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~ROJECT AUTHORIZATION

Name of country: Nicaragua

Name of Project: Decentralized Health Services

Number of Project: 524-0327

1. Pursuant to section 104 of the Foreign Assistance Act of
1961, as amended, I hereby authorize the Decentralized Health
Services Project for Nicaragua involving planned I,bligations not
to exceed Twenty-two Million united States Dollars ($22,000,000)
in grant funds o~er the period from the date of obligation
through a Project Assistance Completion Date of March 31, 1998,
sUbject to the availability of funds in accordance with the
AID/OYB allotment process, to help in financing foreign exchange
and local currency costs for the project.

2. The project consists of four major components: one, the
Accelerated Start component, which will provide urgently required
commodities, training and technical assistance during the
Project's first year; two, the Maternal Health and Child Survival
component, which will support preventive maternal health and
child survival interventions in five focus SILAIS (health
districts); three, the Management and Financial Decentralization
Component, which will develop and implement a Finan~ial

Management System and improve access to and the use of
information technology in all 19 of Nicaragua's SILAIS; and four,
the Alternate Sources of Financing component, which will help the
Government of Nicaragua's Ministry of Health explore and test
cost containment and cost recovery mechanisms. USAID will
implement these activities pursuant to a Project Grant Agreement
with the Government of Nicaragua and subsequent amendments
thereto.
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SECTION I: SlJl\.1.MARY AND RECOl\lMENDATION

A. The Problem

Fifteen years of economic deterioration and political turmoil have left Nicaragua's health care
system unable to meet the needs of the population it serves, particularly those of poor women
and children. Preventable or readily curable ailments such as acute diarrheal and respiratory
illnesses are major causes of death and illness among infants and children under five years of
age. Significant overall levels of malnutrition exacerbate pediatric morbidity and mortality
while the preval~nce and duration of breastfeeding is relatively low. Maternal health
problems are a major cause of high rates of maternal, neonatal and perinatal morbidity and
mortality, while periodic outbrraks of preventable diseases continue. The deficient
management capabilities of the public health care system create major inefficiencies in both
scope and quality of services, as well as excessive costs. The system cannot be sustained
without continuous major inputs of donor resources into recurrent costs.

B. Brief Description of the Project

To address these problems, the Government of Nicaragua (GON), working through its
Ministry of Health (MINSA), is establishing a health care system that puts the highest
priority on preventive and plimary health care and addresses the principal causes of infant,
child, and maternal morbidity and mortality. MINSA wants to foster high levels of
community participation, extend coverage, and decentralize the administration of health
interventions through Sistemas Locales de Atenci6n integral en SalUti (Local Integrated
Health Care Systems, or "SILAIS") so that its educational activities, oral rehydration therapy
programs, and immunization interventions can reach as many people as possible. As
evidenced by its recent policy statements, MINSA is fully committed to the decentralization
of services through the SILAIS structure; indeed, the decentralization process is already well
underway. Yet the Ministry lacks the well trained and adequately supervised personnel,
sufficient financial resources, and management skills needed to organize efficient and
effective efforts in primary health care, to supervise personnel, and to rationalize use of
human resources. MINSA plans to address these problems by decentralizing the management
and delivery of health services to the SILAIS, offering substantial amounts of technical
assistance, tndning and essential commodities to those SILAIS, and expanding outreach
efforts within the broader community. MINSA's objective is to bring about a substantial
reduction of morbidity and mortality among pregnant and lactating women and children
under the age of five.

To support these efforts, USAID/Nicaragua and MINSA have designed the Decentralized
Health Services (DHS) Project, a US $29.4 million ($22 million A.I.D., $7.4 million GON)
five-year effort that will consist of four major components as set forth below. The goal of
DHS will be to improve maternal and child health; its purpose will be to improve the
management and increase the effectiveness of and access to Nicaragua's public health
resources, and to explore and encourage alternative financing to the sector.



Through the DHS Project, USAID will help MINSA carry out the following interrelated
components:

1. Accelerated Start Component CASe)

The immediate health needs of Nicaragua's people require prompt action. DHS will address
this challenge through its Accelerated Start Component (ASC). Through lhe ASC, USAID
and MINSA will begin to provide assistance, particularly in the area of maternal health and
child survival (MH/CS), in the shortest reasonable time.

The Accelerated Start Component is to be implemented through two mechanisms. First,
USAID will, within three months of DHS's authorization, contract with a U.S. Gray
Amendment (minority owned) firm to:

o Conduct a human resources assessment of personnel actually or potentially available
at both the central level and in the five SILAIS on which MINSA will focus the
maternal health and child survival (MH/CS) efforts supported by DHS. 1 This
assessment will confirm the numbers of personnel available and the skills they
possess, and will make recommendations for the content of training courses.

o Survey ongoing and proposed activities of other donors in the sector. This will
provide baseline information to be used by the Comisi6n Nacional de SILAIS (CNS)
and MINSA's Office of External Cooperation, which are charged with coordinating
donor assistance to the health sector. 2

o Review MINSA's plans for the introduction of cost containment and cost recovery
measures and work with MINSA, other cognizant GON institutions, and USAID to
devise specific, written policies to put these plans into action. This assistance will,
among other benefits, help the GON fulfill the health sector policy objectives it has
set as part of the FY 1993-95 P.L. 480 Title III Food for Development Program.

o Design a methodology for gathering, and then work with MINSA to collect, baseline
data on the End-of-Project Status Indicators (EOPS) and Objectively Verifiable
Indicators (OVIs) against which the success of the DHS Project will be evaluated.

I As described below, these five Sll..AlS will be Matagalpa, Jinotega, and the three in the Managua Region.

: The Project Grant Agreement for DHS will require that, before any funds are disbursed under this project,
MINSA add all the principal donors active in the health sector - USAID, the Inter-American Development Bank, the
World Bank, the Pan American Health Organization, Italy, Spain, Sweden, Germany, and others - to the
member.;hip of this Commission. These other donors will agree to participate by signing a Memorandum of
Understanding (MOD) with USAID.
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Second, USAID will execute a Participating Agency Service Agreement (PASA) with the
U.S. Public Health Service (USPHS) to procure all project-funded offshore commodities
(other than contraceptives) for MINSA. The USPHS will work throughout the life of the
project. Under the Accelerated Start component, the USPHS will:

o Conduct site visits to verify the commodity requirements identified during project
design for the five focus SILAIS and propose such modifications as may be necessary
to the list included in this PP.3

o Order those commodities (other than contraceptives, which will be procured through
AID/Washington) needed to launch MH/CS efforts in the five focus SILAIS.

o Arrange for or carry out with its own personnel any short-term technical assistance
(TA) and training needed to instruct MINSA personnel in the proper use of the
commodities and technologies provided.

These efforts will help the long-term TA team to begin implementation of the MH/CS
component immediately upon its arrival, and provide MINSA with an important head start on
mobilization of the other DHS components.

2. Maternal Health and Child Survival Component

The Maternal Health and Child Survival (MH/CS) component of DHS will be implemented
in five of Nicaragua's 19 SJ.LAIS. As its name indicates, this component will principally
support MH/CS preventivt; and primary health care programs. These will include
interventions in the following areas: control of diarrheal diseases (CDD), acute respiratory
infections (ARI), maternal health (including birth spacing), nutrition education (including
growth monitoring and promotion of breastfeeding), and immunizations.4 To help MINSA
implement this component, DHS will fund long-term technical assistance from a U.S.
institutional contractor chosen through full and open competition; local, U.S., and third
country training, and commodity procurement. The immunization subcomponent will be
implemented through a project-funded buy-in to the ongoing multi-donor Expanded Program
of Immunizations (EPI). 5

3 During PP design, the commodity requirements for the five focus Sll.AIS were identified through extensive
discussions with MINSA, review of secondary sources, and selected site visits. USPHS personnel will confirm these
estimates by visiting all five focus Sll.AIS.

• The DHS Project will support MHICS interventions only in these priority areas. At the same time, individual
Sll.AIS will retain the flexibility to respond (within MINSA norms) to other major health problems in their areas

using funds from other sources.

, USAID currently supports to this program through an annual buy-in to the LAC Regional EPI Project (No.
598-0786) implemented by PAHO. This buy-in is funded by USAID's bilateral EPI Project (542-0321). This
subcomponent ofDHS will replace the bilateral EPI Project, the PACD for which is September 30, 1993.
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The five SILAI~ in which the MH/CS component will be implemented are the two in Region
VI (Matagalpa and Jinotega) and the three in the Managua Region. This differs from the list
included in the New Project Description (NPD) approved by AID/Washington for DHS,
which listed the five SILAIS in Regions I (Estel!) and II (Le6n) as being among those 11]0st
in need of MH/CS interventions. During PP design, however, USAID found that Regions I
and II are now being assisted by a Swedish-funded program with coverage similar to that to
be provided by DHS. Moreover, MINSA has been pressing for inclusion of the three
SILAIS in Managua in DHS, since the incidence of health problems in Managua 1S among
the highest - and most politically sensitive - in the country. Thus, USAID and MINSA have
elected to replace the SILAIS of Regions I and II with the three in Managua. By working in
these five SILAIS, the MH/CS component of DHS will provide health coverage for between
57-62 % of the country's population.6

3. Management/Financial Decentralization Component

There is a consensus among the experts who have studied Nicaragua's health system that the
country is spending a great deal in both money and volunteer effort on health delivery, yet
achieving results that are well below what could be expected. Although a portion of this
cost-ineffectiveness is the result of conscious choices made by the prior government, a major
part of the problem also lies in MINSA management and administration: lack of needed
health and management information; inadequate inventory control; inadequate training of
personnel; and an imbalance in the allocation of funds for salaries and essential operating
expenses. Related deficiencies also exist in such areas as educational outreach.

To address these problems, the Management/Financial Decentralization (MFD) component
will provide technical assistance and training in management, administrative, financial, and
information skills. This component, which will be carried out with the long-term technical
assistance of the same firm that will help MINSA implement the MH/CS component, will be
implemented in all 19 of Nicaragua's SILAIS in close coordination with other donors. The
primary focus will be on management improvement and training at the SILAIS level;
assistance to the central level will be provided only insofar as is necessary to further the
decentralization process. DHS-funded training will emphasize local programming,
decentralized decision-making, the design and installation of management information
systems (MIS), and logistics. These efforts will better equip the SILAIS to participate
effectively in a decentralized health care system.

4. Alternate Sources flf Financing Component

Although many of the DHS Project elements should reduce, rather than increase, MINSA's
recurrent costs by introducing greater efficiencies of operation. the sustainability of MINSA' s

6 USAID's FY 1993 Congressional Presentation lists Nicaragua's population a~ 3,770,000. However, the 1992
World Population Data Sheet published by the Population Reference Bureau, widely regarded as a detinitive source.
lists the population as 4.1 million.
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h~th delivery system is very much in question. The above interventions notwithstanding,
MINSA will continue to experience difficuJ.ty in providing high quality health services 
especially primary care, which has been low on its list of priorities - because of its limited
financial resources.

In 1992, MINSA consume.d 16.3% (approximately US$ 78.8 million) of the GON's annual
budget.7 This percentage is not likely to grow in the near- to medium-term. Some 88 % of
these expenditures can be described as recurrent. Only 23.5 % of them were devoted to
primary care in 1992.8 The system is able to maintain its present, inadequate level of service
only through significant subsidies from external donors. While reliable figures on actual
donor support to MINSA are difficult to obtain, the best estimates suggest that MINSA
receives the equivalent of another $40 million annually (half again as much as its own annual
budget) in external assistance, some 80% of which goes for recurrent costs.

The situation is simply not sustainable. Accordingly, the fourth component of DHS will help
MINSA test, refine, and put into place II Alternate Sources of Finance ll (ASF) to help it
shoulder its huge recurrent cost burden and fulfill its pledge to devote more resources to
primary care. The ASF component will work with MINSA and the SILAIS to:

o Develop less expensive ways of providing excessively costly services and
interventions, and put these alternatives into practice;

o Help MINSA develop and put into place a new fee-for-service schedule;

o Conduct studies to identify new sources of income; and

o Carry out seminars to build consensus within MINSA in support of these policy
measures.

The cost containment methods DHS will promote may include increased use of generic
drugs, the introduction of improved storage systems, increasing the role of non-physicians in
the primary health care system, providing employee benefits in cash rather than in-kind, and
privatizing support services (e.g. laundry and food). The cost recovery methods the project
will promote may include special, dedicated taxes on liquor and cigarettes, the
implementation of a sliding fee scale based in part on ability to pay, and allowing MINSA or
the SILAIS to retain and manage revenues collected locally. The choice of methods to be
promoted will be informed by a series of studies that the long-term institutional contractor
will help MJ.NSA undertake.

Republica de Nicaragua. Ministerio de Finanzas. "Presupuesto G~neral de la Republica, 1992". pp. 25 and 101.

8 In the proposed 1993 budget submitted to the National Assembly as design of DHS was completed. that
percentage had risen to over 39 %. partly in response to the policy agenda developed by the GON and USAID as part

of the FY 1993-95 P.L. 480 Title III Food for Development Program.
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s. Relationship to Other Donor ProemmS I
This Project Paper has been prepared in close consultation with MINSA and other donor
agencies active in the health sector in Nicaragua; indeed, the shape of DHS (and particularly
its geographic focus) stems in large part from these consultations. During PP design,
USAID, MINSA, and the principal other donors reached informal agreement on a de facto
division of labor that will allow MINSA to launch vigorous primary healtll care initiatives
throughout Nicaragua:

o Sweden is funding a project (to be implemented by PAHO and UNICEF) that will
support development of the six SILAIS in Regions I, II, and the Regi6n Aut6noma
Atlantico Sur (Southern Atlantic Autonomous Region, or RAAS).

o The World Bank is supporting MH/CS efforts in Regions IV, V, and the Regi6n
Aut6noma Atlantico Norte (Northern Atlantic Autonomous Region, or RAAN). This
effort will encompass seven of Nicaragua's 19 SILAIS. Additionally, the Bank will
assist MINSA's efforts in the areas of (I) procuring and managing pharmaceuticals;
(2) reproductive risk and family planning; (3) human resources; and (4) overcoming
policy constraints. 9

o The Inter-American Development Bank (lOB) launched a three-year project with
MINSA in December 1992. This project is to study the general legal framework that
now restricts MINSA from developing alternate sources of funding; carry out more
precisely focused studies of the feasibility of introducing patient fees and privatizing
hospital services; and work with MINSA hospitals to improve their financial
management and procurement procedures.

o The Spanish Development Agency is helping MINSA to develop a diagnostic of its
existing health statistics information system.

o The Emergency Social Investment Fund (FISE) supported by USAID, the lOB, the
United Nations Development Program (UNDP), and the IBRD will rehabilitate
existing health and education facilities.

o The United Nations Fund for Population Activities (UNFPA) has been providing
condoms, oral contraceptives, and inter-uterine devices (IUDs) to MINSA since 1981.
In 1993, it will donate $375,000 of contraceptives, and plans to assist MINSA in
introducing Norplant implants into its family planning program. The UNFPA also
plans to work closely with MINSA to strengthen the management of its family
planning program and to provide technical training for service providers. In
collaboration with USAID/Nicaragua and the Centers for Disease Control (CDC), the

9 "Ayuda Memoria: Mision Proyecto Sector Salud (Junio 15 ·26, 1992)."
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UNFPA will also assist MINSA in the implementation of a computerized
contraceptive commodity management inform.-ation sy~tem.

Coordination with the organizations listed above, and with new efforts that may emerge" will
be an ongoing proc£:ss. As noted above, one of the tasks of the Gray Amendment firm under
the Accelerated Start Component will be to compile and submit a complete list of those
efforts to USAID, MINSA, and the other members of the Comisi6n Nacional de SILAIS.

c. Recommended Action

The USAID Proje.ct Committee for DHS reviewed this PP on August 27, 1992. With certain
minor changes summarized in the attached Action Memorandum to the Acting Mission
Director, the Committee found the project design to be administratively, economically,
financially, technically, and socially sound. The Committee therefore recommends that
USAID authorize the grant assistance described in this Project Paper for a maximum of
$22.0 million. An initial obligation of $7,220,638 composed of $4,000,000 in Development
Assistance Funds earmarked for Child Survival; $1,720,638 in Child Survival funds,
$1,000,000 in Health funds, and $500,000 from the Population account will be made in FY
1993. Additionally, USAID will transfer $700,000 in FY 1993 Population funds to
AID/Washington for the purchase of contraceptives through the central Contraceptive
Procurement Project. USAID expects that subsequent incremental obligations totalling
$14,079,362 will be made from the appropriate Development Assistance accounts in FYs
1994-96. The aON will contribute the local currency equivalent of at least $7.4 million in
cash and in-kind over the Life of Project (LOP) beginning in FY 1993. Thus, the total LOP
cost from all sources is estimated at $29.4 million. The Project Assistance Completion Date
(PACD) will be March 31, 1998.

7
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SECTION IT: PROJECT BACKGROUND

A. Scope of Nicaragua's Health Problem

Fifteen years of economic deterioration and political turmoil have left Nicaragua;s health care
system unable to meet the needs of the population it serves, particularly those of poor women
and children. Preventable or readily curable ailments such as acute diarrheal and respiratory
illnesses are major causes of death and illness among infants and children under five years of
age. Significant overall levels of malnutrition exacerbate pediatric morbidity and mortality
while the percentage of mothers who breastfeed their children is relatively low. Maternal
health problems are a major cause of high rates of maternal, neonatal and perinatal morbidity
and mortality, ':Vhile periodic outbreaks of preventable diseases continue. The deficitnt
management capabilities of the public health care system create major inefficiencies in both
scope and quality of services, as well as excessive costs. The system cannot be sustained
without continuous major inputs of donor resources into recurrent costs.

These systemic shortcomings have led to precarious health conditions for Nicaragua's most
vulnerable groups: infants, children, and pregnant and lactating women. According to
MINSA d~ta, the Infant Mortality Rate (IMR) of 72/1000 live births (as of 1989) remains
one of tll\.: :1 ii;)test in Central America, despite declining IMR trends in the preceding
decades. I Though reliable data are scarce, 79 percent of infant mortality is attributed to
three causes: acute diarrheal and respiratory diseases and perinatal infection. The highest
infant mortality rates are in Region VI, the SILAIS of Matagalpa and Jinotega, where the
principal cause of infant mortality is diarrheal disease. MINSA's Master Plan notes further
that perinatal causes lead the list in Regions I, II and IV, while pneumonia is the leading
cause of infant mortality in Region III and the three SILAIS of the Managua ~egion:

Occidental (which reaches to the Pacific coast), Oriental (which covers substantial rural areas
east of the city), and Central.

The child mortality rate2 in Nicaragua, estimated at 40/1000, is also significantly higher than
that of its neighbors. In this group, too, the major causes of mortality are diarrheal and
other intestinal infections and acute respiratory infections. Malnutrition, however, is
generally recognized to be the single most important ynderlying cause of infant and child
mortality, since it exacerbates health problems that might otherwise be overcome by
improved health status.

Malnutrition is pervasive in Nicaragua, resulting in stunting among school agc~ children.
About 21 percent of under six year old children are moderately malnourished and 18 percent

I IMR was estimated to be 139 per 1000 live births in the 1960s. It dropped to 95 in the late 19705, and to 78

in the early 1980s.

: Among children more than one but less than five years of age.
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are seriously malnourished.3 Sistema de Vigilancia Epidemiologica Nutricional (SVEN) data
for the first and second quarters of 1991 on children weighed in growth monitoring programs
in health facilities show at-risk levels of 34 percent and malnourished (under two standard
deviations from the mean) at 13 percent. There is no current national survey data on .'
preschool children, nor is the available facility data sufficiently disaggregated to reveal which
age groups are most vulnerable.4

It is likely that many deaths attributed to other causes actually occur because of poor feeding
practices during weaning and during illnesses (particularly diarrhea) when anorexia is also
present. Exclusive breastfeeding is rare: infants are given liquids (which may be
contaminated) during the first five months of their lives, a period when exclusive
breastfeeding ~s recommended. The duration of breastfeeding also tends to be short,
especially in urban areas: repm1s state that the average duration of breastfeeding in
Nicaragua is six months. 5

Inadequate det'Xtion of maternal health problems during the prenatal period also contributes
to high rates of neonatal and perinatal mortality and to a 10 percent incidence of low
birthweight (less than 2.5 kilograms). Moreover, mothers themselves are at serious risk: a
recent study estimated the maternal mortality rate to be 159/100,000 live births, and
concluded that "Nicaraguan women face high reproductive risk as a consequence of high
fertility and low birth spacing. ,,6 High maternal mortality occurs principally among women
at reproductive high risk, that is, among women who have many closely-spaced pregnancies
(the average fertility rate is 5.9 for women in reproductive age) and among those who are
young (under 19 years) or older (over 35 years) mothers. Regions I, V and VI, together
with the Atlantic coastal zones, have the highest rates of maternal mortality in the country.
While it is weH known that short pregnancy intervals contribute to infant and maternal
mortality, fertility rates in Nicaragua are among the highest in Latin America. A large
percentage of women continue to give birth at home: the MINSA document Intervenciones a
la Mujer notes that 65 percent of all births currently occur at home, 14 percent of them
without the assistance of doctors, nurses, or even parteras (traditional midwives). Further.
Nicaraguan women suffer from high levels of sexu£!lly transmittr,cf diseases (STDs), which, in
addition to their immediate deleterious effects, adversely influence pregnancy outcomes, and
contribute to uterine cancer and infertility.

) MINSA. "Salud: Metas. Estrategias y Prioridades de Recursos Externos", February 1992.

• This is likrly to be weaning age. In the available data, th~ only categories used are "Less than 1 year of agll"
and "1-5 y~ars of age".

, In El Salvador, the average duration of breastfeeding is tw~lve months; in Honduras, eleven months.

6 The World Bank, "Nicaragua's Health, Nutrition and Education: Issues and Options", November 22, 1991. p.
2.
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B. Limitfflions on MINSA's Ability to p.,espond

There is a consensus among those who have studied Nicaragua's health system that although
the country is spending a great deal in both money and volunteer effort on health progr~ms,

it is achieving results well below what should be expected. The picture is by no means
entirely negative; there are some major constructive aspects to MINSA's performance.
Health facilities serve an estimated 70 percent of the population; another 15 percent are
estimated to have access to community health workers (CHWs); and the remaining 15
percent have some sporadic coverage through immunization and cholera campaigns.
Significant progress has been made in the area of recruiting, motivating, and utilizing
volunteer community health workers for outreach purposes. Indeed, the majority of the
CHWs who will help promote the maternal health and child survival (MH/CS) interventions
described in Section III of this Project Paper are already working with MINSA, particularly
in its immunization and anti-cholera campaigns.

Preventive services, h0wever (as distinguished from curative services), while given high
priority in MINSA's written policy statements, are neither sufficiently well-emphasized in
practice nor well enough attended by the at-risk population: young children and pregnant and
lactating women. Equipment and refresher training to maintain and improve the quality of
the services offered are often lacking. Curative sessions tend to dominate the schedules of
staff despite the various preventive programs that are also carried out. The system relies
heavily on physicians, with a third of the peripheral health posts staffed with doctors instead
of nurses. Better utilization of health facilities would result from placing nurses, working
together with auxiliaries, in health posts. Studies have shown that auxiliary nurses often
work best with the community health workers because they understand and share general
community concerns more readily. During project design, doctors were observed working
well with CHWs serving as nurse auxiliaries in two medical posts, but often doctors feel
underutilized in outposts, do not have adequate contact with the: community. and transfer to
more medically challenging positions as soon as possible.

Moreover, even the preventive services that have been offered in the health facilities have
been "vertical" for the most part, each with its own separate reporting and supervisory
system. In particular, the "campaign" approach has been used to deal with immunizations, a
crucial activity but one that is markedly more efficient when used to supplement routine
vaccination programs. In particular, the failure to integrate maternal health and child
survival components at all levels into broader health interventions has unnecessarily increased
the human resource requirements of the health delivery system.

The root of the problem is institutional. A portion of it lies in choices that have been made
about health care delivery: concentration on curative solutions, often at the secondary and
tertiary levels, rather than on preventive programs; delivery of primary care by doctors,
rather than less costly personnel; MINSA policies that guarantee jobs in the public health
service for all medical school graduates (and the concomitant requirement that all such
graduates go to work for MINSA); the indiscriminate use of both prescription and non-
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prescription drugs; reliance on "campaigns" of shorHived impact rather than steady-state
programs that would have more permanent results if given an equal amount of longer-term
attention and support; and the "vertical" orientation of programs to attack specific health
problems rather than looking at the entire health spectrum.

Another part of the institutional problem lies in management and administrative shortcomings
within Central MINSA and the SILAIS: inadequate inventory control; a lack of supervision
throughout the system; inadequate training of personnel; insufficient or unavailabl.e health
and management information; allocation of funds into salaries instead of essential operating
expenses; and lack of a satisfactory outreach capability in the communities.

During the last decade, MINSA has made sporadic efforts to institute effective health
planning and management. However, years of economic crisis and war have inhibited its
efforts to develop adequate organizational capacity. There are four major
managerial/financial factors that adversely affect the ability of MINSA to respond adequately
to the solution of Nicaragua's health problems. These are:

o MINSA management skills are weak at all levels of the health system.

o

o

Information systems do not provide sufficient or timely information on morbidity and
mortality, cost, cost-effectiveness, and production of services.

Directors and administrators of health facilities are not sufficiently trained to seek
more efficient ways to utilize available resources. .'

o MINSA has limited capacity to plan and budget programs and monitor performance.
This is caused by centralization of management responsibilities, scarcity of reliable
systematic information, lack of specialized economic analysis personnel and
inappropriate budgetary procedures.

MINSA also has extensive retraining needs. The development of its staff has been
insufficient, mainly due to: a) an imbalance in the human resources structure, with an excess
number of physicians; b) a disparity between existing training programs and the country's
needs (Le. for preventive more than curative servkes); and c) high staff turnover
accompanied by a lack of staff with administrativl:;' financial, and management skills. To
make the situation worse, few resources are available to meet training needs and to procure
the supplies and equipment needed to support primary health care services.

In addition to its organizational and training shortcomings, MINSA's current information
technology fails to provide the necessary data for decision-makers. Although MINSA's
Planning Unit is charged with coordinating all of its information technology initiatives, and a
variety of microcomputers are scattered throughout the institution, their efforts are largely
uncoordinated. Computer skills and expertise exist within some of MINSA's organizational
units. but have not been adequately integrated into the rest of the Ministry. The SILAIS, on
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the other hand, have no apparent information technology tools, and very limited computer
skills and expertise.

With the creation of the SILAIS structure, the central level of MINSA is shifting its ro\e
from the direct management of health facilities to that of establishing general policy, setting
norms, and monitoring performance. However, MINSA still lacks appropriate tools for
monitoring the management proces~ :md the impact of its various programs at the SILAIS
level, and there is little evidence of the development of supervisory practices that adequately
monitor and promote improvements in service delivery.

MINSA has sought to establish norms for the decentralization of its operations and for the
technical aspects of service delivery. These have included norms for referral and counter
referral (directing people with health problems to the proper facilities for treatment and
follow-up) between health posts/centers and hospitals in the SILAIS areas. Nevertheless.
~!NSA will be hard pressed to provide the technical assistance and training needed to help
the SILAIS staffs develop management, information and integrated service delivery systems.
Therefore, despite the existence of basic manuals (designed by the Pan American Health
Organization, PAHO) for integrated service delivery and a high degree of theoretical
understanding by MINSA medical and center staff of what needs to be done, it would be
inaccurate to conclude that actual implementation of an integrated health delivery system has
begun.

c. The GON's Response: the SILAIS

In consultation with USAID, the World Bank (IBRD), and PAHO, MINSA has concluded
that an intermediary management unit that is functionally closer to the facility level will
facilitate the administration and decentralization of health care delivery services. MINSA has
therefore adopted the Sistemas Locales de Atenci6n Integral en Salud (Local Integrated
Health Care Systems, or SILAIS) model as its paradigm for the delivery of health services.
The SILAIS structure will permit better analysis and planning of resource allocation for
preventive programs and better coordination of patient referral and counter-referral. In
addition, the SILAIS will help stimulate active participation by local communities and
municipal governments in the search for new resources for health programs.

Analyses sponsored by USAID attest to MINSA's strong commitment to decentralize health
service delivery to the SILAIS. A consultancy conducted in early 1992 found that:

"There is a strong political will to decentralize [emphasis in original]. The
strong commitment at the central and SILAIS level. .. is truly impressive.
...Although the SILAIS system has officially existed for only a few months. it
already is quite clem ~hat important decisions are being made at the SILAIS
level an~ ~hat MINSA intends for the SILAIS directors to make decisions over
the use of 15-20% of their budget. Indeed MINSA central level personnel
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have commented upon their surprise at the rapidity with which the SILAIS are
developing and maturing. 117

In June 1992, MINSA formally eliminated its Regional structure. All human and physical
resources previously managed at the Regional level were transferred to the SILAIS. As a
result of this decentralization process, each individual SILAIS is becoming increasingly able
to respond to conditions and needs in its service areas, thus permitting the delivery of both
curative and preventive services to be planned and implemented by SILAIS staff in
conjunction with inputs from their health centers and posts. This will allow each SILAIS to
address existing constraints on health service delivery by analyzing the health status of its
service area, and to design annual implementation plans based on the prioritized needs and
demands of the local population.

While national norms for technical interventions will continue to be formulated and revised to
guide the delivery of services, the delivery of integrated services can be decentralized
effectively without disruptive effects or reduced rigor in complying with the technical norms
established at the central level. Health intervention priorities are the same in many of the
SILAIS (particularly the prevention and treatment of diarrheal and respiratory diseases), but
some have special problems which individual SILAIS may be better equipped than the central
level to identify and address. 8 One very important advantage that will result (and to some
extent has already resulted) from the establishment of the SILAIS structure will be the
provision of strong, regular support to community health workers, to whom the SILAIS will
be one step closer than were the former Regional offices.

It should be noted, however, that the evolutbn of relations between MINSA Central and the
SILAIS and the transfer of power to the latter in order to effect this decentralization will be
complex and frequently politicized, involving a number of potentially incompatible interests:
GON and donor; MINSA and the Ministry of Finance (MiFin); local, regional and national.
This transfer will also be gradual and non-linear, and will call for patience, tact, and
professionalism on the part of all concerned.

The extensive physical health infrastructure now under SILAIS control is impressive. There
are a total of 843 health facilities, 690 of which are peripheral units distributed throughout
the country roughly according to population. Many of these facilities, however. need
renovations and repair~.

7 Crane-Cobern. Catherine. et. al. "Analysis of Management and Primary H~alth Care Constraints within th~

Cont~xt of the SILAIS," February 9, 1992, pp. 2-3.

8 As noted, however, DHS will support only certain well defined MHICS interventions and managerial
improvements. These interventions, which respond to health problems common to all four focus SlLAIS, are
described in Section ill of this PP. To address special problems unique to their areas, individual SlLAIS will rely on
their own or other resources.
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D. RelatjQnship of Project tQ USAID Strategy

The DHS Project will directly support USAID's Strategic Objecti.ve of improving maternal
and child health; indeed, this is the goal of the Project. DHS will carry out activities ip
three of the four areas for A.J.D. support cited in USAID/Nicaragua's recent Country
Development Strategy Statement (CDSS): maternal and child health; health care financing;
and increasing contraceptive prevalence. Specifically, DHS will support preventive maternal
health and child survival interventions in five priority SILAIS, and will provide support to all
19 SILAIS in health care management and financing reform, including the study,
development, and testing of cost containment and cost recovery options. In this manner, the
project will implement the recommendations of the CDSS in this sector. Water and
sanitation efforts will, as stated in the CDSS, depend upon activities undertaken by the
Government of Nicaragua and other donors.

The DHS Project will also directly complement and expand the efforts of several ongoing
and proposed A.J.D. activities in Nicaragua. For example, A.I.D.-funded grants under the
pva Co-Financing Project (524-0313) in the areas of child survival and (possibly) water
supply and sanitation will emphasize preventive primary health care efforts very similar to
those promoted by DHS, in most cases in geographic areas outside those in which DHS will
operate. Similarly, DHS assistance to MINSA in the procurement and distribution of
contraceptives will complement the efforts of USAID's ongoing Operational Program Grant
with Profamilia (Project 524-0312), the local International Planned Parenthood Federation
(IPPF) affiliate. An A.I.D.-funded grant to Profamilia supports procurement of
contraceptives, birth-spacing, and maternal health eff0l1s in Regions IV and VI. DRS will
also complement the efforts of the planned Financial Management Reform Project (FMRP).
The two projects will not overlap, since FMRP will deal with MINSA central accounting
systems as they relate to the Ministry of Finance. They will, however, need to be
coordinated, for a portion of MINSA's budgetary and financial information will be generated
from the SILAIS.

Finally, the management reforms that DHS will support are consistent with. and will be
reinforced by, the policy reform agenda that USAID and the GON are pursuing under the
framework of the FY 1993-95 P.L. 480 Title III Food for Development Program. Under
that Program, the GON has agreed to devise, present, and then carry out a plan for
implementing cost containment and cost recovery measures in the health sector. The GON
has also agreed to raise the proportion of the MINSA budget devoted to primary care to 40%
by 1995.

E. ConfQnnance with A.I.D. PQlicy Objectives

The basic objectives of A.J.D. 's health programs as articulated in its health policy paper are:
to assist developing countries to become self-sufficient in providing broad access to cost
effective preventive and curative health services, with an emphasis on improving the
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effectiveness of health programs through improved pmgram design and management; and to
further the implementation and promotion of self-financing health programs. These will be
major objectives of the proposed project. 9

The DHS Project is also consistent with and supportive of three of the ten principles of .
A.I.D. 's strategy in the 1990s for Central America 'as articulated in the economic assistance
strategy for Central America, 1991-2000. These are:

o A.I.D. will assist the Central Americans to strengthen democratically-elected local
and municipal governments through decentralization of real authority and resources.

o A.I.D. will help Central American governments and the private sector improve the
effectiveness, efficiency, financing and local control of basic social seIVices, thus
increasing access to them and assuring their sustainability, Further improvements in
the social service sectors will require increased national financing of public sector
programs (in contrast to donor-funded service delivery) and the broadening of private
sector financing of quality health and other social service delivery wherever feasible.

o A.I.D, will assist the Central Americans in improving their reproductive health
options through the adoption of contraception which promotes safe motherhood
through the proper spacing and management of planned pregnancies.

F. Relationship of Project to GON Strategy

The DHS Project will directly support the health and management priorities established by
MINSA as articulated in two key planning documents that will guide the development of the
Nicaraguan health sector over the next five years. These are the comprehensive five year
Health Master Plan and the Local Integrated Health Systems Document. The Master Plan
has identified policies, strategic guidelines, programmatic openings and specific project
proposals within those guidelines. The Local Health Systems Document addresses the
man·agement of, and financing strategies for, the public health system, and creates the local
organizations (SILAIS) with which DHS will primarily work.

The priorities identified in the Master Plan most relevant to AID's own strategies and to be
supported under the proposed project are:

o Primary health care - with an emphasis on preventive inteIVentions - will be the basis
for the organization of the health sector.

9 The third area of activity mentioned in the policy paper, "increasing biomedical research and field testing in
LDC settings", will not be a focus of this project nor is it an objective of USAID/Nicaragua's current CDSS.
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o Services will be organized at the SILAIS level while maintaining an overall national
function of guidance and policy making.

o As part of the development of local services. the process of decentralization of
budgeting, administration, planning, implementation and evaluation will be
strengthened and consolidated at the SILAIS level.

o Special emphasis will be given to priority health problems (diarrhea, acute respiratory
illness, high-risk pregnancy), populations at highest risk (pregnant and lactating
women, infants and children), and areas and municipalities with the greatest
vulnerability.

o MINSA will seek to identify and implement alternative sources of income for
decreasing its budget deficit.

o An institutional development program aimed at increasing management capacity at the
SILAIS and central levels and improving the efficiency, effectiveness and equity of
health services will be established.

These policies, strategies and guidelines are in full conformance with and give top priority to
the interventions contained in the DHS Project.

G. Relationship of Project to Other Donor Efforts

This Project Paper has been prepared in close consultation with MINSA and other donor
agencies active in the health sector in Nicaragua; indeed, the shape of DHS (and particularly
its geographic focus on the SILAIS of Matagalpa, Jinotega, and Managua Occidental,
Central, and Oriental) stems in large part from these consultations. During PP design.
USAID, MINSA, and the principal other donors reached informal agreement on the
following de facto division of labor. This allocation of responsibilities fully complements the
efforts of DHS. and will allow MINSA to launch vigorous primary health care initiatives in
each of Nicaragua's 19 SILAIS. Annex K to this Project Paper illustrates the thematic and
geographic areas in which donors to the health sector plan to be active; the following section
provides a narrative summary of their planned activities.

1. Sweden (through PAHO and UNICEF)

Beginning this year, the Swedish International Development Agency (ASDI), working
through MINSA, PAHO and UNICEF as implementing agents, is supporting development of
the six SILAIS in Regions I, II, and the Region Aut6noma Atlantico Sur (Southern Atlantic
Autonomous Region, or RAAS). Their $9.0 million. three-year SILAIS Development
Project will provide training, technical assistance, and commodities to support activities very
similar to those contemplated under DHS (principally primary health care efforts and
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improvements in administrative and managerial procedures). USAID, MINSA. and the
donors involved in this project will work through the Comision Nacional de SILAIS and
MINSA's new Office of External Cooperation to assure that the administrative procedures
and pIimary health care interventions it supports are consistent with those to be undertaken
by DRS.

