO moni tor .the -number ..of training sessions held, the 
number of.people :trained and the itoPics covered during 
the training".'. 

5. 	 REHABILITATIN WORKER'S ACTIVITY REGISTER:. 

o 	 To follow-up the handicapped and monitor them in terms of 
number ,and % meeting objectives. 

o 	 To -help in summarizing information- for preparati.on, of
 
. quarterly report.
 

''0 -	 To -monitor the number of sessions handicapped and the 

"number of participants. 

0 'To monitor the number of volunteers activelyparticipating in the rehabilitation activities.
 

o 	 To moni.:r :he num:er of NGO's collaborating i, :he 
program. 

http:preparati.on


Urban Primary Hea'lth-: Cared. Programme Attachment 26.4
 

6. COMMUNITY COORDINATOR'S: ACTIVITY REGISTER:
 

o 	 To fol low-up the trained volunteers to'see the number and . 

Sactive. 

o To monitor the, involvement of the 'active volunteers and 
~the-community leaders. 

o -To monitor the caborat of1 on the NGOs and other
organizations with thPHC"activities. 

tTo monitor t he , working of the number of women's groups
formed.:, 

-REPORTS: ,
 
1. DEATH 	 REPORT, (verbal autopsy):. 

o To identify causes and risk factors leading to death. 

o To generate cause specific death.-ra e.
 

2. QUARTERLY REPORT: 

o To report activities performed. 

.o 	 To monitor progress.
 

.
Toidentify.problems'areas & achievements. 

3., PIE REPORT:: 

o To plan activities and resources needed. 

S To. monitor progress.
 

o. .to evaluate achievements.
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one rolCute Msendilng *rPHCMAPGuids byAhd PHC MAPSurfs" Man to:Afghanistan: S92/85: Algeria: $109155: Angola: $129150 24 June 1993. Waslhingtto D.C.The National Council of Ineational Health (NCIH)will hos 
Argentina: S175/54: Australia: $85143: Attria $95145: aone-dayPHCMAPWmksoo June24.1993. at theannualBahrain: $68/43: Bangladesh: $49143: Belgium: S96143: NCIH Conference in (or near) Washington D.C, to give parti-Benun: S117/53: Bhutan: $69/47: Bolivia: $96/49; Botswana: cipsntsa fullorientation tothe PHCMAPmodulesndreferene
S14649: Brazil: $141151: Brunei: $43136: Bulgaria: $96149. yuia
Burkina Faso: S131f1. B rndi: $128/56: Cambodia: 391 
NA: Cameroon: S125/55: Canada: $111 /40. Central African Contact NCIH Tel: t 202 

)833-5900;.Fax: t202) 833.-0075; AKFRepublic: $123/6 :Central Asian Republics:S122/53: Chile:S174153; China: $61143: Colombia: $154/63: Congo: $1351 
USA Tel: (202) 293-2537: Fax: (202) 785-1752: or URC Tel:(301) 654-8338. Fax: (301) 654-5976 for more information. 

52: CotaRic:$150/48; Cuba: S1 549:.Czech nd Slovakia: 
39.3/43. Denmark: $861: Djibouti: $117145: Dominican

Republic:Sahador.$158150. Ecuador. PHC MAP Triners Course
Finland: $86/5. El163/5%Fiji:Egypt:S104143:90.48France: 2141/45:2-20 August, 1993 - Thailand

$98/45: French Guinea: $135148: French Polynesia: $118/

51: Gabon: $133/55. 

A PHC MAP Trainers Course. wtill be conducted August 2-Gambia: $123/51: Gernany. S92/41: 20. 1993. at the ASEAN Institute for Health Development
Ghana. S109147: Great Britain: $99150. Greece: $&5/48; (AIHDx.MahidolUniversity.Salaya.NakornPAthomTailand. 
Greenland: $13641: Guzdaoupe: $33/48: Guatemala: $156Guinea: S12651; Haiti: S1452: Honduras: S16551:M:4: Thisc which is co-spon$1412by UNHCdEF.the A$6 KhanHong Kong: $43/36: Hungary: $95148: Iceland: $102149. Foundation. theSomboonVacarotaiFoundationad AIHD, isIndia: $62148: Indonesia: S59/45; Iran: S90/54: Iraq: $87/ mainly for participants from Southeast Asia. South Asia andNA: lreland:S101/44: Israel: S81/52: Italy: $81/52:jamaica: Pacific nations.
S145167. Japan: S66140; Jordan: $77/3O-: Kenya: $14: 1.financial 

Korea. North: S82/l5: Korea. South: S57;43: Laos. 14.438: 
 AIHD is also using PHCMAP materials in its annual one-yearMalavsia: $42133: Martinique: S134/48: Mexico: $155/48: Mhdol Univeli'MmaeofPHCdegnm cotuwrMongolia: $50/43: Morocco: S101/49. Nepal: $NA/49.
Netherlands: $91/43; New Zealand: S100147: Nicaragua:

$ I63/48: NigerS $118/52: Nigeria: Si07148: Norway: $91,

.7: Oman: S77/51: Papua Ne-, 
 Guinea: $106/47: Pakistan: 

S62/4 1: Parag uay: S161/60. Peru: S1I6155: Philippines: $47/
37: Poland: $82/41: Portugal: 104150. Qatar $67/48;Romania: $102/50 Saudi Arabia: $76143: Senegal:$124153. Use PIIC MAP modules, guides andSingapore: $41135: Somalia: SNAI49: South Africa: $97/45: diskettes to enable you to addeveyourSpain: $98143: Sri Lanka: S49142: Sweden: $89/50
Switzerland: S88141: Syria: $77149; Taiwan: $52/36: 

health program targets and objectie me 
Ianzania: .107/52. Thailand: $424: Tunisia: $94/1:Turkey. 

quickly andellently and to deign sid
Implement more sustainable health programs. 

SM47: Uganda: $126148: UAE S68145: USA: S140152: 
Uruguay: S160153: Venezuela: $145/51. Vietnam S58/NA;
Yemen: $88158: Zaire: $142/53: Zambia: $105161 
Zimbabwe: $155/44 

The cost per set is reduced whien multiple Lets ae ordeed 
from the Somboon Vacharmtai Foundation. 

WraWhy Isthe PHC MAP serks Important?PlUC MAP facilUtates intelligent managementThe PHC MAP series addresses one of the main constraints of 
PHC and population-tabed health prTograms: inadequate infor-mation for the managerial process. PHC MAP was planned in 
response to the 1987 World Health Organizatins -1101 On 
Evaluation of the Strategy for Health forAll by the Year 2000%'0

which states that e f to he 

The main constraint reported bnpracically all countries isinadequate informationforihe manogenal process- toprovide 

eiaeq a atlnfeanaeialprco ess m 

of the situation determination of priorities. improment of
nmanagementand e'lnation. The informationgeneratedi thetraditional srutem is. inmost countries. quite insufficient. -

WHO's "Eighth Report on the World Health Situatin 
11992) emphasizes (hat: 

'Health management must be seen as both a technical and
adminiratiwveeerprisewhich requires betterinformatonmina 
number of areas: technological. epidemiological. coemuni r
perspectivs, professional attitudes. environmental trends. 

andpersonnel status.and indicators; ofseniceperfor. 
mance. qualihy and effiden.c..-

PHC MAP tools can empower managers to 
strengthen health hlfman . . 

operale more effeetre amdefflent 
p o atemeelthprograms. andhire

sustainailiy of tiese propams 
"the 

OCr 

>l 

PRIMARY MA 
M 

CAREC 
MANAGEM ENT _

A DVANCM ENT 
AD 1 A C M NPRO G R A M 

PHC MAP 

rt 
Ft 

Ft 



PHC MAP 

PHCItA.Lelsnq~mn=,-neminfonationoosd~loed 


ed b health
management
teams. guide you to more effective. efficient and susainable
health Programs. 

rmorethanfourea~ experts from fourcontinents have been 
working to develop and field test practical tools to help PHC 
tmanagement teams collect. analyze and use high quality data to 
improve health program effectiveness. efficiency and

sutainability. Within weeks. you can use scarce resources most


effectively. And you'll have a better chance of sustaining your 

program for maximum long-term benefits. Field-tested in 13 

countries. PHC MAP modules anJ guides have won acclaim

from both government and NGO health program managers. 


Initiated by the Aga Khan Foundation. PHC MAP is a 

collaborative Program of the Aga Khan Foundation, the Aga

Khan University. the Aga Khan Health Services and the PHC
Operations Research (PRICOR) Project. Center for Human 

Services/University Research Corporation. Key partners include
the ASEAN Institute for Health Development. Mahidol 

Universitv. and the Somboon Vacharotai Foundation in Thailand;
andseveraPHCmanagenent teasin 13countries. PHCMAP

is co-funded by AKF. Alberta Aid. the Canadian International

Development Agency, the Commission of the Euopean

Cc.mmunties the Rockefeller Foundation and the United States

Agency for International Development. 


What is the PHC M61APseries? 

PHC MAP ha produced a highly pratical set of materials for 
eas use by health program managers in any setting, which are
organized around nine thematic modules. Each of the ninemodulesincludesau*rsguide.afacilitator'sguide. andrelated 

computer programs (EPI Info. etc): the series is completed by
three manager's guides and a computerized version of the
PRICOR Thesaurus, 

Modulk: ASSESSING INFORNATION NEEDS. This
moduleelpsmaniagetoidentfyinfonmam.ineedsse.ioities 
and determine which PHC MAPmodules are likely tobeofmost 
use to them. 

Moduil. : ASSESSING COMMUNITY HEALT HNEEDS AND COVERAGE This module provides PHC 
managerswithsimpletolstoFtherrequireddaa oncmmuity 

PHC MAP 

need 
The manaefr can Methe same instruments later to assess 

health for plarming program strategies and resourc use, 

Program effects o health knowledge, behavior and coverage, aswell as program impact on morbidity and "" 

Modle 3.:PLANNING AND ASSESSING HEALTH 
WORKERACT 'Vm .A module t sUp.rviso an o t er managers can use to help fieldworkers and clinicstaffplan their 
work better. It shows how to identify individuals in need of
services. set realistic targets, assess individual performance andtake corrective action. if w.aranted. 

Module 4: SURVEILLANCE OF MORBIDITY ANDI..AL.. The module describes the basic indicators of 
morbidity and mortality tobe included in a PHC surveillance 
tystem. 11discustses how tose up&surveilace"em. howto 
monitor the occurrence of diseases, how to identify causes of 
mortality and morbidity, and how to use that information toimprove program planning and implementation. 

Mod le5: MONITORING AND EVALUATING
PRGA Usts of indicators and guidelines that managerscan use to monitor PHC and management activities for
periods. Managers can also use them to construct a project.
specific "mini-MIS'. 

Mdule 6:ASSESSING TIIE OUALITY OF SERVIC. 
Simple. but comprehensive discussion guides and checklists ofessential service resources and processes. Supervisors an use 
these to assess thequality of care provided and to set priorities
for improving service delivery. 

Module 7: ASSESSING THE OUALITY OF
MA Discussion guides and checklists for 
assessing PHC management services (planning. training,
supervision. etc.). 

Module : COST ANALYSI..This module can help PHC 
manageu to set up simple systems to monitor costs tbemselves,
They can make projections about future revenues and 
expenses. 


Module.9: SUSTAINABILITY ANALYSIS. Guidelines
and tools that managers can use todevelop and analyze aherna,tive strategies for sustaining health improvement, service 
coverag, and the PHC services and resources needed to do so. 

PHC MAP 

ETER MANAGEMNT. 100TIPS: A helpful hint 
book thai descnibes effective ways go help mnages improve
what they do. 

W, Aality.
I: Aguidezobelpmanage!deal with. 

commonproblems. 

.M. ER.SB: A guide book providing useful hints on 
buying and operating comnputerspiers.otherh.rdwar and
software. 

THE COMPUTERIZED PRICOR THESAURUS: A. 
compendium of PHCindicators. 

.
 
.
 

, .Mto 

How to order the PHC MAP series? 

The series is free ofcharge and can be ordered against the cost 
ofshipment. PHCMAPmodulesandguidesareInthepublic
domain and may be copied, revised and adapted to your 
program needs. They can be ordered by cotnpleting the order 
form and sending it to the Somboon Vacharo Foundatio
together with a bank draft in the correct U.S. dollar amount to 
coverthemailingcost. Pleanseethebackoftheorderfrmfor 
the cot of mailing one set of the PHC MAP sries. including
35"DD computer diskettes. to you. Bulk shipment by air or 
surface freight can also be arranged. 

Please allo- 1-3weeks for delivery by airand 1-3months for
delivery by surface. The cost of courier service.,which willassure delivety within a week. can be requested from the 
Somboon Vachamtai Foundation. 

MAP
 

I ORDER FORr 
I 
' _ _ _ _ _ _ 

" 

Ti:__________________________ 

I -I " g Zi "____"____-____"_________________ 

j . . -

Malintga 
A 

___,_______ Faa._____________ 

* DeSntt: 

:
 
. (he 

Surf MWA" Sra-mi -",ait
I 

For bulk shipments. wai ouier services to speific:,caoor 
laions, the Somboon Vachmogai Foundation will prorvide

I thc e pon requ sw 

-

Bank draft enclosed in amount of US: 

Please mail the completed order form and hbnk draft t c 
The HonorayS crary-Goeneral 
Somboon VwJo Foundation 
101Prapinkla-Nukorchaisri Road 
Talingchan DisrctI Bangkok 10170 
Thailand 

, Tel:(00662)46004496 4 8 6 1 
Fax: (006621449 64 62 

.
 

• " "".-.:,.
-: B 



-- 

0 
AGA KHAN FOUNDATION USA
 
AID MATCHING GRANT 1991-1994
 
ANNUAL REPORT: Kenya - Mombasa Primary Health Care ProjectBUDGET VS ACTUALS- GRANT YEAR2 (In $00"-) 

. .. .. - .-.(In-$'OO0)0-


I. Program Elements Budget Actuals Variance0AID AKD TotalD AK Total AID AK"-,!- Total 
a. Salaries/expenses 
 488.5 30.5b. Travel 18. 0 0.0 15.0

27 0.3.,- 3.0 0.8  0.8 1.9 0.3 
 2.2 "
 c. Sub-Project Funding 
 - - 0.0 - - 0.0 0.0 o.0 0.0
d. Other
 

Training, Worlshops and Seminars 
 16.0- 7'.r8 7.8. -8.2 0.0 8.
Vehicles Operation 18.5 18.5 
 22.9 - 22.9 -(4.4) 0.0 - (:.4)Other Administrative Costs 
 34.1- - 34.1 29.8 - 29.8 -"4-3 0.0 4.3
Sub-total Other 
 68.6 0.0 68.6 
 60.5- 0.0 60.5 
 8.1 '-0.0'' 8.1
 

SUB-TOTAL Elements .119.8
-Program 
 - 0.3 120.1 91.8' 0.0, : .91.8 28.0 0.31 28.3 

Ii. Procurement 

a. Supplies 
 16.7 37.0 53.7 18. 
 0.0 18.7 (2.0) 37.0 35.0-"7
 
b., ervices/Consultants 
 2.9 6.7- 9.6, 4.9- 0.0 4.9 (2.0).- 6.7 4.7
 

SUB-TOTAL Procurement 
 19.6 43.7 63.3- 23.6 0.0 
 23o6 -(4.0) 43.7L 39.7
 

III.I Ongoing fonitoring/Kvaluation (1)
 
a Consultants/staff-
f 0 0.0 0.0 0.0 0.0
b.,Trave 


- 0.0 0.0: 0.0 0.0 0.0a.Other 
- 0.0 -  0.0 00 0.0.1 0.0
 

SUB-TO'dLTAL - konitoring/Evaluation 
 .0 0.0 0.0 0. 
 "0.0 0.0 0.0 0.0
0.0 

COUNTRY GRAND.TOTAL 
 139.4'. 44.0 1834 :15.4 0- 115.4 24.0 44.0 6.0 

rtNote:
 
1. Costs of ongoing evaluations are included under Procurement -:service/consultants.  0r_
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02 AGA KHAN FOUNDATION USAAID MATCHING GRANT 1991-1994 

*.
 

ANNUAL REPORT: Kenya - Mombasa Primary Health Care Project .. J
BUDGET VS ACTUALS - GRANT YEARS 1 AND 2 

alI. $000s)' 

I. PogaleetsADBudgetI. Program Elements 
a. Salaries/expenses 
b. Travel-
c. Sub-ProJect Funding 
d. Other 

Training, Workshops and Seminars 
Vehicles Operation 
Other Administrative Costs 

Sub-total Other .108.9 

AIDI 
90.7 

2.7 
-

20.2 
39.1 
49.6 

-

.0.3 
-

2.9 
4.6 
14.2 

.21.7 

90.7 

30. 
0.0 

23.1 
43.7 
63.8 

130.6 

Actuals 
AK Total 

74.7 - 74.7 

0-. .00.0 

13.5' .:2.9 i6.4 
43.5 4.6.48.1 
47.3 14.2 61.5 
104.3 .21.7 126.0 

Variance 
AID' AK Total 
16.0, 0.0 16.0 

0.0. 0.0 

6.7 6.0, 6.7 
(4.4) 0.01 (4.4)
2.3 0.0 .3 
4.6 " 0.0 . 4.6' 

-

. 

SUB-TOTAL Program Elements 202.3 22.0 224.3 179.8 21.7 201.5 22.5 .03 22.8 

II. Procurement 

aSupis16.7 
b. Services/Consultants 

SUB-TOTAL -. rcreet19.7 

- 3.0 
66.8 
7.2 

:74.0 

83.5 
10.2 

93.7 

18.7, 
5.0 

2.3.7 

46.7 
0.5 

:47.2 

65.4-
5.5 

70.9 

-(2.0) 
(2.0) 

(4.0) 

20.1, 
6.7-. 

26.8 .. 

18.1 
4.7 

22.8: 
III. Ongoing kMonitoring/Evalixation (1) -

a. Consultants/staff 
b. Travel 
c. Othe: -

SUB-40TAL' - initoring/Evaluation 

CO)UNTRY GRAND TOTAL 

0.0 

222.0P. 

:.0 

0.0 

96.0' 

0.0 

0.0 

00 

318.0 

0.0 

0.0 
- . -0.0 0,.. 

0 0 00, 0.0 

.20..68.9 272.4 

-

0.0 

18.5 

0.0, 

.27.1 

0. 

0.0. 
0.0 

0.0 

45.6nr 
Notes:____________0 

1. Costs of ongoing evaluations are included under Procurement - service/consultants. 
f't
 
0 
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AGA KHAN FOUNDATION USA
 
AID MATCHING GRANT 1991-1994 
ANNUAL REPORT: Bangladesh - Aga Khan Community Health Program
BUDGET VS ACTUALS - GRANT YEAR 2 

(In $000 . 

Budget -ActualsI. Program Elements AID : VarianceAKF Total AID AKF Total . AID AKF Total 
a. Salaries/expenses 
 50.2 12.4 :62.6 50.2 12.4 62.6 0.0 0.0 00
 
b. Travel 
 0.0 0.0
c. Sub-Project Funding 0.0 -:0.0 -0.0 0.0 

d. aiing Workshops and.Seminars 1.7 0.15 2.2 -1.7 0.m5, 2.2 0.0 0.0 -0.0 

SUJB-TOTAL Program Elements 51.9 12.9 64.68 51.9 12.9 64.6 0.0 0.0 
 -0.0
 

Ii. Procurement 

a. Supplies 0.0 
 0.0 
 0.0
b. Services 
 0.0 
 0.0 
 0.0 

SUB-TOTAL - Procurement 0.0 :0.0 0.0 0.0 0.0- 0.0 0.0 0.0- 0.0 

III. Ongoing tonitoring/Evaluation

a. Consultants/staff ._0.0 e u0.0
 0.0
b.Travel 
 0.0 vi 0. 0 0.0
c. Other 0 000.0-


SUB-TcYTAL -Htonitoring/Evaluatioi 
 0. 0 0.0 0 0 .0 00.0 0.0 0.0 0.0 

COUNTRY GRAND, TOMEA -51. 9 12.9: 64.8 ..51.9- 12.9 64.8 0.0: _0.0 0.0 

N2 as aboveexclude $105,000provided f other, non US. Gover nt .soures. . 
y ' ,t
 



000 

AGA KHAN FOUNDATION USAAID MATCHING GRANT 1991-1994
ANNUAL REPORT: Bangladesh - Aga Khan Comunity Health Program.
BUDGET VS ACTUALS - GRANT YEARS 1 AND 2 

(In $,000s). 
p.8 

Budget . Actuals,I. Program Elements Viance ..AID AKF Total AID AK Total. 'AID AK- Total, 
a. Salaries/epenses- 100.4 51.6 ,152.0: 100.4 51.6 152.0 0.0 

Ct 
b. Travel 0.0 0.00.0 0.0 0. 0.0 0.0 0.0c. Sub-Project Funding' 0.0,. 0.0- 0.0 0.0 0.0 0.0 

0.0,..* 0 
0.0 

Training. Workshops and Seminars 
 9.7 -0.5 ,10.2 9.7 0.5 10.2 -0. 0 0.0 0.0:.-


SUB,-=UAL Elements 110.1 52.1 162.2
-Program 
 110.1 52.1 162.2 0.0. 0.0 
 0.0-


II. Procurement' 

a. Supplies, 0.0 0.0 0.0 
 0.0 0.0, 0.0 
 -b. Services 0.0,
. 0.0,0. 0.00.0 0.0 0.0 0.0 

SUB--TO'TL 
-Procurement 0.0, 0.0 0.0 0.0 0.0 0.0 .00 0.X 0.0
;III.e
Ongoing"Monitoring/Evaluation 
 *.. _ .-. 
a. Consultants/staff 
 0.0 .. 0.0 0. 0: ,0.0 0.0. 0.00 - --.- 0
b. Travel  0.0 .0 .0 - 0.0 0.0- 00-.O0 - 0.0
C. Other 
 0.0 0.0 0 0..
0.0.. 0.0 
 0.0:
 

SUB-70TAL Monitoring/Evaluation 0.0 0.0: 0.0 0.0 0.0 0.0 
 0.0: 0.0' 0.0 
(X)NTR GRAD TA~fL 110.1: 52.1 -162.2 110.1 
 52.1 162.2: '0.0 0.0, - 0X 

O rt 

0 rr 

rt 



AGA KHAN FOUNDATION USA
 
AID MATCHING GRANT 1991-1994
ANNUAL REPORT: Pakistan - Urban Primary Health Care Program 

I 
:"
 

BUDGET VS ACTUALS - GRANT YEAR 2
 

-(In $000s), 

I. Program Elements Budget Actuals VarianceAID AKF Total AID g-JtAKF Total, - AID: AK Total 
a. Salaries/expenses 
 - 224.1 224.1 - 231.7 231.7b. ravel (7.0)" (7.*)
- 5.4 5.4 - 3.5 3.5- 0.0 1.9 1.9o
c. Sub-Project Funding 
 - 0d. Other -0.
 