2. The World Bank

Beginning in 1993, the World Bank will support MH/CS efforts in Regions IV, V, and the
Region Autonoma Atlantico Norte (Northern Atlantic Autonomous Region, or RAAN). This
effort will encompass six of Nicaragua's 19 SILAIS. lO Additionally, the Bank will assist
MINSA's efforts to: (1), develop policies on, and design a system for procuring and
managing, pharmaceuticals; (2), reduce reproductive risk through hospital-level interventions
and family planning activities (e.g., voluntary surgical contraception and the provision of
clinical equipment for surgical contraception); (3), develop policies on, and design a system
for managing, its human resources; and (4), identify and develop means of overcoming
policy constraints (e.g., in the areas of cost recovery, fees, and salaries).l1 The level of
funding and planned duration of the Bank's efforts remain to be determined.

3. The Inter-American Development Bank (IDB)

The IDB launched a $4.0 million, three-year project with MINSA in December 1992. This
project will have three components. First, it will study the general legal framework that now
restricts MINSA from developing alternate sources of funding. Second, it will carry out
more precisely focused studies on the feasibility of introducing patient fees and privatizing
hospital services (either by establishing private wings or services within existing public
hospitals or by selling some or all of those hospitals to private investors or community
associations). Finally, the lOB project will work with MINSA hospitals to improve their
financial management and procurement procedures, thereby improving their accountability
for the resources available to them. This latter component will involve, among other things,
the design and introduction of a hospital-based management information system.

Additionally, the lOB has tentative plans to carry out a nationwide study of the demand for
health care services. This study would begin in early to mid-1993.

4. Spain

The Sistemas de Informacion en Salud Nicaragiiense (SIS-NICA) Project sponsored by the
Spanish Development Agency's Centro de Investigacion y Estudios de Salud (CIES) Project

10 As explained below, the Bank will not work in the Grenada SILAIS or on Ometepe Island. although both are
located in Region IV. Instead, Italy will assist these areas.

II "Ayuda Memoria: Mision Proyecto Sector Salud (Junio 15 • 26, 1992). It
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is working with MINSA's Planning Unit to develop a diagnostic of the Ministry's existing
Health Information System (HIS). Once this diagnostic is completed, the CIES Project will
help MINSA design software for that system. This effort is expected to be very useful to the
DHS Project, and will complement the information systems subcomponent of DHS, wh~ch

will design and implement a Ministry-wide Management Information System (MIS).

s. ItilIx

Italy plans to continue its ongoing support to all MINSA activities in the Grenada SILAIS
and on the island of Ometepe, both of which are located in Region IV.

6. J!gnmark I
The Danish International Development Agency (DANIDA) plans to sign an agreement with
the GON in January 1993 to provide $3.0 million in assistance to the SILAIS of Rio San
Juan, the semi-autonomous region on Nicaragua's southern border with Costa Rica. The
Danish project is expected to focus on primary health care and pharmaceutical management.

7. The Emergency Social Investment Fund WISE)

One of the largest donor-funded activities in Nicaragua's social sector is the Emergency
Social Investment Fund (FISE). FISE has been supported by USAID since September 1990
through the Emergency Employment Generation Project. The lead role of A.I.D. in FISE's
operations is scheduled to be completed in FY 1993, and will be replaced by the joint efforts
of the IDB, the United Nations Development Program (UNDP), and the IBRD.

With support from these donors, FISE will rehabilitate existing health and education
facilities. Thus, there will be no substantial degree of overlap between the DHS Project and
the FISE operations. However, note must be taken of FISE rehabilitation programs 
whether planned or already underway - to help assure that commodities from the DHS
Project are not placed in buildings where they cannot be properly protected and used.
USAID maintains a schedule of rehabilitation activities undertaken or to be undertaken by
FISE and will share this information with MINSA and the individual SILAIS throughout the
project. Furthermore, the SILAIS will be encouraged to make kno\\:n their needs for FISE
financed rehabilitation of facilities through the appropriate channels.

8. United Nations Fund for Population Activities (lTNFPA)

Since 1991, the UNFPA has been providing condoms, oral contraceptives, and inter-uterine
devices (IUDs) to MINSA. In 1993. it will donate $375,000 of contraceptives. UNFPA
also plans to assist MINSA in introducing Norplant implants into the Ministry's family
planning program by providing 1,000 starter kits. The UNFPA also plans to work closely
with MINSA's Division of Maternal/Child Health and Family Planning in strengthening the
management of the MINSA family planning program and to provide technical training for
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service providers. In collaboration with USAID/Nicaragua and the Division of Reproductive
Health of the Atlanta-based Centers for Disease Control (CDC), the UNFPA will assist the
Division of MCH/FP in the implementation of a computerized contraceptive commodity
management information system. Once installed, this system will provide information on the
supply status of the MINSA family planning program and for forecasting contraceptive
requirements.

9. Germany

Representatives of the German government have contacted USAID about their preliminary
plans to launch a three-year, $3.0 million project. This activity would support primary
health and child survival activities with a particular focus on community-based preventive
efforts. The geographic focus of the German effort has yet to be determined.

Coordination with the activities listed above, and with new efforts that may emerge as
implementation of DHS proceeds, will be an ongoing process throughout the life of DHS.
As described in more detail in Section III, one of the tasks of the firm that will provide
technical assistance to MINSA under the Accelerated Start component of DHS will be to
compile and submit a complete list of those efforts, in greater detail than the summary
information already provided, to USAID, MINSA, and the other members of MINSA's
Comisi6n Nacional de SILAIS (CNS). All the major donors active in the health sector will
join the CNS, a body that already exists and is chaired by MINSA. The GON':; Ministry of
Finance will also sit on the Comisi6n. GON approval of donor and MiFin participation in
the CNS will be a Condition Precedent to disbursement of DHS funds.

The CNS will meet on at least a monthly basis to review progress under the various donor
funded activities, identify any areas of concern or conflict, and serve as a forum for
resolving those difficulties. The donors will also work through the CNS and MINSA's
Office of External Cooperation to produce annual, coordinated workplans to guide all their
activities. To facilitate the ongoing work of the CNS, the DHS Project will fund the full
time services of a secretary. S/he will be given an office in and receive logistic support
from MINSA.
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A.

SEcrnON m~ PROJECT RATIONALE AND DESCRIPTION

Proled OblectiYes

1. Prolect Goal and Purpose

The Decentralized Health Services Project (DHS) will be a $29.4 million, five-year effort.
Its goal will be to improve the health of the most disadvantaged sectors of the Nicaraguan
population: children, mothers, and the poor. Its purpose will be to improve the management
and increase the effectiveness of Nicaragua's public health resources, and to explore and
encourage alternative financing to the sector.

2. End Of Project Status (EOPS)

By March 1998, the combined effects of the project interventions will have brought about the
following conditions:

o The incidence of childhood diarrheal and respiratory diseases in the five SILAIS in
which the Maternal Health and Child Survival (MH/CS) component of the project will
be active will have decreased by at least 25 %•

o Couple Years of Protection (CYPs) provided by MINSA family planning efforts wHl
have increased by at least 10% nationwide.

o Nationwide immunization coverage against immuno-preventable diseases (tuberculosis,
diphtheria, tetanus, pertussis, polio, and measles) will have reached 80 % among
children under one year of age, while nationwide immunization coverage for neonatal
tetanus will have reached 70% among women of fertile age.

o Financial Management and Management Information Systems will be in place and
fully operational in each of MINSA's 19 SILAIS, and MINSA's administrative
procedures will have been decentralized.

o MINSA will have reduced the size of its list of essential drugs for primary lJealth care
programs; increased its use of paramedics in the delivery of primary health care
services~ monetized certain employee benefits now provided in-kind; and adopted a
fee-for-service schedule for curative care.

o The percentage of MINSA's annual operating budget devoted to primary care will
have increased from under 24 % to at least 40 %.

All the EOPs listed here and in Annex A, "Logical Framework", represent the best estimates
of USAID and MINSA as of completion of this Project Paper. These estimates will be
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revised during the first project year upon completion of the ongoing Family Hi~th Survey
and the conduct of a baseline data study. These efforts are described in more detail below.

B. Project Description

The DHS Project will include the following four components.

1. Accelerated Start Component (ASe)

The inadequacies of Nicaragua's present health care system and the immediate health needs
of its people require prompt action. DHS will address this challenge through its Accelerated
Start Component (ASC). The ASC is designed to make visible improvements in the shortest
reasonable time.

Activities under the ASC will be conducted through two mechan;,sms. First,
USAID/Nicaraeua will contract directly with a Gray Amendment (minority-owned) U.S. firm
to expedite mobilization of DHS's planned MH/CS survival efforts and to gather baseline
data. Second, USAID will execute a Participating Agency Service Agreement (PASA) with
the U.S. Public Health Service (USPHS) to procure on MINSA's behalf all project-funded
commodities. I These two mechanisms are explained in more detail below.

a. Mobili:mtion Efforts: Gray Amendment Finn

1) Human Resources Assessment

The DHS Project will be implemented largely through the work of MINSA staff. To
confirm that these staff have the skills needed to carry out this work, the Gray firm will
conduct a human resources assessment of personnel actually or potentially available at both
the central level and in the five focus SILAIS. This assessment will confirm both the
numbers of personnel available and the skills those personnel possess, and will make
recommendations for the content of training courses to improve such skills. DHS will
support such training beginning in its second year.

This human resources assessmeni will require approximately one month to complete. To
conduct out. the Gray firm will provide the services of one senior Human Resources
Specialist.

I The USPHS will procure all DHS-funded offshore commodities other than contraceptives for all components of
DHS throughout the project's life. Materials and supplies that by their nature must be purchased locally will be
procured by the long-term technical assistance contractor. Contraceptives will be pu~'chased through A.I.D. 's
Contraceptive Procurement Project with funds from outside this contract.
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2) Survey of Ongoing and Proposed Activities of Other Donors

As described in Sect.ion II of this Pr"jr.ct Paper, close coordination with the other donors
active or potentially active in the health and social sectors will be vital to the success of.
DHS. Section II lists several activities to be funded by ASDI, PAHO, UNICroP, the IBRD,
the lOB, and others. This list is not definitive; USAID's contacts with MINSA and the
donor community suggest that several other donors may he interested in funding health sector
activities. Moreover, the activities already planned or unl'r.rway will likely be redesigned or
amended as circumstances in the sector change.

It is therefore very important that USAID keep up to date on the status of activities funded
by other donor activities, and that DHS's efforts be coordinated with their work. To begin
this process of coordination, the Gray firm will survey ongoing and proposed activities of
other donors in the sector. This survey will obtain detailed information from each donor as
to their planned activities, inputs, level of funding, implementation mechanisms, geographic
focus, timing, and anticipated beneficiaries. This information will serve as baseline data for
the Comisi6n Nacional de SILAIS (CNS) and for MINSA's Office of External Cooperation,
which will coordinate and develop annual workplans for all donor activities in the sector.
The survey will require one month to complete. To conduct the survey, the Gray firm will
provide the full-time services of one senior Health Management Specialist.

3) Implementation of Cost Containment and Cost Recovery Policies

As described in more detail in Section III.BA below, the GON realizes that its current level
of expenditures on health care is neither sustainable nor effective. MINSA's abilitv to
provide services depends on heavy donor subsidies, and the Ministry does not devote enough
resources to primary care. To correct this situation, the GON has committed itself to an
ambitious reform program. The most significant initiative to date is to occur under the
auspices of the U.S.-funded P.L. 480 Title III Food for Development Program. As part of
this program, a three-year effort that, beginning in 1993, will link imports of wheat, soybean
meal, and tallow to policy changes in the agricultural and health sectors, the GON has
pledged that by 1995, MINSA will have identified and put into practice several methods of
cost containment and cost recovery. As a first step in this process. the GON agreed to a
FY 1993 Title III policy agenda that calls for Nicaragua to:

o Present to AJ.D. its time-phased plan for cost containment and cost recovery in the
health sector. This plan will address, inter alia, decreasing the list of essential
medicines, increasing the use of paramedics, the monetization of employee benefits,
and the development of fee schedules for curative services. 2

: Given the DHS Project's emphasis on expanding access to and use of pre\'entin! health care services. which
in the long-term are expected to reduce health care costs. it would be inappropriate· and counter-productive - for
MINSA to introduce fees for the provision of preventive services such as contraceptives.
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o DevNe not less than 30% of MINSA's total 1993 bUdget to primary health care
aClJviti~s.

As this Project Paper was completed, MINSA prepared and submitted to USAID its pl,an for
cos~ containment and cost recovery. This plan included all of the elements necessary to
fulfil! the FY 1993 health sector policy agenda. In the coming year, however, MINSA will
require substantial technical assistance if it is to translate this plan into reality. By December
1993, if the Title III program is to continue, MINSA will have to be able to demonstrate
that:

o Its plan to reduce the siz~ of the list of essential drugs for its primary health
care programs has been adopted;

o Its plan for increasing the use of paramedics for the delivery of primary health
care services has been adopted;

o It has monetized certain employee benefits;
o It has adopted a fee-for-service schedule for curative care; and
o Expenditures on primary health care are programmed be not less than 35 % of

MINSA's 1994 budget.

To help MINSA reach these objectives, the Gray firm providing short-term TA to the
Accelerated Start component will provide the services of the following three specialists for
two months each:

o A senior Health Policy Specialist to work with MINSA central level staff
(specifically, its Office of External Cooperation) to review MINSA's plans and to
help it devise specific, written policy measures that will enable several methods of
cost containment and cost recovery to be put into practice. This specialist will also
help MINSA to review its budget and identify items that might be reduced or
eliminated as part of the process of shifting funds to primary health care, and to
perform the analyses needed to define the relative advantages and disadvantages to
MINSA of the various options under consideration. The Health Policy Specialist will
be responsible for monitoring steps MINSA is taking (as outlined in MINSA's formal
plan) to fulfill the Title III policy agenda, helping to resolve problems, maintaining
communications among concerned parties, and assisting MINSA in drafting
documents necessary to formalize such reforms (e.g., legislation, decrees, etc.).

o A Pharmaceuticals Management Specialist to review MINSA's progress in, and assist
with, the process of defining treatment standards and the corresponding drug
requirements; assist in formulating a revised basic drug list for Nicaragua; and assist
in formulating training programs for the appropriate use of the new drug list. This
specialist will also review the status of implementation of a corresponding
procurement and inventory system at hospitals and health centers and make specific
recommendations for appropriate logistical controls at each level.
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o A Health Care financin~ Specialist to document actual on-going experience with fee
for-service activities already underway in Nicaragua, summarize their respective
advantages and disadvantages, and formulate a list of options for broader scale
introduction of fees-for-services in curative care. The Specialist wiJI help MINSA
design and implement initiatives in cost recovery, participate in the analyses of their
feasibility, and make specific recommendations for continued implementation.

4) Obtain Baseline Data on Project Objectives

Finally, the Gray firm will design a methodology for gathering, and then help MINSA
collect, baseline data on the End-of-Project Status Indicators (EOPS) and Objectively
Verifiable Indicators (aVIs) against which the success of DHS Project interventions will be
evaluated. Results from the ongoing national Family Health Survey (FHS), expected to be
available by September 1993, will provide a portion of the essential baseline data, especially
for contraceptive prevalence, diarrheal and respiratory diseases, the percentage of mothers
and caretakers using MH/CS, and childhood immunization coverage. 3 Other data will have
to be gathered by examination of records at the individual SILAIS level. To carry out this
baseline study, the Gray firm will provide the full-time services of one senior Statistical
Analyst. S/he will supervise the work of five locally-hired data gatherers, each of whom
will work at one of the focus SILAIS.

USAID and MINSA estimate that this effort will require some three months to complete.
Upon its completion, USAID expects that the EOPS and aVIs set forth in Annex A,
"Logical Framework", to this Project Paper will be modified during the project's first year in
light of this improved information base.

B. Commodity Procurement and Related Short-Term TA: The USPHS

To procure all project-funded offshore commodities (other than contraceptives) for MINSA,
USAID will execute a PASA with the U.S. Public Health Service (USPHS). USAID and
MINSA worked with the USPHS in the latter's capacity as the implementing agent for the
1990-92 Pharmaceutical Medical Supplies Project, an emergency procurement effort launched
shortly after the election of the Chamorro government. Both USAID and MINSA were
extremely satisfied with USPHS's work on that project: the USPHS assured that commodities
were delivered on a timely basis, and made shipping arrangements at such substantial cost
savings that MINSA and USAID were able to expand significantly the list of pharmaceuticals
to be purchased within the original budget.

Under the Accelerated Start component, the USPHS will carry out the following tasks:

3 The FHS is funded by A.I.D. with monies from outside the DHS Project, and is being implementlld by
Profamilia in collaboration with the Centers for Disease Control (CDC).
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1) Survey of Immediate Commodity and Technical Assistance
Requirp.ments

The first task of USPHS will be to verify the commodity requirements identified in thi$ ,PP
for the five focus SILAIS.4 These include oral rehydration saIts, growth monitoring
equipment, obstetrical/gynecological equipment, vitamins, antibiotics, contraceptives, and
vehicles. USPHS will confirm these requirements and quantity estimates through site visits,
and propose such modifications as may be necessary to the list included in this PP. It will
also identify any training or technical assistance that might be needed to help MINSA use
those commodities effectively.

This survey will require approximately one month to complete. To carry it out, the USPHS
will provide the services of one senior Health Service Delivery Specialist and five locally
hired Nicaraguan Public Health Specialists. As part of this survey, these experts will
recommend the introduction of such controls (e.g. inventory controls at the central and/or
SILAIS levels) as may be necessary to assure the proper use of any commodities procured on
MINSA's behalf.

2) Procurement of Commodities

The USPHS will use the results of the above survey to prepare inventories of all essential
commodities and associated training needed by MINSA for DHS activities and not being
provided by other donors. After review and approval by USAID and MINSA of these
inventories, the USPHS will:

o Order on MINSA's behalf those commodities (other than contraceptives) needed to
launch MH/CS efforts in the five focus SILAIS;

o Arrange for or carry out with its own personnel any short-term technical assistance
(TA) and training MINSA and USAID determine is necessary to instruct MINSA
personnel in the five recipient SILAIS in the proper use of the commodities and
technologies that will be provided. The budget in the USPHS PASA will include two
months of such short-term TA to coincide with the arrival of those commodities
procured during the first project year.

These efforts will help the long-term Trl team to begin implementation of the MH/CS
component immediately upon its arrival, and will give that team an important head start on
mobilization of the other DHS components.

4 During PP design, the commodity requirem~nts for the five focus SILAIS (Matagalpa, Jinotega, and the three
SILAIS vf:.he Managua Region) were identified through extensive discussions with MINSA, review of secondary
sources, and selected site visits. USPHS personnel will confirm these estimates by visiting all five focus SILAIS.
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To prepare the required commodity specifications and bid documents, the USPHS will
provide the short-term on-site services of one Commodity Management Specialist. This
Specialist will serve for up to two months; commodity ord~rs should be placed by the
completion of his/her assignment.

For all the above efforts, MINSA will provide both the Gray firm and the USPHS with
office space, access to computers, and secretarial support. AJ.D. 's contract with the firm
will include funds for salaries, overhead, local transportation, vehicle rental,
communications, and other logistic support.
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2. Maternal Health and Child SUl'vival (MH/CS) Component

This component of OHS will work in five of Nicaragua's 19 SILAIS: Matagalpa, Jinotega,
and the three SILAIS of the ManRgua Region: Oriental, Central, and Occidental. The.·
MH/CS component will seek to improve the accessibility and quality of health care for
mothers and children, thereby increasing maternal and child survival in those areas. It will
also provide increased access to family planning services and improve the effC':tiveness and
efficiency of MH/CS services. Project interventions will seek to foster high levels of
community participation, extended coverage, and administrative decentralization by working
through the SILAIS structure.

The major focus of this component will be to support basic preventive maternal health and
child survival interventions: control of diarrheal diseases (COD) and of acute respiratory
infections (ARI), matemal health (including birth spacing), nutrition education (including
growth monitoring and promotion of breastfeeding), and immunizations. 5 At the same time,
individual SILAIS wm retain the flexibility to use their own resources, or resources provided
by other donors, to respond (within MINSA norms) to other major health problems in their
respective areas. 6

The five SILAIS identified in this PP as the focus of the MH/CS component differ from the
list included in the New Project Description (NPD) approved by AID/Washington for DHS.
That NPD listed the five SILAIS in Regions I (Estell) and II (Le6n) as being among the most
in need of health care interventions. During PP design, however, USAID found that the
SILAIS in Regions I and II are now being assisted by a Swedish-funded program
(implemented by PAHO and UNICEF) with coverage similar to that to be provided by OHS.
Moreover, MINSA pressed for inclusion of the three SILAIS in Managua in OHS, since the
incidence of health problems in Managua is among the highest - and most politically sensitive
- in the country, Thus, USAID and MINSA have elected to replace the SILAIS of Regions I
and II with those in Managua. By working in these SILAIS, the MH/CS component of DHS
will provide health coverage for some 2.3 million people, or between 57% and 62 % of the
country's estimated population. 7

S As described below, immunization efforts will take place on a nationwide basis through USAID's ongoing
support the PAHOIMINSA Expanded Program of Immunizations (Epn. Unlike the other MHICS interventions,
these efforts will not be limited to the five focus SILAIS.

6 As described in Section II of this Project Paper, other donors plan to work with MINSA to help it upgrade
services beyond those included in the term "primary health care" (e.g. its health information system, its physical
infrastructure, and its system for managing pharmaceuticals).

7 USAID's FY 1993 Congressional Presentation lists Nicaragua's population at 3,770,000. However, the 1992
World Population Data Sheet published by the Population Reference Bureau, widely regarded as a detinitive source.

lists the population at 4.1 million.
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The specific MH/CS interventions that DHS will support, and the inputs that USAID will
fund, are described in more detail below. In considering these interventions, it is important
to keep in mind two factors. First, although the interventions are describr-d individually,
MINSA will - indeed, must - deliver them in an integrated, complementary manner, fo~. it is
the combination of se:vices, not merely one or another, that is needed. Second, over the life
of DHS, project-funded technical assistance. both expatriate and local, will work with
MINSA to help design such an integrated program; will help train MINSA personnel in how
to carry out this program; and will follow-up with MINSA professional and volunteer staff to
make sure the intelventions described below are being provided in the manner envision~.d by
USAID and MINSA. Coordination, training, oversight, and follow-up will be key to the
success of this component; the accompanying long-term technical assistance effort is designed
to help MINSA provide these functions.

8. Pireventive MH/CS Interventions to be Supported by DHS

1) Control of Diarrheal Disease

In Region VI, where the Infant Mortality Rate (IMR) is the highest in Nicaragua (88 per
1000 live births compared with the national level of 72 per 1000), the main cause of infant
death is diarrheal disease. Diarrheal disease also accounts for 34 % of child mortality. To
address this situation, DHS will seek to reduce infant and child mortality caused by diarrheal
disease by 25 % in the focus SILAIS by supporting two basic types of interventions.8

Oral Rehydration Therapy; First, the project will work with MINSA facilities in the five
focus SILAIS to assure the availability and use of oral rehydration salts (DRS) for children
under five years of age who can be expected to have diarrheal episodes requiring
rehydration. During the Accelerated Start Component, the USPHS will estimate, procure,
and deliver a one year supply of DRS, plus adequate reserve stocks. Subsequently,
beginning in the second project year, the long-term TA team will work with MINSA and the
USPHS to inventory supplies of DRS in the five SILAIS, estimate the need in those areas,
and pass this information to USAID and MINSA. The USPHS will then, upon approval of
USAID and MINSA, procure DRS in quantities adequate to meet those needs.

The estimate of the demand for ORS will be based on two sets of factors. First, it will
consider consumption during the first year of the project. Second, the team will review with
MINSA and USAID the results of the Family Health Survey (FHS) being undertaken in
collaboration with Profamilia and the Centers for Disease Control (CDC). This survey, the
results of which are to be available by September 1993, should provide information as to
what mothers do to manage diarrheal disease among their children. Using these findings as a
guide. the institutional contractor will provide short-term technical assistance to carry out

i The present national infant mortality rate attributed to diarrheal disease is 28.7/1000 (or 40% of all infant
mortality). As described above. the ASC component of DHS will gather baseline data on this variab)~ in the focus
SILAIS.

28



-=

research on why mothers or caretakers do or do not administer ORS or other interventions.
This research may lead to the design of new interventions and/or to modification of the ORS
and breastfeeding approaches espoused by MINSA.

Promotion Q(Jkeastfeedingi Second, DHS-fundcd technical assistance will work with
MINSA staff to encourage mothers to adopt and extend the duration of exclusive
breastfeeding. Exclusive breastfeeding, rather than feeding with liquids that may be
contaminated, reduces the potential exposure of the infant to diarrheal disease. This
approach may be particularly effective in the SILAIS of Matagalpa and Jinotega, where
mothers are more likely to be in a position to act on such advice. In the Managua Region,
which has more working mothers, this approach may not be feasible. In this area, the
project will recommend the use of safe, hygienic, and nutritious alternatives.

The MH/CS component will promote these two interventions largely through the efforts of
community health workers (CHWs). DHS-funded technical assistance will help MINSA train
these workers to recognize danger signs of dehydration; provide ORS and instruct mothers
and caretakers in its administration; promote the use of home-made solutions ("sueros
caseros") of water, sugar, and salt when ORS are unavailable; train mothers and caretakers
in proper feeding practices; and persuade mothers who can breastfeed to do so exclusively
during the first four to six months of their babies' lives. Health workers will also learn to
encourage families to take dehydrated children to health facilities, to stress the importance of
washing hands after defecation and before food handling, and to instruct families to treat
water with chlorine. The long-term technical assistance team (including five SILAIS-Ievel
Administrative Assistants, or SAAs) will help MINSA supervise these efforts to assure that
the CHWs are disseminating the proper messages. Most of the CHWs expected to
participate in DHS have already learned how to promote these simple methods through their
participation in MINSA's ongoing anti-cholera campaigns.

2) Acute Respiratory Infections

The MH/CS component will also address the second-leading cause of infant and child
mortality, acute respiratory infections (ARI). In each of the five focus SILAIS, the long
term TA team will work with MINSA to train professional staff and volunteer CHWs to
teach residents how to recognize the danger signs of severe ARI (e.g., fast breathing and
chest-in-drawing) and when it is necessary to take children to a health center for treatment.
They will also teach the CHWs how to promote proper prevention techniques (e.g. avoiding
exposure to cold, smoke, and dust), especially for infants under three months of age. One of
the fundamental aims of this effort will be to teach the community to recognize when a child
may have pneumonia, and to stress the importance of taking that child to the nearest health
facility for antibiotic treatment. The community program will also reinforce the importance
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of completing antibiotic treatment at home, even though initial symptoms may have ceased,
once such treatment has been initiated. 9

To complement these efforts, the MH/CS component will supply health facilities in the.· five
SILAIS with oral antibiotics to meet the increased demand for treatment expected to come
from a better educated public. Given the tendency to over-medicate in Nicaragua. in-service
training will stress the importance of strict compliance with norms established by MINSA to
prevent indiscriminate prescription of antibiotics.

3) Maternal Health

As noted in Section II of this Project Paper, the Nicaraguan maternal mortality rate
(1591100,000 live births) is very high. The principal proximate causes are hemorrhages,
toxemia, and sepsis resulting from childbirth or induced abortions. 1O Yet high fertiliiy
(5.94 children per women of childbearing age) and low contraceptive use are the major
underlying causes.

To deal with these problems in the five focus SILAIS, the MH/CS component of DHS will
help MINSA, in accordance with its established norms, provide integrated maternal and child
health services. Through the promotional efforts of SILAIS personnel and community health
workers, the project will seek to increase the timely use of both prenatal and postnatal care,
to encourage women experiencing high-risk pregnancies to give birth in hospitals, and to
promote family planning and birth spacing.

Project-funded training will enable these personnel to conduct this outreach effort. This
training will emphasize the essentials of assuring safe motherhood, the need for compliance
with prenatal and postpartum norms, and the control of reproductive diseases that may
influence pregnancy outcomes. MINSA medical and paramedical personnel, for example,
will learn to diagnose and treat sexually transmitted diseases (STDs) and how to recognize
and refer patients who might be suffering from uterine cancer. The Project will also train
midwives to identify high-risk pregnancies (and in particular to identify those pregnancies
that should be referred to a health center), and will upgrade hygienic practices in home
delivery.

Commodities funded by DRS will reinforce these efforts by equipping the health facilities to
provide effective diagnosis and treatment of the maternal health problems. These
commodities will include the furnishings and equipment for proper examinations (tables,
chairs, lamps, stirrups, speculums, stethoscopes, blood pressure cuffs) and vitamins to
reinforce maternal health.

~ The CHWs themselves. however, will not distribute antibiotics.

10 The World Bank, "Nicaragua's Health. Nutrition. and Education: Issues and Options," November ~~. 1991,
p.2.
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To complement these efforts, A.J.D. will also use funds from the DHS Project to procure
contraceptives as a means of improving maternal health and promoting birth spacing.
Contraceptive prevalence is believed to be low in Nicaragua, due in part to the unavailability
of contraceptives. To correct this situation, A.J.D. will become a principal provider of.
contraceptives for MINSA, and will ensure that health facilities are well supplied. A supply
of $700,000 worth of contraceptivesll will be ordered in FY 1993 to complement the
Accelerated Start Component. Subsequent orders will be drawn up by the long-term
technical assistance team and placed through A.I.D. 's standard contraceptive procurement
mechanisms. By the completion of the project, A.I.D. will have procured a total of
$2,600,000 worth of contraceptives for MJNSA.

To assure that these contraceptives ar~ pTC'perly used, Project-funded technical assistance will
train MINSA personnel in family planning counselling, method selection, and
contraindications. These efforts will be ai med at reducing problems and risks resulting from
contraceptive use. Additionally, MINSA personnel will be trained in contraceptive logistics
and management to assure a regular supply of contraceptives. Auxiliary MINSA personnel
and community health workers will be trainc'.d to promote family planning in the context of
improved maternal and child health. Once trained, CHWs will receive and distribute
condoms, and will also resupply oral contracl~ptives to clients who have already received a
prescription for them from a physician or nurse practitioner. Finally, MINSA physicians at
the health center level will be trained in voluntary surgical contraception (VSC). This
training will be provided by short-term personnel funded under the planned long-term
technical assistance contract. 12

4) Nutrition Education

The MH/CS component of DHS will support two principal nutritional education efforts:
growth monitoring (including the provision of Vitamin A supplements) and the promotion of
breastfeeding.

a) Growth Monitoring and Vitamin A Supplements

The most important aspect of this intervention will be to increase the number of mothers
caretakers who bring at-risk children to health facilities. The percentage of infants visiting
health facilities is currently estimated at 22 %. Many observers, however, suspect that this
figure inel udes more well babies than at-risk babies urgently in need of care. To bring at-

II Contraceptive procurement in the first year of the project will be divided between orals (80% of the value)
and condoms (20%). These proportions may change over the life of the project as the USPHS and the long-term
technical assistance team work with MINSA tl) assess the needs of the individual SILAIS. Other contraceptives
besides orals and condoms (e.g., IUDs, NOlplant) may be provided to MINSA later in the life of DHS

1: The World Bank: plans to provide VSC training at the hospital level. See Section rn.B.2.c below for further
details of all training efforts the MH/CS component of L>HS will support.

31



risk and malnourirhed babies into the health care system, MINSA will rely heavily on
volunteer commlmity health workers and trained midwives ("par/eras "). Malnourished
babies will be referred to suprlemental feeding programs where these are available; e.g., the
effort being implemented by the World Food Program.

To assist these CHWs and midwives, the project will provide measuring sticks, measuring
tapes, and/or scales for village screening of lJabies by the community health workers, and
will train those workers in how to use them and when referral to a health facility is
indicated. Project-funded training will also teach alternative techniques (e.g. measurement of
arm circumference) for situations in which measurement or weighing would be inappropriate
or impossible. 13 Hanging scales for infants will be provided by the project for all health
posts and centers in the five focus SILAIS that need them. Techniques of weighing, reading
and recording results, and providing guidance to mothers and other caretakers will be part of
the in-service training provided by the Project to MINSA personnel at those centers and to
CHWs. Additionally, the project will procure one million doses of Vitamin A capsules for
the estimated 100,000 children in the five focus SILAIS that will need such treatment over
the life of DHS. 14

b) Breastfeedirag

The second aspect of nutrition education, the promotion of breastfeeding, is also ,,~ritically

needed. According to recent estimates, the number of mothers who breastfeed theIr children
through the sixth month is relatively low. Exclusive breastfeeding is rare among Nicaraguan
mothers because of traditions of giving babies liquids (usually sweetened) shortly after birth.
To begin to chimge this situation and help prevent malnutrition, all health personnel (both
MINSA staff and community volunteers) in the five focus SILAIS will provide frequent and
unequivocal advice on the advantages of breastfeeding, when to introduce solid and liquid
food supplements, and proper weaning practices. These personnel will be trained by project
funded TA in, ~md will in turn stress to their communities, the need for continued
breastfeeding during diarrheal episodes and other bouts of disease (e.g., ARI). They will
also receive training in, and then advise their communities on, proper feeding practices for
children not being breastfed. Advice for urban mothers who must work will point out the
advantages of continuing after-work breastfeeding along with mixed feeding as long as
possible.

13 The Hppropriate measuring/weighing techniques will vary from site to site depending on a number of factors,
including the literacy and numeric skills of the CHWs and the client population. The commodity needs assessment to
be carried out a~ part of the Accelerated Start component will provide an initial view of the appropriate mixture of
techniques for the project area. This view will be refined by MINSA and the TA team as implementation proceeds.

14 Vitamin A has been shown to be effl!ctive in promoting linear (i.e., vertical) groMh. It also reduces
mortality associated with common childhood diseases in populations with significant Vitamin A deficiency. and may
be an effective means of reducing vulnerability to diarrheal diseases, respiratory infections, and measles. Since there
are no contr;aindications, the project will encourage liberal use of Vitamin A capsules.
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To support both types of efforts, DHS-funded TA will train facility personnel to provide
appropriate nutritional counselling. They willlcarn when children must be hospitalized or
given special feeding regimens that can be supervised by auxiliaries. These auxiliaries will
be given refresher training on feeding malnourished children.

5) Immunizations

This subcomponent of DHS will continue USAID's participation in MINSA's Expanded
Program of Immunizations (EPI). Support for that program has heretofore been provided by
annual buy-ins to the LAC Regional EPI Project (No. 598-0786) implemented by PAHO.
These buy-ins have been funded by USAID's bilateral EPI Project (No. 524-0321). Through
this subcomponent, DHS will continue annual buy-ins to the Regional Project, replacing the
stand-alone BPI Project. 1S

Like the stand-alone EPI Project, the DHS-funded buy-in will seek to decrease the morbidity
and mortality of Nicaraguan children from immuno-preventab1e diseases by increasing
vaccination coverage of children less than one year of age in all municipalities of Nicaragua
and by strengthening the national epi,demio10gical research and surveillance system. Success
rates so far have been encouraging: the immunization program is attaining good coverage in
children under one year of age (for 1989, BCG 94%, DPT 70%, Polio 91 %, TT 50%, and
Measles 63 %).16 With assistance from DHS, MINSA will seek to achieve 80% coverage of
children under one year of age by 1998. Unlike the other activities of the MH/CS
component, the immunization subcomponent will be implemented throughout Nicaragua.

To accomplish this objective, DHS will execute annual buy-ins to the Regional LAC EPI
Project (and to its expected successors) to fund the same types of inputs as did the
predecessor EPI Project: commodities (vaccines and cold chain equipment), technical
assistance (to carry out research and conduct outreach campaigns), operational expenses
(transportation, surveillance, administration, supervision, and overhead), and training. The
latter effort will focus on facility staff, auxiliaries, and health workers, who will be trained
by PAHO personnel in the preventive benefits of vaccinations, the importance of receiving
all of the serial antigens and having infants vaccinated in a timely fashion. The training will
stress to the CHWs the importance of encouraging families to bring their children to the
health facilities for vaccination. Through these effort, DHS will attempt to increase the
percent of vaccinations provided in fixed sites from the currently estimated 65 % (and 15 %
through special campaigns heavily dependent on community health workers for mobilization)
to 90 % in fixed facilities by the end of the Project.

" The PACD of the separate EPI Project (524·0321) was extended from December 31. 1992 to September 30,
1993 to allow PAHO to expend some $455,000 in remaining funds. Assistance from DHS to the joint
MINSA/PAHO immunization program in Nicaragua will begin as soon as these funds are spent. This will avert any

gap in A.I.D. support to the program.

16 Barry Smith citing Valdez. 1990.
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The total value of these five annual buy-ins will be $3.5 million. As shown in Section V of
this Project Paper, the funds provided by DHS to this buy-in will gradually decrease each
year from an initial $1.0 million in Project Year (J>Y) One to $600,000 in PY Five. This
slowly diminishing A.I.D. role will afford room for other donors to participate in the .
program and for MINSA to absorb more of its costs. All EPI efforts will be coordinated
with the activities of other donors, and with the other components of DHS, through the CNS.
PAHO will continue to prepare and seek donor approval of annual action plans to guide its
activities.

6) Infonnatlon, Education, and Communication Campaign

To complement all five of the preventive health interventions described above, DHS will also
support design and implementation of an information, education, and communication (IEC)
campaign. This campaign will include manuals, posters, pamphlets, radio spots, and other
appropriate media. The CHWs and midwives will distribute the written materials to clients,
and the integrated mt.~ssages presented in these materials will be reinforced by radio programs
at optimal listening times. 17 All messages will take into consideration the relatively low
level of literacy both among the CHWs themselves and in the population they are intended to
serve.