- 25.8 25.8 .42.7 42.7 0.0 (16.9) (16.9)
 
SUB-TOT - 'Program Elements 0.0 255. 2553
., .:0 277.9 :277.9 0.0 (22.6) (22.6)
 

II
Procurement.
 

a. Supplies 26.9 26.9 -. - 13. 13.3 0.0 13.6 13.6

b. Services -0. - .. .-. .1. 3.. 0.0 7.4- 7.4-SUB-TOTAL-- Procurement o. 0 16.4 14 0.0 21.0: '21.0 

III. Ongoing Monitoring/Evaluation 

a. Consultants/staff 

- 20.0 -20.0 - 18.5 18.5b. Travel '0.0 :1.5 1.- 0.0 -  .0 -. 0 0.' -.0.0
c. Other 
 - 00 ... 0.0 0.0_ 0.0
 

SUB-TOTAL - honitoring/Evaluation 
 0.0 20.0 20.0 
 0.0 18.5 18.5 0.0 
 1.5 1.5
 
COUNTRY GRM TOTAL 
 0.0 312.7 312.7 0.0 312.8 312.81 - 0:;.0 (0.1) 1(01)
 

- - -- --- - - -': 
 ', .. . . . ; ."; ,.
 

Ft 

9. 

0 

Ft 
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AGA KHAN FOUNDATION USA 
AID MATCHING GRANT 1991-1994 
ANNUAL REPORT: Pakistan - Urban 
BUDGET VS AG-'UALS - GRANT YEARS 

Primary Health Care Program
1 AND 2:(In....-s.. 

I. Program Elements 

a. Salaries/expenses " 
b. Travel. 
a. Sub-Proj.ct Funding. 

d. Other*',3. 

ISUB-TOTAL.- Program Elements 

Ii. Procurement.

.0.0 

-

ADBudget
AIDTotal 

456.3 456.3 
10.4 10.4: 
1, 0.0 

53.7''-

520.4 52.4 

Actuals,
AID, -AK oa 

1463.9: 463.: 
- 8.5 85 

- 0.0 

70.6 70.6 
0.0 543.0 %'543.0, 

Variance.
AID AK! Total 

0.0 (7.6) (7.6)
0.0 1.9 1.9. 
0.0 0.0 -0.0 

0!10 (16. 9) (16.9)' 

0.0 (22.6).'(22.6) 

-

a. 
b. 

Supplies 
Services 
SUB-TOTYAL -Procurement 

.-

oo 

-45.7 
- 20.0 
5. 

45.7: 
20.0-
65.7. 

-

0. 

32.1-
12.~6 
47 

32.1 
12.6 

470.0 

0.0 
0.0 

13.6 
:7.4 

21'.0' 

13.6 
7.4 

21.0 

III. Ongoing Konitoring/Evauition 

a. Consultants/staff 
b.Travel 
c..Other-

SUB-T0a Honitoring/Evaluation 

O)UTRYGRADTTAL0.0 

-

-

0.0 

38.0 

-. 

38.0-

624.1 

-38.0 36. 
00 
00.0. 

38.0 0.0: 36.5 

62_10.0 .624.2, 

36.5 
0.0 

-36.5 

624.t. 

-~ 

0.0 
0.0 
0.0. 

0.0A 

1.5 
0.0 

-_0.0 

1.5 

01 

gy 

1.6 
.0.0 

"0.0' 

1.5, 

(0.1) 

fl t 
nrt 

rtO 
*- 0 

Ft 



AGA KHAN FOUNDATION USA 
AID HATCHING GRANT.1991-1994 
ANNUAL REPORT: ilulti-Country - Regional
BUDGET VS ACTUALS - GRANT YEAR 20 

Network Program 

.00 

)-

I. 

JI. 

Program Elements 

a. Salaries/expens-es 
b. Travel 
,a.ub-Project !Funding

dOte27024.5 

SUB-TOM - Program Elements 

Procurement 

'-AID 

:15.1 

i.0 
71.9 

Budgt
AKF Total. 

39.77 54.8 
' 8 

39*.7: 111.6 

(I 0008s) 

-Actuals 

AID :AK!. Total 

1. 397 54.8
2.,3 

.0.430~ 
- 24.5 

63.9 -39.7 103.6 

AID 

0.0 

2. 

8.'0 

Varianceo 
AKF Total 

0.01 0.0 

- 25 

0.0 8.0 

O 

a. Supplies 
b.- Services 

SUB-TOTAL, - Pjroc:urement 

III.. Ongoing kHonitoring/Evaluation 

28.2 
-

2. 

:6.4 
-

6.4 

34.6 
0.0 

34.6-

20.15 
-

.20.5 

4.7 
-

4.7, 

25.21 
0.0-

25.2 

7.17 

.7.7 

1.71 

1.7 

.9.4, 
0.0 

9.-4: 

a. Consultants/staff 
b.fTravel 
a. Other 

SUB-TOTAL - Ionitorink/Evaluation 

PROGRAMI GRAND 2UIaI 

-

-

-

- -

0.0 0.0 

10.-61146.2-

.0-0.0 
0.0 -0.0-

0.0 -0.0 

0.0 0.0 

84.4,-

0.0 

44.4 

-0.0 

12.8 

-

-

0. 

*.7 

-

'.0.0 

17 

0. 
0. 

0.0

74 

rt 

ID 

Ft 
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AGA KHAN FOUNDATION USAAID HATCHING GRANT 1991-1994 
ANNUAL REPORT: Multi-Country - Regional Network-Program
BUDGET VS ACTUALS'- GRANT YEARS 1 AND 2. 

BudgetI. Program Elements AID AK! 

a. Salaries/expenses 15.1 -92.1 
b. Travel - 475 -
a. Sub-Project' Funding --

d. Other  52.0 = -

SUB-TOTAL- Program Elements 114.6 92.1 

Ii. Procurement.. 

Total 

107.2 
47.5 
0.0 

52.0 

206.7 

-

(in $00s 

Actuals,AID: AK ! °Total. 

15.1 9/i.1107.2 
42.0 - 42.0 

000-
49.5 -- 49.5 

.106692.1 198.7106 

Variance,'AID- AK! Total 

00.0 0.0
55 - 5.5 

0.0 
2.5 - .. 2.5 

8.000:8.0--: .. 0 "::( .0 

0 

a. Supplies 

b. Services ~-

SUB-TOTAL -Procurement' 

III. Ongoing Monitoring/Evaluation 

32.9' 

32.9 

12.1 

12.1 

45.0 

0.0, 

45.0 

25.2 

-

25.2, 

10.4 

10.4 

35.6 

0.0 

35.6 

7.7 

---

-7.7 -1.7 

1.7 9.4. 

0.0 

94 

a. -Consultant/staff 
b. Travel 
c. Other 

SUB-TOTAL - Monitoring/Evaluation'-

PROGRAM GRAND TOTAL -147.5 

-

-

0.0 

-

-

0.0 

1041.2 

0.0 
-0 

4 . 

09.0 

'251..7 

-

0.0 

- 01.0 

131'.8 

- 0.0 -. 

0 --

- 0.0--

0.0 0.0 0.0 

102.5. -234.3 -15.7' 

-0 

0.0 

1.7-

0.0 

0.0. 

0.0 

.17.4 

n Ct 
rt 

rt 
LA) 



AGA KHAN FOUNDATION USA
 
AID MATCHING GRANT 1991-1994 Page 1 of 2 MANNUAL REPORT: Primary Health Care Management Advancement Program (PHO HAP) Pagew1of.2.
 
BUDGET VS ACTUALS - GRANT YEAR 2
 

Center for Human Services (CHS) 

Actuals
I. 

. 

VariacProgram Elements 
 AID Total AID AKF Total . AID AK Total 

Salaries 62.4.- 6.8 69.2a _. 
44.8 4.9 49.7. 17.6b. Fringe Benefits 1.9 19.524 24.5 16.9 - 16.9 7.6 - 7.6c. Overhead on Personnel 16.81 16.8. 14.5.-. 14.5 2.3d. Travel 01.4 
 - 1.4 (5.6) (5.6) 7.0 - 7,0e. Other 17.1 17.1 24.3 - 24.3 (7.2) (7.2)

f enG & A.- 27.. -- 27.3 25.1 . - :25.1- 2.2 " 2.2 
SUB-TOALJ Program Elements 149.5 6.8 156.3 
 120.0 4.9. 124.9-, 29.5. 1.9 31.4 

Ii. Procurement
 

a. Supplies -"- 0.0.1. ' 1.6 (1.6)- 1.6)
b. Services " 0-0.0.--_
a. Consultants 0.0
15.5 15.5 33.7 33.7 (18.2) (12)
-d. Overhead on onsultants .. -

-

0.0 - - 0.0e. Subcontracts - - 0,0.4.5  - -
4.5. 4.7 4.7 (0.2) (0.2)-, 

SUB-TOTAL 
-Procurement 
 .20.0- 0.0 20.0 
 40.0 0.0 40.0, (20.0): 0.0 (20.0).
 
III. Ongoing Monitoring/Evaluation 

a. Consultants/staff 
 .0 
 - - 0.0* b. Trave l' -- 0.0: 

.0.0 
 - .0O.cOther . 
- -

e. 00--
 0.0--0.
 