Design and execution of the IEC campaign will be supervised by a Nicaraguan advertising
firm. The services of this firm will be acquired through a sub-contract with the long-term
institutional contractor. The Scope of Work for this subcontract will he prepared by USAID
and included in the PIO/T that USAID will issue for the planned long-term technical
assistance contract. All materials produced by this local advertising firm will be approved by
both USAID and MINSA before their distribution; all visual materials (as distinct from radio
spots) will be clearly marked as having been sponsored by both A.I.D. and MINSA.

b. Technical Assistance in Support of l\fiI/CS Efforts

To assist MINSA in carrying out the interventions described above, and in providing the
training detailed below, the DHS Project will fund a long-term technical assistance contract
with a U.S. firm or institution chosen through full and open competition:s For the MH/CS
component, this contractor will provide the services of two long-term technical assistance
personnel. The first, a senior Maternal Health and Child Survival Specialist, will coordinate
and assure proper integration of the first four types of MH/CS primary care efforts (control

17 The Family Health Survey now being carried out by Profamilia and CDC includes a question on when
mothers/caretakers normally listen to the radio, what programs they listen to and on which radio stations. DHS·
funded TA will take this information into account in designing the radio campairn. These radio messages will form
an essential complement to the volunteer CHW effort, as personal contacts made by CHWs must be reinforced by
media messages if either type of outreach mechanism is to be successful.

II The same firm will also assist, as described below. the Management and Financial Decentralization and
Alternate Sources of Financing components of DHS.
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of diarrheal disease, treatment of acute respiratory infections, promotion of maternal health,
and nutrition eOucation) to be supported by DHS in the fivc focus SILAIS. S/hc will assure
that these efforts arc conducted in harmony with thc PAHO-managed EPI program, with the
work of the other components of DHS, and with the efforts of other donors. The MH/CS
Specialist will arrive in Nicaragua late in the first Project Year and serve through the March
1998 PACD. S/he will reside in Managua.

The second expert, a senior T[ainin~ and Outreach (T&Q) Specialist, will supervise
development of the curricula for, oversee implementation of, and assure coordination
between, aU MH/CS training and information, education, and communication (lEC)
activities. The T&O Specialist will arrive in Nicaragua late in the first Project Year and
serve for 30 months; s/he will live in Managua. In mid-1996, this Specialist wiU be replaced
by a locally-hired Nicaraguan Health Trainer, who will serve for the remainder of the
project.

These long-term TA persunnel wiU be assisted by, ami wiU supervise the work of, five
locally-hired Nicaraguan SILAIS Administrative Assistants (SAAs). Each of these SAAs wiU
be hired by the institutional contractor as soon as possible following arrival of the long-term
TA team, and will work through the PACD in one of the five focus SILAIS. 19

The long-term TA contract will also include funds for 36 person-months (PMs) of short-term
technical assistance. Tentatively, 12 of these PMs will be allocated to the MH/CS
component. Bidders for the long-term contract will be invited to include in their proposals a
description of how they would program these short-term resources.

c. Training in Support of MH/CS Efforts

Training provided by the MH/CS component of DHS will improve the capability of
MINSA's human resources to deliver the integrated maternal health and child survival
interventions described above at all levels of the delivery system: a) the focus SILAIS; b) the
medical and nursing staff of hospitals and health centers; c) health post doctors, nurses,
auxiliary nurses and technical auxiliaries; and d) the community health workers and
traditional midwives. Under this component, DHS will support the following training
activities.

1) Orientation Workshops/Development of SILAISnSpecific Training
Plans

As soon as possible following arrival of the long-term technical assistance team, the Training
and Outreach Specialist, the MH/CS Specialist, and the five Nicaraguan SAAs will begin
implementation of this component of the Project by conducting short (two-day) workshops

19 These five SAAs will provide support to, and be responsible for coordinating the inputs of. all components of
DHS at the SILAIS level.
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for the Directors and Sub-Directors of the five SILAIS in which the MH/CS component will
be implemented. These workshops will orient participants to the objectives and planned
activities of DHS, with specific attention to the project's plans for integrated MH/CS service
delivery and support for close collaboration between the hospitals and the SILAIS. Th~se

workshops will also obtain the input of participants into the design of a workplan (including a
SILAIS-specific training plan) for the project's first year.

Using the feedback generated from these orientation workshops as a starting point, the T&O
Specialist, the MH/CS Specialist, and t.he five SAAs will then work with senior MINSA
personnel in each focus SILAIS to develop a training plan for that SILAIS. This will involve
establishment of detailed curricula for the different types of training; development of
integrated training manuals with simplified norms fol' the different interventions; design of
educational/promotional brochures on home and community prevention efforts; and
development of integrated MH/CS supervisory guides. These training plans will detail the
curriculum for both the Health Intervention Training (HIT) and Health Prevention Training
(HPT) described below. The plans will be developed in close collaborat.ion with UNICEF,
which is funding similar training in Regions I and H, and will be submitted to USAID and
MINSA for review and approval before training begins.

As an important step in designing this training, the T&O Specialist will help MINSA
establish norms stating the nature and range of health prevention activities and services to be
provided by CHWs and midwives. These norms will focus on providing the CHWs with
appropriate and understandable messages that will increase knowledge and stimulate
appropriate behaviors about both how to prevent disease and how to react when illness
strikes. They will include a section on tradltion~r medical beliefs and treatments in
Nicaragua. These beliefs and practices are widespread, and often determine whether or not a
mother will seek modem medical attention, will administer her own folk remedy, or seek out
the services of a traditional healer.

2) Training of Trainers (TOT)

Upon approval of the training plans, the T&O Specialist and the SAAs will conduct a twelve
day Training Of Trainers session (TOT) for 50 members of the health center nursing and
medical staff in the five focus SILAIS. These 50 professionals will be the core Project
trainers for subsequent levels. The TOT sessions will be divided into four modules of three
days each (one module for each of the MH/CS interventions other than immunization).20
They will provide self-instructional manuals on these interventions, training in how to use
more simplified manuals for auxiliary rlUrses and technical auxiliaries, and pictorial
brochures for community health workers. The TOT program will ask participants to suggest
changes in or additions to the curriculum that will be presented in the training modules at the
next level (see below).

:0 Training in immunization will be provided through the immunization subcomponent impl~mented by PAHO
and MINSA.
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3) Health Intervention Training (IUn

Under the supervision of the senior Training and Outreach Specialist, 20 of the 50 health
professionals who participated in the TOT training will then launch a series of Health .'
Intervention Training (HIT) sessions at each SILAIS. 21 Like the TOT, the HIT sessions
will each last 12 days, and be divided into four three-day modules, each of which will focus
on one of the four DHS-supported MH/CS interventions. Though these modules will be
presented separately, they will all stress that the MH/CS preventive interventions should be
provided in combination.

The target audience for the HIT sessions will be the estimated 4,700 MINSA physicians,
technical staff, nurses, and health auxiliaries in the focus SILAIS. Approximately 1,500 of
these potential trainees are physicians, while some 2,300 are nurses or health auxiliaries, and
almost 900 are technical personnel. The DHS Project, of course, will emphasize the
importance of reducing MINSA's reliance on physicians as providers of primary health care.
Nonetheless, the participation of physicians in these training programs is essential to assure
their support for (and thus the success of) MINSA's new t.~mphasis on primary care.

These employees will be divided into approximately 200 classes of between 20-25
participants each. The 20 trainers will be split into five teams of four trainers each. Thus.
each team will offer 40 12-day classes over the life of the project. USAID and MINSA
expect that HIT sessions will begin in the Matagalpa and Jinotega SILAIS in the second
Project Year, and will continue in the three SILAIS of Managua during the third and fourth
Project Years; the actual training schedule, of course, will be developed by MINSA and the
long-term TA team in collaboration with USAID. All training of MINSA SILAIS personnel
in MH/CS preventive interventions should be completed by the end of the fourth Project
Year. The final year is to be devoted to refresher courses for personnel already trained and
to new courses for replacement personnel.

4) Health Promotion Training (HPT)

Once the HIT sessions described above are underway, the senior Training and Outreach
Specialist will then work with MINSA to develop curricula for and launch a series of Health
Promotion Training (HPT) sessions. These HPT sessions will have two target groups: one.
approximately 9,000 community health workers and midwives whose promotional efforts
within their communities will be critical to the success of the MH/CS preventive health DHS
will support; and two, up to 2,400 nurses and nurse auxiliaries who will provide counselling
in maternal health and child survival at the health facilities. These two types of training are
described below.

:1 These 20 trainers will be selected jointly by MINSA and the long-term TA team based on their interest and
performance during the TOT sessions.
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a) For CHWs and Midwives

Using the training norm$ approved by MINSA and USAID, the TA team and the remaining
30 MINSA health professionals trained under the TOT program will train approximately
9000 CHWs and traditional midwives to promote behaviors shown to be effective in
preventing morbidity and mortality.r. \ch of these volunteers will participate in intensive
three-day sessions led by a three-persu., team. These sessions will train the volunteers to
visit homes on a regular basis and address existing neighborhood and community
organizations. In these contacts, the CHWs will explain to their communities the importance
of taking, and teach them how to take, the various preventive measures described above: usc
of DRS, exclusive breastfeeding, handwashing, contraceptive use and birth spacing, etc.
They will be trained to recognize, and will in turn teach their communities to recognize,
danger signals such as dehydration, fast breathing, and chest-in-drawing, and will emphasize
the importance of bringing children suffering from these symptoms to a health facility. They
will also learn how to recognize and refer possible cases of sexually transmitted diseases and
uterine cancer, and how to assemble specific groups of residents for certain kinds of health
education (e.g., immunization reactions and what to do when they occur). In this context,
the Health Promotion Training sessions will devote considerable attention to the development
of culturally appropriate presentational skills that will enable the volunteer CHWs to reach
their communities more effectively.

Recruitment and training for the HPT program will begin in the Matagalpa and Jinotega
SILAIS early in the 5econd Project Year and move into the Managua SILAIS some six
months later. The 9000 CHWs will be divided into approximately 600 classes of 15 persons
each, while the 30 trainers will be divided into 10 three-person teams. Thus, each team will
offer approximately 60 three-day classes.

b) Counselling Training for Nurses and Nurse Auxili«.'ries
.
L

The second aspect of the HPT effort, counselling training, will take place simultaneously
with the CHW training. These sessions will provide one week of training in counselling
skills to each of the estimated 2,400 MINSA nurses and nurse auxiliaries in the focus
SILAIS. The skills they learn in this training will help enable them to effectively reinforce
the preventive health messages provided to the communities by the CHWs and traditional
midwives and by the radio advertisements supported by the IEC campaign.

Counselling training sessions will be implemented in tandem with those for CHWs, and will
be conducted by the same 30 trainers on a rotating basis. Counselling training will be
carried out in classes of approximately 20 participants each for a total of 120 classes. Thus,
each of the 10 training teams will conduct approximately 12 such classes. 22

- USAID and MINSA envision that t.hese trainers will devote three weeks of every month to CHW training and
one week 10 counselling training. Because there will be significantly more participants in the CHW sessions than in
the counselling sessions in each SILAIS, it is likely that the counselling sessions will be completed more quickly.
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Approximately 72 weeks of effort will be required to complete the two types of Health
Prevention Training (60 for CHW/midwife training and 12 for counselling training). HPT
sessions will begin in the second Project Year, and are to be completed early in Project Year
Four. The remaining life of the DHS Project will be devoted to refresher courses for.,
personnel already trained and to new courses for replacement personnel.

5) Participant Training in the U.S. and Latin America

To supplement these in-country training efforts, DHS will provide short-term training in the
U.S. or elsewhere in Latin America in such areas as clinical, technical, administrative, and
counselling skills. USAID and MINSA expect that up to 30 MINSA professionals will
participate in these courses. Some of the U.S. institutions to which trainees might be sent,
and the areas in which those institutions offer short-term courses, are listed in Table 111-1
below:

=
Table llI-l: Possible Locations for Short-Tenn U.S. Training

International Health Planning

Child Survival*; Pharmaceutical
Management; Project Management

Epidemiology

Women in Development; Women
Managers

Family Planning

.", ,'.,< "'·..:>!~itution:. '<, ,"\ ,..",.,,:?,,:,:,:,::,::::"?.':n:§u~ject,~~~: "",,::::.,;":;)
University of California at Santa Cruz Information, Education, and

Communication*; Family Planning*

Public Administration*University of New Mexico

Boston University

Management Sciences for Health
(Boston)

Centers for Disease Control (Atlanta)

CEDPA (Washington, D.C.)

International Planned Parenthood
Federation (New York)

* = Course offered in Spanish

MINSA and the long-term TA team will work together to select these participants, who will
be approved by USAID before their departure. The key criteria for their selection will be
one. the importance of their role in implementing the MH/CS component of DHS in the five
focus SILAIS; and two, their need for this type of training.

The average duration of this short-term offshore training will be approximately three weeks.
Funds for this training will be included in the long-term institutional contract. Training will
begin during the second Project Year and continue throughout the project.
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d. Commodities in Support of MUleS Efforts

The MH/CS interventions described above will be carried out in the five focus SILAIS
through 8 departmental hospitals, 4 primary hospitals, 44 health centers, 84 medical pqsts
and 101 health posts. As described in Section III.B.l, the U.S. Public Health Service will
confirm what commodities are urgently required to allow SILAIS facilities to begin
implementation of MH/CS efforts during the project's first year. Upon approval from
USAID and MINSA, the USPHS will place orders for approximately a year's supply of those
commodities, thus allowing them to arrive in Nicaragua at about the same time as the long
term TA team (Le., late in Calendar Year 1993). The USPHS will also provide short-term
training in the use of these commodities. Subsequently, the USPHS will be responsible for
procuring replacement stocks of these commodities throughout the life of DHS. Beginning in
the second Project Year, the institutional contractor will be responsible for working with
MINSA to identify these commodity requirements and for passing them on to USPHS. Prior
approval by USAID will be required before the USPHS orders any commodities. As a
Condition Precedent to placing any such orders, MINSA will provide, in form and substance
satisfactory to USAID, a list of the locations to which these commodities will be distributed.
the general purposes for which these commodities wiH be used, the officials who will be
responsible for control of their use, and a description of the steps MINSA will take to
provide for the physical security and proper management of those commodities.

Subject to confirmation by the USPHS during the Accelerated Start Component, USAID and
MINSA expect that the basic equipment and supplies needed to carry out essential MH/CS
interventions in the focus SILAIS will include the following:

1) Four-wheel Drive Vehicles (Five)

DHS will procure fivt: U.S.-made four-wheel drive vehicles for use at the SILAIS level by
the long-term technical assistance team (including the SAAs) and their SILAIS counterparts.
On those occasions when additional vehicles are needed to support the work of the technical
assistance team and their counterparts, MINSA will provide these vehicles from its own fleet
(e.g. those purchased for MINSA by A.LD. under the recently-completed Public Sector
Commodity Support Project).

Obviously, all these vehicles will support all components of DHS; it is therefore difficult to
say with precision which or how many vehicles will be devoted principally or exclusively to
the MH/CS component. For presentational purposes. this PP assumes that all five vehicles
will be primarily used in support of the MH/CS component.

2) Oral Rehydration Salt.s

MINSA data indicate that there will be about 175,000 episodes of acute diarrhea per year in
the five project SILAIS, and that four ORS packets are needed per episode. DHS will
therefore need 700,000 packets per year, or 3.5 million packets over the life of the project.
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Since DRS is supplied in containers of 370,000 packets, 10 containers should be procured (at
an estimated cost of $50,000 per container).

3) Growth Monitoring and Screening Equipment

Adult weighing scales for 20 health centers will be provided to replace their presently non
functioning scales; 200 swing scales will be provided to equip all medical and health posts.
The project will also procure measurement sticks (tallsticks) and measuring tapes for the
9000 CHWs in the focus SILAIS. The CHWs will use these to measure infants and children
and check their growth against the norm for their age. DHS will train the CHWs in how to
use these tools and in when referral to a health facility is indicated.

4) Obstetrical/Gynecological Equipment and Furnishings

DHS will procure two obstetrical/gynecological kits for each health center, medical post, and
hospital in t.he five SILAIS, for a total of approximately 500 such kits at 250 sites. In
addition, examination room furniture and equipment will be provided for the same 250 sites.
This will include examination tables, lamps, chairs, stethoscopes, and blood pressure cuffs.
Disposable supplies including gloves, gauze, alcohol and cotton will be provided for all
health facilities in the focus SILAIS over the life of the Project.

5) Clinical Laborator.y Support

Miscellaneous laboratory equipment (slides, slide covers, reagents, test tubes, burners, etc.)
necessary for diagnostic care of pregnant women and preschool children will be provided for
100 local health posts.

6) Prenatal Vitamins f!lr Pregnant Women

An estimated 80,000 women will give birth per year in the five SILAIS. Each mother will
need a little more than 2 bottles of prenatal vitamins (multivitamins with iron) per pregnancy.
Assuming 400,000 pregnancies over LOP, about 865,000 bottles of vitamins, or 173,000
bottles per year, will be needed.

7) Vitamin A Capsules

It is estimated that there will be 500,000 children under the age of five in the selected
SILAIS during the life of DHS. Approximately 20%, or 100,000 of them, will need a
vitamin A capsule every six months, for ten doses each over the life of the project. This will
result in a total of one million doses.
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8) Antibiotics to Treat Acute Respiratory Infections

As no other donors plan to furnish antibiotics for treatment of acute respiratory infections,
USAID has agreed to do so not only for the five project SILAIS, but for all 19 SILAIS ..
nationwide. In Nicaragua there are an estimated 75,000 cases/year of respiratory infections,
and 10% are considered severe. These severe cases need antibiotic therapy. MINSA norms
call for two 500mg capsules of ampicillin per day for five days. Assuming 7,500 severe
cases per year, or 37,500 such cases over the life of DHS, 375,000 capsules of ampicillin
will be required.

9) Immunization support: SILAIS-Ievel cold chain, vaccines, syringes

In coordination with other donors, USAID's buy-ins to support the PAHO/MINSA-managed
EPI Program will fund the procurement of vaccines, supplies, and cold chain equipment for
all 19 SILAIS. PAHO will procure these commodities under the terms and conditions of its
present agreement with A.I.D for the Regional EPI Project.

The cold chain equipment will include 100 gas-electric refrigerators for use at health facilities
in the five focus SILAIS which do not now have refrigeration equipment. This will allow
the vaccination program to operate in remote fixed sites accessible to the people.

10) Contraceptives

As noted, DHS funds will finance the procurement of up to $2.6 million worth of
contraceptives, including condoms and orals (and possibly injectables and Norplant) over the
life of DBS for MINSA as a means of decreasing fertility rates and promoting birth spacing.
A.J.D. will thereby become a principal provider of contraceptives for MINSA. All
contraceptives will be purchased by AID/Washington through its standard contraceptive
procuremtmt procedures.
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3. Management anti Financial Decentralization Component

Serious weaknesses in institutional management and administrative support impair the
effectiveness of MINSA's hr.a1th programs, especially its maternal health and child sUn.'ival
(MH/CS) programs. Given these weaknesses, the technical interventions described above
will, by themselves, not be sufficient to make the MH/CS programs effective. If these
efforts are to be successful, MINSA, the primary health service provider in the country, must
also strengthen the management of the SILAIS and their health facilities. This strengthening
must focus on enhancing the effectiveness of the management functions that support primarj
health ccu'e in operational units. These functions are essential to sustained and efficient
delivery of MH/CS and other vital health interventions. To carry out these functions,
MINSA staff, particularly at the SILAIS and operational levels, must obtaiil management,
financial and technical skills beyond those they now possess.

The Management/Financial Decentralization (MFD) component of DHS will provide
technical assistance, training, and office equipment and supplies to help MINSA acquire
these skills. Its main focus will be on management improvements at the SILAIS level. This
component will thereby support the decentralization process initiated with the creation of the
19 SILAIS, and enable them to fulfil their role in a decentralized system of health service
delivery. The MFD component will also operate at the central level, but only insofar as
necessary to support the decentralization process.

The MFD component will help to strengthen the SILAIS and decentralize managerial and
financial activities by:

o Helping MINSA to define and establish an optimum SILAIS organizational and
managerial structure.

o Developing a Financial Management System (FMS) for the SILAIS and implementing
that system on a pilot basis at the MINSA Central level and at one of the five SILAIS
participating in the MH/CS component.

o Helping MINSA extend the FMS, based on the results of the pilot program, to as
many as 18 additional SILAIS.

o Improving MINSA' s access to and use of information technology, and establishing a
Management Information System (MIS) within MINSA.

o Designing and conducting training programs on the FMS and the MIS, and on
personnel, supervisory, and logistic skills related to the provision of the MH/CS
services described above.

The MFD component will be carried out during the second through fifth years of the project
through a long-term contract with the same institution that helps MINSA implement the

43

I~



MH/CS component. This institution will furnish the necessary technical assistance and
training in management skills in all 19 SILAIS. In concert with these efforts, the U. S.
Public Health Service will procure on MINSA's behalf all commodities needed to support the
MFD component. All activities of this component will be coordinated through the COPlisi6n
Nacional de SILAIS and MINSA's Office of External Cooperation with related efforts funded
by other donors.

The activities to be supported by the Management/Financial Decentralization Component are
described below.

a. Management/Financial Decentrali:zation Activities

I

1) Refine and Help Establish an Optimum SILAIS Structure

During the second project year (the first full year of the long term technical assistance team's
presence), a Management and Financial (M&F) Spe.ctali.s.t on the long-term TA team will
assist MINSA in defining and implementing an optimum SILAIS organizational structure
with clear functions assigned to major positions.

Annex D, "Administrative Analysis", to this Project Paper describes the notional SILAIS
admiili~trative structure already in place. It is important to emphasize, though, that as the
design of DHS was being completed, this structure was only just emerging in practice. Its
utility had yet to be tested by experience.

Accordingly, the first task of the M&F Specialist and his/her MINSA colleagues under this
component \,.,ill be to conduct a Management Analysis and Inventory-Diagnostic of the
SILAIS structure(s) as it/they exist as of the TA team's arrival. This effort will focus on
determining the financial and managerial resources and needs of the SILAIS. Available
analyses and data developed by other donors will be utilized and enlarged upon as appears
desirable. This activity will require two person-months (PMs) of the M&F Specialist's time,
plus two PMs of short-term international consultants. It may also be necessary to hire short
term Nicaraguan consultants. The inventory will be carried out at the 19 SILAIS by MINSA
personnel and the short-term consultants, and will be coordinated by the M&F Specialist.

This inventory will permit further elaboration of strategies to be applied at the SILAIS and
Central levels, and will provide updated information on the number, type and characteristics
of management and human resources that will be required under the new system. The results
of this inventory may suggest design adjustments to be made in the SILAIS management and
administrative systems.

Once the results of this inventory are in hand, the M&F Specialist and his/her MINSA
colleagues will report to MINSA and USAID on their findings, ass.ess the strengths and
weaknesses of the extant systems, and propose modifications (if and as appropriate) to the
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decree that formally established the SILAIS in mid-1992. The amended decree (if necessary)
will be issued as soon as possible following review and approval of this report.

2) Develop a SILAIS Financial Management System

Using the results of this inventory of existing SILAIS administrative and management
structures, the Management and Financial Specialist, along with short-term
FinanciallAccounting specialists, will work with MINSA to develop a Financiai Management
System (FMS) and procedures for the SILAIS level. This activity will begin early in the
second Project Year (PY). Design of the FMS will, during its initial phase, identify specific
cost indicators to be included in planning and programming the use of local resources. The
financial methodology so developed will be closely coordinated through the Comisi6n
Nacional de SILAIS with related efforts being undertaken by PAHO, and with the GON
Technical Secretariat that is to be established under the planned USAID-assisted Financial
Management Reform Project (FMRP, 524-0330).

Design of the FMS should be completed by the middle of PY Two. Following several
months of training in its use, the system should be fully operational on a test basis in one
selected SILAIS by the end of the second Project Year.

3) Extend the FMS to Additional SILAIS

After one year of testing and refining its operations, it will be possible to begin extending the
FMS to the rest of Nicaragua's 19 SILAIS. The decision as to the speed at which to expand
the FMS will be based in large part on the results of a mid-term evaluation of DHS
scheduled to take place at the beginning of Project Year Three. 23 As the FMS expands,
MINSA and the SILAIS (with the assistance of the long-term TA team) will use this systems
to determine - and ultimately control - their costs of operation.

4) Improve MlNSA's Infonnation Technology

The lack of information technology resources and modem management tools makes it
difficult for MINSA to manage its various health programs efficiently, and hampers the
Ministry's efforts to allocate its medical supplies and personnel appropriately and to control
and monitor expenditures accurately. Available information systems (whether manual or
automated) are not responding to the critical needs of MINSA and the SILAIS.

These critical needs are apparent in two areas. The first is a need for computers and
application software that will help MINSA and the SILAIS to manage resources and health
services efficiently The second is to identify and train human resources to manage and use
the equipment and software effectively.

:3 This evaluation is described in further detail in Section VI. "Monitoring, Evaluation, and Audit Plan".
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This subcomponent of DHS will attempt to satisfy thc:se needs. It will do so by providing
the technical assistance, commodities and training needed to:

o Create an Information Support Unit (ISU) within MINSA;

o Help MINSA establish an Information Technology Strategic Plan; and

o Establish a Manag,crrJc!lt Information System (MIS) that will help enable MINSA
manage the decentralization process efficiently, monitor and control improvements in
health service delivery, and manage its financial and human resources effectively.

These interventions will institutionalize the use of information technology as an integral part
of MINSA operations, and will help MINSA satisfy (in coordination with the USAID"assisted
Public Sector Financial Management Project) Ministry of Finance (MiFin) reporting
requirements.

Given the importance of this subcomponent to the overall success of DHS, two members of
the long"term technical assistance team, a Senior Systems Analyst/Manager and a Systems
Analyst/Programmer, will be assigned to assist MINSA in its implementation. Their
responsibilities are explained in more detail below.

The activities of the Information Technology subcomponent will be as follows.

a) Establishment of an Infonnation Systems Unit (ISm

First, the long-term TA personnel cited above will help MINSA establish a central
Information Systems Unit (ISU). The primary tasks of the ISU will be to establish
information technology policies, standards, and priorities; to coordinate all information
technology initiatives (including those funded by external donors) within MINSA and the
SILAIS; and to advise MINSA on the allocation of resources. 24 At the same time, the ISU
will provide services, technical support, and information management products to the other
MINSA units and to the SILAIS. This Information Systems Unit should be operational
within six months of the TA team's arrival.

b) Establishment of an Information Technology Strategic Plan

Once the ISU is in place, it will help MINSA develop an Information Technology Strategic
Plan. To establish this Plan, the ISU will conduct (with the assistance of the long"term TA
team) a detailed analysis of the computer and software requirements at MINSA Central and
at each SILAIS. The resulting report will detail current information management procedures
(and assess the efficiency and effectiveness of those procedures), physical infrastructure,

",I In this context, the ISU will work closely with the Comisi6n Nacional de SILAIS and MINSA's Office of
External Cooperation.
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hardware and software resources, staff computer capabilities, and information flows and
formats, and will specify the variables (e.g. numbcr of ,~mployecs included in, and cost of,
each employment category; resources consumed by c,lch health facility, etc.) that any
MINSA Management Information System should monitor.

Based on this analysis, the ISU will prepare and submit for approval by MINSA and USAID
a Strategic Plan that onc, summarizes MINSA and SILAIS information management
objectives; two, defines what resources are needed to achieve those objectives; thn.-.e,
identifies the gap between available information technology resources and the resources
required; and four, suggests priorities for satisfying the critical requirements. The Plan will
then suggest and advocate adoption of policies to allow the MINSA and the SILAIS to use
information technology resources effectively. It is expected that this plan will be completed
and approved within six months of the establishment of the ISU.

c) Design and Operation of a Management Infonnation System (1\'OS)

Upon completion and approval of the Strategic Plan, the technical assistance team will work
with the ISU to design and put into place a Management Information System. The MIS will
provide information on MINSA's administrative and financial management requirements in
areas including accounting, budgeting, human resources, payroll, inventory management,
office automation, and facilities management.

Using the recommendations of the Strategic Plan as a guide, the long-term TA team will
work with MINSA to prepare a conceptual design of the MIS. This design will highlight
vertical (SILAIS/MINSA) and horizontal (SILAIS/SILAIS) integration as well as the required
integration with other ministries (such as MiFin), ~a.ta standards, operating procedures, and
information flows. A critical 0bjective of the design will be to standardize systems, policies,
and information management procedures throughout MINSA and the SILAIS. This will
require coordination with the efforts of all donors through the Comisi6n Nacional de SILAIS.

To help design the MIS, the long-term TA team will use the recommendations of the
Strategic Plan as a guide to assist MINSA in drawing up a detailed list of and specifications
for hardware, commercial software (e.g. Lotus 123, Word Perfect, etc.), application
software (packages for specific functions such as accounting, human resources management,
etc.) and peripheral requirements needed for the MIS. These specifications will then be
provided to the USPHS, which will procure these commodities on MINSA's behalf. USAID
and MINSA expect that all requirements will be met with commercially available micro
computers and microcomputer-based software. Efforts will be made to identify off-the-shelf
solutions, and/or to identify applications previously developed and implemented in similar
institutions in the region, as well as applications available from international and other health
organizations (e.g., PAHO and CDC). Given the availability of these resources, it may not
be necessary for project implementors to develop their own software.
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The conceptual systems design and the pr,;}posed commodity list will be submitted to and
approved by both MINSA and USAID by the end of the second Project Year. Once this
approval has been granted, the TA team will help MINSA to develop a dct41l:ed
implementation plan for establishment and operation of the MIS. This plan will include
implementation schedules, project milestones, training plans and staffing requirements,
management plans, expected equipment delivery schedules, projected coordination efforts
among MINSA, the SILAIS, MiFin, and other donors through the eNS. The detailed
implementation plan will be reviewed and approved by both MINSA and USAID before it is
put into effect.

Upon approval of the implementation plan, MINSA (with the assistance of the long-term TA
team) will proceed to install this MIS in the selected pilot SILAIS (the same one used for the
Financial Management System) and to train the personnel in that SILAIS in its use. The
system is to be fully operational in the pilot SILAIS by the middle of the third Project Year.
After a year of fine-tuning its operations, MINSA will extend this MIS to the other 18
SILAIS. USAID and MINSA expect that this process will be completed by the middle of the
fifth (and last) Project Year.

Annex M, "Information TechnologyU, describes in illustrative terms the shape that USAID
and MINSA expect the MIS to take. The details of the system, of course, will change in
response to the findings of the analyses described above; its general parameters, however,
will likely not be adjusted significantly.

In brief, the SILAIS are expected to be the level at which most of the information and data is
collected, aggregated, processed, and analyzed. This data will be forwarded to the central
MINSA ISU for consolidation and dissemination. The systems to be installed at each
SILAIS will vary according to local requirements; however, the basic microcomputer
hardware and software at each SILAIS will include a file server and five workstations linked
via the Novell Netware local-area-network (LAN) operating system. 25 Each workstation
will be equipped with word processing and spreadsheet software. In addition, the SILAIS
system will have software capabilities for telecommunications (modem and communication
software), graphics, desktop publishing, statistics, and utilities. 26 All workstations will have
access to a laser printer and a dot matrix printer connected via the LAN; the entire system
will be protected by a UPS. The system at the central MINSA information systems unit will
consist of a similar configuration, but with ten workstations.

:J Novell Netware will be the LAN operating system to facilitate compatibility with the Health Information
System (HIS) that is to be installed in MINSA with support from the Spanish government. To the extent possible,
the design of the MIS system will integrate existing MINSA computers.

:6 Initially, data interchange and transfer between the SILAIS. MINSA, and MiFin i~ expectl!d to be carried out by
diskette rather than by telecommunication. This should change, however, as MINSA personnl!l become familiar with
the system and as Nicaragua's telecommunications capacity improves.
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Delivery of information tcchnology resources to MINSA and the SILAIS will be conditioned
on their providing appropriate sites for system installation. The long-term TA team will
certify that all sites scheduled to receive equipment have electrical outlets uf sufficient
capacity, and provide adequate security. The team will advise MINSA and SILAIS managers
on how to determine and meet the minimum physical requirements.

b. Technical Assistance in Support of MFD Activities

As noted, the MED component will be carried out during the second through fifth years of
the projcct through a long-term contract with the same U.S. institution that helps MINSA
implement the MH/CS component. Three members of the long-term TA team will be
dedicated to this component on a fun-time basis:

o A Mana~ement and Finance CM&F) Specialist, who will assist MINSA in defining
and implementing an optimum SILAIS organizational structure; developing, testing,
and extending a Financial Management System; and designing and overseeing training
for MINSA staff in the operation of that system.

o A Senior Systems Analyst/Manager, who will manage all project information
technology initiatives, including the establishment of the ISU, the development of an
Information Technology Strategic Plan, the design and installation of the MIS, and the
provision of on-the-job training for the potential systems managers, administrators,
and programmers who will assume responsibility for the MIS upon completion of the
DHS Project.

o A System~ An21ystQ?rogrammer, who will provide the technical expertise and
knowledge needed to coordinate and conduct personnel training (including on-the-job
training of the potential systems managers, administrators, and programmers who will
eventually assume responsibility for the MIS), coordinate and participate in the
installation and implementation of hardware and ~ioftware, conduct research and
analysis of off-the-shelf application software, and resolve other technical issues.

These experts will all assume their duties at the onset (If the long-term TA contract, and will
serve through the PACD. They will reside in Managlla.

In addition. the long-term TA t~.am will include a TraJning and Outreach Specialist who, as
noted. will divide his/her time between design and oversight of training required for the
MH/CS component and training required for the MFD component.

The long-term TA contract will also include funds fo;r 36 person-months (PMs) of short-term
technical assistance. Tentatively, 12 PMs will be allocatt'.d to the MFD component. Bidders
for the long-term contract will be invited to describe in their proposals how they would
program these short-term resources.
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Finally, the MFD component will also benefit from the services of the five SILAIS
Administrative Assistants (SAAs) whom the illstitutional contractor will hire locally. These
SAAs will be responsible for helping MINSA coordinate all DHS inputs, including those of
the MFD component, at the SILAIS level.

c. Training in Support of MFD Activities

To enable MINSA personnel to acquire the skills they need to use DHS resources, and thus
to support preventive health care efforts effectively, the MFD component of DHS will offer
five types of training: in general management skills, in general computer skills, in usc of the
new Financial Management System, and in use of the new Management Information System I

and in Transportation and Logistics. As with the MH/CS component, the training jt~elf wiH
be preceded by orientation workshops, curriculum design, and training-of-trainers
workshops.

1) Orientation Workshops on Entire MFD Component

Following the workshops that will be held to orient senior SILAIS and MINSA Central
executive personnel to the MH/CS component, the Management and Finance Specialist and
the Training and Outreach Specialist will prepare and conduct a second series of two-day
orientation workshops focused on the MFD component early in the second Project Year.
The purpose of these workshops will be to orient the Directors and Sub-Directors of all 19
SILAIS and their counterparts in MINSA headquarters (a total of some 200 participants) to
the objectives of the MFD component, and to explain to them in general terms the revised
financial and MIS systems that will be developed under the DHS Project. A more detailed
description of these systems will, of course, not be possible, for they will not have been
designed at the time the workshops are held. Nonetheless, USAID and MINSA believe it
wise to conduct these workshops early in the project as a means of establishing credibility
with, clarifying any confusion on the part of, and obtaining feedback from, senior SILAIS
staff. Their early participation will make it casier to design and implement the Financial and
Management Information Systems later.

2) Development of Training Plan for General Management Skills
(GEl\fS)

Once the project-sponsored Financial Management System described above has been
approved, the Training and Outreach Specialist and the Management and Finance Specialist
will use the feedback generated from these orientation workshops, from the SILAIS
assessment, and from the MINSA Human Resources Assessment to be carried out under the
Accelerated Start Component to work with MINSA to develop a plan for training SILAIS
personnel in general management skills (GEMS). This will involve first, assessing the
existing m;:l..nagerial skills of MINSA employees; and second, establishing detailed curricula,
manuals, and supervisory guides appropriate to the existing skill levels. To the extent
possible, the plan will seek to provide MINSA personnel with the management skills they
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need to carry out and oversee the integrated maternal health and child survival interventions
skills described in Section IIl.B.2 above.

USAID and MINSA expect that the long-term TA contractor may wish to subcontract, with a
local source of managerial expertise to help design this training plan and then to carry it out.
This training plan is to be submitted to USAID and MINSA for review and approval by the
middle of Project Year Two.

3) Training of Trainers (TOn for GEMS Training

Upon approval of the MFD training plan, the T&O Specialist and the M&F Specialist (with
assistance from short-term consultants as required) will provide a twelve-day Training Of
Trainers session (TOT) for 12 professionals selected from the ranks of the "Ejecutivos
Administrativos" at SILAIS and from MINSA CentralY These 12 professionals will be the
core MINSA trainers for subsequent training in general management skills to be provided to
a wider audience of administrative and managerial personnel. The TOT sessions will be
divided into three modules of three days each (one module for each for general management
skills, personnel management skills, and supervisory skills). The TOT program will ask
participants to suggest changes in or additions to the curriculum that will be presented in the
training modules at the next level (see below).