SUB-TOTAL Monitoring/Evaluation 0.0 0.0 0.0 0.0 0A.0 0.0 0.0 0:-0.0 


A,- S 169.5 6.8 176.3 10. 4.9 1 rt 

rt 



AGA KHAN FOUNDATION USAAID HATCHING GRANT 1991-1994 
ANNUAL REPORT: Primary Health Care Management Advancement Program (PHC MAP)
BUDGET VS ACTUALS - GRANT YEAR 2 

(In $,0008)Dr. Jack Reynolds 

Budget :ActuailsI. Program Elements AID AKF Total AID AKF Total..' 

a. Professional Fees - - 0.0 - -
b. Travel 

- - 0.0; -- 0.°ther - o0.0 - 0 
SUB-TOTAL -Program Elements 0.0 00 . 0.0 0 . 0.00. 

-

AID 

Pf 

:'. 

Vrac 
AKF Total 

- 0.0 

0.0 
- 0.0 

0.0 0.0.II0. 

-.. 

00 

, 

0.O 

Ii. Procurement 

.GRAND oAL - .Dr. kReynolds.0.0 

-

0.0. 

- 0.0::'-

-0V.0 0.0 0.0 

00--

0.0. 0.0 0.0 

0.0* 

0.0 

PRG~IGRAND =IYAL - P110 MAP 169.5 '6.8,,:176.3 160.0 4.9_164.9_ 9.5: 4.9 '11.4 

0 rt 

rt n 

ft 

Lo 
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AGA KHAN FOUNDATION USA

AID HATCHING GRANT 1991-1994 
 Page I of 20ANNUAL REPORT: Primary Health Care Management Advancement Program (PHiC MAP)_

BUDGET VS ACTUALS - GRANT YEARS 1 AND 2 "

(In $'Mes)Center for Human Services (CHS)
 
Budget- Actuals -
 VarianceI. Program Elements 
 -AID AK! Total AID AKF Total AID AKF Total-"-, 

a. Salaries 76.0- 126.5 202.5 .58.4 :124eA 183. 0 6-917. 19.5b. Fringe Benefits _39.5 31.0 70.5 31.9 31.0 62.9 - 7.:6 - 0.0 7.6c. Overhead on Personnel 
 26.4: 19.5 45.9 24.1 19.5 43.6 2.3 .
 2.3
d. Travel 65 .4.- 0.01 
 65.4 .58.4 W84 7.0".-., 0.0 :0 0 

e. Other 
 67.4 4.1 .71.5 74.6 4.1 787: (7.2).0.0 (7.2) *1-.f. CHS G &A 
 32.3 65.5 97.8 30.1 65.5 95.6 
 2.2,0.0 2.2
 

SUB-TPAL program Elements -307.0 246.6 
553.6 277.5 244.7 522.2 29.5 
 1.9 31.4
 
I.Prurement...
 

a. Supplies 
 1,61.6
0.0. 0.0 0.0 1. M(.6) 0'.0 (1.6)
b. Services 0.0 .0 0.0 0.0 
c. Consultants 
 27-.4 0.0.27.4 
 45.6 45.6 (18.2). 0.0 (18.2)
d. Overhead on Consultants 
 O.O 0.0 0.0 " - 0.0 0.0 0.0 0.01e. Subcontracts 
 44.7-2.6 47.3 44.9 2.6 47.5, (0.2) 0.0 (0.2)
 

SUB-TOTAL Procurement 
 .72.1 :2.6 '.,74.7 92.1 2.6 
 94.7 (20.0) O.0 (20.0):
 

III. Ongoing onitoring/Evaluation
-.
 :
 
a. Consultants/staff -.. 0.0 0.0  - 00..0 -  0.0
b. Travel 0 .000 - 0 
c. Other -0.0 0.0 0.0 
 - - 0.0 - -- 0.
 

SUB-TOTAL- Monitoring/Evaluation 
 0.0 0.0 0...0-
 ,.-0 0. :- 0.0 0.0 0.0. 

GRAND TOTAL - -379.CBS 1 249.2 628.3 66 '247.3 61. . 1.9 11.4' 0 rt 

rt 



AGA KHAN FOUNDATION USA 

AID HATCHING GRANT'1991-1994 
ANNUAL REPORT: Primary Health Care Management.Advancement Program (PHC HAP)
BUDGET VS ACIIALS - GRANT YEARS 1 AND 2-

PageZof2 

Dr. Jack Reynolds 

rogram Elements .AID 
a. Professional Fees 
b. Travel .0.0 
c. Other 

SUB-TOTAL -- Programi-Elements 

.0 

0.0 

0.0 

Budget 
AKF 
42.7 
0.0 

0.0 

42.7 

Total 
42.7 
-0.0 

0. 

42.7 

AID: 
-

0.0 

Actuals 
AKF "Totl 
42.7 42.7 

0.0 
0.0 

42.7 42.7 

. 

Vrac 
AID AKF 

- 0.0 

0.0 0.0 

ToItal 
0. 

X. 

0. 

-
0 

-0.0 

A 

II. Procurement 

GRAND ToTA - Dr.-Jack Reynolds:-' 

0.0 

0.0 

0,0 

42.7 -

0.01 

42.7 

-

0 

-

.42.7 

0.0 

42.7 0.0 00 

0.0 

0.0 

PR0GRAN GRAND TOrAL7- P~HC M79. 291.9 671'.0 -369.6 -290.0 659.6 9.5' 1.9 11.4' 

0 rt 

rt n 

- 0 
rt 

< 100 
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AGA KHAN FOUNDATION USA
AID 1ATCHING GRANT 1991-1994 
ANNUAL REPORT: Headquarters - AKF USA 
BUDGET VS ACITUAIS - GRANT YEAR 2, 

Budget 
-Variance.-I. Program Elements ActualsAID AKF Total AID "AK! Total AID AK- Total 

a. Salaries/expenses 0.0 0..0 ".0.0 0.0 0.0b. Travel { .
 .000 00 00
 c. Other 

- 00 0.0 '0.0. 00 00
 

SUB-TCYFAL Program Elements,0. 0.0-, 0.0, 0.0 0.0 0.0 .0.0 0.0 0.0
 

a. Supplies 0.0 0.0 0.0 0.0 0.b. Services- .0.0 
 0.0 -0.0 0.0 0.0 
SUB-TOTAL Procurementoo- 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
 0.0
 

III. Ongoing Monitoring/Evaluation; 

a. Consultants - Ongoing Evaluation .9.5 - 2.3 11.8- 0.0, 0.0"... + "+m: k .+ ': :+++ ;k'+"+- -- : 1 "p+ +: : ;++r+ ' """ '.+.?.0.0 +: :':+--+m9.5* 2.3 11.8. U 1 +:+' + +i+ 0+b. Final Evaluation . 0a . S l-/ar e e/ xp e e e e.+-?.+ -+ i/ +i?",++0 0 + . +-i/ +i +: ? .++:+i i~i 0 i" iii:-i~i+ .0 0 .0 "i 0 : ++ +0+ .. ii+++.i+.; ? -+ ) ++#ii-i-il;.+:
Consultants 
 0.0 0.0 0.0 0. 0 00Travel 

. 

00.0 
 0.0 0.0 00
Other'Direct Costs (Supplies, ieto.). 
 -0.0. 0.0 -0.0 900 0.0,
Sub -Total Final Evaluation OXo 0.0 0.0- . 0.0 0.0 .0.0 0.0 00-0. 


SUB-TOTAL -- hlonitoring/] Evaluation :_9.5 2,.31 11.8 0.0' 0.01 0.0 9.5, 2.3 11.8. 
COUNTRY GRAND TOTAL .9.5, 2.31 i. . 00 00 23 1. 

Ft 
Ft 

M 

ft 
0 



AGA KHAN FOUNDATION USA 

AID HATCHING GRANT 1991-1994
ANNUAL REPORT: Headquarters - AKF USA 
BUDGET VS ACTUALS - GRANT YEARS 1 AND 2 

. 

(In. Vows) 

I. roraElmetsBudget 
Program Elements AI.ID AKF Total 'AID 

Actuals 
AKF Total- AID 

Variane 
-AKF Total 

II. 

a.-.Salaries/expenises 
b.-fravel 

C.Ohe 

SUB-TOTAL -- Program Elements 

Procurement 

.0. 

0.0 0.0 

0.0 
000.0 

0.0 00-0.0 

0.0, 
0.0 

0.0 

0.0 

0.0, 0.0 
0.0 0. 

0.0 

0.0, 0.01 

0.0 
0.0 
0.0 

.0.0. 

a. Supplies. 

b. Services 

SUB-TOTAL -Procurement*- 0.0 .0.0 

0. 

0.0 

0.0 

0.0 01.0 

0.0 

0.0 

.... 0. 

0.0 

0. 

." 0.0 

0.0 

00 

0.0 

0.0. 

00 

III. Ongoing Mlonitoring/Eval~uation 
a. Consultants - Ongoing Evaluation 
b. Final Evaluation 

Consultants 
Trvl000.0 

Other Direct Coats (Supplies.,-etc.)
Sub-Total Final Evaluation 

. 9.5 

0.0,: 

.323 

0.0 

1.8 

0.0X 

0.0 
000 

0.0 

.0 

0.0 

0.0 

0.0 

0.0 
0.0 

0.0.-
0.0 

9.5 2.3" 

0.0 0.0-
0.0 

0.0, 0.0::O0:: 
.0 0 .0 

1.8 

.00 
0. 
0. 
0.0 

SUB-TOTAL - Monitoring/Evaluation - 9.5- 2.3 11.8 0.0 0 0.0 9.5 2.3 .11.8 
.... '-COUNTRY GRAND TOTAL'i 9.5 2.3 11.8 "0.0 -0.0, .0.0:- 9.5 2 .11.8 

.. .. ,::..:>..-. ...... . . .. :-- ,.. -,i-, - . !-..; . . -. ,.-.:.. .:,,--- ... ,:' -A 

0 rt 

Ort 
t 

0= 

C% 
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AA IMAF]NDATIOI USA
 
AID IMICIJIG
GRT 1991-1994 
ANMAL RIPORT: enya - Hombau Primary Health Ce Project
 
GIANT0I3-ISs DI
TOT - S. I -- . 

year!1,-ear 2 ear 3 AILTIAISI. Progra lesents . AU Total AID All Total AID II Total AID 'All Total: 
a. Salaries/ezpes .44.2 44.2. 30.5  30.5 26.1 - 26.1 100.8 -.'O.0 100.8b.Travel 0.0 0.8 - 0.8 W_.0.6 - 0.6 1.4 0.0 1.4 
c.Sub-Project funding 
 - " 0.0.- 0 0.0 - - 0. + - 0.0
d. Other0
 

Training, orkshops and Seminars 5.7, 2.9 8.6 7.18 
 - 7.8 11.5 - i1.5 25.0 2.9 27.9
Vehicles Operation 20.6 .4.6 25.2 22.9 
 - 22.9 '11.7 - -11.7 55.2 4.6 59.8Other Administrative Costs. 1.5" 14.2 31.7 29.8 
- -t0

29.8 15.2 - 15.2 62.5Sub-total Other -14.2 76.7
43.8 21.7 
 65.5 60.5 0.0 60.5' 38.4 0.0 
 38.4 142.7. 21.7 164.41,
 

SUBTOTAL -- Program Rleento8. 21.7 109.7 -91.8 
 0.0 918 65.1 0.0 65.1. 244.9 21.7 266.6. 