4) General Management Skills (GEMS) Training

Once the TOT sessions are completed, the GEMS training effort will be launched. This
program, which will begin late in Project Year Two and continue for (!pproximately eight
months, will be targeted at some 500 Directors, Sub-Directors, Ejecutivos Administrativos,
and other administrative personnel chosen from the 19 SILAIS and from MINSA Central.
Like the preceding TOT sessions, the GEMS training will be divideci into three modules of
three days each (one module for each for general management skills, personnel management
skills, and supervisory skills, particularly those related to the provision of the MH/CS
services DHS will promote).

Given that the subject matter of the GEMS training may, unlike the MH/CS training
described above, be somewhat outside the professional experience of the personnel involved,
USAID and MINSA do not expect to be able to carry out the training exclusively through
MINSA personnel. Accordingly, the long-term contractor will provide (possibly through the
local subcontract mechanism mentioned above) specialized short-term trainers to assist in the
GEMS effort. Each of these short-term specialists will work with a team of three MINSA
staffers trained under the TOT program; there will therefore be a total of four GEMS
training teams. The 500 trainees will be divided into 40 groups of between 10-15 persons
each; thus, each four-person training team will conduct 10 nine-day GEMS sessions.

Z7 Tentatively, USAID and MINSA expect that eight trainers will come from the SILAIS, whil~ 4 more will
come from MINSA Central.
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5) General Computer Skills

While the GEMS training effort is underway, the MFD component will also offer three-week
courses in general computer :ikills to approximately 250 SILAIS and MINSA Central ,.
employees. Trainees will be selected from among the "Personal Administrativo" and
"Ejecutivo AdministrC1~tivo" le:vels. The courses will be divided into three one-week modules
011 computer operation and the Disk Operating System (DOS); word processing; and
spreadsheet software. The 250 trainees will be divided into 25 classes of ten persons each;
thus, this computer training will require some 75 weeks, or approximately 18 months, to
complete. These courses, which are to begin in the second half of Project Year Two, will be
conducted by local specialists contracted by the long-term institutional contractor.

6) Training in Operation of the FMS

As the Financial Management System is installed in the SILAIS, the TA team's T&O and
M&F Specialists, with short-term assistance as required, will help MINSA provide training
in its operation. A first group of some 12 trainees from the "Ejecutivo Administrativo" level
of the SILAIS in which the FMS is first installed will be trained in its operation during the
second half of Project Year Two. Then, beginning approximately a year later, training will
be provided for personnel from other SILAIS and MINSA Central.

This training will consist of short courses of two weeks each. The subjects covered will
include budget formulation, execution and control, cash management, and cost and
accounting systems. By the end of the project, approximately 250 MINSA employees will
receive training in FMS operations.

7) Training in Operation of the MIS

Training will be critical to the success of the information system. Since there are currently
various computerization initiatives within MINSA, some technical capabilities and skills exist
at the central level. Their appropriateness and depth, however, is not readily apparent. On
the other hand, at the SILA!S level, computer expertise is either very limited or non-existent.
Therefore, identification, training, and nurturing of a technically skilled, MIS-literate staff at
the SILAIS, as well as MINSA Central, will be a major project objective. DHS will support
training in the following three areas, all of which will stress not merely how to operate the
system, but also how to generate, analyze, and apply the data it will provide.

a) Systems Management/Administration Training

This effort will train all those identified as potential systems managers/administrators.
SILAIS management, with the assistance of the institutional contractor, will choose at least
two individuals at each SILAIS to become the system managers/administrators. These
individuals will be given on-the-job training (OlT) by the Senior Systems Analyst and the
Systems Analyst/Programmer in areas such as technical resources management, LAN
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administration (Novell Netware as well as generic networking concepts',), computer centcr
management, software installation and troubleshooting, and the use of simplc
telecommunications concepts. It is expected that this on-the-job training will form a routine
part of the day-to-day responsibilities of these members of the technicall assistance team, and
that it will continue throughout the life of DHS. To supplement this on-the-job training, the
project budget reserves funds for up to 1200 person-days (30 days of training for each of 40
trainees) of specialized classroom training in topics related to the MIS.

b) Technical Starr Training

This effort will train individuals identified as potential systems analysts/programmers. The
Senior Systems Analyst/Manager and the Systems Analyst/Programmer, together with
SILAIS upper management, will identify at least two individuals at each SILAIS to become
the systems analysts/programmers there. Like the training for potential systems managers,
training for these individuals will be conducted on the job, and will include in·depth work in
areas such as microcomputer concepts (diagnosis, troubleshooting, and routine maintenance),
microcomputer software packages (Lotus, WordPerfect, Clipper, utilities, etc.), LAN
concepts, telecommunication concepts, database management, and other areas necessary for
the proper utilization of all SILAIS information technology resources. Again, on-the-job
training will form a routine part of the day-to-day responsibilities of these members of the
technical assistance team, and that it will continue throughout the life of DBS. To
supplement this OJT, the project reserves funds for up· to 1200 person-days (30 days of
training for 40 trainees) of specialized classroom instruction in topics related to the MIS.

c) General MIS User Training

Thi~ training will be for all individuals in a SILAIS that will need access to the computers
and other resources used in the MIS (Le. secretaries, data entry clerks, medical personnel,
etc.). Users will be trained in the appropriate use of microcomputer software packages
(Lotus, WordPerfect, etc) as they apply to the MIS. USAID and MINSA estimate that up to
400 employees will receive two days each of this general MIS user training.

8) Transportation and Logistics

Finaliy, the MFD component will offer courses in Transportation and Logistics to some 200
MINSA and SILAIS personnel involved in warehousing, shipping, maintenance, and clerical
work. These courses will be taught by one two-person team of MINSA personnel already
trained in the new FMS and MIS systems, supplemented by local short-term technical
assb'ance if required. The subjects to be covered are to include inventory control and
management, and the use of MIS and FMS software related to logistics. The trainees will be
divided into ten groups of 20 participants each; each course will last for two weeks. Thus,
the trainers will need some 20 weeks to complete this effort. This training is to begin in
Project Year Three.
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4. Alternate Sources of Finance

Although many of the DHS Project elements will reduce, rather than increase, MINSA's
recurrent costs by introducing greater efficiencies of operation, the sustainability of MINSA's
health delivery system is very much in question. The interventions of the MH/CS and MFD
components of DHS notwithstanding, MINSA will continue to experience extreme difficulty
in providing high quality health services - especially primary care, which has been low on its
list of priorities - because of its limited financial resources. In 1992, MINSA consumed
16.29% (C$ 421.8 million, or approximately US$ 78.8 million) of the GON's annual
budget. 28 This percentage is not likely to grow in the near to medium-term.

As shown in Tables 111-2 and 111-3 below, some 88% of MINSA's 1992 budget can be
described as recurrent, while only 23.5 % of its total budget is devoted to primary care:

BudgefCategory .•.......

Table I11-2:

Personnel

Non-Personal Services

Materials and Supplies

Current Transfc.t's30

Summary of MINSA Budget by Line Item, 1992
(Cordoba Oro)29

166,715,714

38,301,579

125,282,924

41,160,473

39.52

9.08

29.70

9.76

,
Sub-Total, Recurrent Costs

Machinery and Equipment

Construction and Improvements

17,855,000

32,500,000

88.06

4.23

7.70

Sub-Total, Non-Refmrrent Costs 50,355,000 11.94

:1 Republica de Nicaragua, Ministerio de Finanzas. "Presupuesto Gllneral de la Republica, 1992", pp. 25 and
101.

:9 During PP design, CSS.lr = USSl.OO.

30 Includes payments to FETSALUD, subsidies for transportation and food, scholarships. and other
miscellanllous costs.
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Table 111-3; Summary of MINSA Budget by Activity, 1992
(Cordoba Oro)

Budgei.Category Amount.Budgeted
...

% of Total

Administrative Activities 61,602,505 14.60

Community Projects 50,355,000 11.94

Primary Care 99,218,419 23.52

Public Sanitation 22,283,359 5.28

Secondary Care 139,360,736 33.04

Specialized Care 44,198,768 10.48

Human Resource Development 5,926,904 1.41

•• :.H. . TOTAL. ALLCOSTS.(/ " 421,815.690\' i:: ~::::: :;:::; :: ..:. 1>< 100.00 ~, ....•. ,\,•.:.. .. ". ..... . .. :: ........ :

Source: Republica de Nicaragua, Ministerio de Finanzas. "Presupuesto General de la
Republica, 1992", pp. 102-105

Moreover, while reliable figures on actual donor outlays in support of MINSA efforts are
difficult to obtain due to the multiplicity of accounting methods involved, the best estimates
available to USAID suggest that MINSA receives the equivalent of another $40 million
annually (half again as much as its own annual budget) in external assistance, some 80% of
which goes for recurrent costs. Thus, even to maintain the present, inadequate level of
services, MINSA must continue to rely on substantial donor subsidies.

The situation is simply not sustainable, and senior officials at both MINSA and the Ministry
of Finance realize this. Thus, in collaboration with USAID and other donors, the GON has
committed itself to an ambitious reform program in the health sector. The most significant
initiative to date is to occur under the auspices of the U.S.-funded P.L. 480 Title III Food
for Development Program. As part of this program, a three-year effort that, beginning in
1993, will link imports of wheat, soybean meal, and tallow to policy changes in the
agricultural and health sectors, the GON has pledged that by 1995, MINSA will have
identified and put into practice several methods of cost .containment and cost recovery. As
first steps in this process, the GON has agreed to a FY 1993 Title III policy agenda that calls
for Nicaragua to:

o Present to A.I.D. its time-phased plan for cost containment and cost recovery in the
health sector. This plan will address, inter alia, decreasing the list of essential
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medicines, increasing the usc of paramedics, the monetization of employee benefits,
and the development of fee schedules for curative services. 31

o Devote not less than 30% of MINSA's total budget to primary health care activities.

Prior to signature of the FY 1994 Title III Agreement, the GON is to be able to confirm that
the various cost containment and recovery measures identified in the 1993 plan have in fact
been adopted, and that expenditures on primary healt.h care are at least 35 % of the MINSA
budget. Prior to signature of t.he FY 1995 Agreement, the GON is to demonstrate that these
various measures are in full force and effect, and that expenditures on primary health care
have risen to 40% of the MINSA budget.

The GON's intentions are laudable, and have been well received by the donor community.
The policy reforms to be enacted under the Title III Program and supported by DBS, for
example, are consistent with and supportive of similar efforts sponsored by other donors, and
will be closely coordinated with the emerging efforts of those donors as implementation of
DRS proceeds. Nonetheless, important elements of the opposition Sandinista National
Liberation Front (FSLN) and of the Sandinista-affiliated Federation of Health Workers
(FETSALUD) remain committed to the seductive social mandate of free health care for all.
There remains (particularly given the politically polarized nature of Nicaragua's labor
relations) a significant possibility that it will prove difficult for the GON to convert these
intentions into practice. To carry them through, Nicaragua will need USAID's firm support.

Accordingly, the fourth component of DHS will help MINSA test, refine, and put into place
"Alternate Sources of Finance" (ASF) to help it shoulder its huge recurrent cost burden and
fulfill its pledge to devote more resources to primary care. The ASF component will work
with MINSA and the SILAIS to:

o Develop less expensive ways of providing excessively costly services and
interventions, and put these alternatives into practice.

o Help MINSA develop and put into place a new fee-for-service schedule.

o Conduct studies to identify new sources of income.

o Carry out seminars to build consensus within MINSA in support of these policy
measures.

The activities of the ASF component, and the technical assistance that will be needed to carry
it out, are described in more detail below.

31 Given the DHS Project's emphasis on expanding access to and use of preventive health care services. which
in the long-term are expected to reduce health care costs, it would be inappropriate - and counter-productive - for
MINSA to introduce fees for the provision of preventive services such as contraceptives.
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0. Development of Alternutives to Excessively Costly Interventions und
Services

As noted, recent efforts by USAID, other donors, and MINSA itself have provided senior
aON officials with a clear view of which of the services and interventions MINSA now
provides are the most costly, and of why they cost as much as they do. The challenge now
before MINSA is that of finding ways to provide the same Of' similar services at a lower
cost.

Preliminary information from various donor studies suggests that, at present, the most costly
practices include:

1) Incorrect prescription practices and over prescription

A list of essential drugs accompanied by therapeutic guidelines prepared by MINSA
authorizes the use of no fewer than 397 different products. This compares
unfavorably with the 226 products deemed necessary according to WHO guidelines.
A recent USAID-funded study suggests that MINSA physicians are over-prescribing
these products, and that up to 50% of the cost of a health care visit is attributable to
prescribed medicines. 32

This heavy reliance on prescription drugs is reflected in the MINSA budget. In 1990,
that budget allocated the equivalent of US$ 21.6 million to medicines (US$ 5.60 per
capita), while MINSA data indicate that US$ 42 million were expended. This gap
was largely filled by donors. This expenditure is significantly higher than that of
many other developing countries, including several with per capita incomes higher
than Nicaragua's.

2) Distribution and Storage of Drugs

Preliminary investigations funded by other donors suggest that MINSA suffers from
poor distribution and storage of drugs and pharmaceuticals. This results in product
spoilage and losses. In conjunction with the World Bank and DANIDA (the Danish
International Development Agency), the ASF component of DHS will examine the
existing system and recommend improved management procedures.

3) Use of physicians to provide primary care

Currently, MINSA delivers much of its primary care through relatively highly-priced
physicians instead of through nurses and auxiliaries. This practice is linked to, and

3: Olave and Zotelle, "Health Care Costs Study for the Grenada and Leon SILAIS". USAID. 1992.
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indeed may bc said to stcm in part from, the politically scnsitive requirement that
MINSA hire all medical school graduates.

4) In-Kind Delivery of Benefits and Services and Excessive AlIow~nces

MINSA now provides transportation, food, uniforms, and a variety of other benefits
and allowances to its employees on an in-kind basis. 33 MINSA acknowledges that
these practices impose a large cost burden, and has proposed to work to either
eliminate or reduce such allowances and to explore the possibility of providing some
or all of these benefits in cash. In addition, the Ministry itself provides food and
laundry services for patients in its hospitals; it may prove less costly to contract with
private providers for these services.

By the time the long-term technical assistance team to be funded by DHS arrives, MINSA
and USAID expect that the most costly practices, and the ones most amenable to elimination
or reform, will have been identified. Short-term technical assistance provided under the
Accelerated Start component will have helped MINSA introduce initial pilot measures to
reform these practices. There will, however, remain a great deal of work to do in terms of
assessing the effectiveness of these initial reforms, modifying them as necessary in light of
changing circumstances, and finding ways to extend successful reforms throughout the entire
SILAIS system. The TA team will work with MINSA to help it meet these challenges. For
example, it may be possible to save a good deal of money by contracting with private entities
to provide food and laundry services without diminishing their quality. Some particularly
costly practices could be eliminated altogether: for instance, rather than having a full-time
staff member assigned every night to each health service site, one roving staffer might cover
several facilities at once. Other such cost-containment alternatives may include limiting
physicians to the provision of secondary or specialized care; locating physicians only at the
health center or hospital level rather than at health posts; and altering prescription practices
to allow the use of generic drugs and reduce over- and indiscriminate prescription of drugs.
Analysis of the effectiveness of the pilot measures already introduced and of further cost
containment alternatives will begin immediately upon the long-term TA team's arrival.

The speed and extent to which MINSA will be able to extend these measures throughout the
health care system will depend, at least in part, on political factors outside the project's
control. The Title III policy agend~" and the food imports contingent on its fulfillment, will
provide one important mechanism to encourage the aON to maintain its resolve to cut
excessive health sector costs. The problem, however, is not merely political; in addition,
MINSA will require substantial technical expertise to devise creative and politically

Jl These other benefits include placing at least one full-time staffer on night duty (with corresponding extra pay)
at each health facility, 2nd paying "displacement" allowances to employees who work in areas in which they are not
I~gally resident.
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acccpmble ways of introducing these necessary but potentially painful measures, The long
term technical assistance tCc'lm will provide this expertise throughout the life of DHS,'l.l

b. Development and Enactment of a New Fee-Cor-Service Schedule

As no!ed in this PP's description of the Accelerated Start Component, USAID used PD&S
funds in 1992 to support a study of the cost to MINSA of materials, drugs, and personnel
(illcluding indirect costs) at several SILAIS. Similarly, the IDB is funding a study of the
demand for such services. With the assistance of the long-term institutional contractor, the
ASF component will use the results of these two studies to help MINSA design and put into
place, on a pilot basis, a fee-for-service schedule at selected health facilities as part of its
fulfillment of the FY 1994 Title III policy agenda. The TA team will then work with
MINSA to refine and expand this fee schedule to other facilities over the life of the project.

c. Conduct Studies to Identify Alternate Sources oC Income

Although MINSA and USAID believe trat the cost containment and cost recovery
alternatives set forth above offer great potential for cutting costs and expanding revenue, they
also realize that these measures alone will likely not be suffident to make Nicaragua's health
care system financially sustainable. To movc; toward that objective, it will be necessary to
identify new sources of revenue. To help MINSA do so, the ASF component will fund up to
four feasibility studies of such potential new sources. The actual Scopes of Work for these
studies, and their timing, will be determined by the long-term institutional contractor (in
consultation with USAID and MINSA) within three months of the team's arrival in
Nicaragua; the studies themselves will be carried out within the first two years of the TA
team's presence.

Notionally, USAID and MINSA expect these studies to focus on topics such as:

o The possibility of imposing special taxes (e.g. on liquor and cigarettes, on car rentals,
and/or on airline passengers) whose the revenues might be dedicated to MINSA.

o The possibility of allowing MINSA or the SILAIS to retain and manage revenues
collected locally.

o The possibility of reprogramming savings generated by cost-containment measures to
defray the local expenses of the facilities where those cost savings are obtained.

J4 While the current Title III Program is scheduled to end after FY 1995. it is highly unlikely that all the problems
involved in assuring the financial sustainability of Nicaragua's health care system will have been resolved by then.
MINSA will continue to need substantial assistance after 1995 to maintain and extend the initial series of reforms
described in this PP, and 10 develop new measures that respond to changing circumstances.
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Each of these studies will require between one and four PMs of short-term technical
assistance.

In the Project Grant Agreement for DHS, the aON will covenant to participate in and assist
these studies. The aON will also covenant that, within six months of the receipt of ~'lch

study of possible alternate rcvc"ue sources, it will either enact (on at least a pilot basis) the
recommendations of that study or satisfy USAID as to why it should not.

d. Seminars to Build Consensus In Support of Policy Reform Measures

The policy measures described above may seem unremarkable. In the Nicaraguan political
context, however, they arc likely to prove highly controversial. To help deal with this
controversy, the project will support a series of one-day workshops for SILAIS Directors and
senior personnel from MINSA Central to review the results of the pilot policy changes
already introduced and the findings of the studi~s of alternate sources of income. Thr.se
seminars will discuss the policy implications suggested by the pilot measures and by the
studies, and will examine how and whether the various measures proposed might be extended
throughout the health care system. These workshops will be presented by the short-term
consultants who carried out the studies and by the Chief of Party of the long-term
institutional contractor.

e. Technical Assistance in Support of the ASF Component

MINSA will carry out the ASF component with the technical assistance of the Chief of Party
(COP) of the long-term institutional contractor that will help MINSA implement the MH/CS
and MFD components. The same contractor will provide up to twelve person-months of
short-term TA to assist in the development of policy measures and the conduct of studies of
alternate sources of income. USAID expects that the COP will devote approximately 50% of
his/her time to the ASF component; the balance will be devoted to oversight of the activities
of the other components. The COP will arrive in late in the first Project Year and remain
through the March 1998 PACD. S/he will reside in Managua.
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SECTION IV: Il\1])LEMENTATION AIU{ANGEMENTS

A. Schedule of Malor Implementation Actions

The key actions scheduled to take place under each of the project components arc
summarized in the tables below. Annex L, "Detailed Implementation Schedule," provides
GANTT charts illustrating the sequence in which activities are to take place.

Table IY-li Major Implementation Actions, Accelerated Start
Component

~I

ESTIMATED· DA1'ES:
ACTION

BEGIN: I END:..

PIO/T for Gray Amendment Firm 2/93 3/93

PIO/T for U.S. Public Health Service 3/93 4/93

Sign PASA with U.S. Public Health Service 6/93
Contract with Gray Amendment Firm 6/93

TA frOID U.S. Public Health Service:

Survey of Immediate Commodity Needs 6/93 7/93

Complete Commodity Lists 7/93 8/93

Place Commodity Orders 8/93

Receive Commodities 11/93 1/94

Training in Commodity Use 11/93 1/94

TA from Gray Finn:

Survey Other Donor Activities 7/93 8/93

Human Resources Assessment 7/93 8/93

Baseline Data Study 8/93 11/93

Analyze Cost Containment Alternative:; 8/93 11/93

Design Fee Schedule for Curative Care 9/93 12/93
..i==="~
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II

"'
.)

Mnjor I)rojcct Mobilization Actions

ESTIMATED DATES:
ACTION:

BEGIN: I END:....
.. :..

PIOIT for Long-Term TA Contract 3/93 4/93

Prepare and Issue RFP for LT TA Contract 4/93 5/93

Receive Offers 6/93

Technical Review 7/93 8/93

Contract Negotiations 8/93 9/93

Award Contract 9/lJ3

Long Term Tech. Asst. Team Arrives 11/93

Table IY-3; Major Implementation Actions, Maternal Health and Child
Survival Component

....... :i:FSTThfATED:DATES;
ACTION: ..

BE(;IN~:: .•>I END:•..•..•.. > ....

Training in Commodity Use l 11/93 1/94

Long Term Tech. Asst. Team Arrives 11/93
MH/CS Orientation Sessions 12/93 12/93

Develop MH/CS Training Plan 12/93 2/94

Subcontract with Local Ad Firm 1/94

Design IEC Campaign 2/94 5/94

Training of Trainers for HIT, HPT 2/94 3/94

Health Intervention Training (HIT) 3/94 8/96

Short-Term U.S. Training 4/94 9/96

Pre-Test IEC Materials 6/94 8/94

Conduct lEe Campaign 9/94 12/97

Health Promotion Training (HPT) 5194 12/95

Mid-Term Evaluation 6/95

I The initial stock of commodities will be ordered by the U.S. Public Health Service under the Accelerated ~tarl

Component.
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Table IV-:!i Major ImplcJ:1cntntloll Actions, Management and Financial
Dccentrallzutlon Component (Mnnngcmcnt Subcomponent)

sary

···ESTIMATEDDATES:
······.·.ACTION: .. ···BEGIN: I END:

Long Term Tech. Asst. Team Arrives 11/93
Inventory SILAIS Structure 12/93 2/94
General Orientation on MFD Component 1/94 1/94
Subcontract for MFD Training* 1/94
Design Financial Management System 1/94 4/94
Issue New SILAIS Decree(s)* 3/94
Design General Mgt. (GEMS) Training 4/94 6/94
Develop FMS Curriculum 4/94 6/94
Training of Trainers for GEMS 7/94 7/94
FMS Training in Pilot SILAIS 7/94 10/94
GEMS Training 8/94 4/95
General Computer Training 4/94 3/96
Transport/Logistics Training 10/94 10/95
Mid-Term Evaluation 6/95
Extend FMS to 19 SILAIS 11/95 4/97.

III If neces

...-

Table IV-5: Major Implementation Actions, MFD Component
(lnfonnation Technology Subcomponent)

.....
< .•..••.••.••• \:ESTIMATED DATES: . ..

ACTION: >
. '::> ·····BEGIN , END:' .. ' .:-:.:":;:-:::::' :_.

Long Term Tech. Asst. Team Arrives 11/93
General Orientation on MFD Component 12/93 1/93
Establish Information Systems Unit 10/93 4/94
Establish Information Plan 4/94 7/94
Design Management Info. System (MIS) 7/94 10/94
MIS Training in Pilot SILAIS 11/94 3/95

· Mid-Term Evaluation 6/95
Extend MIS to 19 SILAIS 4/96 4/97
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Tobie IY-6: Major Implementation Actions, Alternate Sources of Finance
Component

··.ACTION:
·EsTIM'ATED DATES':'

8/93 11/93
9/93 12/93

11/93

Analyze Cost Containment Alternatives·
Design Fee Sch(~JlJlc fOt" Curative Care·

Long Term Tec:h. ,\'sst. Team Arrives

1st Study of A!~. Income Sources

2nd Study of All. Income Sources
Mid-Term Evaluation

3rd Study of All. Income Sources

4th Stud of Alt. Income Sources

1/94

8/94

2/95

8/95

6/95

5/94

11/94

5/95

11/95

* To be u~dertaken by the Gray Amendment firm under the Accelerated Start Compunent.

B. Procurement Plan

1. Procurement of Technical Asslistance

The DHS Project will procure technical assistance through two separate processes. First,
USAID will contract with a Gray Amendment firm for implementation of the Accelerated
Start Component. 2 Second, USAID will select a long-term institutional contractor through
full and open competition to furnish technical assistance and training for the MH/CS, MFD,
and ASF components.

a. Selection of the Gray Amendment Contractor

As described in Section III of this PP, the Gray firm will provide the short-term specialists
listed in Table IV-7 below to assist MINSA in carrying out a human resources assessment,
surveying the activities of other donors, fulfilling the 1994 P.L. 480 Title III policy agenda,
and gathering baseline data on project objectives.

: Annex N contains a justification for USAID's decision to procure this assistance through the Gray Amendment
mechanism. In brief, the Mission's analysis concluded that the Gray mechanism would be the most effective way to
acquire urgently needed technical assistance during the project's first year. Other than full and open competition is
permitted when contracting with a Gray entity using DA funds, and other mechanisms considered (e.g. IQCs, 8(a)
firms) are either too limited in scope or would require too long to contract.
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Table IV-7: Short..Tenn I)ositlons, Gray Finn Technical Assistance to ASF
Component

... : ..... : POSltJOD Person-Months: '.• Task(s): .... :: .......... '.'

International:

Human Resources Specialist 1 Human Resources Assessment
Health Management Specialist 1 Other Donor Survey
Health Policy Specialist 2 Policy Reforms
Pharmaceutical Management Spec. " Policy Reforms...
Health Care Financing Specialist 2 Policy Reforms
Statistical Analyst 3 Baseline Data Collection

Nicaraguan:

Data Gatherers (5) 3 each Baseline Data Collection

To initiate procurement of the Gray Amendment contractor, USAID's General Development
Office (GOO) will draft and obtain clearance of a PIOtTo Following its signature, USAID
will issue a Request for Proposals (RFP) to some four to six firms belieVed to have the
required expertise. A Technical Review Panel will evaluate and rank the responses to this
RFP; the USAID Contracts Officer will then begin negotiations with the firm that presents
the most advantageous offer. If these negotiations are successful, USAID expects that the
Gray firm will begin work in or about June 1993.

b. Selection of the Long..Tenn Institutional Contractor

USAID will select the long-term institutional contractor through full and open competition
among eligible U. S. firms. Thh; long-term contractor will fill the positions summarized in
Table IV-8 on the following page. 3

) This PP reflects USAID's best estimate of which technical assistance positions will be: filled by "international"
personnel and which by Nicaraguans. Bidders for both the technical assistance contracts will be invited to offer their
own estimates of the best mix of expatriate and Nicaraguall personnel, and will be encouraged to use qualified
Nicaraguans whenever possible.
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Table IV-:& Summary of Long-Tenn Technical Assistance
to be Provided under DHS

;..... ';." .. <Position: •.... '. ',<.. ...i>. Person<:l\1ontbs
, ..,::."" .. ' ;;"

International

Chief of Party 51
MH/CS Specialist 51
Training and Outreach Specialist 30
Management and Financial Specialist 51
Senior Systems Analyst/Manager 51

Nicaraguan:

SILAIS Administrative Assistants (5) 48 each
Health Trainer 21
Systems Analyst/Programmer 51

Working with the USAID Contracts Officer, the Project Officer within GDO will develop the
Scope of Work for the contract, evaluation criteria, and will draft and obtain USAID and
MINSA approval of the required PIOtTo U.S. firms who have had experience in managing
health sector activities such as those planned for DHS will be notified of the procurement
through AID/W technical offices, and an advertisement will be placed in the Commerce
Business Daily (CBD). The USAID Contracts Officer will then issue a Request for
Proposals to those organizations requesting one. The replies to this RFP will be reviewed by
a USAID technical committee on which MINSA will be represented. The Contracts Officer
will then begin negotiations with and (if these are successful) award the contract to the firm
offering the most advantageous proposal to the U.S. Government.

USAID expects that this procurement process will begin upon project authorization, and that
the institutional contractor will begin work late in CY 1993. Gray Amendment entities will
be encouraged to participate in the competition for this contract, and the RFP will contain a
provision requiring at least 10 percent subcontracting to Gray Amendment firms. 4 The long
term institutional contractor's team is to arrive as the Gray Amendment firm is completing its
contract, and will serve through the PACD of March 1998.

2. Procurement of Commodities

As soon as possible following authorization of the DHS Project, USAID will execute a
Participating Agency Service Agreement (PASA) with the U.S. Public Health Service

4 USAID expects, however, that the Gray Amendment firm providing short-term TA under the Accelerated Start
Component will be excluded from competing for the long-term TA contract.
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(USPHS) to procure aU project-funded commodities other than contraceptives (which will be
procured through AID/Washington) and those commodities which by their nature must be
purchased locally. As explained in Section III of this Project Paper, USAID and MINSA
worked with the USPHS in the latter's capacity as the implementing agent for the 1990..92
Pharmaceutical Medical Supplies Project, an emergency procurement effort launched shortly
after the 1990 election of the Chamorro government. Both USAID and MINSA were
extremely satisfied with USPHS's work on that project, and believe that this organization has
the requisite expertise to playa similar role in the context of DHS. USAID expects to sign
the PASA with the USPHS in or about June 1993.

Section III describes how the USPHS will confirm and update this PP's estimates of
MINSA's immediate commodity requirements in the five focus SILAIS. First, USPHS will
provide one month of short-term assistance from a Health Service Delivery Specialist, and
for five locally-hired Public Health Specialists to assist him/her. These experts will work in
each of the five focus SILAIS to confirm the commodity needs estimates made during PP
design. Once these estimates have been confirmed, the USPHS wiJ) send a Commodity
Manaeement Specialist to Nicaragua for two months. This individual will be expected to
prepare a detailed list (including quantities and technical specifications) of those immediate
requirements, obtain USAID and MINSA approval of that li~t, and forward it to the
USPHS's procurement offices in Maryland. All these positions, local! and U.S., wiJ) be
funded by the PASA with USPHS.

The USPHS will then proceed to fill these commodity orders in accordance with its standard
procurement procedures. The Service wiH either supply the commodities from its own
warehouses; order them from the Federal Supply Schedule; purchase them via a shared
procurement arrangement with the Veteran's Administration and/or other U.S. Government
entities (this would allow larger quantities, and thus lower unit costs); or procure them
competitively by soliciting offers directly from potential suppliers. The USPHS will, as it
has on previous A.LD.-funded activities, choose the procurement mechanism that effers the
lowest possible costs.

To assure the proper use of !~leSe commodities, the PASA will also contain funds for up to
two months of short-term technical assistance from the USPHS during the first project year
to train MINSA staff. This training will be timed to coincide with the arrival of the
commodities.

The USPHS will repeat this process every year for the life of DHS. To help MINSA and the
institutional contractor estimate commodity needs, place orders to fill those needs, and train
MINSA staff in the correct use of the commodities purchased, the PASA will contain funds
for up to one person-month per year of on-site short-term technical assistance during Project
Years Two through Five. Table IV-9 below summarizes the commodity-related technical
assistance that USPHS will provide.
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Table IY..2.& Commodlty..Relatcd Tf~chnlcal Assl!.tancc from U.S. Public Health
ServJcc

< • <Function: .\ ····.TJndng~ .•.. ·· ·PMs .,"·;"j::/::\i) .::: ':"::": .:.;: ~

. :
,'.";.:': :' , .. ,.,:::"-International:

Health Service Delivery Specialist Mid..1993 1

Commodity Management Specialist Mid.. 1993 2

Training in Commodity Use Late-1993 2

Short Term TA as needed in Commodity
Procurement and Use 1994-1997 4

Nicaraguan:

Public Health Specialists (5) Mid-1993 5

To assure compliance with applicable A.J.D. regulations, USAID will request that, beginning
in the second Project Year, the USPHS develop an annual procurement plan in consultation
with both MINSA and the long-term technical assistance contractor. This plan should specify
the expected source, origin, quantity, and approximate value, and proposed procurement
mechanism for all commodities to be procured for the project in the c:Jming Fiscal Year.
Approval of this plan by both USAID and MINSA will be required before the USPHS places
any commodity orders.

As part of its review of each annual plan, USAID will seek guidance from AID/W/IRM
before approving the purchase of any computers and/or software. USAID will also assure
that all project procurement complies with all A.I.D. policies (e.g. source and origin,
eligibility, marking, etc.). In the case of vehicles, the USPHS will seek specific written
authorization from the USAID/Nicaragua Contracts Officer before soliciting quotes for
vehicle procurement. Any vehicles purchased must be of U.S. source and origin. Since
pharmaceuticals are on A.I.D. 's restricted commodity eligibility list, application for approval
of pharmaceuticals (A.I.D. Form 11, included in Handbook 15) must be sent to
AID/WIM/OP by USAID upon finalization of the commodity list. All pharmaceutical items
must meet FDA standards. Additionally, the USPHS will need USAID's authorization
should it choose to procure medical or other supplies and equipment for the DHS Project
from the General Services Administration (GSA).

All project commodities imported into Nicaragua will be delivered on a C.I.F. basis.
Assistance in custom3 clearance and delivery will be the responsibility of the GON. All
commodities will be inspected rold accepted upon receipt by a receiving and acceptance
officer who will be designated, in writing, by USAID. MINSA will be responsible for
providing the: necessary local insurance and storage. Additionally, MINSA will (as a
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Condition Precedent to placing any commodity orders) provide, in form and substance
satisfactory to USAID, a Jist of the locations to which thes~ commodities wi)) be distributed,
the general purposes for which these commodities will be used, the officials who will be
responsible for control of their use, and a description of the steps the GON's Ministry ,of
Health (MINSA) will take to provide for ttl" physical security and proper management of
those commodities.

The authorized Geographic Code for these procurement actions will be 000 plus Nicaragua
and the Central American Common Market countries. It is expected that vehicles,
computers, and medical supplies will be purchased from the United States. Some other
items, notably certain small value office supplies, will be purchased locally by the
institutional contractor to support its own operations. These purchases will be valued under
$25,000 per transaction. The origin of these goods will be Code 000 whenever possible.
The contractor will be required to use appropriate solicitation documents (IFB/RFQ) and to
use good commercial practices when soliciting quotations from local vendors.

69



SECTION V: COST ESTIMATE AND FINANCIAL PLAN

The overall cost of the DHS Project over its five-year life is expected to be $29.4 million.
This will include an A.J.D. contribution of $22.0 million (74.8%) of the total l

, and GON
contributions equivalent to $7.4 million (25.2 %of the total).

A. The A,I,D, Contribution

The A.I.D. contribution will include an initial obligation of $7,220,638 in FY 1993 funds
composed of $4,000,000 in Development Assistance Funds (OAF) earmarked for child
survival; $1,720,638 from the Child Survival account; $1,000,000 from the Health account;
and $500,000 from the Population account. Additionally, USA.ID will transfer another
$700,000 in FY 1993 Population funds to AID/Washington for the purchase of
contraceptives. USAID expects that subsequent incremental obligations lctalling $14,079,362
will be made from the appropriate Development Assistance accounts in FYs 1994-96. The
planned obligation schedule is summarized in Table V-I below:

Table V-I; Planned Obligation Schedul~

1993

1994

1995

1996

6,720,638

4,600,000

3,400,000

3,279,362

1,200,000

800,000

1,000,000

1,000,000

7,920,638

5,400,000

4,400,000

4,279,362

Totals;

The A.I.D. contribution will finance technical assistance, training, policy analyses, and the
purchase of equipment and supplies. Table V-2 on the following page summarizes planned
AJ.D. expenditures by project input for each Project Year. 2

I The planned A.I.D. contribution includes $2.6 million in Population funds over the life of the project for the
purchase of contraceptives. These funds will not be obligated through the bilateral Grant Agreement that USAID
will sign with the GON for this project. Instead, USAID will transfer these funds to AIDlWashington for obligation
through the Agency's central Contraceptive Procurement Project.

: In these and all other tables included in Section V, totals may not equal 100% due to rounding. Detailed
budget estimates on which these figures are based are presented in Annex F.
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Iahle Y.·2j I)lenncd A.I.D. Expenditures by Year and Type of Input ('000)

-
Input .Type/ProJcct Year: .... One Two, Three .·.··.Fou..· Five- TOTAIJ

. . ... .... '

Technical Assistance 994 1,599 1,621 1,537 1,216 6,968
Commodities 1,465 862 874 874 663 4,737
Contraceptives 236 457 549 629 729 2,600
Training 2 752 1,274 758 299 3,084
Evaluation and Audit 10 10 100 10 100 230
Immunizations 1,000 850 700 550 400 3,500
Contingencies/Inflation 15 130 237 262 237 881.
Totar· ,'.:: 3722 ~~669> 5~3S5 .4f~20 3,644'· ';'.>:'-: 22,009.,', ,

... " ......:

Figure 1 below illustrates this planned division of A.J.D. expend:tures by type of input over
the life of the project:

E~·AL.UA ~ .OW AUD IT C1 O!ll;)

IMMUNIZATION ('~ 9~)

fECH ASST (3 1 ~~)

Figure 1: A.I.D. Expenditures by Type of Input

Table V-3 details planned A.J.D. expenditures by Project Year and component:
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Tobie V~3Planncd A.I.Il. Expcndlturc.Ci by Project Year and Component
($ '000)

Project .Component/Year: One. Two. Tl1ree Four Five·.·•. ' ••. "fOTAL
. ...•.

Accelerated Start 1,883 0 0 0 0 1,883
MH/CS'" 414 2,400 2,973 2,623 2,068 10,478
MFD 280 984 1,068 911 614 3,857
ASF 120 285 277 264 224 1,171
Evaluation and Audit 10 10 100 10 100 230
immunil."ion 1,000 850 700 550 400 3,500
('~:i,ingencies/Inflation IS 130 237 262 237 881

Total 3,722 14~660 5,355" <4"620'.· '3,644 22,000
. :., ", .c, . ..

III = Includes contraceptives

Figure 2 below iHustrat'ts this planned division of expenditures among the project
components over the life of DHS:

,------------------------_._-----.
::OIHINGENCy( IljFLATlnl~ (4 O_l6)_,...--_ACCELEI=lATED START (8 61l:)

..

MFD (P 516) \,.

MHI CS (47 6")

I
Figure 2: A.I.D. Expenditures by Project Component

Finally, Table V-4 on the following p~ge sh')ws how each of the planned inputs will be
divided among the project components:
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l'llble .Y.:!i Division of Inputs by I)ro,~cct Component

..
Component '.tc.'cb. Asst. Commodities Tralnlna· Other 1'otal.
Accelerated Start 417,809 1,465,300 ° ° 1,883,109
MH/CS 2,473,078 5,250,Ll9 2,755,000 ° 10,478,197
MFD 2,905,864 622,000 329,160 0 3,857,024
ASF 1,170,936 0 0 0 1,170,936

SubwTotal 6,967,687 7,337,419 3,084,160 ° 17,389,266
l--•.

Immunization 3,500,000
EvaJ./Audit 230,000
Con.lInfl. 880,734

TOTAL COSTS 6.967,687 7,337.419 3,084,160 4,610,734 22,000.000
.

B. Government of Nicaraa:un Contl'ibu.timJ

The Government of Nicaragua will make local currency and inwkind contributions equivalent
to at least U.S $7.4 million, or 25.2 % of total projec;t costs. As detailed in Annex F, these
contributions will include the provision of facilities, eith~r rented or of its own, to be used as
offices for project personnel and storage for project provided goods; the fullwtime salaries of
MINSA personnel designated to serve as counterparts to the projectwfunded longwterm
technical assistance team; and the salaries of its employees while those employees are
participating in project-funded training. The GON contribution will also include a portion
(5 %) of the salaries of certain employees in the five focus SILAIS of the project during the
time those employees are participating in project..related activities.3 Throughout the life of
the project, the GON will submit quarterly reports to USAID detailing its accumulated
contribution.

Table V-5 below summarizes planned GON expenditures for each project year:

3 The actual value of the GON contribution is estimated at $12.606.680. For presentational purposes. summary
sections of this PP and the ensuant Project Grant Agreement will list the GON contribution simply as "not I~ss than
$12.6 million."
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faUlt V·S; 1)lurlllcd GON Expenditures by l'ro.Jcet ¥cur (U.S. $'()()() cqu; ,'Silent)

-' -
CatcgQry:

,

One rrwo' 1bree 'Four .~Ivc' Totuh
1-. "

Provision f F '1" 10 61 61 61 61 256o aCLllIC,'i
S~laril;!; of Counterparts 8 33 33 33 33 139
Operational Support 0 1,609 1,609 1,609 1,609 6,437
Salari(~s of Trainees 1 156 216 175 60 608

Total:
,'...

"I' 19 1,859'" <~;919" \1~878 1~763 >'7440
,," . ~""',""".'

r~oundcdTo:
','

, ", ::»>-::::; .. ,
< 7~4~9 ·

"'. '"
.,.',

' '

..,1_....

Tabk V"6 Hlusi:rares liu'w tncse GON expenditures will be divided among the components of
the project:

Table V-6i Planned GON Expenditures by Project Year and Component
($ '000 Equivalent)

,ProjectColOIJODent ., One', '
"

Maternal Health/Child Surv.

Mgt/Fin. Decentralization

Alternate Sources of Finance

14

4

1

1,047

793

19

1,098

802

19

1,079

781

19

967

777

19

4,205

3,157

78

Total:
RoundedToi

,

"",~

Annex F includes a more detailed presentation of this expected GON contribution, as well as
an explanation of the assumptions included in its calculation.

C. Summary of Total Contributions

Table V-7 summarizes total expected contributions from the GON and A.I. D. by input:
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IahJJ:..Y.:.7 'fotul LO)) Contributions by Type of Input nnd I:undlng Source

Input Category: CON Atl.D. TOTAL
"

Technical Assistance 6,831,743 6,967,687 13,799.430

Commodities 7,337.419 '1,337.419

Training 607,787 3,084,160 3,691,947

1mmunizatinn 3,500,000 3,500,000

Evaluation 180,000 180,000

Audit 50,000 50,000

Contingency and Inflation 880,734 880,734

TOTALS: 7,439,530 22,000,000 29.439,530

Table V-8 lists total expected contributions from the GON and A.I.D. by project component:

Table V-8; Total LOP Contributions by Component and Funding Source

Project·.·.Componcnt GON A.I.D. .>' ' TOTAL:

Accelerated Start 1,883,109 1,883,109

Maternal Health/CS ~ ,204,832 10,478,197 14,683,030

Mgt/Fin. Decentralization 3,157,057 3,857,024 7,014,081

All. Sources of Finance 77,641 1,170,936 1.,248,577

Immunization 3,500,000 3,500,000

Evaluation 180,000 180 1000

Audit 50,000 50,000

Contingency and Inflation 880,734 880,734

TOTALS:
'... 7~4~9,S30 ' 22,000,000 .... ." ..

,29,439~S~0 .,

D. Methods of Implementation and F'inancin~

Table V-9 shows the preferred methods of implementation and financing fur the A.J.D.
contribution by type of project input and by anticipated project element. The amounts
presented, like all the budget figures in this Section V and in supporting Annex F, represent
the best estimates available at the time of project design. Budget revisions will be made as
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necessary during the life of the Pl'qJcct b~lsed on actual flgures negotiated with the various
suppliers of goods and services.

Tuble Y"2 Methods of Implcmentatloll and Flnanclne
by Project Element lind Input (U.S. $'000)

Project Element
••

Methodof···· •.•.·•. ·.·•· . Method9! .'. Estimated
.. '

mlp)ementatloll Flnanc)D,." '. Amount·.

TA from Gray
Amendment Firm AID Direct Contract Direct Pay 303

.'....,.

U.S. Public Health Participating Agency
Selvice Service Agreement Direct Pay 4,932

Institutional Contract
• Technical Asst. AID Direct Contract Direct Pay 6,470
• Training AID Direct Contract Direct Pay 3,084

Contraceptivr, OYB Transfer to
Procurement AID/Washington Direct Pay 2,600

Immunizations Handbook 13 Grant to Direct Pay 3,500
PAHO (Buy-in)

Evaluation/Audit
- Evaluations AIn Direct Contract Direct Pay 180
• Audit AlD Direct Contract Direct Pay 50

ContingencylIn flation 881

A.I.D.Total ;\ ,-; .. ·· .•····T;;;~·· .·.·22··000·····.; ". . .. . .. . ....... .. ............... > \ .. ' ..r ".......

E. Division of First Year Obligation

The Amplified Project Description attached to the Project Grant Agreement for DHS will
specify that the planned initial FY 1993 obligation of $7,220,638, which will be made
through a bilateral Project Grant Agreement with the GON, should be divided among the
various project elements as shown in Table V-I0 below:
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Tuble V-JJli. Division of Illltiul IT 1993 Ohllgutlol1 Among I)rojcct Elements
($'000)

Expected<Future &1lmated
I Project Element FY 1993 Obllgutlons LOl'Total

: ..
Contract with Gray Firm 303 0 303

PASA with U.S. Public
Health Service 1,580 3,352 4,932

Institutional Contract 4,313 5,241 9,554

Contraceptive
Procurement 0 2,600 2,600

Grant to PAHD 1,000 2,500 3,500

Evaluation 0 180 180

Audit 10 40 50

Contingencies & Inflation 15 866 881

TOTALS: 7,221 14,779
....

··22.000« ...:.. :
: ..

A subsequent FY 1993 obligation of $700,000 in Population funds will be made via an DYB
Transfer to the central Contra~eptive Procurement Project. Thus, total obligations in FY
1993 will be $7,920,638.
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SECTION VI: MONITOIUNG, EVALUATION AND AUDIT

A. CQllectlolJ of Roseline Data

Monitoring and evaluation must begin with the collection and assembly of baseline data.
Because data on the variables against which the success of DHS will be measured are, at
present, either unavailable, unreliable, or not disaggregated by gender or location, one major
effort und(~r the: Accelerated Start Component (ASC) will be the collection of baseline data in
the five focus SILAIS on the progress indicators listed in Annex A, "Logical FramevJork".

As described in Section III, the Gray Amendment firm that will help MINSA carry out the
ASC will design a methodology for gathering, and then help MINSA gather, baseline data on
the c.ld-of-Project Status Indicators (EOPS) and Objectively Verifiable Indicators (OVIs)
included in the Logical Framework. Results from the ongoing national Family Health
Survey being carried out by Profamilia and the Centers for Disease Control (CDC) are
expected to be available by September 1993, and will provide a portion of the needed data at
the national level. Similarly, MINSA's Expanded Program of Immunizations will continue
to gather and make available statistics on immunization coverage, while the national census
the GON is to carry out in 1994 will provide population data.

Other data, however, - particularly those on incidence of diarrheal disease and ARI,
nutritional practices, and clinical visits - will have to be gathered by examination of records
at the individual focus SILAIS. To carry out this baseline study, the Gray firm will provide
the full-time services of one senior Statistical Analyst. S/he will supervise the work of five
locally-hired data gatherers, each of whom will work at one of the focus SILAIS. US.A TO
and MINSA est;,mate that this effort will require some three months to complete. It .A1 tA:.'-,
place during the first Project Year (PY).

B. Project Monitorim:

Timely periodic monitoring is critical to determ,llimg implementation progress. USAID and
MINSA will therefore monitor DHS on a continuing basis. This will involve gathering
information on the provision of inputs, changes in the OVIs and EOPs as the project
proceeds, and on other actions essential to project success, both in the area of technical
assistance and training and in the area of provision of MH/CS services to ultimate
beneficiaries.

The USAID Health Officer, a U.S. Direct Hire employee working in the General
Development Office, will have the primary responsibility for monitoring all components.
S/he will be assisted in this capacity by a TAACS (Technical Assistance in AIDS and Child
Survival) advisor also working in GDO under a Participating Agency Service Agreement
(PASA) with CDC. Their office-based monitoring functions will include:
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o Review of all periodic reports submitted by the SILAIS to MINSA to verify receipt of
scheduled technical assistance, commodities, and training, use of funds, health service
delivery activities, compliance with the SILAIS mandate, and possible problem areas.

o Review ()f periodic reports submitted by the long-term technical assist.1nce contractor
and by the U.S. Public Health Service (USPHS), which will procure all offshore
project-funded commodities (except contraceptives).

o Regular discussions with the Chief Of Party and members of the long-term
institutional contract team as to overall project progress.

o Regular discussions with MINSA officials about project progress and problems.

o Serving as the USAID represent3tive(s) on the Comisi6n Nacional de SILAIS (eNS)
to assure its ongoing functioning and effectiveness.

Site visits (a minimum of four per SILAIS per year) by the USAID Health and TAACS
Officers will include:

o Briefings by the SILAIS Director on project activities in his/her SILAIS, along with
recommendations for improvements and/or corrective actions.

o Discussions with MINSA and community health workers to verify field conditions and
the operational effectiveness of SILAIS activities.

o Discussions with municipal officials and other local authorities.

To facilitate these monitoring efforts, USAID will seek to assure that the Management
Information System (MIS) to be developed under the MFD component includes mechanisms
for providing useful information on the variables noted above. The inclusion of such
mechanisms will be a major factor in USAID's decision whether to approve the systt {J

design submitted by the institutional contr.actor.

C. Project Evaluation

During the life of DHS, USAID and MINSA will conduct two joint project evaluations.
These will examine the Project as a Whole to determine whether it is moving toward its
purpose, whether planned outputs are being attained, and whether the implementation
mechanisms outlined in this PP are effective in delivering planned inputs. MINSA and
USAID will work together to develop detailed Scopes of Work for these efforts. The main
users of the information gathered will be the individual SILArS, MINSA, the Comisi6n
Nacional de SILAIS, USArD and AID/Washington.

79

Ii



The first of these efforts, a mid-term evaluation, will be carried out in or around June 1995.
The evaluators will focus on the extent to which planned inputs have been delivered,
problems that may have impeded delivery of those inputs, and progress toward planned
outputs. The evaluators will also examine whether the concept of an "Accelerated Star.t" was
valid, or whether a mOl e deliberate approach would have been preferable. This may be
useful both to USAIDl'licaragua and to other A.LD. Missions faced with situations
combining urgent need and institutional weakness. This first evaluation wilJ also examine the
functioning of the CNS and of MINSA's Office of External Cooperation. The evaluation
will comment on whether these bodies ;I.re fulfilling their coordinating functions adequately
and, if not, what corrective actions might be taken.

With respect to the MH/CS component, the task of the evaluators wilJ be largely objective:
they wiJI be able to assess progress by reference to empirical data on, for example,
immunil.ation coverage, contraceptive usc, and the incidence of diarrhecl1 disease and ARI.
With respect to the MFD and ASF components, however, their tasks wiJI be more subjective.
For the MFD component, they will be asked to recommend the pace at which the MIS and
the Financial Management System (FMS), which by then will be operating on a pilot basis in
one SILAIS, should be extended to the rest of the MINSA system. They will also assess the
effectiveness of the GEMS training in improving management skills, and will suggest
modifications in that curriculum. For the ASF component, the evaluators will comment on
whether the cost containment and cost recovery methods suggested by project-funded
analyses are (or have proven to be) appropriate means of att!1ining these objectives, and will
assess the GON's willingness (and suggest ways of bolstering that willingness) to implement
or expand these methods.

The final evaluation, which will take place early in the final Project Year, will cover much
the same ground, albeit from a perspective more fully enriched by experience. This
evaluation, though, will be asked to pay relatively more attention to purpose-level indicators,
and to comment on the need, if any, for continued A.J.D. involvement in this sector. In this
context, USAID will encourage the evaluators to shaft,; ideas they may have for the design of
any subsequt:'nt project or non·project activities.

To carry out these evaluations, USAID will access an A.I.D. Indefinite Quantity Contract
(IQC) with a U.S. firm. This firm (or firms) will provide the services of a MH/CS
Specialist, an Administrative/Financial Management Specitalist, an Information Systems
Specialist, and a Health Care Financing Specialist, for four weeks each. Each of these team
members will be joined by a MINSA counterpart.

D. Audit

Audits will be performed at dates to be established during the life of the project. Such audits
will be the responsibility of the USAID/Nicaragua Controller, who will coordinate their
performance with the Regional Inspector General in Tegucigalpa. $50,000 have been
provided under a separate line item of the budget for this purpose.
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SECTION VII: SUl\1MAIUES OF PROJECT ANALYSES

A. fihhnicnl and Adminlstratlye Analyses

Analysis of the proposed activities of the DHS Project suggests that, if certain important
assumptions hold true, these activities can be expected to improve significantly the capacity
of the Ministry of Health (MINSA) and the SILAIS to deliver preventive and primary care,
and thereby achieve the objectives outHned in Annex A, "Logical Framework", to this
Project Paper.

Annex D, "Administrative Analysis", notes that MINSA is the major provider of health care
in Nicaragua, delivering services to approximately 70% of the population. The Ministry
carries out its activities through a national health system that has expanded almost four-fold
since 1980: as of 1991, there were a total of 843 facilities (including health posts, medical
posts, health centers and hospitals) SUpp011ed by 13 teaching units, 24 warehouses, and 14
administrative offices. Each entity organizes its operations through a set of regulations,
norms and procedures established by technical departments and their respective governing
board. The Administrative Analysis notes that the geographic scope of these facilities is
impressive: almost all population settlements with more than 5,000 people have a health
facility nearby. MINSA staffs these facilities with a workforce of some 23,200 people,
approximately 50% more than in 1980.

Nonetheless, in the last decade, health indicators have not improved as much as expected. In
MINSA's own view, several institutional factors have contributed to this. Among them:

o Management systems are underdeveloped and skills weak at all levels of the health
system.

o The planning process is still insufficient and requires greater technical capacity to
carry out analysis of the cost-effectiveness of health interventions.

o Information systems do not provide sufficient information on morbidity and mortality,
cost and production of services, and administrators are not sufficiently trained to seek
more efficient ways to utilize available resources.

o MINSA does not have adequate capacity to plan and budget programs and monitor
performance.

o The system for supplying principal medicines and other medical commodities is
deficient with respect to the estimation of needs, as well as in acquisition, storage and
distribution.
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o Supervision is not widespread or sy~tl;matic. This, in part, explains the low quality
and inefficiency of some services, and low skill levels of the health providers.

o MINSA suffers from high personnel turnover, which undermines elfficient
administration of most programs and impairs routine development of skills. •

Perhaps the largest single institutional factor underlying Nicaragua's poor health performance
has been the system's bias toward curative rather than preventive care. MINSA 'I; staffing
pattern reflects this bias. There are only 0.9 nurses per doctor compared to an international
standard of 4 per doctor. The number of auxiliary nurses per physician is also low. Partly
as a result, health and nutrition education, growth monitoring, and breastfeeding, for
example, are not routinely included in primary health activities at the community level,
although these interventions are well within the reach of MINSA even given its limited
resources. The heavy reliance on curative medicine unnecessarily raises costs.

MINSA recognizes its management and administrative deficiencies and has made the decision
to change. In April 1991, MINSA approved Resolution 91, which created the Sistemas
Locales de Atencion Integral en Salud (the Local System of Integrated Health Care - SILAIS)
in a total of 19 geographical territories throughout the country. By Resolution 96 of June
1992, MINSA established the SILAIS as the basic organizational unit for the provision of
health services in defined territorial areas. At the central level as well as in the recently
established SILAIS, there is a desire to bring about decentralization and to strengthen its
absorptive capacity, which is low but can be raised substantially with the coordinated help of
USAID and other donors such as USAID, UNDP, PAHO/WHO and the World Bank.

MINSA and these donors agree on the need to improve both MINSA's delivery of primary
health care services and its ability to manage its limited resources. The DHS Project will
address the first problem through its Maternal Health and Child Survival component. This
component will provide the training and equipment SILAIS staff need, to extend a series of
mutually reinforcing preventive care measures to their communities. These measures, which
will include promotion of preventive practices and provision of oral rehydration salts for the
control of diarrheal diseases, educating families to recognize and seek early treatment for
acute respiratory illness, nutrition education, prevention of vitamin A deficiency, promotion
of breastfeeding, growth monitoring, immunizations, and the use of contraceptives to
promote birth spacing and safe motherhood, have been shown to be technically effective 
and cost-effective - in other Latin American countries with health problems similar to those
which claim the most lives in Nicaragu~.

Many of these interventions are to be provided largely by some 9,000 volunteer Community
Health Workers (CHWs) in the five focus SILAIS. These voluntee;fS have provided support
for immunization campaigns by encourag'lng rp.:.idents to come to vaccination centers at
appropriate times. After the change in gov~rnment in 1990, CHWs in many communities
became less active. In other communitie~, however, they continue: to provide extensive
support for both immunization and anti-c.lolera campaigns.
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Training for CHWs has been sporadic, driven largely by immediate requirements (e.g.,
cholera, immunization, malaria). There has been little organized effort to provide CHWs
with a range of sJdlls to meet basic community health care needs. "Spot" training has been
provided by MINSA and by a number of local organizations. Now that MINSA is tal\ing an
active interest in the potential contribution of the CHWs, it plans to systematize and maintain
records of types of training provided, and to develop curricula reflective of community needs
as defined by the CHWs themselves and by local Health Councils. Health Promotion
Training (HPT) funded by DHS for CHWs is to be an important part of this process.

Under DHS, the CHWs are to emphasize community motivation and education. The
performance of CHWs in the anti-cholera and immunization campaigns suggests that, if given
proper supervision, they will be able to carry out these functions. Nonetheless, USAID and
MINSA recognize that the CHWs lack training in the promotional aspects of integrated
primary care delivery. Given this, the timely provision of planned CHW training programs,
and the ongoing supervision of the CHWs by both MINSA staff and project-funded technical
assistance, will be critical to the success of the MH/CS component.

The DHS Project will address the second set of problems, which concern MINSA's ability to
manage its limited financial resources, through its Management and Financial
Decentralization and Alternate Sources of Finance components. Under these components,
DHS will assist and train health staff to deveiop and use basic Management Information
(MIS) and Financial Management (FMS) systems at MINSA headquarters and in the SILAIS.
These systems will respond to MINSA's need for (among other things) financial, personnel,
and supply information. Their introduction, as well as training in general management and
general computer skills, will help MINSA and SILAIS management to monitor and control
the use of their n~sources more effectively, and thereby help them make rational, cost
effective choices about the use of those resources.

B. Economic Considerations

As noted in Annex E, "Economic Considerations", the paucity of reliable data on the real
cost of, demand for, and effectiveness of planned MH/CS interventions make it extremely
difficult to gauge accurately the cost-effectiveness of those interventions. To correct this
situation, the project will gather substantial data that will ultimately make it far easier to
carry out such an analysis. Nonetheless, recognizing that those being asked to authorize
DHS require at least some prior demonstration that the activities the project will support are
cost-effective as compared to other potential interventions, Annex E examines the conclusions
reached during the recent design of a similar project, Family Health Services (FHS, 519
0363), in EI Salvador.

During desIgn of FHS, USAID/EI Salvador conducted detailed analyses of the cost
effectiveness of the various contraceptive, CDD, and nutrition interventions that FHS might
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have supported. The Mission also tested the sensitivity of its conclusions to possible changes
in the underlying assumptions. These analyses concluded that:

o Among temporary family planning methods, th,~ project's focus on oral contrac~ptives

rather than IUDs is appropriate, as the former are more cost-effective than the latter.
Further, though the cost-effectiveness of condoms was found to be low in EI Salvador
because of their low acceptance rate in 1988, the analysis notes that if the use of
condoms incre(Ases significantly (as it has in EI Salvador' since 1988), the cost
effectiveness of condoms will increase.

o Use of oral rehydration salts and/or home solutions were both less costly, and more
cost-effective, than the alternative of hospital rehydration. This suggest that DHS,
which will promote both these methods as a means of avoiding the need to resort to
hospital rehydration, has chosen correctly.

o Prenatal vitamins and Vitamin A, which DHS will provide, are more cost-effective
(particularly so in the case of Vitamin A) than the alternatives of multivitamin use or
the encouragemen~ of home gardens.

Obviously, EI Salvador and Nicaragua are not so similar as to enable one to state with
certainty that, if similar tests were performed in Nicaragua, the same conclusions would
result. There are, however, sufficient similarities between the economic circumstances of
these two countries, and between the health problems they face, to make the EI Salvador
experience of some analytical use in Nicaragua. At the very least, the analysis notes, the
methodologies used in design of the FHS Project provide a roadmap for MINSA and the
long-term TA team to carry out similar analyses of DHS interventions Ollce ~ufficient reliable
data is available.

Regarding the project's planned Management and Financial Decentralization (MFD) and
Alternate Sources of Finance (ASF) components, Annex E notes that while it is relatively
easy to state the magnitude of MINSA's well-known financial problems (e.g. a huge
recurrent cost burden, insufficient emphasis on primary care, continuing reliance on donor
subsidies), it is much more difficult to place an economic value on the benefits that will
accrue from the interventions that these components will support. This is because it is not
possible to calculate empirically the cost savings that will result from these interventions.
The Analysis goes on to state, however, that it is possible to conclude intuitively that because
DHS will help MINSA explore and test methods of cost containment and cost recovery, it
will thereby improve (once these methods are fully implemented) MINSA's prospects for self
reliance. These changes will, if implemented, result in significant cost savings. A reduction
of just 7% h~ MINSA's present recurrent cost burden would result in savings of
approximafely $5.0 million per year, or $25 million over the life of DHS -- more than the
total amount of the planned AJ.D. investment.
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-= c. Social Soundness Analysis

The Social Soundnes~ Analysis demonstrates that the DRS Project is fully within the
parameters of Nicaragua's cultura.l traditions and social expectations, and will be accepted by
the people who are intended to benefit from the projec~ interventions.

Events in Nicaragua, during the past decade have left the country with high unemployment
rates, low per capita incomes, and a severely debilitated health care system. The
deterioration of the quality of life in Nicaragua has left at least 86 percent of the mral
population and 55 percent of urban residents unable to satisfy their basic needs. Poverty
affects more than 70 percent of the population; of these, 23 percent are in extreme poverty
and 16 percent in misery, more than 34 percent live in crowded houses, 47 percent do not
have access to potable water, and at least 25 percent of the school age population are not
enrolled in school. Nicaragua is one of the poorest cO\\litnes in Latin America.

The caloric and protein intake of the Nicaraguan population has declined substantially since
1986, the last year when the average consumption met minimal standards. The implication
of the increasing prot.ein-calorie deficiency in the general population is that a significant
portion is suffering from some degree of malnutrition or is at risk of becoming malnourished.
The groups that suffer more severe effects are children and pregnant or lactating women who
have higher nutritional requirements, members of female-headed households, and some
regions of the country (including those served by the SILArS that will be the focus of DHS)
which are more affected than others.

Politkal factionalism and polarization occurs in a number of areas but is not a generalized
phenomenon. Although political factors can be an impediment to health care delivery, most
local organizations are more concerned with confronting the problems of scarce resources
than with political in-fighting. Most people, regardless of political affiliation, want to get on
with their lives and try to improve living conditions in their communities. This includes
improving the quality of health care as well, i the their children's educational environment.

There is a striking difference between the structure of families able to meet their basic
necessities versus those that cannot. The number of female headed households is
significantly higher for the poor, and households headed by single females appear to be
increasing at a rapid rate. A single woman not only has to perform household duties but also
must provide an income to sustain both herself and her children. In general, these
households are the poorest, the most affected by malnutrition and high morbidity rates due to
acute respiratory infections, diarrheal disease, and other illnesses. Community health
workers and midwives will be trained to identify matrifocal households, and to make sure
that pregnant women come to health care facilities for prenatal exams and tetanus
immunizations and that children receive growth monitoring and nutritional evaluations.

DHS will address gender issues not only through greatly improved female access to health
care services, but also through its promotional activities. One of the key elemerts of family
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planning· and a key aspect of the DHS Project - is expansion of the knowledge and rights of
women. The long-term TA team will be rC<luircd to submit reports on gender issues
c1esignc<l to alert the project staff if b\~nct1ts ale not reaching matrifocal families.

Before training begins for health post personnel and communlty health workers, norms will
have been established by MINSA (with the assistance of the l<lIng-tcnH TA team). These will
state the precise mix of curative and promotional activities to be provided at the community
level. It is crucial that training materials such as manualS, pusters and pamphlets consider
the relatively low level of literacy in these groups, and that training seminars be carried out
by personnel experienced in providing appropriate and practical training to auxiliaries and
community health workers. Community leaders will be involved in the selection of
community health workers and midwives to be trained, and DHS will attempt to maintain a
political balance in communities or neighborhoods with significant factionalism.
Communities that h~ve played an active role in design and implementation can b(~ counted on
to help identify problems and to make necessary modifications.

Training courses will include a section on traditional medical beliefs and treatments in
Nicaragua. These beliefs and practices are widespread, and often detennine whether or not a
mother wiIl seek modern medical attention, administer her own folk remedy or seek out the
services of a traditional healer. The inclusion of folk medicine in the training curriculum
wili ,dlow auxiliary nurses and community health workers to integrate both modern and
traditional beliefs and make credible explanations to local residents. This is especially
important relating to beliefs about the nature of diarrhea and upper respiratory infections.
Furthel, there are a large number of traditional treatments which provide benefits.

Regardless of poverty levels. people purchase medical services and medidiles. In Nicaragua
most go directly to pharmacies, describe their symptoms, purchase one or two doses of a
medicine, keep taking it until their symptoms are gone, then stop. This often leads to
recurrence of the disease or to other problems. Most pharmacies are not staffed by trained
personnel and are primarily motivated to sell drugs with the highest profit margins. People
do spend a significant part of their scarce resources on medical care, but the relative amount
is not known.

Prior to its efforts to institute pilot programs of cost recovery (e.g. an experimental fee
stmcture for those able to pay), DHS will study the demand for health services to determine
actual expenditure patterns in relation to relative socioeconomic status. Data will also be
collected on popular perceptions of what is appropriate ,n terms of where and in what
sequence people seek which types of medical care for a wide range of diseases. Studies in
Mexico have shown that most peolJle, even in the lowest classes, display rational decision
making when seeking health care. Factors that load most heavily on the nature of decisions
are perceived seriousness of the illness, time away from work to seek treatment, cost, and
the relative status or prestige of the health-care provider.
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As this project is implemented in conjunction with the coordinated efforts of other donors,
MINSA health facilities will become hetter equipped, personnel will be appropriately traim~d,

and basic pharmaceuticals will be availilble for distribution. At the same time community
health workers and tradit~onal midwives wiH have been trained to carry out community.
outreach activities and will be referring large numbers of mothers, their children, and others
in need of medical services to local MINSA facilities. If, over time, local residents
accumulate increasingly more positive experiences at MINSA facilities and with CHWs
involved in activities sponsored by MINSA, word of these revitalized health services will
gradually spread through l()(.9J populations. This may be expected to lead to greater demand
for MINSA services.

D. Enylronmental Anol'ysis

A Categorical Exclusion has been approved for this Project. Sec Anne" 1, "Environmental
Analysis" .
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SECTION Vlll: CONI>ITIONS AND COVENANTS

The GON's Ministry of Health (MINSA) has been an enthusiastic advocate of the activities
to be supported by DHS. Letters from MINSA and from the Ministry of External
Cooperation (MeE) formaHy requesting USAID ~alJlPort for these activities arc attached to
this PP (sec Annex B, "GON Request for Assistance"). MINSA has been heavily Involved
in the design of this project, and has several times confirmed (at the Ministerial and Vice
Ministcria1levels) its eagemes~ to complete the design process and begin implementation.

The Project Grant Agreement for DHS will be signed by MCE, MINSA, and the Ministry of
Finance (MiFin) as soon as possible following approval of this PP and authorization of the
project. In addition to the standard Conditions Precedent to disbursement concerning the
submission of specimen signatures and of a legal opinion on the validity of the Agreement,
that Agreement will include the following Conditions and Covenants.

A. Conditions Precedent to Disbursem~

1. Conditions Precedent to Disbursement for Commodities

Prior to any disbursement under the Project of funds for the purchC\se of commodities, or t.o
the issuance by A.LD. of documentation pursuant to which disbursement for commodities
will be made (except for the issuance of documentation needed to acquire procurement
services from the U.S. Public Health Service), the GON will, except as the Parties may
agree in writing, furnish to A.LD., in form and substance satisfactory to A.I.D.:

(i) A list of the locations to which those commodities will be distributed, the general
pl1rposes for which those commodities will be used, and the officials who will be
responsible for control of their use; and

(ii) A description of the steps MINSA will take to provide for the physical security and
proper management of those commodities.

(iii) Evidence that all major donors to the health sector, including but not limited to
A.LD., the World Bank, the IDB, PAHO, ASDI, Italy, Spain, and the UNDP, have
been made members of MINSA's Comisi6n Nacional de SILAIS (CNS) and that this
CNS has been charged with coordinating the efforts of all external donors currently
providing or expected to provide assistance to the Nicaraguan health sector.

(iv) Evidence that the MINSA has appointed a National SILAIS Coordinator.

2. Conditions Precedent to Disbursement for Technical Assistance

Prior to any disbursement under the Project of funds for any contract with an institution for
technical assistance, or to the issuance by A.LD. of documentation pursuant to which
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disbursement for tcchnic~ll Hssistance will be made (except for' the issuance of documentation
needed to acquire short-term tcchnic:l1 assistance during the first Project Year), thr. GON
wlll, CX(~(,pt as the Parties may agree in writing, furnish to A.I.D., in form and substance
satisfactory to A.J.D.:

(i) A description of the office SP~lCC and office equipment that MINSA will provide for
the use of personnel funded by any such contr'.1ct.

(ii) A Jist of the MINSA personnel who will be assigned to serve as counterparts to the
technical assistance team fielded by the long-term institutional contractor.

n. CoyclUmls

In the PI'oject Grant Agreement, the (JON will covenant to:

(i) Convene the Comision Nacional de SILAIS on a regular basis to carry out the
mandate given it pursuant to tlie Condition Precedent citLJ in Section VilLA above.

(Ii) Increase the proportion of ~he MINSA budget de" oted to primary care from tlte
present level of 23.5 percent to not less than 40 percent by the beginning of Calendar
Year (the GON's Fiscal Year) 1995, and maintain that proportion at no less than 40
percent of MINSA's budget through the Project Assistancp. Completion Date.

(iii) Maintain the value of MINSA resources devoted to primary care at a level equivalent
to or greater than, in real terms, that provided in the GON's "Presup\i:(·~to General de
la Republica, 1992".

(iv) Participate in and provide logistkal support to feasibiHty Etudies of new sources of
revenue for the health sector.

(v) Enact, on at least a pilot basis, at least one of the recommendations made by each of
these feasi.bility studies within six months of the completion of the study making such
recommendation(s), or provide evidence satisf.actory to USAID as to why it should
not implement that/those recommendation(s).

(vi) Ca.rry out functional analyses of, detine, and establish job descriptions for all
primary-level health care positions; and provide to USAID a copy of the document(s)
setting forth those descriptions.

(vii) Make individual SILArS budgets line items in the GON's General Budget of the
Republic by the start of GON Fiscal Year (Calendar Year) 1994.
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ANNEX A: LOGICAL FRAMEWORK Nicaragua Decentralized Heallh Service8 Project (524-0327)
Page 1

OBJECTIVEl.Y VERIFIABLE MEANS OF
NARRATIVESUMMAAY . INDICATORS ... ...... !.. . VERIFICATION

March 1993

....

ASSUMPTIONS: .

Goal: . . . ... (Goal to SupergoaO

To Improve maternal and
child heallh.

1. Reduction In In/ant
monallly as measured in
varlou, regions 01
Nicaragua.

1.2. Family Health Survey;
MINSAdata.

Project Purpou: .. .. . . .. (PurpO!lO to GCcIl) •.

..

To improve the management
and increase the

eHllctiveness 01 and access
to Nlcaragua's public heallh

resources: and to explore

and encourage alternate

sources ot linanclng to the
sector.

1. 250Al decrease In the
Incidence 01 childhood
diarrheal disease and ARI

in live locus SILAIS.

2. CYPs provided by MINSA

increase by 100Al by

March 1998.

3. Immunization coverage

tor children ot less than
one year increases Irom
6!i% to 80oAl.; n coverage
will have reached 700Al

among women 01 tenile age.

4. FMS and MIS in place in

19 SILAIS; MINSA administra

tive procedures decentralized.

5.a List ot essential drugs

tor primary heallh care

(PHC) reduced.

b. Use 01 paramedics in PHC

Increased.

c. Employee benelits

monetized.
d. Fee-lor-service schedule

lor curative care adopted.

6. 40% ot MINSA's annual

operating bUdget devoted to
primary hellllh care.

1. Oasellne data survey;
SILAIS repons; site
vislls.

2. Family Heallh Survey;

MINSA records.

3. PAHO repons; site

visits.

4. Receipt 01 data tram FMS
and MIS: issuance 01 MINSA

decrees; Rite vislls.

5.a Receipt at revised list.

b. MINSA decree; slle visits.

c. MINSA decree; examination

01 MINSA bUdget.
d. MINSA decrell; site visits.

6. Examination 01 MINSA
and SILAIS budgets.

1. Decentralization 01
management responsibility

and Introduction ot new

sources 01 revenue will

improve quality ot care.

2. Poor mothers will take

advantage 01 Increased

availability 01 preventive

care by adhering to

preventive heallh care
interventions promoted by

DHS.



ANNEX A: LOGICAL FRAMEWORK
Pago2

Nicaragua Decentralized Hoalth SoMce. Project (524~327)
March 1993

NARRATIVE SUMMARY

OUtPutl: , ,: " '" , :', , ..> : , -: ';,

1. Improved delivery of
MH/CS services.

l.a. ORS provided to 100%
of children reporting
acule diarrhea in five
focus SILAIS.

b. Increase Irom 50% to
800Al 01 women reporting 12
month breaslleeding.

c. CYPs provided by MINSA
contraceptives increase
from 100.000 to 250.000 in
five focus SILAIS.

d. Vitamin A supplements
provided to 800Al 01 aI-risk
children in five locus
SILAIS.

e. Pre-natal vitamins
provided to 1000AJ of
pregant women seeking care
in five focus SILAIS.

I. Oral anlibiotics
prOVided to 1000AJ of
reporting ARlin five
SILAIS.

g. 9.000 CHWs and 4.700
MINSA personnel trained &
providing prevenlive care
in live focus SILAIS.

1.a Examination of SILAIS
records. site visits.

b. Examination 01 S!L.AIS
records: site visits.

c. Examination 01 SILAIS
records; site visits.

d. Examination 01 SILAIS
and TA team procurement
records: site visits.

e. Examination of SILAIS
records; site visits.

f. Examination of SILAIS
records; site visits.

g. Examinalion of TA team
training records. SILAIS
records. and site visits.

1.a. Improved preventive
MH/CS care will Improve
effectiveness of public
health resources.

b. Trainess capable 01
learning and extending
prevenllve health care
practices.