IS.Procurement 

a. supplies 
- 67 46.7 18.7 0.0 18.7 13.7, 13.7 32.4 _,,46.7b.Services/Coanultats 0.1 0.5 0.6 4.9 0.0 4' 

79.1
9 1.3: 16.0 1 
 . 3 16.5 2.8
c.vehicles 
 - - 0.0 - 0.0 " 20.0 20.0 0.0 20.0:20.0 ,-

SUBTOTAL- Procurement 0.1 47.2 47.3 23.6 0.0 23.6 15.0 36.0 51.0 38.7, 83.2- 121.9: 

III. Ongoing boaitoringf/ZvaluatIOn (1) 
a. Consltuts/staff - 0.0 - ' 1.5 1. 1.5 - 0.0 15.b.Travel 

- . 0.0"- 00 1.2 1:.2 1.2 0.0 1.2.
c.Other 
 0.0 0.0 -- 1.2 - 1.2 1.2 0.0 1.2
 

SUB-TOTAl,-- Ifoaltorlna/lvalutlon 0.0 0.0 0.0 0.0 0.0 0.0 
 3.9 0.0 3.9 3.9 0.0 3.9
 

COUNTRY Gn TOTAL 88.1 689 15.0 115..4 0.0 115.4 4.0 36.0 120.0 27.5 104.9, 392. rt 

votes: U1. Budget for Grant Tear 3 Includes $20,000 for vehicle replacement and $16,000 for a study of the economlc development opportunitles

in the Coast Province (both from the AlF USA share). "
 2. Consltant/staff costa for monitoring and evaluation of $1,711 INgrant Tear 1 and 2 shown on Procurement-Services/Connltuts line. 

I 



AGA IA FOUNDATION USA 
AID HATCHING GIANT 1991-1994
 
ANlUAL PO]T: Bangladesh hgaa u Comulty Health Program

MEJTIARS ITO 3-RIISD MUM
 

year I Tear2 Year3 
 ALL IRS
I. Program Ilements - 1
AID Total AID All Total ID AM Total AID ,L Total. 
a.Salartes/expeases 
 50.2 39.2 89.4 50.2 12.4 62.6 
 0.0 100.4 51.6 152.0
b. Travel 

- -r 

0.0 0.0. 0.0 0.0. 0.0 0.0c. Sub-Project WunIN 0.0 0.0 0.0 0.0 .0.0 0.0
d.Other . ' 

Training, workshops Ud Semiars 0.0 0.0 8.0 1.7 0.5 2.2 -- 0.0 9.71 0.5 10.2 

SUB-TOTALProgra -lemts .-58.2 39.2 97.4 
 51.9- 12.9 64.8 .0.0 0.0 0.0 .
 2.1 162.2 -
I1.Procurement 

a. supplies 0.0 0.0b.Services 0.0 '0.0 0.0 0.0.0.0 0.0 
 . 0.0 - .01. 0.0 -0.0 

SUB-TOTL Procurement 0.0 0.0 0.0 0.0 
 0.0 0.0 0.0 10.0 
 0.0 0.0- 0.0 0.0
 

III. Ongoing Nonltorlug/lvalutio'
 

a.Consultuts/staff 
 00 0.0 0.0. 0.0 0.0 0.0b.Travel 
 0.0 0.0 
 .+0.0 0.0 0.0 0.0
c.Other 
 0.0 0.0 
 0.0 0.0 0.0 0.0
-} ++..-:-, :+12+.9:-:- 0'oooQ
_m-.-,: 2:07 64 8~-, ..0- - ~ 
-SUB-7TTL oaitoring/Ivaluatioml 
 0.0 0.0 00 0.0 0.0 0.0. 0.0' 0.0 0.0 0.0 0.0 0.0 

COT GN TOTL 5.8i-+.... 2 .4 1.9 +12.9 64.5 0.0 
 0o.00.0 110.1 52.1 162.2 
- -------- ----------- .- - ---------

rt 
Ft 

t'3Ft

0 
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AGA IA FOUDATION USA 
AID HATCHING GRANT 1991-1994 '-8 
ANNUAL REPOiT: Pakistan - Urban Pliry HIealth Cue Prograu
OWATTMASITO3-uVISID MOT, 

I. Progra lesents AID 
ea 

.:Al. 
-

Total 
-

AID-
2Te2 

0i " Total AID 
Te , 3 

AVr Total AID 
ALL TUS 

At Total 
rt

.. 
a. Salariea/ezpenses 
b. Travel 
c. Sub-Project Funding 
d. Other 

-

-

232.23.2 
5.0 5.0 

w- 0.0 
27.9 27'9 

-
-

-

- 231.7 231.71 
.35 3.5 
- 0.0 

42.7 42.7 
-

-

-

232.0 
5.0 

-

30.0 

232.0 
5.0 
0.0 

30.0 

0.0 695.9 
0.0 13.5 
0.0 0.0 
0.0 100.6 

695.9 
13.5 
0.0 

100.6 

. 

SUB-T AL -- Programu llmeat 0.0 -265.1 265.1 0.0' 277.9 277.9 0.0 267.0. 267.0 0.0 810.0 810.0 

II. Procurment 

a. Supplies 
b.Services -

-. 18.8 

9.5 

18.8 

9.5 -

- 13.31 

3.1 

13.3 

3.1 
7 13.3 

:10.0 
13.3 

10.0 
0.0 

0.0. 
45.4 

22.6 
5. 

22.6 
SUB-M POTA-rocuremet. 0.0 28.3 28.3 0.0 16.4 16.4 -0.0 23.3 23.3 0.0 68.0 68.0' 

Ill. Ongoinsg Non-toni- valuation 

a. Cohhultaats/staff
b.Travel ,18.0 

_ -c. Othe0-

18.0 
0.0 
0.0 -

-. 

-0.0 

18.5' 

- -

18.5 

0.0 

--

- -

19.0 19.0, 
00. 
0.0 o 

0.0 55.5 
-0.0; 70.0 
.0 0.0 

55.5 -
0.0 
0.0 

SUB-TMI-- oitorlJ/lvalation 0.0 18.0 18.0 0.0 18.5 18.5 0.0 19.0 19. 0 0.0 515.5--55.5 
COUM G10 TOTAL 0.0 311.4 311.4 0.0 312.8. 312.8 o.0 m:30J30 J 0.0 933.5 933.5 

rt 
rt1 

i1:J+ 

~-~s 
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AGA BIA FOUNDATION USA 
AID HATCIING GIANT 1991-1994 
ANNUAL UPON: luItl-Country - legilonal Network Proram 
GRANT TIANS 1 TO 3- MRISID BUGIT 

I-' 

I. Program Ilements 

a. Salarlea/expenses 
b. Travel 
c. Sub-Project ndling 
d. Other 

SBTOTAL- Prgram Elements 

11. Procurement 

a. supplies 
b.Services 

SUBTOA pLrocurement 

beariIu Yea 2aou3AID A AIDAU Total 

- 52.4 52.4 15.1 39.7 54.8 
17.7 - 17.7 -1 24.3 - 24.3 
- . 0.0 - - 0.0 

25.0 - 25.0 24.5 '"24.5 

42.7 52.4 95.1 63.9 39.7 103.6 

4.7 5.7 10.4 20.5 4.7 25.2 
- 0.0 - 0.0 

4.7 5.7 10.4 20.6 4.7 25.2. 

ID 

60.3 
33.3 
-

:35.0 

128.6 

25.0 
-

25.0 

lTotalAll Total..: 

- 60.3. 
. 33.3 

-: 0.0 
- 35.0 

0.0 128.6 

1.7 26.7 
- 0.0 

1.7 26.7-

AUJITIAS 
AID Il Total 

75.4 92.1 16.5 
75.3 - 75.3 
- - 0.0 

84.5 - 84.5 

235.2 92.1-327.3 

50.2 12.1 62.3 
- ,, 0.0 

50.2 12.1 62.3 

0Q 

A. Cosultats/staff 
btTravel 
c.other--,- . 

SB-TOTA otorlgvaluaton 

PROGA GRAND TOAl'.. 

-

-

. 

0.0 

47.4 

- 0.0 
- 0.0 

0.0,'0.0 

0. 0. 

58.1 105.5 

-

0. 

84.4 

- 0.0 
.- 0.0. 
0.0 

..0.0 0.0 

44.4 128.8 

-

- ~ 

153.6 

- 0.0 
0.0 
0.0 

1.7.,.155.3 

- - -0.0 

- 00 
-

0.0'' 0.0 0.0 

285.4' 104.2 -389.6 

Ft 
Ft 

0Ft 



A IHAIFOUDATIO N UISA 
AID XATCHIIG GRANT 1991-1994ANNUAL RIPORT: Primary Health Care lanagenet Advucement Progru (PIC MAP) a M 
GRANT TIMI TO3-RIVISID BUDGIT ,. .-

Center for Run Services (CIS) 

1. Progra Muestsa. Salaries 

b. Fringe Benefits 
c.Overhead on Personnel 

d. Travel 
e. Otherf. CUB~gllC A-

SUB-TOTAL -- Programn e ts 

AID13.6 

15.0 
9.6 

64.0 
50.3.5.0 

157.5 

Y.Pormleetear 1
All Total.119.7 133.3 

31.0 46.0 
19.5 29.1 

64.0 
4.1 54.465.5 70.5 

239.8- 3.3 

Tear 2AID ill Total
41.8 4.9 49.7 

16.9 - 16.9 
,145 - 14.5_' 

(5.6)- (5.6
_24.3 - 24.325.1 -" 251 

120.0 4.9 124.9 

AID.
11.8 

-

-3.5 

23.0 

Tsar -3All. : Total 
11l-.8 

A- 0.0 
- 0.0 

7.7 
- 0; 0- 3.5 

0.0 2-.0 

ALL TillsAID All Total. 
70.2 124.6 194.6 

31.9 31.0 '62.9 
24.1 19.5 43.6 

66.1 0.0 66 
74.6 4.1 78.733.6 65.5 99.1 

300.5 244.7 545.2 

. 

I.Procuremet 

a. Supplies 
b.Services 
c. Consultants 
d. Overhead on Counuats 
. Subco-tract 

SWBTOTAL -Procurement 

III. Ongoing NomltorINg/laluAt 

a.Consltanto/staff 
b. Travel .. 

c. other 

SUB-TOTAL -Mositorlng/Ivalutioa 

GRAND TOTAL -0. 

i-o

. 

-

11.9 

:40.2 

52.1 

-

. 

0.0 

209. 

-

-

-

2.6 

2.6 

-

-. 