•

,
:.



ANNEX A: LOGICAL FRAMEWORK
Page 3

Nicaragua Decentralized Health Services Project (524~327)
March 1993

, : : OBJECTIVEI.Y VERIFIABLE MEANS OF
\:'.,

NARRATJVE SUMMARY : ,: INDICATORS VERIFICATION ;': ,ASSUMPTIONS;

OUtpUll (com.); ',' , .::;,,;: :: I' .. (OutpUlsiD Purpol8)

2. Improved managemenl 01 2.a. Income:expendlture 2.a. EllJminalion of MINSA 2.a. Improved managsment
MINSA public health ralio approximately 1:1 in & SILAIS financial records. skills will increase
resources. 01119 SILAIS. effectiveness of public

health resources.
b. Productlon:cost ratio b. Cost & demand studies;
declines in all 19 SILAIS. examlnalion of SILAIS b. Trainees capable 01

records, absorbing and applying
GEMS. FMS. and MIS

c. General management c. TA team training training.
skills 01500 MINSA records.
Directors and Sub-
Directors improved.

d. 250 MINSA employees d. TA ledm training
Iralned In general records.
computer skills.

e. 250 MINSA employees e. TA team training
trained in FMS. records.

r. 400 MINSA employees f. TA team training
trained In MIS. records.

g. 200 MINSA staff trained g. TA team training
in transport & loglsllcs. records.

3. Cosl-contalnment and a. Specific proposals devel- a. TA team reports. 3.a MINSA costs can be cut
cost-recovey methods oped for cost containment without damage to quality
L'xplored and lested. and recovery measures and effecliveness of care

including reduced list of provided.
essential drugs. Increased
of paramedics. and b. Success or cost-
monetizalion of employee containment and cost-
benelits. recovery policies in live

SILAIS will encourage

I
b. Fee-lor-service schedule b. TA leam reports. 10 extend these policies

I lor curalive care designed. its enlire system.

I
c.4 studies 01 alternate c. Studies approved by
revenue sources completed. USAID and MINSA.

d. 4 workshops held to build d. TA team reports; receipt
support for cost contaiment of minutes Irom workshop.
and recovery measures.



J
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.: .........>...:.:
NARRATIVESUMMARY' .:.•::;.• :.

Nicaragua Decentralized Health service. Project (524-()327)
March 199:J

OBJECTINlVELDICAVliVOERRlSFlAB:.:L.E:· :::::..::::.:'.::•.•:.·.•. :.:.:•..·.•.·...·.• ·:V·:·:···eMRCANIF",·o·8
A
·..TO'OFN:::•...·..·.·,.·.:.:::.:;::;::.:." ... : ....... ." . . . '.......

f ·::::::::'.::::,·:ASSUMPTIONB:.'

'nput.:· :. :.' ':.:::,:'. fmplemltfltalioa Targelt: ;::':' .•. :.-.::::. (Inputs to Outpull),' /::".'

j

1. SHORT-TERM TA FOR ASC
a. Internalional
b. Nicaraguan

2. LONG-TERM TECHNICAL
ASSISTANCE

a. Internalional
1) Chle' of Party
2) MH/CS Specialist
3) Training/Outreach Sp.
4) Mgt./Fln Specil.llist
5) Systems AnalysUMgr.

b. Nicaraguan
1) SILAIS Adm. Auts. (5)
2) Systems AnalysUProg.

c. Consultancles
d. Advertising services

3. COMMODITIES
a. Vehicles
b. ORS Packets
c. Prenatal Vitamins
d. Vitamin A capsules
e. Oral Ampicillin
f. Contraceptives

g. Other Commodities

4. TRAINING
a. MH/CS Orientation
b. MH/CS Training of Tr·s.
c. HIT Training
d. HIT Continuing Educ.
e. CHW training
f. Counselling Training
g. Refresher Trg. for CHWs
h. HPT Continuing Educ.
i. ST U.S. Training
j. MFD Orientation
k. MFD Training of Tr·s.
I. GEMS Training
m. Computer Skills
n. FMS Training
o. Specialized MIS Trg.
p. MIS User Training
q. TranlporULogistics

5. IMMUNIZATIONS

a. 11 Person-Months
b.15 PMs

1) 61 PMs
2)51 PMs
3)30 PMs
4)51 PMs
5) 51 PMs

1)240 PMs
2) 48 PMs

c. 38 PMs
d. 33 months

a. 5 4WD vehicles
b. 3.5 million packets
c. a85.000 bottles
d. 1 million doses
e. 375.000 capSUles
f. 1) 8.500.000 condoms

2) 1.000,000 cycles orals
3) 12.000 IUDs
4) 100,000 Injectables

g. $2.012.300

a. 100 person-days (POs)
b. 600 PDs
c. 60,000 POs
g. 15.000 PDs
e. 27,000 POs
f. 12.000 PDs
g. 9.000 POs
h. 2.800 POs
I. 90 person-weeks (PWs)
j. 400 POs
k.l08 POs
I. 4.500 POs
m. 3.750 POs
n. 2.500 POs
0.2.400 POs
p. 800 POs
r. 2000 POs

5. $3,500.000

a-b. Contractor billings;
meelings with TA team.

a-d. Contractor billings.
meelings with TA team;
site visits; approval of
consultant reports.

a-g. Contractor procure
ment reports; bills of
lading; MINSA Inventories.

a-q. TA team training
records; visits to
sessions; interviews with
participants.

5. PAHO reports; site
visits

1. GON willing and able to
Increase emphasis on
primary care.

2. SILAIS willing to
cooperate in emphasis on
primary care.

3. SILAIS want to manage
and program r'310urces
locally.

4. SILAIS are committed
to improved management and
financial controls.

5. MINSA will agree to
participate in cost
contaiment analyses and
cost recovery studies.

8. MINSA willing to
translate results of above
analyses and studies into
pilot projectlto telt
praclicality of resulls.

•
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/\lINISnRIO DE COOPERACION EXTERNA

Managua, 11 de marzo de 1993
REF: EK-0093-93

Doctora
JANET BALLANTYNE
Directora, USAID/NICARAGUA
Su Despacho

Estimada Doc~ora Ballantyne:

Por medio del presente, y en forma oficial, le solicito a la
Agencia para el Desarrollo Internacional de los Estados Unidos de
America, bajo su digno cargo, que se realice la firma y debida
ejecuci6n del convenio "Servicios de Salud Descentralizados." La
Ministra de Salud, Lic. Marta Palacios, ha constatado que el
proyecto apoya y esta conforme con los planes de desarrollo que el
Ministerio de Salud tiene considerados para ejecutar.

El Ministerio de Cooperaci6n ha programado la firma del convenio en
menci6n para el viernes, el 12 de marzo de los corrientes, a las
11:30 de la manana. La Direcci6n General de America estara en
contacto con oficiales de USAID/NICARAGUA para confirmar y
coordinar dicha ceremonia.

. /

Dr. Etwirr-tr-.--X .., .

Mjinistro
I

Aprovecho la oportunidad para agradecerle la cooperacion
contemplada en el convenio y asegurarle mi mas alta estima y
consideracion.

Atentamente,

cc: Direccion General de America
Archivo
Cronologico

MINISTRQ
DE

COOPERACION
EXTERNA

'(f'\a~ 1.:t:~ :'''~\A\;;'' \:z.~\\O~
\
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ANNEX C: STATUTORY CHECKLIST

5C(2) • ASSISTANCE CHECKLIST

Listed below are statutory criteria applicable to the assistance resources themselves, rather than to the ~ligibility

of a country to receive assistance. This section is divided into three parts. Part A includes criteria applicable to
both Development Assistance and Economic Support Fund resources. Part B includes criteria applicable only to
Development Assistance resources. Part C includes criteria applicable only to Economic Support Funds.

CROSS REFERENCE: IS COUNTRY
CHECKLIST UP TO DATE?

A. CRITERIA APPLICABLE TO BOTH
DEVELOPMENT ASSISTANCE AND
ECONOMIC SUPPORT FUNDS

1. Host Country Development Efforts (FAA Sec.
601(a»: Information and conclusions on whether
assistance will encourage efforts of the country to:
(a) increase the flow of international trade~ (b)
foster private initiative and competition; (c)
encourage development and use of cooperadves,
credit unions, and savings and loan associations;
(d) discourage monopolistic practices; (e) improve
technical efficiency of industry, agriculture, and
commerce; and (f) strengthen free labor unions.

2. U.S. Private Trade and Investment (FAA
Sec. 601(b»: Information and conclusions on how
assistance will encourage U.S. private trade and
investment abroad and encourage private U.S.
participation in foreign assistance programs
(including use of private trade channels and the
services of U.S. private enterprise).

3. Co~ressionaJ Notification

a. General requirement (FY 1993
Appropriations Act Sec. S22; FAA Sec. 634A): If
rr "ley is to be obligated for an activity not
piously justified to Congress, or for an amount
in ...xcess of amount previously justified to
Congress, has Congress been properly notified
(unless the Appropriations Act notification
requirement has been waived because of substantial
risk to human health or welfare)?

USAID was advised by the Office of Central
Amelican Affairs on March 11, 1993. that the FY
1993 Country Checklist for Nicaragua is being
circulated for clearance in AlDtW. A draft of this
revised Country Checklist is is on file in USAID.

A. CRITERIA APPLICABLE TO BOTH
DEVELOPMENT ASSISTANCE AND
ECONOMIC SUPPORT FUNDS

1.(a) Nicaragua is following a private enterprise
approach which includes the promotion of exports
and international trade. (b) The freely elected
Government of Nicaragua is pursuing a strategy to
foster private initiative and competition. (c) NtA.
The project has no credit components. (d) N/A.
(e) N/A. This is a health delivery project. (f)
N/A.

2. The project will help introduce U.S. technology
and experience to improve the ql!~lity and
efficiency of health services delivery through 'U.S.
technical assistance, training and commodities.
Practically all project commodities will be imported
from the U.S., thue, increasing U.S. exports.

3.

a. Notification was sent to Congress on
December 17, 1992, and the IS-day waiting
expired on January I, 1993. without objection.



b. Notice of' new account ohligntion
(FY 1993 Appropriations Act Sec. 514): If funds
are being obligated under an appropriation account
to which they were not appropli::.ted, has the
Presid~nt consulted with and provid~d a writt~n

justification to the House and Senate Appropriations
Committees and has such obligation been subject to
regular noti fication procedures?

c. Cash transfers and nonproject sector
assistance (FY 1993 Appropriations Act Sec.
571(b)(3»: If funds are to be made available in the
form of cash transfer or nonproject sector
assistance, has the Congr~ssional notice included a
detailed d~scription of how the funds will be used,
with a discussion of U.S. int~rests to be served and
a description of any economic policy reforms to be
promoted?

4. Engineering and Financial Plans (FAA Sec.
611 (a»: Prior to an obligation in excess of
$500.000, will there be: (a) engineering, financial
or other plans necessary to carry out the assistance;
and (b) a reasonably firm tlstimate of the cost to the
U.S. of the assistance?

5. Legislai.ive Action (FAA Sec. 611(a)(2»: If
legislative action is required within recipient
country with respect to an obligation in excess of
$500.000, what is the basis for a r~asonable

expectation that such action will be completed in
time to permit orderly accomplishment of the
purpose of the assistance?

6. Water Resources (FAA Sec. 611(b); FY 1993
Appropriations Act Sec. 501): If project is for
wate:r or wate:r-rdated land resource construction,
have: hendits and costs been computed to the extent
practicable: in accordance with the principles,
standards. amI procedures established pursuant to
the Wate:r Resources Planning Act (42 U.S.C.
1962. !tllli!.)? (See A.LD. Handbook 3 for
gulddint:s. )

C-2

b. N/A.

c. NtA.

4. NtA. No engineering plans are required for the
activities contemplated in the project.

5. The success of the project itself does not depend
on further legislative actions in Nicaragua. The
sustainability of certain project interventions rdated
to the provision of primary health care may depend
in part on the GON incrementally raising the
percentage of the budget of its Ministry of Health
devoted to primary care from under 24 % (in 1992)
to at least 40% by the end of the project. In the
Project Grant Agreement, the GON will covenant
to raise this percentage accordingly.

6. N/A.



7, Cash Tranctfer and Sl'Ctor Assistance (FY
1993 Appropriations Act Sec. 571(b»: Will cash
transfer or nonproject sector assistance be
maintained in a separate account and not
commingled with other funds (unless such
requirements are waived by Congressional notice
for nonproject sector assistance)?

8. Capital Assistance (FAA Sec. 611(e»: If
project is capital assistance ~, construction), and
total V.S. assistance for it will exceed $1 million,
has Mission Director certified and Regional
Assistant Administrator taken into consideration the
country's capability to maintain and utilize the
project effectively?

9. Multiple Country Objecth'es (FAA Sec.
601(a»: Information and conclusions on whether
projects will encourage efforts of the country to:
(a) increase the flow of international trade; (b)
foster private initiative and competition: (c)
encourage development and use of cooperatives,
credit unions, and savings and loan associations;
(d) discourage monopolistic practices; (e) improve
technical efficiency of industry, agriculture and
commerce; and (f) strengthen free labor unions.

10. U.S, Private Trade (FAA Sec. 601(b»:
Information and conclusions on how project will
encourage U.S. private trade and investment abroad
and encourage private U.S. IJarticipation in foreign
assistance programs (including use of private trade
channels and the s~rvices of U.S. private
enterprise).

II, Local Currencies

a. Recipif!i1t Contributions (FAA Secs.
612(b), 636(h»: Describe steps taken to assure
that. to the maximum extent possible, the country is
contributing local currencies to meet the cost of
contractual and othp.r services, and foreign
currencies owned by the U.S. are utilized in lieu of
dollars.

b. U.S.-Owned Currenc)' (FAA Sec.
612(J»: Does the V.S. own excess foreign
currency of the country and, if so, what
arrangements have been made for its release?

C-3

7. N/A.

8. N/A.

9. See Item I. above

10. See Item 2. above.

II.

a. The GON, through the Ministry of
Health (MINSA), will provide contributions in
kind, such as office space, fuel for project-financed
vehicle:;, and counterpart personnel that otherwise
would require the purchase of local currency to
cover the related local costs. USAID/Nicaragua
owns no Nicaraguan currencies that could be used
tor this project.

b. No.

~.
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c. Separate Account (FY 1993
Appropriations Act Sec. 571). If assistance is
furnished to a foreign government under
arrangements which result in the generation of local
currencies:

(1) Has A.I.D. (a) required that
local currencies be deposited in a separate account
established by the recipient government, (b) entered
into an agreement with that government providing
the amount of local currencies to be generated and
the tenns and conditions under which the currencies
so deposited may be utilized, and (c) established by
agreement the responsibilities of A.I.D. and that
government to monitor and account for deposits
into and disbursements from the separate account?

(2) Will such local currencies, or
an equivalent amount of local currencies, be used
only to carry out the purposes of the DA or ESF
chapters of the FAA (depending on which chapter
is the source of the assistance) or for the
administrative requirements of the United States
Government?

(3) Has A.I.D. taken all
appropriate steps to ensure that the equivalent of
local currencies disbursed from the separate
account are used for the agreed purposes?

(4) If assistance is terminated to a
country. will any unencumbered balances of funds
remaining in a separate account be disposed of for
purposes agreed to by the recipient government and
the United States Government'?

12. Trade Restrictions

a. Surplus Commodities (FY 1993
Appropriations Act Sec. 520(a»: If assistance is
for the production of any commodity for export. is
the commodity likely to be in surplus on world
markets at the time the resulting productive
capacity bt:comes operative, and is such assistance
like!y to caust: substantial injury to U. S. producers
of the same. similar or competing commodity'!

b. Textiles (Lautenberg Amendment)
(FY 1993 Appropriations Act Sec. S20(c»: Wil1
the assistance (except for programs in Caribbean

C-4

c. N/A. This Project will not generate
local currency.

12.

a. N/A.

!'J. No.

I
••

r
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Basin Initiative countries under U.S. Tariff
Schedule •Section 807, • which allows reduced
tariffs on articles assembled abroad from
U.S.-mucle components) be used directly to procure
feasibility studies, prefeasibility studies, or project
profiles of potential investment in, or to assist the
establishment of facilities specifically designed for.
the manufacture for export to the United States or
to third country markets in direct competition with
U.S. exports. of textiles. apparel. footwear,
handbags, flat goods (such as wallets or coin purses
worn on the person). work gloves or leather
wearing apparel?

13. Tropical Forests (FY 1991 Appropriations
Act Sec. 533(c)(3)(as referenced in section 532(d)
of the FY 1993 Appropriations Act): Will funds be
used for any program, project or activity which
would (a) result in any significant loss of tropical
forests, or (b) involve industrial timber extraction
in primary tropical forest areas?

14. PVO Assistance

a. Auditing and registration (FY 1993
Appropriations Act Sec. 536): If assistance is
being made available to a PVO, has that
organization provided upon timdy request any
document, file, or record nect~ssary to the auditing
requirements of A.J.D .• and is the pva registered
with A.J.D.?

b. Funding sources (FY 1993
Appropriations Act, Title II. under heading
"Private and Voluntary Organizations"): If
assistance is to be made to a United States PVO
(other than a cooperativl.'J development
organization), does it obtain at least 20 pl.'Jrcent of
its total annual funding for international activities
from sources other than the United Statl.'Js
Government'?

15. Project A~reement Documentation (State
Authorization Sec. 1~9 (as interpreted by
conference report»: Has confinnation of the date
of signing of the project agreement. including the
amount involved. been cabll.'Jd to State LIT and
A.J.D. LEG within 60 days of the agreement's
entry into force with respect to the United States.
and has the full text of the agreement been pouched
to those same offices'? (See Handbook 3. Appendix

C-5

13. No.

14.

a. N/A. The project does not anticipate
providing assistance through PVOs.

b. N/A

15. N/A.

..



60 for agreements coverc;ld by this provision),

16. Metric System (Omnibus Trade and
Competitiveness Act of 1988 Sec. 5164, as
interpreted by conference report, amending Metric
Conversion Act of 1975 Sec. 2, and as
implemented through A.LD. policy): Does the
assistance activity use the metric system of
measurement in its procurements, grants, and other
business-related activitit:s, except to the extent that
such use is impractical or is likely to cause
significant inefficiencies or loss of markets to
United States firms? Are bulk purchases usually to
be made in metric, and are components,
subassemblies, and semi-fabricated materials to be
specified in metric units when economically
available and technicall)' adequate? Will A.LD.
specifications use metric units of measure from the
earliest programmatic stages, and from the earliest
documentation of the assistance processes (for
example. project papers) involving quantifiable
measurements (length, area. volume. capacity,
mass and weight), through the implementation
stage?

17. Women in Development (FY 1993
Appropriations Act, Title II. under heading
"Women in Development"): Will assistance be
designed so that the percentage of women
participants will be demonstrably increased?

18. Regional and Multilateral Assistance (FAA
Sec. 209): Is assistance more efficiently and
effectively provided through regional or multilateral
organizations? If so. why is assistance not so
provided? Information and conclusions on whether
assistance will encourage developing countries to
cooperate in regional development programs.

19. Abortions (FY 1993 Appropriations Act. Title
II. under heading "Population, DA," and Sec. 524):

a. \ViII assistance be made available to
any organization or program which. as determined
hy th~ Prcsid~nt. supports or participates in the
manag~mt:nt of a program of coercive abortion or
invol untary sterilization?

b. Will any funds be used to lobby for
abortion'!
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16. Yes.

17. Yes. The project will train over 10.000
nurses, auxiliary nurses and community
development workers many of whom are women.

18. No. The assistance to be provided will be
coordinated with regional and multi-lateral
programs in the health sector; however the
assistance under the A.I.D. project will be tailored
to the unique Nicaraguan situation.

19.

a. No.

b. No.

rr
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20. Cooperatives (FAA Sec. 111): Will
assistance help develop cooperatives. especially by
technical assistance, to assist rural and urban poor
to help themelves toward a beller life?

21. U.S.-Owned Foreign Currencies

a. Use of currencies (FAA Secs. 612(b),
636(h); FY 1993 Appropriations Act Secs. 507,
509): Are steps being taken to a&sure that, to the
maximum extent possible, foreign currencies owned
by the U. S. are utilized in lieu of dollars to m~.et

the cost of contractual and other services.

b. Release of currencies (FAA Sec.
6!2(d»: Does the U.S. own excess foreign
currency of the country and. if so. what
arrangements have been made for its release?

20. No. The project will seek to improve the lives
of rural and urban poor by improving their health
status.

21.

a. N/A. The U.S. owns no Nicaraguan
currencies.

b. No.

22. Procurement 22.

a. Small business (FAA Sec. 60~(a»:

Are there arrangf:'ments to pennit U.S. small
business '0 participate equitably in the furnishing of
commodities and services financed?

b. U.S. procurement (FAA Sec. 604(a)
as amended by section 597 of the FY 1993
Appropriations Act): Will all TJrocurement be from
the U.S .• the recipient country. or developing
countries except as otherwise determined in
accordance with the criteria of this section'?

c. 1\Iarine insurance (FAA Sec. 604(d»:
If the cooperating country discriminates against
marine insurance companies authorized to do
business in the U.S .• will commodities be insured
in the United States against marine risk with such a
compan)'?

d. Non-U.S. agricultural procurement
(FAA Sec. 604(e»: If non-U .S. procurement of
agricultural commodity or product thereof is to be
financed. is there provision against such
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a. Yes. Short-term technical assistance to
the project's Accderated Start Component will be
provided by a "Small Disadvantaged Business" as
defined in AIDAR 726.101, and the planned
contract for long-term technical assistance services
will require that at least 10% of the value of that
contract be sub-contracted to such businesses.
Additionally, all qualified finns, including small
businesses. will be invited to submit proposals for
the provision of goods and services under the
project.

b. Yes.

c. N/A.

d. NIA. This project will not finance the
procurement of any agricultural commodities.

.I



procurement when the domestic price of such
commodity is less than parity? (Exception where
commodity financed could not reasonably be
procured in U.S.)

e. Construction or engineering sen'ices
(FAA Sec. 604(g»: Will construction or
engineering services be procured from firms of
advanced developing countries which are otherwise
eligible under Code 941 and which have attained a
competitive capability in international markets in
one of these areas? (Exception for those countries
which receive direct economic assistance under the
FAA and permit United States firms to compete for
construction or engineering services financed from
aSllistance programs of these countries.)

f. Cargo preference shipping (FAA Sec.
603»: Is the shipping excluded from compliance
with the requirement in section 901(b) of the
Merchant Marine Act of 1936. as amended, that at
least SO percent of the gross tonnage of
commodities (computed separately for dry bulk
carriers, dry cargo liners, and tankers) tinanced
shall be transported on privately owned U.S. flag
commercial vessels to the extent such vessels are
available at fair /lnd reasonable rates?

g. Tech~ical assistance (FAA Sec.
621(a»: If technical assistance is financed, will
such assistance be furnished by private enterprise
on a contract basis to the fullest extent practicable?
Will the facilities and resources of other Federal
agencies be utilized, when they are particularly
suitable. not competitive with private enterprise.
and made available without undue interference with
domestic programs?

h. U.S. air curriers (International Air
Transportation Fair Competitive Practices Act,
1974): If air transportation of persons or property
is financed on grant basis. will U.S. carriers be
used to the extent such service is available?

i. Tennination for convenience of U.S.
Government (FY 1993 Appropriations Act Sec.
504): If the U.S. Government is a party to a
contract for procurement, does the contract contain
a provision authorizing termination of such contract
for the convenience of the United States'?
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e. N/A. This project will not procure
construction or engineering services.

f. No.

g. Yes. Technical Assistance W~~I lle
provided by U.S. firms, and the expertise of the
U.S. Public Health Service, which are particularly
suitable for the procurement and delivery of
pharmaceuticals and health-related commodities,
will be used to procure and deliver such
commodities.

h. Yes.

i. Yes. All contracts will contain such
tennination clause.



j. Consulting sCr\'ic~ (FY j ~93

Appropriations Act Sec. 523): If assisl!.:~:.:e is for
consulting service through procurement contract
pursuant to 5 U.S.C. 3109, are contract
expenditures a matter of public record and available
for public inspection (unless othelWise provided by
law or Executive order)?

k. Metric conversion (Omnibus Trade
and Competitiveness Act of 1988, as interpreted by
conference report, amending Metric Conversion
Act of 1975 Sec. 2, and as implemented through
A.J.D. polic)'): Does the assistance program use
the metric system of measurement in its
procurements, grants, and other business-related
activities. except to the extent that such lIse is
impractical or is likeI)' to cause significant
inefficiencier, or loss of markets to United States
firms? Are bulk purchases usually to be made in
metric, and are components, subassemblies, and
semi-fabricated materials to be specified in metric
units when economically available and technically
adequate? Will A.I.D. specifications use metric
units of measure from the earliest programmatic
stages. and from the earliest documentation of the
assistance processes (for example, project papers)
involving quantifiable measurements (length. area,
volume. capacity, mass and weight), through the
implementation stage'?

I. Competiti\'t~ Selection Procedur~

(FAA Sec. 60l(e»: Will the assistance utilize
competitive selection procedures for the awarding
of contracts, except where applicable procurement
rult:s allow otheIWise7

23. Construction

a. Capital project (FAA Sec. 60I(d»: If
capital (~, construction) project, will U.S.
engineering anJ professional services be used?

b. Construction contract (FAA Sec.
611 (c»): If contracts for construction are to be
financed. will they be let on a competitive basis to
maximum extent practicable?

c. Large projects. Congressional
apprO\'ul (FAA Sec. 620(k»: If for construction
of productive enterprise, will aggregate value of
assistance to be furnished by the U.S. not exceed
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j. Yes.

k. Yes.

I. Yes.

23.

a. N/A. This is not a capital project.

b. N/A. This project will not finance
contracts for construction.

c. N/A. This project will not assist in the
construction of productive enterprise.



$100 million (except for productive enterprises in
Egypt that were described in the Congressional
Presentation), or does assistance have the express
approval of Congress?

24. U.S. Audit Rights (FAA Sec. 301(d»: If
fund is established solely by U.S. contributions and
administered by an international organization, does
Comptroller General have audit rights?

25. Communist Assistance (FAA Sec. 620(h).
Do arrangements exist to insure that United States
foreign aid is not used in a manner which, contrary
to the best interests of the United States, promotes
or assists the foreign aid projects or activities of the
Communist-bloc countries?

26. Narcotics

a. Cash reimhursements (FAA Sec.
483): Will arrangements preclude use of financing
to make reimbursements, in the form of cash
payments, to persons whose illicit drug crops are
eradicated?

b. Assistance to narcotics traffickers
(FAA Sec. 487): Will arrangements take "all
reasonable steps" to preclude use of financing to or
through individuals or entities which we know or
have reason to believe have either: (1) been
convicted of a violation of any law or regulation of
the United States or a foreign country relating to
narcotics (or other controlled substances); or (2)
been an illicit trafficker in, or otherwise involved in
the illicit trafficking of, any such controlled
substance?

27. Expropriation and Land Reform (FAA Sec.
620(g»: Will assistance preclude use of financing
to compensate owners for expropriated or
nationalized property. except to compensate foreign
nationals in accordance with a land reform program
certified by the President'?

28. Police Hnd Prisons (FAA Sec. 660): Will
assistance preclude use of financing to provide
training, advice. or any financial support for police.
prisons. or other law enforcement forces, except
for narcotics programs?
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24. N/A.

25. Yes.

26.

a. Yes.

b. Yes.

27, Yes. No project funds will be used to
compensate owners for expropriated or nationalized
property.

28. Yes.



29. CIA Activities (FAA Sec. 662): Will
assistance preclude use of financing for CIA
activities?

30. Motor Vehicles (FAA Sec. 636(i»: Will
assistance preclude use of financing for purchase,
sale, long-tenn lease, exchange or guaranty of the
sale of motor vehicles manuJ'actured outside U.S.,
unless a waiver is obtained?

31. Military Personnel (FY 1993 Appropriations
Act Sec. 503): Will assistance preclude use of
financing to pay pensions, annuities, retirement
pay, or adjusted service compensatioil for prior or
current military pt:rsonnel?

32. Payment of U.N. Assessments (FY .1993
Appropriations Act Sec. 505): Will assistance
preclude use of financing to pay U. N. assessments,
arrearages or dues?

33. Multilateral Organization Lending (FY 1993
Appropriations Act Sec. 506): Will assistance
preclude use of financing to carry out provisions of
FAA section 209(d) (transfer of FAA funds to
multilateral organizations for lending)?

34. Export of Nuclear Resources (FY 1993
Appropriations Act Sec. 510): Will assistance
preclude use of financing to finance the export of
nuclear equipment, fuel, or technology?

35. Repression of Population (FY 1993
Appropriations Act Sec. 511): Will assistance
preclude:: use of financing for the purpose of aiding
tht: dforts of the government of such country to
repre::ss the legitimate rights of the population of
such country contrary to the:: Universal Declaration
of Human Rights?

36. Publicit), or Propaganda (FY 1993
Appropriations Act Sec. 516): Will assistance be
usc:<.! for publicity or propaganda purposes designed
to support or defeat legislation pending before
Congress. to intlue::nce in any way the outcome of a
political dection in the United States. or for any
publicity or propaganda purposes not authorized by
Congress?

37. j,i..rine Insuruuce (FY 1993 Appropriations
Act Sec. 560): Will any A.l.D. I:ontract and
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29. Yes.

30. Yes. All motor vehicles financed under'this
Project will bp. manufactured in the U.S.

31. Yes.

32. Yes.

33. Yes.

34. Yes.

35. Yes.

36. No.

37. Yes.



solicitation, and subcontract entered into under such
contract, include a clause requiring that U.S.
marine insurance companies have a fair opportunity
to bid for marine insurance when such insurance is
necessary or appropriate?

38. Exchange for Prohibited Act (FY 1993
Appropriations Act Sec. 565): Will any assistance
be provided to any foreign government (including
any instrumentality or agency thereot), foreign
person, or United States person in exchange for
that foreign government or person undertaking any
action which is, if carried out by the United States
Government, a United States official or employee,
expressly prohibited by a provision of United States
law?

39. Commitment of' Funds (FAA Sec. 635(h»:
Does a contract or agreement entail a commitment
for the expenditure of funds during a period in
excess of 5 years from the date of the contract or
agreement?

40. Impact on U.S. Jobs (FY 1993
Appropriations Act, Sec. 599):

(a) Will any financial incentive be
provided to a business located in the U.S. for the
purpose of inducing that business to relocate outside
the U.S. in a manner that would likely reduce the
number of U.S. employees of that business?

(b) Will assistance be provided for the
purpose of establishing or developing an export
processing zone or designated area in which the
country's tax, tariff. labor. environment. and safety
laws do not apply? If so, has the President
determined and certitied that such assistance is not
likely to cause a loss of jobs within the U.S.?

(C) Will assistance be provided for a
project or activit)' that contributes to the violation
of internationally recognized workers rights. as
detined in section 502(a)(4) of the Trade Act of
1974. of workers in the recipient country?
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38. No.

39. No.

40.

a. No.

b. No.

c. No.



B. CRITERIA APPLICABLE TO
DEVELOPMENT ASSISTANCE ONLY

1. Agricultural E"ports (Bumpers Amendment)
(FY 1993 Appropriations Act Sec. 521(b), as
interpreted by conference report for original
enactment): If assistance is for agricultural
development activities (specifically, any testing or
breeding feasibility study, variety improvement or
introduction, consultancy, publication, conference,
or training), are such activities: (1) specifically
and principally designed to increase agricultural
exports by the host country to a country other than
the United States, where the export would lead to
direct competition in that third country with exports
of a similar commodity grown or produced in the
United States, and can the activities reasonably be
expected to cause substantial injury to U.S.
exporters of a similar agricultural commodity; or
(2) in support of research that is intended primarily
to benefit U.S. producers?

2. Tied Aid Credits (FY 1993 Appropriations
Act. Title II, under heading "Economic Support
Fund"): Will DA funds be used for tied aid
credits?

3. Appropriate Technology (FAA Sec. 107): Is
special emphasis placed on use of appropriate
technology (defined as relatively smaller.
cost-saving, labor-using technologies that are
generally most appropriate for the small farms,
small businesses. and small incomes of the poor?

4. Indigenowi Needs and Resources (FAA Sec.
281(b»): Describe extent to which the activity
recognizes the particular needs. desires, and
capacities of the people of the country; utilizes the
country's intellectual resources to encourage
institutional development; and supports civic
education and training in skills required for
effective participation in governmental and political
proc~sses e:ssential to self-government.

5. Economic Den~lopment (FAA Sec. 101(a)):
D()e~ the aClivity give reasonable promise of
contributing to lhe: development of economic
resources. or to the increase of productive
capacities and self-sustaining economic growth'?
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B. CRITERIA APPLICABLE TO
DEVELOPMENT ASSISTANCE Ol'TL\'

1. N/A. This assistance is not for agricultural
development activities.

2. No.

3. Yes. The project will promote the delivery of
appropriate primary health care services in ways
appropriate to the lifestylt:s of Nicaragua's rural
and urban poor.

4. The project was developed in close collaboration
with local counterparts. It seeks to train significant
number of Nicaraguans in more efficient delivery
of health services, and to strengthen institutions at
both the national and local levels.

5. Yes. A strong, sound health delivery system is
essential to sustained development. The project
will help Nicaragua develop such a system.



11 6. Special Development Emphases (FAA Se.:s.
102(b), 113, 281(a»: Describe extent to which
activity will: (a) effectively involve the poor in
development by extending access to economy at
local level, increasing labor-intensive production
and the use of appropriate technology, dispersing
investment from cities to small towns and rural
areas, and insuring wide participation of the poor in
the benefits of development on a sustained basis,
usiDg appropriate U.S. institutions; (b) encourage
democratic private and local governmental
institutions; (c) support the self-help efforts of
developing countries; (d) promote the participation
of women in the national economies of developing
countries and the improvement of women's status;
and (e) utilize and encourage regional cooperation
by developing countries.

7. Recipient Country Contribution (FAA Secs.
110, 124(d»: Will the recipient country provide at
least 25 percent of the costs of the program.
project. or activity with respect to which the
assistance is to be furnished (or is the latter
cost-sharing requirement being waived for a
"relatively least developed" country)?

8. Benefit to Poor Majority (FAA Sec. 128(b»:
If the activity attempts to increase the institutional
capabilities of private organizations or the
government of the country, or if it attempts to
stimulate scientific and technological research. has
it been designed and will it be monitored to ensure
that the ultimate beneficiaries are the poor
majority?

9. Ahortions (FAA Sec. 104(0; FY 1993
Appropriations Act. Title II, under heading
"Population. DA," and Sec. 534):

a. Are any of the funds to be used for the
performance of abortions as a method of family
planning or to motivate or coerce any person to
practice abortions?

b. Are any of the funds to be used to pay
for the performance of involuntary sterilization as a
method of family planning or to coerce or provide
any financial incentive to any person to undergo
sterilizations?
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6. (a) The project will improve the quality and
efficiency of health delivery services in Nk.lragua
and will benefit over 500,000 mothers and children
throughout the country. The vast majority of the
people to be benefitted are poor. .

(b) The SILAIS system which the project will
support increases local control of health services.

(c) The project supports the efforts of the MINSA.

(d) A significant number of the project
beneficiaries are female nurses, auxiliary nurses
and community workers who will be trained under
the project.

(e) Consultants to be provided under the project
will apply relevant, successful experiences of
countries in the region in the health sector.

7. Yes. The GON will contribute in excess of 25
percent of the total project cost, in the form of
salaries, operating expenses, local materials,
maintenance costs, etc. for personnel and facilities
engaged in project implementation.

8. Yes. The target population includes Nicaragua's
mothers and children. The vast majority of these
beneficiaries are poor.

9.

a. No.

b. No.

\11
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c. Are any of thr. funds to be made
available to any organization or program which, as
determined by the President, supports or
participates in the management of a program of
coercive abortion or involuntary sterilization?

d. Will funds be made available only to
voluntary family planning projects which offer,
either directly or through referral to, or infonnation
about access to, a broad range of family planning
methods and services?

e. In awarding grants for natural family
planning, will any applicant be discriminated
against because of such applicant's religious or
conscientious commitment to offer only natural
family planning?

f. Are any of the funds to be used to pay
for any biomedical research which relates, in whole
or in part, to methods of, or the perfonnance of,
abortions or involuntary sterilization as a means of
family planning?

g. Are any of the funds to be made
available to any organization if the President
certifies that the use of these funds by such
organization would violate any of the above
provisions related to abortions and involuntary
sterilization?

10. Contract Awards (FAA Sec. 601(e»: Will
the project utilize competitive selection procedures
for the awarding of contracts. except where
applicable procurement rules allow otherwise?

11. Disadvantaged Enterprises (FY 1993
Appropriations Act Sec. 563): What portion of the
funds will be available only for activities of
economically and socially disadvantaged
enterprises. historically black colleges and
universities. colleges and universities having a
student bod)' in which more than 40 percent of the
students are Hispanic Americans. and private and
voluntary organizations which are controlled by
individuals who are black Americans. Hispanic
Americans. or Native Americans. or who are
economically or socially disadvantaged (including
women)?
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c. No.

d. Yes.

e. No.

f. No.

g. No.

10. Yes.

11. Short-tenn technical assistance to the project's
Accelerated Start Component will be provided by a
"Small Disadvantaged Business" as defined in
AIDAR 726.101. The estimated value of this
contract is $300,000. Beyond this, no fixed
percentage of the A.I.D. funds has been set aside
for goods and services to be procured through
economically and socially disadvantaged
enterprises. historically black colleges and
universities, r:olleges and universities having a
student body in which more than 40 percent of the
students are Hispanic Americans, or private and
voluntary organizations which are controlled by
individuals who are black Americans. Hispanic
Americans. or Native Americans, or who are
economically or socially disadvantaged (including



12. Biological Diversity (FAA Sec. 119(g):
Will the assistance: (a) support training and
education efforts which improve the capacity of
recipient countries to prevent loss of biological
diversity; (b) be provided under a long-term
agreement in which the recipient country agrees to
protect ecosystems or other wildlife habitats; (c)
support efforts to identi fy and survey ecosystems in
recipient countries worthy of protection; or (d) by
any direct or indirect means significantly degrade
national parks or similar protected areas or
introduce exotic plants or animals into such areas?

13. Tropical Forests (FAA Sec. 118; FY 1991
Appropriations Act Sec. 533(c) as referenced in
section 532(d) of the FY 1993 Appropriations Act):

a. A.I.D. Regulation 16: Doe:s the
assistance comply with the environmental
procedures set forth in A.I.D. Regulation 167

b. Consen'ation: Does the assistance
place a high priority on conservation and
sustainable management of tropical forests?
Spe:cifically, does the: assistance, to the fullest
extent feasible: (1) stress the importance of
conserving and sustainably managing forest
resources; (2) support activities which offer
employment and income alternatives to those who
otherwise would cause destruction and loss of
forests. and help countries identify and implement
alternatives to colonizing forested areas: (3)
support training programs. educational efforts, and
the establishment or strengthening of institutions to
improve: forest management; (4) help end
destructive slash-and-burn agriculture by supporting
stable and productive farming practices; (5) help
conserve forests which have not yet been degraded
by helping to increase production on lands already
cleared or degraded; (6) conserve forested
watersheds and rehabilitate those which have been
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women), but such entities will be given full and fair
opportunity to tender on sales of commodities and
services under the project. Additionally, Gray
Amendment entities will be encouraged to cQmpete
for the long term institutional contract for technical
assistance to be funded by DHS, and the RFP for
this contract will contain a provision requiring at
least 10 percent subcontracting to Gray Amendment
entities.

12. No.

13.

a. Yes.

b. No.



deforested; (7) support training. research. and
other actions which lead to sustainable llnd more
environmental1y sound practices for timber
harvesting. removal. and processing; (8) support
research to expand knowledge of tropical forests
and identify alternatives which will prevent forest
destruction, loss. or degradation: (9) conserve
biological diversity in forest areas by supporting
efforts to identify. establish. and maintain a
representative network of protected tropical forest
ecosystems on a worldwide basis. by making the
establishment of protected areas a condition of
support for activities involving forest clearance or
degradation. and by helping to identify tropical
forest ecosystems and species in need of protection
and establish and maintain appropriate protected
areas; (10) seek to increase the awareness of U.S.
Government agencies and other donors of the
immediate and long· term value of tropical forests;
(11) utilize the resources and abilities of all relevant
U.S. government agencies; (12) be based upon
careful analysis of the alternatives available to
achieve the best sustainable use of the land; and
(13) take full account of the environmental impacts
of the proposed activities on biological diversity?

c. Forest degradation: Will assistance
be used for: (1) the procurement or use of logging
equipment, unless an environmental assessment
indicates that all timber harvesting operations
involved will be conducted in an environmentally
sound manner and that the proposed activity will
produce positive economic benefits and sustainable
forest management systems; (2) actions which wiJI
signiticantly degrade national parks or similar
protected areas which contain tropical forests. or
introduce exotic plants or animals into such areas;
(3) activities which would result in the conversion
of forest lands to the rearing of livestock; (4) the
construction. upgrading. or maintenance of roads
(including temporary haul roads for logging or
other extractive industries) which pass through
relatively unJergraded forest lands: (5) the
colonization of forest lands; or (6) the construction
of dams or other water control structures which
flood relatively undergraded forest lands. unless
with respect to each such activity an environmental
assessment indicates that the activity will contribute
significantl)' and directly to improving the
livelihood of the rural poor and will be conducted
in an environmentally sound manner which supports
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c. No.

\'VI



sustainable development?

d. Sustainahle forestry: If assistance
relates to tropical forests, will project assist
countries in developing a systematic analysis of the
appropriate use of their total tropical forest
resources, with the goal of developing a national
program for sustainable forestry?

e. Environmental impact statements:
Will funds be made available in accordance with
provisions of FAA Section 117(c) and applicable
A.J.D. regulations requiring an environmental
impact statement for activities significantly affecting
the environment?

14. Energy (FY 1991 Appropriations Act
Sec. 533(c) as referenced in section 532(d) of the
FY 1993 Appropriations Act): If assistance relates
to energy, will such assistance focus on: (a) end
use energy efficiency, least-cost energy planning,
and renewable energy resources, and (b) the key
countries where assistance would have the greatest
impact on reducing emissions from greenhouse
gases?

15. Debt-for-Nature Exchange (FAA Sec. 463):
If project will finance a debt-for-nature exchange,
describe how the exchange will support protection
of: (a) the world's oceans and atmosphere, (b)
animal and plant species. and (c) parks and
reserves; or describe how the exchange will
promote: (d) natural resource management,
(e) local conservation programs, (f) conservation
tmining prCi ~rams, (g) public commitment to
conservation, (h) land and ecosystem management,
and (i) regenerative approaches in farming,
forestry, fishing, and watershed management.

16. Deobligation/Reobligation (FY 1993
Appropriations Act Sec. 515): If deob/reob
authority is sought to be exercised in the provision
of DA assistance. are the funds hoeing obligated for
the same general purpose, and for countries within
the same region as originally obligated, and have
the House and Senate Appropriations Commillees
been properly notified?
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d. N/A.

e. Yes, funds will be made available in
accordance with the provisions of FAA Section
117(c) and applicable A.J.D. regulations requiring
an environmental impact statement for activities
significantly affecting the environment. As
discussed in Annex I to this Project Paper, this
project is not expected to have any significant
impact on the environment.

14. N/A.

15. N/A.

16. N/A.



17. Looncl

a. Rcpo}ml.:nt capacity (FAA Sec.
122(b»: Information and conclusion on capacity of
the country to repay the loan at a reasonable rate of
interest.

b. Long-range pions (FAA Sec. 122(b»:
Does the activity give reasonable promise of
assisting long-range plans and programs designed to
develop economic resources and increase
productive capacities?

c. Interest rote (FAA Sec. 122(b»: If
development loan is repayable in dollars, is interest
rate at least 2 percent per annum during a grace
period which is not to exceed ten years, and at least
3 percent per annum thereafter?

d. Exports to United States (FAA Sec.
620(d»: If assistance is for any productive
enterprise which will compete with U.S.
enterprises, is there an agrtlement by the recipient
country to prevent export to the U.S. of mortl than
20 percent of the enterprise's annual production
during the life of the loan, or has the requirement
to enter into such an agreement been waived by the
President because of a national security interest?

18. Development Objectives (FAA Sees. 102(a),
Ill, 113, 281(a»: Extent to which activity will:
(1) effectively involve the poor in development, by
expanding access to tlconomy 2t local level,
incrtlasing labor-intensive production and the use of
appropriate technology, spreading investment out
from cities to small towns and rural areas, and
insuring wide participation of the poor in the
benefits of development on a sustained basis, using
the appropriate U. S. institutions; (2) help develop
cooperatives, especially by technical assistance, to
assist rural and urban poor to help themselves
toward better life, and otherwise encourage
democratic private and local governmental
institutions: (3) support the self-help efforts of
developing countries: (4) promote the participation
of women 10 the national economies of developing
countries and the improvement of women's status;
and (5) utilize and encourage regional cooperation
by developing countries?
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17. N/A. Tht) pr~iect is grant-funded.

18. (1) The project will assist the GON in
providing decentralized health services through its
SILAIS structure, which places the responsibility
for provision and management of health care
services closer to the local level.

(2) The project will not be involved in the
development of cooperatives.

(3) The DHS Project will help the GON explore
and test alternate sources of financing for its health
services, thereby helping move its severely
burdened health system toward financial
sustainability.

(4) Most of the bcmeficiaries of improved health
ser\'ic~s, and approximately 40% of those who will
receive training from the project, will be women.

(5) The interventions to be supported by DHS are
not appropriate for a regional pr(}ject.



19. Agriculture, Rurul Development and 19.
Nutrition, and Agricultural Research (FAA Sccs.
103 and 103A):

,..
a. Rural poor and smull funnenJ: If

assistance is being made available for agriculture,
rural development or nutrition, describe extent to
which activity is specifically designed to increase
productivity and income of rural poor; or if
assistance is being made available for agricultural
research, has account been taken of the needs of
small fanners, and extensive use of field testing to
adapt basic research to local conditions shall be
made.

b. Nutrition: Describe extent to which
assistance is used in coordination with efforts
carried out under FAA Section 104 (Population and
Health) to help improve nutrition of the people of
developing countries through encouragement of
increased production of crops with greater
nutritional value; improvement of planning,
research, and education with respect to nutrition,
particularly with reference to improvement and
expanded use of indigenously produced foodstuffs;
and the undertaking of pilot or demonstration
programs explicitly addressing the problem of
malnutrition of poor and vulnerable people.

c. Food security: Describe extent to
which activity increases national food security by
improving food policies and management and by
strengthening national food reserves, with particular
concern for the needs of the poor, through
measures encouraging domestic production,
building national food reserves, expanding available
storage facilities. reducing post harvest food losses,
and improving food distribution.

20. Population and Health (FAA Secs. 104(b)
and (c»: If assistance is being made available for
population or health activities, describe extent to
which aClivit)' emphasizes low-cost, integrated
,Jeliver)' s),stems for health, nutrition and family
planning for the poorest people, with particular
attention to the needs of mothers and young
children, using paramedical and auxiliary medical
personnel. clinics and heallh posts, commercial
distribution systems, and other modes of
communit~ outreach.

C-20

a. N/A.

b. Nutrition education to be furnished to
the general population under this project through
health workers will teach mothers and caretakers to
recognize the danger signs of malnutrition and to
bring their children to a health center when those
signs are present, and will emphasize the growing
and consumption of indigenous crops of high
nutritional value.

c. The project will promote one of the key
aspects of food security, food utilization, by
helping the GON provide better access for
Nicaragua's poor to primary health services,
including nutrition education.

20. The primary thrust of this project is along
precisely the lines set forth in the cited FAA
Sections.



21. Education and Hwnan R~()urc~

Development (FAA Sec. 105): If lIssistance: is
being made available for education, public
administration, or human resource development,
describe (a) extent to which activity strengthens
nonformal education, makes formal education more
relevant, especially for rural families and urban
poor. and strengthens management capability of
institutions enabling the poor to participate in
development; and (b) extent to which assisUlnce
provides advanced education and training of people
of developing countries in such disciplines as are
required for plaMing and implementation of public
and private development activities.

22. Energy, Private Voluntary Organizations,
and Selected Deve!opment Acth'ities (FAA Sec.
106): If ~ssistance is being made available: for
energy, private voluntary organizations, and
selected development proble:ms, describe e:xtent to
which activity is:

a. concerned with data collection and
analysis, the training of skilled personnel. research
on and development of suitable energ)' source:s, and
pilot projects to test new methods of energy
production; and facilitative of research on and
development and use of small-scale, decentralized.
renewable energy sources for rural areas.
emphasizing development of energ)' resources
which are environmentally acceptable and require
minimum capital investment;

b. concerned with technical cooperation
and deve:lopment, especially with U.S, private and
voluntary, or regional and international
devdopment, organizations;

c. research into, and e:valuation of.
economic development processes and techniques:

d. reconstruction after natural or
manmade disaster and programs of disaster
preparedness:

e:. for special development problems. and
to enable proper utilization of infrastructure and
related projllcts funded with earlier U.S. assistance;

f. for urban development. especially
small. labor-intensive enterprises, marketing
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21. N/A.

22. N/A.



=

systems for small producers, and financial or other
institutions to help urban poor participate in
economic and social development.

23. Capital Projects (Jobs Through Export Act of
1992, Secs. 303 and 306(d)): If assistance is being
provided for a capital project, is the project
developmentally sound and will the project
measurably alleviate the worst manifestations of
poverty or directly promote environmental safety
and sustainability at the community level?

C-22

23. N/A.
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ANNEX D: ADl\1IN1STRATIVE ANALYSIS

I. Institutional Background

Before the 1979 revolution, Nicaragua's health system was
fragmented: 23 different institutions provided health care to
different segments of the population. These included the
Ministry of Health (MINSA), the National Social Security
Institute (INSSBI), the National Board for Social Welfare (INAPS)
and local boards for Social Assistance. To consolidate
responsibility for health care, in August 1979 the new Sandinista
government integrated these providers into the sistema Nacional
unico de Balud (the Single National Health System). A decade
later, in 1989, it reorganized primary level health services
(Resolution 75 of the Ministry of Health) into 91 areas of health
and 143 municipalities which serve as basic territorial units.

Article Nine of Law Decree No. 1-90, which creates the different
State Ministries, assigns to the Ministry of Health (MINSA) the
following functions and attributes:

o Provision of health services

o Development of health plans

o Surveillance of national health status

o Production and importation of medicines, surgical and health
instruments and equipment

o Scientific training and investigation in health

o Environmental health inclUding hygienic habits of the
population

o Control of professionals and technicians working in the
health sector

o Hygiene and quality control of medicines, foodstuffs,
beverages and water

o Construction of hospitals and health centers.

MINSA carries out these responsibilities through a network of
health units:

o Regional Hospitals act as referral centers.

o Health Centers provide treatment for common health problems,
attend births, and provide pre- and post-natal care.



o Medical Posts provide immunizations, ORS packets, and
follow-up to the treatment of diarrheal illnesses.

o Health Posts are staffed by auxiliary nurses responsible for
visiting the community and providing immunizations and basic
medications.

Each of these organizes its operations according to a set of
regulations, norms and procedures as well as protocols and
responsibilities established by technical departments and the
respective governing boards.

Currently, MINSA is the major provider of health services in
Nicaragua. It delivers health care to approximately 70% of the
population. The extent of private sector health service
provision in Nicaragua is unclear, but available estimates
indicate that ambulatory care coverage by religious organizations
and NGOs could account for as much as 4% of total coverage.

The Ministry of Defense, the security Ministry, the private
sector, and Non-Governmental organizations (NGOs) also provide
health services to specific social sectors and population groups.
Each has its own rules and practices, independent of but in
accordance with MINSA norms.

II. MINSA organizational structure

A. Central Level structure

At the central level, MINSA's structure consists of technical and
administrative support offices (see Figure 0-1, MINSA
Organization Chart, 1993, on the following page). certain
functions, including planning (responsible for policy
development, strategic planning and institutional development of
the Ministry), external cooperation (coordinates external
assistance), aUditing and epidemiological surveillance are
directly linked to the Office of the Minister. Administrative
offices include the General Directorates of Economics, in charge
of investment planning, ~ccounting, bUdgeting and personnel
planning; the General Directorate for Infrastructure and
Maintenance; the General Directorate of Human Resources, which
oversees personnel issues and training; and the General
Directorate for Supplies, including procurement and distribution.
There are four technical Directorates: Medical Training,
services Development, Health Promotion and Hygiene and
Communicable Diseases.

The central level has the following principal functions: the
definition of policies and formulation of sectoral strategies;
the elaboration of technical norms; compliance with the norms and
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procedures utilized in health care; the regulation and filling of
positions; and the coordination of external assistance.

B. Local Level structure - SILAIS

In February 1991, MINSA approved Resolution 91, which created the
sistemas Locales de Atenci6n Integral de Salud (the Local systems
of Integrated Health Care, or SILAIS) in 19 geographic areas
throughout the country. The General Directorate for Medical
Attention (now Health promotion) was given responsibility for
organizing and overseeing a committee to develop and implement
this new structure. The committee, the Comisi6n Nacional de
SILAIS (CNS) , was made up of representatives from the central
level. By the end of 1991, the CNS had been organized into four
major areas of study and action (health services referral system,
integration of programs; management; human resources), each
responsible for developing corresponding areas defined in the
SILAIS "Marco conceptual" (conceptual framework - Serie SILAIS 1,
July, 1991). Among the notable acts of the CNS were the
introduction of functional changes at the central and regional
levels and the transfer of oversight of hospital services from
the regions to the SILAIS (Serie SILAIS 5, p. 10-11).
SUbsequently, per Ministerial Resolution 100, April, 1992, the
Regional Offices were eliminated, thereby creating a system
composed only of the Central Level and the SILAIS.

Since the further reorganization of MINSA in early 1993, the
functions formerly performed by the CNS have been incorporated
directly under the authority of the Minister. The Office of the
Minister is now responsible for developing procedures to improve
efficiency in the SILAIS, including the decentralization of
information systems and certain bUdget authorities.· In the
Project Grant Agreement for DHS, however, MINSA will covenant to
reconstitute the eNS as the principal coordinating body for
external donor assistance to the SILAIS, and to make all
principal donors members of that body.

Within the National Health System, the SILAIS constitute the
basic organizational unit, in which a set of sectoral and extra
sectoral resources, mechanisms, policies and administrative units
are brought together under unified management for the development
of health care for a specific service area.

The specific objectives of the SILAIS are the following:

o Facilitate the local management of the National Health Plan
through technical-administrative decentralization.

Propuesta de Descentralizacion de la Administracion del
Presupuesto del Ministerio de Salud, MINSA and MIFIN, December 11,
1992 (document in draft) .
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o Consolidate the process of providing health care through the
integration of all health care facilities (including
hospitals) under its corresponding technical-administrative
director.

o Expand the coverage of high risk cases.

o Promote the participation of other institutions and social
groups in the solution of health problems.

o Implement a process of Social communication and sanitary
Education to address the major health problems.

Minimum staffing for each SILAIS includes: a Director
(preferably with experience in health administration); an
epidemiologist; an administrator; a nurse; a statistician; and a
sanitary worker. Together, they are responsible for the
management and planning of health care in their respective
SILAIS. The Director of each SILAIS has the authority to
coordinate with other sectoral and private institutions and
foreign cooperation agencies on any SUbject related to health
services, as well as to direct all human and material resources
of MINSA within his/her territory. The SILAIS may also assume
responsibility for arranging a temporary transfer of goods and/or
personnel from other SILAIS. However, the SILAIS do not now have
the authority to redefine personnel or material needs based on
analyses of demand for health services, epidemiological profile
or population density of the SILAIS.

Each SILAIS also has a Health Council composed of a Director,
technical staff, municipal mayors, hospital directors, persons
responsible for municipal health services, and formal and
informal representatives of the community. This council plays an
important role as a sounding board for the discussion of health
problems between the pUblic sector and community groups.

c. Human Resources

MINSA now employs about 23,200 people, 50% more than in 1980.
(See Table 0-1 on the following page.) Current staffing at MINSA
not only reflects a curative care bias, but lack of personnel
management and administration. Primary health care is physician
oriented. The proportion of physician to support staff is much
too high. There are only 0.9 nurses per doctor compared to an
international standard of four per doctor. The number of
auxiliary nurses per physician is also low. 2

2 "The Nicaraguan Health Sector: A Preliminary Analysis. A
report prepared by Barry o. Smith, MO, MPH, PRITECH Consultant.
August, 1990. p. 33.
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Table P-1' Nicaragua, Ministry of Health Human Re30urc8.
(1979-1990)

Categcry 1979 1980 1984 1989 1990

Doctors

Nurses

Dentists

Aux. Nurses

other Tech.

Administrative

TOTALS

1,345

640

179

3,176

1,212

808

190

3,879

15,500

2,172

1,271

222

4,378

9,610

3,879

21,532

2,462

1,580

320

5,245

8,485

4,130

22,222

2,092

261

5,398

8,233

4,784

23,185

Sources: 1979-1984, R. Garfield, Health Care in Nicaragua,
unpublished draft, 1990.

1989-1990, MINSA, Plan Maestro de SaIud 1991-1996.

An over-supply of doctors in the country app~~~s to be the
driving force behind the over-staffing of physicians in the
MINSA. In addition, MINSA suffers from high personnel turnover
(over 30% a year between 1987-1990) which undermines efficient
administration of most programs and impairs routine development
of skills. It is believed that high turnover is at least partly
the result of low pay scales for MINSA employees.

D. Physical Infrastructure

Nicaragua's primary health care network has expanded four-fold
since 1980, and almost all population settlements with than more
5,000 people have a health facility nearby. As of 1991, there
were a total of 843 facilities supported by 13 teaching units, 24
warehouses and 14 administrative offices. Health posts and
centers are fairly well distributed geographically. The number
of hospitals beds has increased by approximately 20 percent since
1975.

However, because of the obsolete state of some facilities and
years of lack of maintenance, the condition of health facilities
at all levels is generally poor throughout the country.
Equipment is also in disrepair at all levels of the health care
system, particularly in hospitals and rural health facilities.
It is estimated that about half of all MINSA medical equipment is
in need of repair.
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E. Health B,ryiq. Deliyery system

Despite the efforts to increase coverage of primary health care
through this extensive network of health centers and health
posts, pUblic health indicators have not improved as much as'
expected. This is largely because a curative approach has
predominated over preventive activities. As a result, morbidity
and curative consultations have increased more rapidly than
child-health check-ups and pre- and post-natal controls. Health
and nutrition education, growth monitoring, and breastfeeding,
for example, are not always routinely included in primary health
activities, although these interventions are well within the
reach of MINSA despite its limited resources. The heavy reliance
on curative medicine unnecessarily raises costs.

During the 1980'S, health care delivery was supported by
15,000 community health workers (CHWs) selected by "movimiento
comunal." These volunteers have provided support for
immunization campaigns by encouraging residents to come to
vaccination centers at appropriate times. After the change in
government in 1~90, CHWs in many communities became less active.
In other communities, however, they continue to provide extensive
support for both immunization and anti-cholera campaigns.

Training for CHWs has been sporadic, driven mostly by immediate
requirements (e.g., cholera, immunization, malaria) than by any
organized effort to provide CHWs with a full range of skills to
meet basic community health care needs/referrals. "Spot"
training has been provided by MINSA and by a number of
organizations with which individual CHWs may be associated (e.g.,
NGOs, local agencies). Now that MINSA is taking a more active
interest in the role and potential contribution of the CHWs to
health care coverage, it hopes to systematize and maintain
records of types and location of training provided, and to
develop curricula reflective of community needs as defined by the
CHWs themselves and by local Health councils. The CHWs'
responsibilities are expected to emphasize community motivation
and education, but they lack training in the promotional aspects
of integrated primary care delivery.

Supervision of CHWs is, by law, the responsibility of MINSA.
However, it is widely recognized that whatever supervision does
take place largely depends on the individual motivation of staff
at respective SILAIS and health centers. The actual use of CHWs
in the promotion of health care will also likely be governed by
individual SILAIS' perceptions of their utility, as well as by
geography and distance factors.

Generally speaking, CHWs seem to be working well when given
adequate training, supervision and some recognition. The
productive and, virtually, indispensable role of CHWs is most
obvious in immunization and cholera campaigns. Given CHWs'
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satisfactory performance to-date in these selected areas of
health care, and frequently expressed desires among CHWs
themselves to do more, these volunteers could realistically be
counted on to provide MH/CS services ascribed to them in sec~ion
III of this Project Paper.

III. "IHSA Reorganization Process

MINSA has been undergoing a process of administrative
reorganization during both the past and present governments.
This reorganization has been driven by the clear and growing
recognition among both NINSA officials and donor agencies that
the faults in Nicaragua's health service delivery system -
insufficiency (in quantity and quality) of health services, the
lack of control and evaluation of health interventions, the
limited managerial capacity at all levels, and the lack of
adequate methods and mechanisms for efficient allocation and use
of resources -- calls for a fundamental restructuring of the
system.

In response, MINSA has formulated and is carrying out a strategy
of decentralization, the principal element of which has been the
creation of the SILAIS. The most important aspect of the
decentralization of administration and services is that each
individual SILAIS will (in theory) be more responsive to
perceived conditions and needs in their service areas. In other
words, the delivery of services, both curative and preventive,
will be planned and implemented by SILAIS staff in conjunction
with input from th~ir health centers and posts.

There is a strong commitment to decentralize responsibility for
health care to the SILAIS. The Regions were eliminated as an
organizational unit of MINSA in June 1992, when the transfer of
human and physical resources to the SILAIS was completed. The
SILAIS concept promises to strengthen Nicaragua's national health
system. Intermediate units, closely located to the service areas
and facilities, will facilitate administrative action. This will
promote decentralization, especially if the SILAIS maintain and
exercise effectively their authority over hospitals. The
integration of hospitals with SILAIS will permit better analysis,
discussion and distribution of resources for preventive programs
and bet~er coordination of patient referral and counter-referral.
In addition, the SILArS are expected to stimulate a highly active
participation on the part of local communities and municipal
governments in search of new resources for health. (See Annex H,
"Social Soundness Analysis", for further details on this expected
phenomenon.)
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IV. Management Problems of "IHSA and the SILAIS

MINSA itself has identifiod problems of varying degrees of
severity concerning its operations. In MINSA's own view, th~

main problems are:

o MINSA management systems are underdeveloped and management
skills are weak at all levels of the health system.

o Information systems do not provide sUfficient information on
morbidity and mortality, cost and production of services.

o Directors and administrators are not sUfficiently well
trained to seek more efficient ways to utilize resources.

o MINSA has limited capacity to plan and bUdget programs and
monitor performance.

o MINSA has been unable to comply with requests from the
Ministry of Finance (MiFin) for quantitative justification
of bUdget estimates.

These factors are linked by scarcity of relia~le systematic
information, lack of specialized economic analysis personnel,
weakness of intermediate support staff and inappropriate
bUdgetary procedures.

MINSA's personnel management systems cannot assure that employees
are matched with suitable jobs or identify those employee~ that
have either had or require specific training. A more integrated
approach to primary hel!lth care will require the revision of
current job descriptions for preventive health care personnel and
corresponding training to prepare those personnel to carry out
the duties appropriate to their positions.

Another of MINSA's management weaknesses is the lack of
systematic supervision of its human resources. Supervision is
sometimes included in some of the vertical program activities,
but the practice is not widespread. MINSA started a program to
develop supervisory manuals, but this effort was abandoned. The
result has been a lack of clear norms or procedures for
supervision. The lack of supervision in part explains the poor
quality and inefficiency of some services, and the low skill
levels of the health care providers.

MINSA's system for the provision of basic supplies, principal
medicines and other medical needs also suffers from various
deficiencies. These range from weaknesses in the ability to
determine what those needs are to problems of acquisition,
storage and distribution, especially of medicines and other
medical supplies. First, selection of drugs is inadequate. Even
though a list of essential drugs (accompanied by therapeutic
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guidelines) has been prepared, it has 392 products, over 100 more
than deemed necessary according to WHO guidelines. Second,
utilization of pharmaceuticals on both an in-patient and out
patient basis needs to be improved. Available data indicate~

that some medicines are often prescribed incorrectly (such as
antibiotics for diarrhea), and that there is a general tendency
to overprescribe medications. Third, procedures for estimating
needs are weak at all levels of the health system, a weakness
that largely results from a lack of trained personnel and the
high turnover rate. Fourth, lack of logistical support
accompanied by an inadequate warehousing network and poor
inventory practices leads to waste (outdated medicines),
inadequate distribution practices, and theft (MINSA drugs are
often found for sale in markets) .

During the last decade, MINSA made efforts to institute effective
planning and management. However, years of economic crisis and
war did not allow it to develop an adequate organizational
capacity. In addition, a by-product of the strong reliance on
community participation for the implementation of priority
interventions (such as campaigns) has been that MINSA carried out
many of its regular programs outside the institutional structure,
in a vertical way, and hence did not adequately strengthen its
organizational capacity. Inappropriate staffing patterns and
distribution of personnel by level of care as well as inadequate
financial management information systems are the main areas where
MINSA's lack of institutional capacity is most apparent. This
results not only from lack of financial resources but from a
complex and fragmented structure where planning and coordination
of programs is difficult and laborious. This is clearly
reflected in a management culture that lacks standard norms and
procedures, and compounded by technical weaknesses in staff,
p~rticularly at the managerial and administrative levels.

As of March 1992, when the first progress reports on the
implementation of the SILAIS program was prepared (Serie SILAIS
5), most SILAIS were not fully equipped or staffed. Operational
problems cited by SILAIS personnel themselves included inadequate
decentralization of authorities, deficiencies in planning and
coordination, inadequate information systems and training needs.
It is worth noting, however, that the eNS has been making strides
in addressing each of these areas, e.g., proposals for selected
decentralized bUdget and other authorities are now being
reviewed, and a project for the implementation of a health
information system has been developed with the assistance of the
bilateral Spanish aid program.
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v. ~91eot Actions in Management Deoentralization

A. Management Policy Issues

Donors such as USAID, FAHO/WHO, UNDP and the World Bank have'for
some time encouraged MINSA to adopt policies designed to foster
greater local participation in the determination of health
priorities and appropriate assignment of resources. From an
administrative viewpoint, each SILAIS must be able to determine
the nat~re and extent of the population at risk in its area of
respons,ibility, allocate available resources, and evaluate the
cost-effectiveness of possible interventions. In order to
accomplish these goals, each SILAIS needs to have the capacity to
collec1~, process, analyze, and interpret basic demographic data,
specific morbidity and mortality patterns, and the demand for and
cost of specific services. such a process requires a minimum of
central level policy decisions accompanied by model systems of
norms and procedures for managerial processes in planning,
budgeting, programming of services and the provision of technical
supplies, supervision, control and evaluation.

The administrative autonomy of each SILAIS is essential if
specific services and interventions are to be tailored to the
particular needs and special circumstances encountered in
differant parts of Nicaragua. A single vertical approach
administered from MINSA in ~anagua cannot respond to local
variations, especially in areas with severe medical and economic
problems, such as those involving large numbers of decommissioned
soldiers, recently returned refugees and their families with
young children.

In such a system, the central level of MINSA should maintain a
certain amount of control and supervision in the application of
its pOlicies and the formulation and execution of SILAIS plans
and programs. This will avoid excessive independence of some
SILAIS or their deviation from the national health strategy as
approved in the Master Health Plan. The level of management
control to be retained at the central level, and the level of
autonomy to be exercised by the individual SILAIS, must be agreed
on in advance at both levels.

B. Required Management Actions

MINSA financial and operational procedures must be improved to
facilitate greater efficiency of health services. To do this,
conceptual models and methodologies to improve management must be
developed and implemented at all levels - central, SILAIS and
health units.

To improve the financial system, the project must develop bUdget
formulation, execution and control systems. Technical assistance
is needed to assess needs and to design or redesign financial
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systems or subsystems, such as program-based budgeting,
accounting, cash management, cost accounting and management
information. The cost accounting information systems in those
hospital~ and SILAIS supported by PAHO and USAID will need
additional support for further development of routine financial
control systems, Dersonnel data and pharmaceutical information
systems.

The establishment of goals for the production of health services,
with their corresponding costs as fundamental factors for the
bUdgeting and programming of activities or services should be a
first step in the application of this methodology. This
methodology should be revised and modified by MINSA with support
and technical assistance from DHS. SILAIS personnel and service
units should be trained in its application and use.

It is important that DHS support the following activities:

o Technical assistance for modifying and making compatible the
standard packages of PRRC and the methodology for recurrent
costs developed by Olave and Zotele.

o Development of compatible personnel and logistical
(abastecimiento) information systems.

o Design of basic training models for data collection, quality
control and reporting.

o Sequences of training models for decision makers which train
and reinforce them in the use of unit cost analysis and
other approaches to using data for decision-making.

Given the financial difficulties of MINSA, the central level of
MINSA should determine, together with the SILAIS, clear policies
for the utilization of certain physical infrastructure (e.g.,
storage facilities) and laboratory services for hygiene and
epidemiology which were previously organized according to
regional criteria. These should now be distributed among the
SILAIS or used in common by various SILAIS, given that in some
cases it is not justifiable to establish these facilities in each
individual SILAIS.

Improved management knowledge and skills go hand in hand with
improved information systems. If they are to make rational,
cost-effective choices, central, SILAIS, and primary care
facilities need information systems which combine health service
statistics, financial, personnel and supply information.
Therefore, the implementation of computerized systems at the
central and SILAIS levels will be critical to enabling MINSA to
mannge the resources at its disposal. These tools will give
SILAIS management the ability not only to manage and control
resources allocated from MINSA, but the self-sufficiency to
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design and implement solutions unique to their particular
requirements.

Management training programs, using technical assistance and in
service training activities and appropriate local institutions,
must upgrade the management skills of SILAIS personnel and lower
level health facility directors and administrators. In the case
of health delivery services, the project·s emphasis is on
assisting and training health staff to develop the basic
administrative and technical systems in SILAIS which will permit
better use of available resources and promote maximum community
participation. The project will also place high priority on
retraining all facility staff (especially at the periphery and in
the community) in integrated health services and health education
support, and on assuring the continued provision of basic
supplies and equipment needed to carry out preventive activities.

Training supported by the project needs to be short but
intensive, as many of the health facility staff need only
retraining in the basic interventions and some instruction in
techniques that may be new to them (e.g., those for prevention
and treatment of acute respiratory infection). Self-instruction
materials must be provided as recall manuals at all levels of the
training. A precise assessment of skills and knowledge gaps as
related to health care delivery needs at each level of the health
system with which the project is working, and the design of
appropriate curricula to address these gaps, will be vital to the
project's success.

The improvement of MINSA's supervisory skills will be a key
element in any effort to improve the quality of services and to
strengthen management and efficiency. DHS-funded training should
support management training in systematic and decentralized
supervisory systems, with emphasis on providing on-the-job
training and problem-solving, rather than the traditional
"inspection" system.

As part of the effort to improve supervision, a monitoring and
evaluation system oriented toward assuring the achievement of
primary health program goals and suitable for use at SILAIS and
local levels must be designed, tested and implemented. This
strategy will result in many different supervisory instruments.
Once systematic supervision of health posts has been initiated at
the level of the municipal centers, the project should support
the development of similar instruments by which SILAIS can
monitor the performance of those centers. These instruments will
be more complex, reflecting the greater range of services
delivered at these facilities. Similarly, technical assistance
should support central level efforts to develop criteria by which

See Annex M, "Management Information Technology".
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to monitor the quality of care and operational efficiency of
individual SILAIS.

With these issues adequately addressed, the project as desig~ed

herein will enable satisfactory and constructive attainment bf
project outputs and purposes.

VI. Absorptive Capacity

While MINSA has management and administrative deficiencies, it
also has taken a clear and specific decision to change this
situation. Moreover, at the central level as well as in the
recently established SILAIS, there is a dynamic spirit and desire
to bring about decentralization and to strengthen management.

These factors create a favorable climate for strengthening
MINSA's absorptive capacity, which is low but can be raised
sUbstantially with the help of USAID and other donors. The
extent of this increase will depend on effective coordination
among donor agencies to avoid saturation and duplication of
efforts. Assistance should be carefully planned and used to
strengthen primarily those systems that MINSA considers to be
priorities. since USAIO assistance is basically to be
concentrated at the SILAIS level and is intended to develop
highly practical and flexible management mechanisms and to
coordinate the primary care interventions supported by the
Project, DHS should fit smoothly with the World Bank's
intel'ventions in the areas of personnel administration and basic
medicines. LikewiAe, there must also be cooperation with
projects supported by the Swedish Government to be implemented
with ~echnical assistance provided by PAHO/WHO and UNICEF in
Regions I and II. As discussed elsewhere in this Project Paper,
the Comisi6n Nacional de SILAIS and MINSA's Office of External
Cooperation will perform this coordinating function.
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ANNEX E: ECONOMIC CONSIDERATIONS

Maternal Health and Child survival Interventions

The paucity of reliable data on the real cost of, the demand for,
and the effectiveness of the maternal health and child survival
(MH/CS) inter.ventions the Decentralized Health Services Project
(DHS) will support make it extremely difficult, if not
impossible, to gauge accurately the cost-effectiveness of those
interventions. To correct this situation, the project includes
substantial data gathering and monitoring activities that will,
during its life, make it far easier to carry out such an
analysis. Nonetheless, those being asked to authorize both the
A.I.D. and GON contributions to DHS require at least some prior
demonstration that the activities DHS will support are in fact
cost effective as compared to other potential means of preventing
or curing the health problems identified in the body of this
Project Paper.

To provide this prior demonstration, this analysis will examine
the conclusions reached during the recent design of a similar
project in a neighboring Central American country. The El
Salvador Family Health Services Project (FHS, 519-0363), which
was authorized in June 1990, provides technical and financial
assistance to the Salvadoran Demographic Association to continue
and expand the delivery of birth spacing and maternal/child
health ser"ices to high risk populations in rural and marginal
urban areas and improve the quality and efficiency of those
services.

During design of FHS, USAID/El Salvador conducted detailed
analyses of the cost effectiveness of the various contraceptive,
COD, and nutrition interventions that the project might have
supported. The Mission also tested the sensitivity of its
conclusions to possible changes in the underlying assumptions.
Obviously, the situations in the two countries are not so similar
as to enable the impartial observer to conclude with certainty
that, if similar tests were performed in Nicaragua, the same
conclusions would result. There are, however, sUfficient
similarities between the economic circumstances of these two war
ravaged countries, and sufficient similarities between the health
problems they face, to make the El Salvador experience of some
analytical use in Nicaragua. At the very least, the
methodologies used in design of the FHS Project provide a roadmap
for the GONls Ministry of Health (MINSA) and the long-term
technical assistance (TA) team to carry out similar analyses of
DHS interventions once sufficient reliable data is available.