0.0 

242.4 

0.0 
0.0 
11.9 
' 0.0 
42.8 

51.7: 

0.0 
0.0 
0.0 

0.0 

452.0 

1.6 
-

33.7 
-
4.7,-

40.0 

-

-

-

0O.0 

160.0 

- 1.6 
- 0.0 

33.7 
- 0.0 
- 4.7 

0.0 40.0 

- 0.0 
00 

- 0.0 

0.0 0.0, 

4.9 164.9 

1.5 
-

1.3 
-
-

2.8 

--

-

-

0.0 

25.8 

j 
-

-
-

0.0 

-0.0 

-

.0.0 

0.0 

. 
0.0 
1.3 
0.10 
0 .0 

2.8. 

0.0 

0.0 

0.0 

25.8 

- ,3.1K 0.0 
0.0 0.0 

46.9 0:0 
0.0 0.0.

14.9 2.6 

84.9 2.6 

*0.0 0.0 
0.0, 0.0 
0.0 -0.0 

0.0 '0.0 

. -2.7 

3.1' 
0.0 

46.9 
0..

47.5 

97.5 

0.0 
0.0 
0.0 

10.0

' 

Ft 

I-.U 



-- 

------------------ - ---------- 

-------------- --- -- --- --

AI HU FOUNDAT[OI USA
 
AID HATCHIG GANT 1991-1994 Pace 2of 2
 
ANUAL UPON?: Primary Health Care Hanagement Advancement Program (PC NAP)

A ARS ITO 3 - IlSD .UDG . .I.Jk e01 -
(In $'000s) ' , -m: ."r ri' d" 

Dr. Jack lejuolds 
0.., 

'yea ear2 Yoear 3I. Program Ilemente ALL TUBSAID, AV: Total AID All- Total AID: Al. Total AID All: Total 

a.Profesuional lieu 
 - 42. 42.7 - L0.0 - - 0.0 0.0 42.7- 4.7b. Travel 
- .- 0.0 - 0.0 - - 0.0c.Other 0.0 -0.0. 0.0 

.*.i0.0 
 - , 0.0 - -  0.0 0.0 0.0 0.0:
 

SUB-OTAL - Program lets 
 0.0 42.7 42.7 0.0 
 0.0 0.0 0.0 0.0 '0.0 0.0 42.7 42.7"
 
Procue t 
 0.0 
 0.0 
 0.0 
 . . 0.0
-0.0 


GRAN TOTAL - Dr. Jack Nepolds 0.0 42.7 42.7 00 0.01 0.0 0.01 0.0 0.0 0.0 .4V.42.7,
 

MU US& - Direct Coats 

I. Program Elements 

a.Professional lieus-
 - 0.0 -  .0 0 - 0.0. 0.0 0.0 0.0b.Travel 

- 0.0 -- 0.0 - . 0.0 0.0
0 0.0 0.0c.Other - Workshops - - 0.0 - - 0.0 .5. 3.0 5.6 5 . 0 .
 

SUB-TOTAL Program lements 0.0 '.0 0.0 0.0 O.O0.0. 5.8 3.0' 8.8 - 5.8 3.0 . 
"
II. Procuremat - Ser#vles 

- 0.0"" 0.0 78.1 21.0 99.1 .,1 -21.0 -99.1
 

G-AND TOTAL - All USA Direct Costs 0.0 0.0 0.0 0.0 
 0.0 0.0 
-

83.9 24.0 107.9 83.9 24.0 107.9 

PROGRM RA TOTAL - NC A 209.6 285.1 '494.7 160.0 4.9 164.9 109.7 
 24.0 133.? 479.3 314.0 793.3. 
- -

0 -t 
0rt 
rt n 

'-0 



AGA EAN FOUIDATION USA
AID HATCHING GIANT 391-1994 

ANNUAL REPORT: Headquarter - AII USA 

GRAN TIARS I TO 3 - REVISID BUDGIT 

M 

r 

I. Proua lements 

A.Salariea/ezpeaues. 
.Tael0.0 

c.Other 

SUB-TOTAL - Program Ilumente 

AID 

0.0 

Year I
II 

0.0 

Total 

0.0 

0.0 

0.0 

AID 

0.0 

Year 2
AlU 

0.0 

Tot4l 

-0.0 
0.0 
0.0 

0.0 

AID 

-

0.0 

Tear'3 
A -Total 

0.0 
-0.0 
0.0 

0.0 0.0 

AIjuTAS
AID'Ai L:Total 

0.0 0.0- -0.0 
-0.0 0.0>0.0 

0.0 0.0 L0. 

0.0 0.0 Q.0 -

I 

A.supplies 
b. Se es 

SU-TOTAL - Proculreneut 

.. 

0.0 0.0 

0.0 
0.0 

0.0 0.0 0.0 

0.0 
0.0 

00 0.0 0.0' 

0.0 
0.0 

.0 

0.0 
0.0 

0.0 

:0.0 0.'0 
0.0.0 

0.0 0.0 -

1II. ongoing Roitorlug/ivaluatioa -

a.Consultants -on-going Evalutio 

Consultants 
Travel 
Other Direct Coat (Supplies, etc.)
Sub-Total Final Evaluation 

-0.0 

0.0 

0.0 

0.0 -

0.0 

0.0 
0.0 
0.0 
0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 
-0.0 
0.0 
0.0 

0.0 

12.5 
23.2 
2.0
37. 

0.0 0.0 

12.5 
4.3 27.5 

2.04.3 .43 4200 

0.0 0.0 

12.5, 0.0 
23.2 4.3 
2.0 0.0.7 . 33 . 4.3 

0.0 

12.5 
27.5 
2.042.0.-. 2 . -

S-TOTAL -N lontoriug/ilalatio 0.0.. 0.0 0.0 0.0 0.0 

COU0T 
0

G0D TOTAL 0.0 0.0 0.0 0.0 .0.0 

mm .+ +L ~o+.oo Oo+Y~~o:+iooi: 

'0.0 37.7 4.3. 42.0 

,037.7 4.3 2.0 
_ u_4.3 -42.0 

0. : . +/++ + +2o 

37.7. 4.3 .42.0 

. 7 4.3 42.0 
. 4V--42.0s 

,++;+Y~i 42.++ ::+f+ 

. . 

• 

.: .: 

-ft 

• " 

:.0U 

_ 
IT 

-

, 



Mombasa Primary Health Care Project 

Attachment 32.1
 

Org:i-:a 
 : Aga Khan Foundation U.S.A.
 
.. trojcct/Cra-t .. ?DC-0158-A-00-1102-0
 

,CrarDaces: 1
July . 1991 to June 30. 1994 
*TL 4 echanis=: . atchin! Grant,din
(.e.-, .C,,CA, Etc) 

"C Y , - OR F-Z.sqU.W.%= : Kenya - Mombasa PHC 

Pro.ctcc Pu.'ose: (1': :o ,O verds cr less) 
To make available affordable prinary health care services to women and children Cpoor underserved populations, collaborting with local residents, govern=e-.s anddonors to create an effective, ecquity-oriented health delivery system, =obilizinglocal resources 
supported by gradually diminishing external funds.
 

Proij:cc: lee.tlt co:
 
Star: Date: 
07/01/9! "Ti.st.-:cd
C.'plct:on Date: 06/30/94
Status: (!" 
 tto 25 wrds cr 
less) Community mobilization and PHC services
continued. Community participation,of.71. 
achieved. CHW training, PHC services,
Project Fl-d:-.z:and 

r 
water imprbvement activities are ongoing 7TVAL2 and being met.Yea :Z Year Year . '3 YearA tLS 1 Amt115. 4 AID# 4,0 AZt 

.ea: 7/91-6/F34

A=$" __ 287.5
 

?V6 
 ?V t 0 -' 36.0 M't'" p-'$ _ __l04.9 
o -_ 0o.=-- ' or- -'%_R O--hR 
-. C -- 2.0L--- - .. L0C - LOC.L 

Locati.on in Counr: (Relite, Ditri:, Villat&- e& Specific) 
1 .oibasa (CoastProvice -Nepresentat1cl Kva e Diis "rictL.= uoe: C.f anyj or.rrotran anascr for eacuarters:
 

(nae) Mr. Mirza Jahani,-CEO -Aga Khan'Foundation (Kenya)

(addresm) 
 P.O. 3ox 40898, Nairobi, Kenya 
(phone) 254-2-27-369
 

Local Counte.-Oart/cst Cou.try Aic-cT: no(If P'60 rcprescr.ativ) 

"C==plete seprate.-shect f:r ;c cour.:y' progr.= a-d headquarter. 

http:Locati.on


Aga Khan Community Health Programme,*:,.. 

Attachment 32.2
 

. - H F3A..: 1ST OROCTS 

'
0 r a Z at C. Aaa Khan Foundation U.S.A.' i. rojecr/Cram. No.: PDC-0158-A-00-110200
 
.rar.Ds:es:,Julv 1. 1991 to June 30. 1994
Tu:iG dch. i: 
 Matchinr Crant
 ... ."-(.e.;, XG, OPG,ICentral:, CA, E:c.) 

"' TY X... OR. I'- ?. : 1 1 - A + , r-.iunty Health Progra= (AKC 

PreoleccPuose: 
 (14 : 0 verds o less) 
To improve-the health and nutritional status of the target population, living inslum and low-income areas of urban Dhaka, :through a sustainable, well managed,initiative with a strong capacity to mobili e local, htu"zan and financial resource;
 

Proj'ectI--ziezentaticr: 
Star: Date: 07/01/91 Est:'.=A:ed Completion Date: 
06/30/9.4
Status: (I: 
 to 25 vda or less)PHC services cont:7-nued and major
targets met. New health educarion,fees for service, income generation and
ProectF-d.n2 community activities implemented. MIS strenthe%.L...
Year F."93 Year Ye,.


YyearFY 92 ycar 
7/91-6/94
An 58.2 A=fl_5.9 Aitt AD" A_-m$ 110.1P43$39.2 ?*M t12.9 P'$V" P-5 52.1 

-. oT0 o7- o ORo7%R--7%= 

,L! C_ LODCJ.L LOCAL 1.0CAlL____ 

L.:at.onin 
Count- : (Reti.:, .trict, 
 Village, - le Specific)

Dhaka  (Paltan, Shantinagar, South Shajanpur, North Shajahanpur, Farkirapul &
P%1 Re.resecacive %: Cou:tt.: (ifary) or Pro r 
: Yanacerfor edcarers: Ara--ba
 

(':aLie) Dr. A--Lr Ali, CEO 
-
(,address) 

Aga Khan Foundation (Bangladesh)
SW(F) 33, Road No. 2, Culshan,,P.O. Box 6025, Dhaka, BANGLDESH 
(phone) 880-2-60-109-24 

L-c-OCIC-"oUnt rarItHcs: Country 4lt: (if o P rCprcsncative) .. 

*CemPI" e SePaate 
Sheet fC 
 each count' 
 p-r;r= and"headquartcrs.

http:L.:at.on


Urban Primary Hea1t f
"Care .Programme 

Attachment 32.3
 

MUICARhY INPuYA7Oq PVR 
A. .D.-S UPPM.OR PV3 PROJECTS 

- Organ =: 
Aua Khan Foundation U.S.A.
 
Projecr/Cramr No.: 
 PDC-0158-A-00-1102-00
 
crant Dstes: Julv 1. 1991 to June 30, 1994 
Fu Odirng Xecha-is=: Matching Grant 
(i.e., MG, ContrrctOC, CA, Etc.)
 

"COU._LAY . .E OR FZLJDQLWZA7S: Pakistan - Urban 
PHC Program
 

Project Purose:s-cz (1 to 40 voerds r less) 
To expand urban PHC sites to high risk populations of low-income settlements
shifts toward lower costs and devolution onto 

ith
 
ommunity control and alternative
resources, while initiating the development of a macro-PHC site prototype for


larger-scale replication.
 

Proiect "-:1ene.:a-c.:
 
Star: Date: 
 07/01/91 Esti *aedC=pletion Date: 06/30/94
Sea:us: (l.=i: to 25 vords or less) PHC modules stable in 7 communities.

Expansion of services through scaling-up and links with other health providers.
Proic. F 
ni-: 14Sndc mpaXAtiye analysis strengthened.
.ear Y1 Year T. . :FX: Year Year 7/91-6/94A (t'0 . AzmtQ0.0 AIDS _6_._ AlDt AI-1t1
 

0T--- 07-R 
 0TM OT __o__ _ T
IIh 0II5XM.m L'V0zVCKiLOCA± 5 LaLn_____LoCJ - WC.AL LOAL LOCA___ 

TOTA± -311.4T0L~L 

i 
..a A-0AL TQTAIIQ14' 

Location in Cout-r: (Rctioz, District, Village Be Specific),
 
&cahi (Oranii, arizbad, Es a Basti
Az 
 sar
%orZpd %a.oui sanar ,i r aacq $aba s 
(DUae) 
 Mr. Hakim Feerasta, CEO 
- Aga Khan Foundation (Pakistan)(addreas) Jubilee Insurance House, 2nd Floor, I.1. 
Chundrigar Road, POB 101C
(phone) 9221-241-1141 


Karachi 2, PAKIS:
 

Local Councer.-ar:/tes: CountryAzeacv: (If no PwVreprceentative) 

Aga Khan University, Department of Community Health Sciences, Karachi 
"Co-plete separate sheet for each couttry prograi--And hcadquarters. 

• . . ,/, 
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PHC Management Advancement Programme 

Attachment 32.5
 

Or~ai:aton: 
A., Khan Foundation U.S.A.,

Projecc/Grazt No.: PDC-0158-A-00-l102-. 
Crant Dates: July 1. 1991 to 
Ju-e 30, 19 L 
Fuzding Mechai=: Xatchint Grant
 
(i.e.,... .G, C, Cntract, CA, E:c.) 

"C ,' X A, OR '-A.DQU L.AR7-S: Multi-Country: PrimaryHealth Care Management 

Advancement Program (PdHC kp)
 

Pro.ect cur'ose: c. o 10 vCrdi or less)(l 

To use tools developed to help PHC managers collect, process,, analyze,and use
inforation in 
a timely, efficienc,.:effective 
=anner, while developing methods fcanalyzing the social, organizational and .financial sustalnabilit of PHC progra=s. 

ProCect Iznlezenta :ic-.: 
Start Date: 07/01/91 £st*ni:- d C.=.in4:cn Date: .06/30/94
S"A.(1 =t to 25 vord; or les) 
 9 PHC Modules and Guides
finalized, Desk Top Publishing production and printing completed. 
 "
?roiect F -di-z: Promotion and training activities begun.
vea-Year 

1, 
RT 

Year2 92 
A.jAZf 160.0 

'D 4.9 
07aR 

FY 11392yearYea- Y a 
A7At.109. 7 A.Dt 
2'0_ 24.0 P't 
O7%ZtA O0Z? 

Year 
AIS 
P'; 

7*aR____ 

TOTA 
7/91-6/94 
479.3 
314.0 

. 
707Ai494.7 

ICT 
70TA-164.9 

LO -
70Zk"13 

LOCAL 
T --A- LOCLL 

--O 793.3 

Location n*Count,- (Kesicz. Ditricc, Villagc e Specific)
p;8J2 rgrm~cint~l(-HC%.is Afica L1b&evresen ade m OYdUZtv 
 azyj or rrt.= 
 acer.cr eadcuarter.: 

(:a=e) Mr. Iqbal Noor Ali, CEO: AgaKhan Foundation U.S.A.
(address) 
 1901 L Street, 1w, Suite -700, Washington, D.C. 20036
 
(phone) 202-293-2537
 

Local Counterar t /HostCou tr-Y kiecT:,,_ (If !rnno ?M.'cWr euantate. . 

'Co--plete, separate sheet for each cvu..tFY &rgr
.1 d, headquarters. 
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egional Network Programme 

Attachment 32.4
 

A. I. -SLP?~~~F~POET 

.Org~i~ciem n Foundation U.S.A.A~ 
-rojecr/Cra--Do.:
' P. 
 PC-0158-A-00-112- 0.
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within the Aga l<lan Health Network while strengthening their individual capacirie
to izprove ?-C health services, as well as 
increasing the effectiveness of Pf-C
Management while working toward greater equity, effectiveness, efficiency and
sustainability of these respective programs.
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NARRATIV SUMMARY _ 


1. Contribute to, improving the 
equity, effectiveness, efficiency 
and sustainability of PHC 
programs in developing countries 
of Asia and Africa. 

LOGICAL FRAMEWORKm 

CONSOLIDATED 

MEANS OF 

VERIFICATION 

PHC and health services coverage, and National and international
infant, child and maternal mortality rates in (WHO, UNICEF, World
countries concerned; level of awareness of Bank) reports on selected 
AKHN's PHC efforts among key health indicators; interviews 
government and NGO health professionals with key professionals. 
in countries where AKHN is working, and Project annual rcports and
beyond. project MIS tracking key 

indicators, 

0 
0 

0 

g-it. 

-ASSUMPTION " 01 .i 

Social and financial 
commitment to PHC 
in project countries is 0 
maintained; AKHN 
can develop potentially 
replicable prototypes 
for health system 
organization and 
management which 
others find useful; 
AKHN continues to 
work effectively with 
communities in ways
which local groups 
consider useful for 
their own 
development; 
availability of funding.-

Ft
€=t 

Ft 
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NARRATIVE SUMMARY INDICATORS M ASSUMS 

Purp~o VERIFICATION 
0 

1. Expand coverage, increase Increase in total populations covered from Project MIS, including Stable political and .. 

effectiveness and test new 
organizational models for 
community-based PHC in ee 

projects serving the health needs
of more than 200,000 urban and 
rural residents by strengthening 
the capacities of local 

communities and NGOs to deal 
with their own health problems. 

168,000 to 200,000 as follows: 
Baseline Endof 

Project 

Kenya 44,435 44,435 
Bangladesh 62,000 70,000 
Pakistan 

(incl. macro 
site) 87900 

routine reports and home 

and health facility-based 
records; community 

surveys; project and/or
officially mortality 
reporting systems; periodic 
monitoring and evaluation 

exercises. 

socio-economic 

environment in the 
project areas; project 

activities are 
acceptable to and 
welcomed by the 
target population; 

PHC/MCS 
management teams are 

-

0 

o 
" 

o 

Total -164335 committed to 
PHC/MCS strategies 

PHC/MCS programs will be accessible and, 
available to at least 80% and up to 90% of
their respective target populations (29,500 
women between 15 and 49 years, and 36,900 
children under 5) leading to improved
health status, as evidenced by. increase in 
levels of availability and use of 

and goals; project staff 
maintain strong spirit 
of enquiry and 
innovation in seeking 
better ways to work 
with communities to 
improve health. 

immunization, growth mon;.foring, antenatal 
safe delivery and basic treatment services; 
decrease in infant and maternal mortality 
rates as appropriate; cause-specific death 
rates of immuno-preventable diseases, 
diarrhoea, ARI and pregnancy-related 
causes. Incrcase in levels of community
participation measured by social indicators 
as developed by RNP and new 
organizational models tested by AKU in 
Karachi. 

Ft 
Ft 
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MEN OF -----
N -M AYINDICATORS EiQ
0 

2. Strengthen management, Levels of development, relevance to Project reports and Management and o-A

information systems, and the program goals, and efficncy of program evaluations; PHC MAP information are 4social, organizational and management and information systems; and RNP reports on important constraintsfinancial sustainability in10 to levels of management skills of PHC staff 

PO, 
management and to more effective12 PHC programs involved in and communities; proportion of program sustainability related issues; health programs whichRNP and PHC MAP activities, costs being covered from community and analysis of trends in 

OQ 
can be overcome with 0 

other local resources, and from outside the community involvement better tools, skills and 0.project area; qualitative indicators of social, and financial projection. training; sustainability
organizational and fmandal sustainability can be defined indeveloped. meaningful and .
 

operational terms for 0. 
.usfulanalysis; such 

analysis is meaningful 
in the context of a 
three year project 

period. 
3. Produce, distribute and Distribution and use of PHC MAP - PHC MAP and RNP Continued regionalpromote the use of 9 field-tested management tools and reference materials annual workshops; PHC stability ofPHC management information by PHC/MCS projects involved, service statistics, relationships andmodules and related training and presentations at RNP and associated possibilitiesresource materials. PHC MAP managers of constructive 

workshop; management interaction among 
and information modules participating programs
produced by PHC MAP; and with other NGOs 
midterm and final and Governments. 
evaluations. 

Ft 
0)t
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NARRATIVE SUMMARV INDIAOR MEN JFQEM ON t-J 

Outputs VERIFICATION M0 
o

0 

A. In Mombasa PHC. AKCHP rt 
and Urban PHC areas: 

1. Greater community 
participation in health, including 
enhanced capabilities for 
community planning and 
management which will facilitate 
long-term local sustainability. 

2. Increased use of priority 
health services by women and 
children, 

Increase in number of communities with 
community organizations responsible for 
health and exercising some degree of 
control over local health activities; extent of
community management of financial and in-
kind contributions, 

Target populations effectively covered by
antenatal care, delivery and immunization 
services; while each program has its own set 
of priorities, indicators such as the following
will be used as appropriate; pregnant 
women using prenatal services; deliveries 
conducted by trained birth attendants; 
children fully immunized in the first year of 
life. 
Percent of children <5 to be immunized by
end of Year 3. Baselin Year 3 
MPHC 62% 85% 
AKCHP 50% 85% 
UPHC 68% 85% 
The AKCHP and UPHC programs have 
targeted increases in tetanus toxoid 
immunizations of all women (15-49) from 
51% to 60% and 53% to 75% over three 
years respectively, 

Project reports and 
evaluations; analysis of 
trends in community 
involvement and financial 
projections; midterm and 
final evaluations, 

Community contributions 
in existing PHC fields sites; 
contributions from NGOs 
to be determined in course 
of project; possible 
contribution from World 
Bank project under 
discussion, 

PHC service statistics, 
CHWs and LHVs monthly 
monitoring and evaluation 
records; household 
visitation records; census 
data. 

Services offered will b" 
accessible, acceptable 
and used by 
communities; 
communities are 
willing and able toorganize and exercise 

local responsibility for 
health activities, and to 
commit their own 
resources to its 
support. 

Immunization clinics 
held regularly 
availability of adequate 
cold-storage chain for 
vaccine delivery to 
often remote, 
inaccessible areas; 
availability of adequate 
supply of vaccines. 
Acceptability by 
communities of 
relevant immunizations 
to help prevent disease 

,. 
" 

0
00 

04, 
3,: 

0 

-,' 

and promote better 
health for population. 
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NARATIVE SUMMR INIAOS;MASO ASSUMPTIONSo 
0 

3. Increased numbers of
appropriately trained PHC 
human resources. 

MPHC staff will increase to include 1 CHN,18 HDC members, 125 CHWs, 60 TBAs, 20 
shopkeepers (for pharmaceutical 

VERIFICATION 

Project reports, midtermand final evaluations, Continued involvementof the targetedI
communities in health 

0 

distribution), 10 Traditional Healers, and 96 
school teachers who are involved in the 
child-to-child school health program.
Ongoing refresher courses will be provided 
as appropriate. 

care planning and 
development; 
acceptance by
communities to allow 
its young women to 

OQ 

1 

At AKCHP staffing pattern will transform 
slightly as project cvolvcs to a community-
led approach. The program will 

participate and be
trained to render 
health care services. 

'1 
M 

train/retrain 8 CHOs, 40 CHWs, 100 
CHVs, 150 TBAs, 100 CMVs and 85 school 
teachers involved in educating children 
about preventive health are. 

The UPHC, Karachi, will continue its 
current staffing patterns for its existing 
micro-sites but expand for its macro PHC 
system of approximately 10 modules by 120 
CHWs, 15 LHVs, 10 CHNs, 10 FTE CHDs 
with administrative support from a project 
oversight team including a Project
Team/Director, CHN, CHD, CHO, 
administrator, education trainer, MIS 
coordinator and a secretary. 

Ft
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NARRATIVE SUMMARY 

4. Increase in awareness and 

effective use by families of home 
and community-based PHC 
technologies, such as ORT 
(including cereal-based forms), 
recognition and treatment of 
ARI, growth monitoring and 
improved infant feeding, 

5. Mechanisms for local 
financing of PHC activities which 
are likely to ensure long-term 
financial sustainability. 

INDICATORS 

Number (%) of mothers/families trained to 

use technologies, e.g. increase number of 
mothers trained in home-based ORT use 
who can demonstrate proper preparation
and use when requested; mothers awareness 
of available means of prevention and 
treatment and knowledge about treatment 
of childhood disease; number of mothers 
who can interpret growth monitoring 
information about their children, 

Targeted growth monitoring and nutritionpromotion (children <3 being weighed 
regularly): 

Baseline Year 3 
MPHC 40% 80% 
AKCHP 70% 80% 
UPHC 75% 85% 

Feasibility studies of Income Generating
Activities (IGA)s; technical assistance to 
women's groups and others involved in 
IGAs; number of communities with income-, 
generating activities, fcc-for service 
schemes, prepaid insurance or alternative
local financing mechanisms; total amount of 
local resource generated annually;, amount 
of these resources available and used for 
health activities; level of community health 
contributions, both financial and in-kind;
level of community involvement in 
management of local resources. 

MEANS OF 

Service statistics, clinic and 

home-based records, 
sample surveys, project 
reports and evaluations, 

Ongoing progress reports; 
monitoring and evaluations; 
reports of studies 
completed; consultants 
input and reports. 

ASSUMPTIONS 

0RFO
Program is able to 0.o 

provide effective health
 
education which is
 
consistent with cultural
 
values and traditional 0
health beliefs; 0 

community is willing f-A
 

and able to put health li
 
education messages
 
into practice; mothers 
 ,
 
will be actively
 
involved in accessing pr
health care for their ..
 
family.
 

Each of the program 
sites will have an IGA 
expert available over 
the three years; 
MPHC & AKCHP arc 
successful in recruiting 
an IGA officer for 
short term basis over 
the three years; 
communities will 
support IGAs and 
generate funds that 
will be used for health 
care services; "seed" 
funding available for 
start up IGAs planned; -trt 
technical assistance n• 
available as required. = 

• ' M 
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NARRATIVE SUMMARY 

B. In addition. in Urban PHC.Karachi: 

6. Greater knowledge and 
awareness of local, social and 

environmental determinants of 
morbidity and mortality and 
testing of potential strategies for 
improvement of social and 
environmental determinants 
through community and 
institutional efforts. 

7. A functioning prototype of a 
Mcro-PHC system involving 
collaboration with government 
and NGOs engaged in 
community-based activities, and 
establishment of reliable linkages 
for technical support and clinical 
referrals. 

INDICATORS 


Health education, nutritional surveillance 
activities conducted by CHWs, CHVs, 

CMVs, CHN as appropriate. Educational 
sessions provided on a regular basis to 
communities particularly to target high-risk
group. Analysis of local disease 
determinants available; strategies 
formulated against critical determinants; 
potential strategies tested and evaluated by 
AKU/CHS; results used to improve 
delivery, morbidity and mortality. 

Established macro-field sites fully staffed 
and operational at planned levels. The 
PHC Macro Project will be supported by a 
Project Oversight Team as described in 
Output 3. 

MEANS OF 


Community participation 
and numbers of 

participants at educational 
sessions held; improved 
status noted on child 
growth cards, and collected 
through AKF Standardized 
Indicators used by 
Programs. 

Design, assess and 
implement studies planned; 
data collection and analysis 
of studies conducted. 

Final analysis of study 
findings, progress reports. 

Dialogue/discussion with 
governmental agencies that 
are involved in this 
collaborative effort; 
progress reports. 

o: 
0 

rt 

Availability of 
appropriate health 

education materials; 
participation of -
communities in health 
education sessions; 
availability of trained 
personnel in health 
communications and 
data collection. 

r 

OQ 

'1 

Community 
participation; 
collaboration with 
Ministry of Health and 
other NGOs interested 
and committed to this 
projects political social 
and economic stability, 

availability of external 
funding and 
community 
contributions. 

rt, 

n 

Ft 

L.1 



NARRATIVE SUMMARY FAU~ Qi 0EN 
0 

C. In the 10-12 rojects involved 
in RNP and/or PHC MAP: 

8. Increased innovation and -
exchange of knowledge and Annual PHC MAP and RNP managers PHC MAP and RNP Active participation of 0 
experience in both social andtechnical aspects of PHCimplementation, 

workshops; regular publication andcirculation of RNP newsletters. reports and evaluations,
RNP newsletters, projectreports and evaluations; 

all PHC/MCS
programs involved;availability of external 

Collaboration between PHC managers,
AKU/CHS, ASEAN Institute of Health 
(Thailand), AKHS, India and other 
individuals invited to participate, 

interviews with key AKHN 
staff and other participants. 

funding to supplement 
internal resources; 
availability of technical 
backstopping; 

'#1 

. 

continued regional . 
stability of 
relationships and 
associated possibilities 
of constructive 
interaction among 
participating programs 
and with other NGOs 
and governments. 

9. Stronger planning and 
management capabilities, and 
greater availability and 
appropriate use of information 
for rational decision-making. 

Improved skills in planning and 
management among program management 
teams, as evidence by: availability and 
quality of program plans, implementation 
schedules, budgets, operating guidelines and 
procedures, supervisory skills, monitoring 
and evaluation procedures, and 
management information systems; program 
MIS generates regular reports on key 
program indicators; MIS reports reviewed 
regularly by PHC management teams and 
action taken to address problems identified. 

Progress reports; RNP 
newslctters, midterm and 
final evaluations; exchanges 
during annual meetings and 
workshops for PHC 
managers. 

-

PCH/MCS program 
managers appreciate 
importance of 
improving 
management 
information, skills and 
procedures to support 
their service activities; 
appropriate technical 
assistance is available 
and can be provided. 

rt"-

rt 
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NARRATIVE SUMMARY INDICATOgS MEANS OF 
M0 

10. Nine field-tested toolsaddressing generic PHC 

management information needs 
of PHC managers, such as 

Distribution of PHC MAP field-tested toolsto all participants. 

Use by PHC/MCS programs of PHC MAP 

VERIFICATION 

Project reports, midtermand final evaluations, 

project site visits, 

As above. Availability
of funding to develop 
and field-test material. 

o 

I.. 

96 

methods for rapid surveys, cost
analysis, sustainability analysis 

modules and reference materials. 
. 

0-

and analysis of health worker 
performance, supported by 
related training and reference '1 
m aterials. to 

.0 

Pr 

rt 
rt 
0 
Mn 

• 
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Y M~~ERIAS O NS U M N 
m 
0 

Funding from AID, AKF USA, 
and other donors for program 

Periodic Financial reports 
and requests for 

Availability of funding 
from AID. 

I,-, 

a 
-"

elements, including project staffsalaries, mainly local travel, and 

other operating expenses such astraining, workshops and 

semiimrs, rentals of facilities and 
equipment, repairs and 
maintenance and other 
administrative expenses; 
procurement of consultants' 

MPCii 157.0 

iangad 

AKCohP 97.4 
P 
UPHC 311.4 

115A 1 

-'. . 

64 . 0 

312.8 309. 

39.4 is 
i "USA'stn wafinancial 

6 

" 

933.5 34 

rm sm to AID; 
Annual Reports; AKF 

S annual audited 
statements; 

midterm and final 
evaluations; project site 
visits, 

Inflation rates will not 
exceed amounts 
factored into budgets. 

Currency exchange 
rates will remain 
stable. 

-. 
a 
-A.m 

'1 

0 

services for technical assistance, 
project development, etc., their 

Multicountry 
RNP 105.5 128.8 155.3 389.6' 14 

travel costs, and capital and 
consumable items required by 
various projects; ongoing 

PHC 
MAP 494.7 1§19 J.& .3 29 

-7 
monitoring, and midterm and HQ: 0.0 0.0 42.0 42.0 2 
final evaluation costs for 
consultants, external evaluators, TOTAL 1166.0 . CI6. . 27130 0.
and local and international J= 
travel. 

AID 403.3 411.7 385.0 10M 44 
In-kind contribution from AKF 
USA and other network affiliates 
of staff and volunteer time and 
related costs, including travel, for 

Other 76Z7 
- -

TOTAL .fl.0 

375A -
. 

"..Z 

MJ 

76.30 

1513. 
1513.0 
.0J 

56 
5
o 

overall program management 
technical backstoppoing, and 
ongoing monitoring are not 
charged to the Matching Grant 
budget and have not been 
quantified, but are estimated to
be $1,500,000 over the three year 
grant period. Vt 

rt 
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