A. Cost-Effeotiyeness of Alternatiye Modern Methods of
contraoeption

The FHS design examined the planned contraceptive interventions
by using a methodology set forth by P. Oelp in 1977 in a work
entitled "Cost Effectiveness Analysis", pUblished in systems
Tools for Project Planning. The first step was to estimate the
effectiveness of each method. In this methodology,
"Effectiveness is defined as the product of the reliability of
the intervention (in preventing births or dehydration during
diarrheal episodes, for example) and its rate of acceptance among
the population. "I

The analysis concluded that the "effectiveness" of modern methods
of contraception in El Salvador was "highest for female
sterilization, followed by contraceptive pills, condoms, and the
IUD. Vasectomy has the lowest effectiveness due to its low
acceptance. Female sterilization is fully reliable and has a
high rate of acceptance among women. u2 The results of this
analysis are reproduced below:

Table E-l: Effectiveness Estimates for Modern Methods of
contraception, EI Salvador

Method.·

vasectomy

Condom

...Relia))ility

98

90

'·.>'Acceptance: :::';:: {Efffectivaness\:'··
,'.", ,',: """:'.' ;;.:::;:;> .::;:,:;:

0.01 0.60

0.02 1.80

pill

IUD

sterilization

95

90

98

0.08

0.02

0.30

7.60

1. 80

29.40

The analysis then examined the cost per couple year of protection
(CYP) provided by each method. Cost was based on the medical/
clinical budget and 60% of the rural health delivery budget
allocated according to 1988 use rates, plus the LOP cost of each
type of contraception, divided by the number of units of each
type. Table E-2 on the following page summarizes the results.

USAID/El Salvador. "Family Health Services Project Paper
(519-0363)," June 1990, Annex F.2, "Economic Analysis, p. 1.

Ibid, p. 1.
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Table E-2; Cost Analysis ot Modern Methods ot
contraception, £1 Salvador (in US$)

Method CYP cost/unit~ cost/Y.a~
.:

Vasectomy 14.00 68.061 4.86

Condom (unit) 0.01 0.059 5.90

pill (cycle) 0.08 0.289 3.76

IUD (unit) 2.50 2.5C'J0 1. 00

sterilization 14.00 70.718 5.05

The analysis then estimates the cost-effectiveness of each
intervention by calculating the ratio between the effectiveness
of each method (from Table E-1) and its cost per year of
protection (from Table E-2). The higher the ratio, the more
cost-effective is the intervention:

Table E-3: Cost-Effectiveness Ratios for Modern Methods
of Contr~ception in E1 8alvaaor (U8$)

Method cost/Year Effec::tiveness Ratio, ., .. ::.::;:-;.
.:

Vasectomy 4.86 0.60 0.12

Condom 5.90 1. 80 0.31

Pill 3.76 7.60 2.02

IUD 1. 00 1. 80 1.80

sterilization 5.05 29.40 5.82

The analysis concludes that female sterilization, because of its
high acceptance rate in EI Salvador, is the most cost-effective
intervention. It notes, however, that "sterilizations alone are
unable to significantly reduce the dependency ratio or fertility
rate ... because couples seek sterilization at older ages when they
have already completed their families.") This point is of
particular relevance to DHS, which seeks to promote contraception
not as a means of controlling population growth, but rather to
promote birth spacing, and thus improve maternal and child
health. Though DHS will provide equipment and training in
support of both vasectomies and female contraception, its
principal efforts in family planning will be focused on birth
spacing; i.e., on temporary methods.

Ibid., p. 3.
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Among these methods, the above data suggest that the project's
focus on oral contraceptives rather than IUDs is appropriate, as
the former are more cost-effective than the latter. Further,
though the cost-effectiveness of condoms was found to be low, in
El Salvador because of their low acceptance rate in 1988, th~

analysis notes that "As a result of .•. SDA efforts, the use of
condoms has increased dramatically over the last three years."
If similar efforts by Profamilia and MINSA provoke the same
response in Nicaragua, the cost-effectiveness of condoms will
increase.

The FHS pp then applies the same methodology to the other
interventions planned under that project, two of which -- control
of diarrheal disease and nutrition interventions -- are similar
to those planned under DHS. Following are the results of those
analyses.

2. Control of Diarrheal Disease

Table E-4: Effectiveness Estimates for Diarrheal Disease
Interventions, El Salvador

Method Reliabili.ty . Acoeptance'" Effeotiveness:

ORS 65 .10 6.5

Home Electr.
Solution 65 .02 1.3

Hospital
Rehydration 95 .003 0.3

Table E-S:

Method

ORS

Home Solution

Cost EstimatGs for Diarrheal Disease
Interventions, El Salvador (US$)

Protection Per ': ....:.. ' '...>..'costPeri
Episode ·:..costlunit:· .·:·1 Treatlnen't:):":

.33/packet .27 0.82

.33/liter .05 0.15

Hospital
Rehydration 1. DO/treatment

E-4
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Table E-G; Cost-Eftectiveness Ratios for Diarrheal
Disease Interventions, El Salvador (U8$)

Costl .
Kethod 'l'reatmen't Effectiveness Ratio

ORS .82 6.5 7.9

Home Solution .15 1.3 8.7

Hospital
Rehydration 46.88 0.3 0.006

Clearly, in El Salvador, the two home treatment methods were
shown to be both less costly, and more cost-effective, than the
alternative of hospital rehydration. This suggest that DHS,
which will promote both these methods as a means of avoiding the
need to resort to hospital rehydration, has chosen correctly.

3. Nutrition Interventions

Table E-7: Effectiveness Estimates for Nutrition
Interventions, El Salvador

Method Reliability. Accep'tance Effectiveness

Prenatal
Vitamins 95 .80 76

Multivitamins 25 .80 20

Vitamin A 95 .80 76

Home Gardens 15 .80 12

Table E-8: Cost Estimates for Nutri'tion Interventions,
El Salvador (U6$)

Method protection/Yr. cost/Unit cost/Year.

Prenatal
Vitamins .004/pill .06 15.00

Multivitamins .003/pill .02 6.70

Vitamin A .5/capsule .67 1. 30

Home Gardens .05/seed pk. .36 7.20
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Wable E-9, Cost-Effeotiveness Ratios tor Nutrition
Intervention., 11 Sal~ador (US$)

Method cost/Episode Effectivene•• Ratio
" ,.",

Prenatal
Vitamins 15.0 76 5.1

Multivitamins 6.7 20 3.0

Vitamin A 1.3 76 58.5

Home Gardens 7.2 12 1.7

Again, the estimates from El Salvador suggest that the DHS
Project has chosen correctly: prenatal vitamins and Vitamin A,
which DHS will provide, are more cost-effective (particularly so
in the case of Vitamin A) than the alternatives of multivitamin
use or the encouragement of home gardens.

II. Management and Financial Decentralization/Alternate Sources
of Finance (MFD/ASF)

The data presented in section III.B.~ of this Project Paper
describe in some detail the financial costs to Nicaragua of its
present system of health care provision. As that section poin~J

out, MINSA currently consumes 16.29% (C$ 421.8 million, or
approximately US$ 78.8 million) of the GON's annual budget, while
some 88% of its expenditures can be described as recurrent. 4

This level of expenditure is not an aberration; indeed, as Table
E-10 on the following page shows, per capita expenditures on
health grew almost every year under the Sandinista government
until 1987. Current levels of expenditure actual represent a
sharp decrease from those attained in the mid-1980s, when
absolute and per capita public expenditures in health reached
levels comparable to those of the most advanced economies in
l.atin America.

ol Republica de Nicaragua, Ministerio de Finanzas.
"Presupuesto General de la Republica, 1992", pp. 25 and 101.
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TABLE E-l0:

GOP PER CAPITA AND :PUBLIC EXP.ElNDITURE IN HEALTH
1970 '1'0 1991

YEAR GDP PER HEALTH HEALTH PUBLIC
CAPITA EXPEND. EXPEND. PER
US$/1988 AS A % IN US$ CAPITA

OF GDP MILLION US$/198B
1988

1970 1945 0.53% 14.50 7.92
1975 1634 1.16 40.75 18.95
1978 1581 0.70 26.67 11.07
1979 1130 1. 89 56.38 21.36
1980 1147 3.20 100.20 36.70
1981 1171 5.00 167.45 58.55
1982 1124 5.20 173.01 58.45
1983 1137 4.90 170.48 55.71
1984 1082 4.80 164.12 51.94
1985 1003 6.00 196.79 60.18
1986 921 7.10 221. 02 65.39
1987 919 4.80 137.59 39.31
1988 745 7.80 210.36 58.11
1989 700 5.00 131. 08 35.00
1990 651 2.78 70.40 18.21
1991 661 2.72 67.50 16.90

SOURCE: Republica de NicaraguajMinisterio de
Salud: "SALUD: Metas, Estrategias y Prioridades
de Recursos Externos"

Though it is easy to state the magnitude of the problem, it is
much more difficult to place an economic value on the benefits
that will accrue from the interventions that the MFD and ASF
components of DHS will support. This is because it is not
possible to calculate empirically the cost savings that will
result from these interventions.

It is possible, however, to conclude intuitively that because DHS
will help MINSA explore and test methods of cost containment and
cost recovery, it will thereby improve (once these methods are
fully implemented) MINSA's prospects for self reliance. Project
funded technical assistance will work with MINSA to:

o Develop less expensive ways of providing excessively costly
services and interventions, and put these alternatives into
practice;
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~- o Help MINSA develop and put into place a new fee-for-service
schedule;

o Conduct studies to identify new sources of income; and

o Carry out seminars to build consensus within MINSA in
support of these policy measures.

The cost containment methods OHS will promote may include
increased use of generic drugs, the introduction of improved
storage systems, increasing the role of non-physicians in the
primary health care system, providing employee benefits in cash
rather than in-kind, and privatizing support services (e.g.
laundry and food). The cost recovery methods the project will
promote may include special t.axes on liquor and cigarettes, the
introduction of a sliding fee scale based in part on ability to
pay, and allowing MINSA or its SILAIS to retain and manage
revenues collected locally. These measures will, if implemented,
result in significa~t cost savings. A reduction of just 7% in
MINSA's present recurrent cost burden would result in savings of
approximately $5.0 nl~llion per year, or $25 million over the life
of OHS -- more than the total amount of the planned A.I.D.
investment.
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ANNEX F: COST ESTIMATE AND FINANCIAL ANALYSIS

A. The A.I.D. contribution

The total life-of-project A.I.D. contribution to DHS is estimated
at $22 million. This will include an initial obligation of
$7,220,638 in FY 1993 funds composed of $4,000,000 in Development
Assistance Funds (OAF) earmarked for child survival; $1,720,638
from the Child Survival account; $1,000,000 from the Health
account; and $500,000 from the population account. Additionally,
USAID will transfer another $700,000 in FY 1993 population funds
back to AID/Washington for the purchase of contraceptives. USAID
expects that sUbsequent incremental obligations totalling
$14,079,362 will be made from the appropriate Development
Assistance accounts in FYs 1994-96. A detailed bUdget of how
this A.I.D. contribution will be used is provided in Table F-1 on
the following pages of this Annex.

1. A.I.D. Contribution by Project Input

As summarized in Table F-2, the A.I.D. contribution will finance
technical assistance (31.7%), commodities (21.5%), training
(14.0%), and immunizations (15.9%). Funds are also reserved
under separate line items for evaluation (0.8%) and audit (0.2%).
An additional 4.0% of the bUdget is reserved for contingencies
and inflation. contraceptive procurements funded via OYB
transfers will account for an additional $2.6 million, or 11.8%
of the A.I.D. contribution.

2. A.I.D. contribution by Proiect Component

Table F-3 summarizes the A.I.D. contribution by Fiscal Year and
project component.

3. Division of Proiect Inputs by Component

Table F-4 combines the above analyses by showing how the various
types of inputs will be divided among project components over the
life of DHS.

4. Cost Assumptions

The unit cost estimates which underlie the bUdget ligures
included throughout this Project Paper are presented in Table F
l. These unit cost estimates themselves rest on several
important assumptions. These include:

o Base salaries for short-term international (i.e., non
Nicaraguan) consultants are bUdgeted at $7,200 per month, or
approximately $300 per working day (assuming a six-day work
week for such conSUltants). This estimate is consistent
with USAID's experience. It may, however, be possible to



obtain many of these consultants at a lower base salary (and
thus to provide more person-days of technical assistance
without exceeding the established bUdget parameters.

o The base salaries for local consultants are budgeted at:
$2,000 per month. Again, this is consistent with USAID's
experience.

o The bUdget's estimate of the cost of allowances for long
term international personnel is consistent with figures
provided by USAID's Executive Office.

o The estimated rates for fringe benefits, overhead, and fees
for the planned technical assistance contracts, and the
bases to which those rates will be applied were provided by
USAID's Contracts Office based on a sampling of the
mission's existing technical assistance contracts with U.S.
firms.

o The estimated cost of a subcontract with a local advertising
firm is $15,000 per month. This is based on the costs of
similar contracts for radio and television advertising
campaigns elsewhere in Latin America. (The IEC campaign to
be supported by DHS, however, will include only radio
advertising. No television advertising will be used.)

o The A.I.D. contribution to training costs will be equivalent
(in local currency) to $20 per day per trainee. This figure
is consistent with budget estimates presented in the 1991
Project Paper for USAID's Development Training Project.

o A contingency factor of approximately 2% beginning in the
first Project Year, and an inflation factor of 2% beginning
in the second Project Year and compounded annually
thereafter, have been applied to all costs except those for
the planned buy-ins to the regional Expanded Program of
Immunizations and to those for contraceptives. The A.I.D.
contribution to these activities is assumed to be fixed.

s. u.s. vs. Local Currency Requirements

As summarized in Table F-5 on the following two pages,
approximately $16 million (72.7%) of the A.I.D. contribution will
be provided in dollars l , while some $5.12 million (23.3%) will
need to be converted into Cordobas Oro for local purchases. The
balance of the A.I.D. contribution (4%) is reserved for
contingencies and inflation. It is not yet possible to determine
whether these funds will be needed in u.s. or lncal currency.

Including $2.6 million for contraceptives.
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TABLE F-l: DETAILED nUDGET ESTIMATE, A.J.D. EXPENDITURES (BY PROJECT YEAR)

Unit LOP Atll'fof

DelOrlotlori: Prlco Unll VearOno V"lII'Two V...rThr•• V'a1Foor YearP'lw Tot.1 Total:

I. TECHNICAL ASSISTANCE, ASC

A, Gray Amendment Firm
- Inlernallon.1 Conlull.ntl 7,200 Mo 7UOO 0 0 0 0 7UOO

- Local Conlullantl 2,000 Mo 30,000 0 0 0 0 30,000

- Fringe Benelil. 20°tb 16.840 0 0 0 0 15.840

- Overhead 36% 38,220 0 0 0 0 38,220

- Cirect Expen.81 (Travel, Per Clam) 84,1iI84 0 0 0 0 84,;84

-G&A 14% 34,764 0 0 0 0 34,784

- Fee 7% 1",810 0 0 0 0 lli1.810

Sub-Tolal, Gray Amend..lent FIrm 30?,809 0 0 0 0 302,8011

B. U.S. Public Heallh Servloe
- International AUlltanoe 20,000 Mo 100,000 0 0 0 0 100,000

- Lccal Aa.llianoe 3,000 Mo 16.000 0 0 0 0 lG,OOO

Sub-Total, U.S. Public Hoallh Servloo 20,000 Mo 115,000 0 0 0 0 116,000

TOTAL, ASC TECHNICAL ASSISTANCE: 417,809 0 0 0 0 417,8011 1.lIOlM

II. LONG-TERM TECHNICAL ASSISTANCE

A, Inlernatlonal Slall Salariel
- Chief of PartytASF Expert 65.000 Vr 16,250 85.000 85.000 85,000 85,000 278.250

- MH/CS Specialilt 60.000 Vr 15,000 60,000 60,000 80,000 80.000 255.000

- TralnlngtOulreach Speclalilt 50.000 Vr 12,500 50,000 50,000 12,500 0 126,000

- Mgl.IFlnanclal Specialill 50,000 Vr 12,500 50.000 60,000 50,000 50,000 212,500

- SYltems AnalYIVManagor 50.000 Vr 12.500 50.000 50,000 50,000 50.000 212.500

SUb-Tolal,lnt'!. Slalf salarlel 88,750 275,000 275.000 237,500 225,000 1,081.250 4.91,*

B. Nicaraguan Slall Salariol
- SILAIS Adm, AUII, (5) 24.000 Vr 30,000 120,000 120.000 120.000 120.000 510.000

- Systoms AnalYIVProgrammor 24,000 Vr 6,000 24.000 24.000 24,000 24,000 102.000

- Hoalth Trainor 24.000 Vr 0 0 0 18,000 24.000 42,000

- Log/llics Coordinator 18,000 Vr 4,500 18.000 18.000 18,000 18,000 76.500

- Adminlltralive Anlslanl 15.000 Vr 3.750 15,000 15.000 15,000 15.000 83.750

- Drivers (2) 12.000 Vr 6,000 24.000 24,000 24,000 24,000 102.000

- Soorotarios (3) 11,000 Vr 8,250 33.000 33.000 33,000 33,000 140,250

Sub-Tolal. Nicaraguan Slalf Salarios 58,500 234,000 234.000 252,000 258,000 1,036,500 4.71%

C, Allowances for Inl'l. Siall
- Post Dillereniial 20°tb Vr 13,750 55,000 55,000 47,500 45.000 216,250

- POlt Allowance 5% Vr 3.438 13,750 13,750 13,750 13,750 58,438

- Housing and Uillilies 2.400 Mo 36.000 144.000 144,000 122.400 115,200 561.600

- Furniture and Appliances 20.000 oa 100,000 0 0 0 0 100,000

- Travel to PoIt 3.000 ea 15.000 0 0 " 0 15.000

-A&A 1,600 oa 0 8.000 8,000 6.400 0 22.400

- Home Loave 3.000 ea 0 0 12.000 0 0 12,000

1- ~opalrialion 3.000 ea 0 0 0 3.000 12.000 15.000

-HHE 7.500 ea 37.500 0 0 7,500 30,000 75.000

-POV 2.000 ea 10,000 0 0 2.000 8.000 20,000

'. Conlumables 2.000 ea 10.000 0 0 0 0 10.000

- Education Allowance 4.000 PV 5.000 20.000 20,000 17.000 16.000 78.000

Sub-Tolal. Allowancel for Inl'l. Slaft: 230,688 240,750 252,750 219.550 239.950 1,183.688 5.38%
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TABLE F-l (CONT.): DETAILED BUDa!!T ESTIMATE, A.J.D. EXPENDITURES (BY PROJECT YEAR)

Unit LOP AI%of

Ollorlolloo: .. Prloe Unll V..rOnu VearTwo VearThrou Year Four VHr Five Total .·ToIII:

D, Shon-Torm Conlullanolel
- For MH/CS Component 7.800 Mo 7,600 30,000 22.ll00 22.500 7,600 90,000

• For MFD Component 7.500 Mo 7,500 30.000 22,500 22.500 7,500 90,000

- For ASF Componenl 7,600 Mo 15.000 30,000 22.500 22,500 0 90,000

SUb-Tolal, Conlullant Sal8rl01 30,000 90,000 67,500 67,500 15,000 270,000

Conlultlnl Trlvel 1,200 RT 4,800 14,400 10.800 10.800 :1,400 43,200

Tolal Conlullanl COltl 34,800 104,400 78,300 78.300 17.400 313,200 1.42%

E, Program Coordinallon and Support I
- Looal Travel and Exponlel MOO Vr 1,500 6,000 6.000 MOO 6,000 2!l.600

- Annual Conleroncel 2,000 ea 0 2.000 2,000 2.000 2,000 8,000

- Donor Conlereno81 1,000 ea 0 1.000 1,000 1.000 1.000 4,000

Sub-Tot." Program Coordlnallon/Support 1,500 9,000 9,000 9,000 I 9,000 37,500 0.17%
I

F. Contract wllh Advenl81no Firm 15,000 mo 0 135,000 180,000 180,000 0 495,000 2.25%

G, Overhead and Feel

- Fringe Benetlll (Note 1) 20oi\l 19,750 73.000 68.500 61,000 48.000 270,250

- Overhead (Nole 2) 350i\l 55,038 209,650 201.775 194.950 174.300 835,713

- DBA Inlurance 4oi\l 3,950 14,600 13.700 12.200 9,600 54,050

- G&A (Note 3) 14oi\l 66.217 181.356 183.824 174.230 137,375 743.001

- Fee (Nole 4) 70i\l 37.467 102,351 103,820 98.457 77.632 419,727

Sub-Tolal, Overhead and Fea8 182,421 580.957 571,619 540.837 446.907 2.322,741 10.58%

SUB-TOTAL. LONG-TERM TA CONTRACT 576.658 1,579,107 1,600.669 1,517.187 1.196.257 6,469.878 29.41%

TECHNICAL ASSISTANCE FROM USPHS 20.000 mo 0 20,000 20,000 20,000 20.000 80,000 0.36%

TOTAL. LONG-TEAM TECH. ASSISTANCE 576.658 I 1,599,107 1.620.669 1.537.187 ! 1.216.257 6.549,878 29.77%

IIII. COMMODITIES (NOTE 5)

A. For AS/MH/CS Componenls:
!
,

- 4x4 Vehicles 20.000 100,000 0 0 oj 0 100.000

- OAS Packe16 50.000 con 100,000 100,000 100,000 100.000 I 100.000 500.000

- Prenalal Vitamins 2.00 bOI 346.000 346.000 346,000 346.000 ! 346.000 1.730,000

- Vllamin A Capsules 0.02 cap 4.000 4,000 4.000 4.000 I 4,000 20.000

- Growth MonllorlnO EQulpmenl 2.00 CHW 20.000 0 0 0 0 20.000

- Ampicillin 1.00 cap 75.000 75.000 75,000 75,000 75.000 375.000

- Child Scales 20.00 ea 4,000 0 0 0 0 4.000

- Adull Scales 200.00 ea 4.000 01 0 0 0 4.000
I

- Stelhoscopes 50.00 ea 12.500 01 0 0 0 12.500

- Blood PI(I~sure Cutis 50.00 ea 12.500 01 0 o ~ 0 12.500

- Ob/Gyn Instrumenls 200 sel 50.000 I 01 0 o ! 0 50,000

- exam Furnilure 1.200 set 300,000 I 01 0 o I 0 300.000

- Disposable Supphes 500 hc 125.000 125.000 125,000 125.000 125.000 625,000

- Educational Malellals 50 set 1:!.500 12.500 12.500 12.500 12,500 62.500

- Lab Equipmenl/Supplies 800 sel 200.000 0 0 0 0 200.000

- Olliee EquipmenUFurnilure 250 set 62.500 0 0 0 0 62.500

i

Sub-Total. ASlMH/CS Commodities: 1.428.000 662.500 662.500 662.500 : 662.500 4.078.000 18.54%



TABLE F-I (CONT.): DETAILED BUDGET ESTIMATE, A.I.D. EXPENDITURES (BY PROJECT YEAR)

Uoll LOP 1'1%0'

DeterlpUon: Prlce Unll YNrOne Year Two Year Thre. V••r FlXJr Vlllr Flvo Total" TOlaI:

III. COMMODITIES (CONT.)

B. For MFD Component:

- 4811/33 Mhz Microcomputers 3.000 ea 0 123.000 1211.000 126.000 0 376,000

- Laser Prlolors 1.200 oa 0 7.200 8,400 8.400 0 24,000

- MIlrhe Prinier 700 ea 0 4.200 4,900 4.900 0 14,000

- Modems 500 ea 0 3,000 3,500 3.600 0 10,000

-UPS 1,000 ea 0 ll,OOO 7,000 7.000 0 20,000

- Notware 2.000 oa 0 12,000 14.000 14,000 0 40,000

- Clipper 500 oa 0 3.000 3,500 3.500 0 10,000

- FoxBaso 500 01 0 3.000 3,500 3.500 0 10.000

- WP LAN 500 01 0 3.000 3,500 3,500 0 10,000

-WPNodes 300 ea 0 10.500 10,500 10.500 0 31.500

- Lolus LAN 500 oa 0 3.000 3.500 3.500 0 10,000

- Lolus Nodos 300 oa 0 10.500 10,500 10.500 a 31,500

-Comm 5011 300 01 a 1.800 2.100 2.100 0 6,000

- DT Publish 40~' el 0 2,400 2.800 2.800 0 8,000

- Stalisllcs 500 I el a 3,000 3.500 3.500 0 10.000

- Grlphics 400 01 0 2,400 2.800 2.800 0 8,000

- Utllilies 100 I ea 0 1I00 700 700 a 2.000

- Anli-Virus I 100 , ea 0 1I00 700 700 a 2,000

Sub-Total. MFD Commodllies: a 199.200 211,400 211,400 0 1122.000 2.831lt

C, For Long-Term TA Team:

- 486/33 Mhz Microcomputers 3.000 ea 9.000 0 0 0 0 8,000

- Laser Printer 1,200 ea 1.200 0 a a a 1,200

- Malrix Printer 700 ea 700 0 a a a 700

- Modems 500 ea 1,500 0 a 0 a 1,500

-UPS 1.000 ea 3.000 0 a 0 a 3.000

- FoxBase 500 ea 1,500 0 0 0 0 1,500

- WP 5.1 for Windows 500 ea 1,500 0 0 a 0 1,500

- Lotus 1-2-3 lor Windows 500 ea 1,500 0 0 0 0 1.500

-Comm 5011 300 I ea 900 0 0 0 0 900

- DT Publish I 400 ea 1.200 0 0 0 0 1.200

- Stalislics I 500 ea 1,500 0 0 0 0 1.500

- Graphics 400 ea 1.200 0 0 0 0 1.200

- Ulilitios 100 ea 300 0 0 0 0 300

- Anli-Virus 100 ea 300 0 0 0 0 300

- Offico Furnllure 2,000 sel 2.000 0 0 0 0 2.000

- Photocopier 4.000 I ea 4,000 0 0 0 0 4.000

- Fax Machine 1.000 I ea 1.000 0 0 0 0 1.000

- AUdio-Visual EqUlpmenl 5.000 sel 5.000 0 0 0 0 5.000

Sub-Tolal. Commodities for LTTA: I
37.300 0 0 0 0 37.300 0.17%

I :
TOTAL. COMMODITIES : , 1,465.300 861,700 873.900 873,900 I 662.500 4,737.300 21.53%

\'c.>0
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TABLE F-I (CONT.): DETAILED BUDGET ESTIMATE, A,J.D. EXPENDITURES (BY PROJECT YEAR)

IOlllorlPuon:
Unl' LOP "'"of
PrIce Unll VlHlr OliO VOIr Two Vo,uThroe Vear Four Vellr FIve TOlal ToIal:

IV. TRAINING (NOTE 6)

A, For MH/CS Componenl

• MH/CS OrionlIlian (60 )( 2 days oa) 20 day 2,000 0 0 0 0 2,000

• MH/CS TOT (50)( 12 days elch) 20 day 0 12,000 0 0 0 12,000

• Heallh Inle!Venlion (6,000 )( 12 days) 20 day 0 380,000 480,000 380,000 0 1,200,000

• HIT ConI. Ed, (500)(12 +4500)(2) 20 day 0 0 0 150,000 160,000 300,000

• CHW Irllnlng (9000 )( 3 days each) 20 day 0 180,000 380,000 0 0 540,000

• Counselling Training (2400)(6 days) 20 day 0 80,000 160,000 0 0 240,000

• Refresher Trg, lor CHWs (9000)( 1 day) 20 day 0 0 0 90,000 90,000 180,000

• HPT Cant, Ed. (2200·' +200)(3) 20 day 0 0 0 28,000 28,000 66,000

• ST U,SJ3rd Country Training 2,500 wk 0 37,500 112,500 75,000 0 225,000

Sub-Tolal. MH/CS Training 2,000 669,500 1,112,500 703,000 288,000 2.755,000 12.62%

B, For MFD Component:

• MFO Orlontallon (200 )( 2 days ea,) 20 day 0 8.000 0 0 0 8,000

- MFO TOT (12 )( 9 days each) 20 day 0 2,180 0 0 0 2,160

• GEMS Training (500 )( 9 days each) 20 day 0 45,000 45,000 0 0 90,000

• Computer Skills (250)(15 days ea,1 20 day 0 25,000 50,000 0 0 75,000

- FMS Training (250)( 10 days each) 20 day 0 2,400 2,400 22,600 22,600 50,000
- SpeCialized MIS Trg, (80x30 daysl 20 I day 0

~I
24,000 24,000 48,000

- MIS User Training 20 day 0 0 8.000 8,000 16,000

- Transport/Log/sllcs (200x 0 daysl 20 day 0 40,000 0 0 40,00(.1
I

Sub-Total. MFD Training: 0 82,560 I 161,400 54,600 30,600 329,180 1,50DAl

TOTAL. TRAINING: 2,000 752.060 1,273,900 757.800 298.600 3,084.160 14.021lt

V, EVALUATION AND AUDIT

A, Evaluallon 90,000 ea 0 0 90,000 0 90,000 180,000

B, Non-Federal Audil 10,000 Vr 10,000 10,000 10,000 10,000 10,000 50,000

TOTAL. EVALUATION AND AUDIT: 10.000 10,000 I 100,000 10.000 100.000 230,000 1.051lt

I !
TOTAL BASE COSTS (NOTE 7): 2.471.767 3,222,867 I 3.868.469 3.178.687 2,277.357 15.019,147 88.271M

Conllngencies (app, 20ib 01 Base) 14,894
'4.451 I 77.369 63.574 45,547 265,642 1.21%

InJlalion (2D,t beginning PV Two) 0 65,746 159.412 198.452 191.482 815,093 2.80%

SUB-TOTAL: 2.486.461 3.353,071 4.105,250 3,440.713 2.514.386 16.899,a81 •72.271M

IVI. Conlracepllves (Note 7):

I

!
235,518 458,775 549.479 I 628.864 729.483 2.600.11IJ ".821M

IVII. Immunization (Note 7): 1,000.000 850.000 700.000 I 550.000 400,000 3.500,000 15.911lt

i I
GRANO TOTAL. ALL COSTS 3.721.979 4,659.848 ! 5.354.729 4.619.:577 3.643.889 22.000.000 100.00\4

BUDGET NOTES:
(1) Fringe Benefits are expected to be 200Al or the base salaries 01 both long- and short-term ,"ternalional personnel

(2) Overhead is expected to be 350Al 01 the base salaries ot all TA personnel.
(3) G&A COSIS are eSlimaled at 14% ot all costs other than the contractor's tee tor long-Ierrn TA

(4) The contractor's lee is estimated at 7D,t 01 all costs for long-term TA.
(5) Commodities will be procured by the U,S. Public Heallh Service, Commodity price esUmales Include a ree for the USPHS.

(S) Training coslS 01 .$20/day/panicipant include load & materials lor all participants plus transport & lodging lor Ihose who will be trained lar Irom Iheir homes,

(7) Expenditure& lor immunization and contraceptives are assumed 10 be fixed. and are not subJect to contingency and inllatlon lactors.



TADLE F-2: A.J.D. EXPENDITURES DY TYPE or INPUT AND PROJECT YEAR

LOP AI~of

TYPe OF' INPUT: VNrOno V.arTwo VNrThro. Y.arFour VOIr Five Total Tobl:'

I. To~hnlc.l Anillanoo: gg4,487 1,6gg,107 1,820,08g 1.l137,187 1,218,267 U81,881 31.87%
II, Commodlllu: 1,485,300 881,700 873,lilOO 873.lilOO 662,600 4,731,300 21.83%
III. Training: 2,000 782,000 1,213,lilOO 787,800 2g8,000 3,084,180 14.02%
IV, Evaluallon 0 0 lilO,OOO 0 gO,OOO 180,000 0.82%
V, Audit 10,000 10,000 10,000 10,000 10,000 80,000 0.23%

TOTAL BASE COSTS (NOTE 7): 2,411,701 3,222,887 3,888,4811 3.118.887 2.277,351 16,018.141 88.27%

Conllngonolo. (app. 2% of Ba.e) 14,0114 84,487 77,3811 83,874 46,647 286,842 1.21%
Inllatlon (2% beginning PY Two) 0 86,748 1611.412 1lil8,462 1111,482 816,0113 2.80%

SUB-TOTAL: 2.488,481 3,353,071 4.105.250 3,440.713 2.514.388 15.81111.881 72.27%

VI. Contraceptive. (Note 7): 235.618 458,776 5411,479 828.864 7211,483 2.1100,111i1 11.82llt
VII. lmmunlzallon (Note 7) 1.000.000 850,000 700,000 550,000 400.000 3.600.000 1Ulllt

GRAND TOTAL. ALL COSTS 3,721,9711 4,069,840 5,354,729 4,819,5n 3,843.8119 22.000.000 100.00%

TABLE F-3: A.I.D. EXPENDITURES BY PROJECT COMPONENT AND YEAR

"

, , LOP Alt%or '
PROJECT COMPONENT~ VoarOno Year Two VearThree Vear Four Year Flve Total Total:

I. Accelerated Start 1.883.109 0 0 0 0 1,883.109 8.56%
II. Maternal Health/Child Survival 178.533 1,943,312 2.4?-3.411 1,993,906 1,338.857 7,878.078 35.81%
III. Management/Finanoial Decentralizallon 279.654 984.413 1,008,084 910.544 614,328 3,857.024 17.53o,i)
IV. Alternate Sources 01 Finance 120.472 285.141 276,974 264,177 224.171 1.170,930 s.:J2°AJ
V. Evaluallon 0 0 90.000 0 90,000 180.000 0.82°,i)
VI. Audll 10,000 10,000 10.000 10,000 10.000 50.000 0.23%

TOTAL BASE COSTS (NOTE 7): 2,471.767 I 3.222.867 3.868.469 3,178,887 2,2n.357 15,019.147 68.2711t

Conllngencies (app. 20AJ of Base) 14.694 64.457 77,~09 63,574 45.547 265.642 1.21%
Inllallon (2oAJ beginning PY Two) 0 65.746 159.412 198,452 191,482 815.093 2.80%

TOTAL, ALl. COSTS 2.486.461 3.353.071 4,105,250 3.440.713 2,514.386 15,899.881 72.27%
I

VI. Contraceptives (Note 7): 235.518 456.n5 549.479 628.884 729.483 2,111)0.119 11.82%
VII. Immunization (Nolo 7) 1,000.000 850.000 700.000 550.000 400,000 3.500.000 15.91%

GRAND TOTAL, ALL COSTS 13.721.979 I 4,659.846 I 5.354,729 4.619,577 3,643,869 22,000.000 100.00%

-



TABLE F-4: ALLOCATION OF PLANNED A.I.D. INPUTS BY PROJECT COMPONENT
.

Technical Other
Project Element Assistance Commodities Training Costs Sub-Total

Accelerated Start 417,809 1,465,300 0 ° 1,883,109
MH/CS 2,473,078 5,250,119 2,755,000 ° 10,478,197
MFD 2,905,864 622,000 329,160 0 3,857,024
ASF 1,170,936/ 0 0 0 1, 170,~36

Sub-Tolal 6,967,687 7,337,419 3,084,160 0 17,389,266

Immunization 3,500.000
Evaluation 180,000
Audit 50,000
Contingency/Inflation 880,734

TOTAL, ALL COSTS: 6,967,687 7,337,419 3,084,160 4,610,734 22.000,000

..



'fAilLE Fw 5: A.I.D. EXPENnlTUIUZS BY CURRENCY REQUIREMENT (U.S. $ OR fiQUIV.)
..

LOCALFOREION
DESCIUPTION: EXCHANGB CURRENCY TOTAL

I. TECHNICAL ASSISTANCE, ASC COMPONENT

A. Gray Amendment Firm 262,509 40,300 302,809

B. U.S. Public Health Service 100,000 15,000 115,000

TOTAL, ASC TECHNICAL ASSISTANCE: 362,509 55,300 417,809

11. LONG-TERM TECHNICAL ASSISTANCE

A. International Staff Salaries 1,081,250 1,081,250

B. Nicaraguan Staff Salaries 1,036,500 1,036,500

C. Allowances for Int'l. Staff 1,183,688 1,183,688

D. Short-Term Consultancies 313,200 313,200

E. Program Coordination and Support 37,500 37,500

F. Overhead and Fees 2,322,741 2,322,741

G. Contract with Advertising Firm 49,500 445,500 495,000

H. U.S. Public Health Service 80,000 80,000

TOTAL, LONG-TERM TECHNICAL ASSISTANCE: 5,030,378 1,519,500 6,549,878

Ill. COMMODITIES:

A. For AS/MH/CS Components:

- 4x4 Vehicles 100,000 100,000

- ORS Packets 500,000 500,000

- Prenatal Vitamins 1,730,000 1,730,000

- Vitamin A Capsules 20,000 20,000

- Growth MOnitoring Equipmenl 20.000 20,000

- Ampicillin 375,000 '75,000

- Child Scales 4.000 4,000

- Adull Scales 4,000 4,000

- Stethoscopes 12,500 12,500

- Blood Pressure Cuffs 12,500 12,500

- Ob/Gyn Instruments 50.000 50,000

- Exam Furniture 150.000 150,000 300,000

- Disposable Supplies 312,500 312.500 625,000

- Educational Materials 12,500 50,000 62.500

- Lab Equipment/Supplies 80,000 120,000 200,000

- Office Equipment/Furniture 12,500 50,000 62.500

Sub-Total, AS/MH/CS Commodities: 3,395,500 682.500 4,078,000

\ J~
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TABLE F-S (CONT.): A.I.D. EXJ'fiNDITlJJUZS UY CURRENCY REQUIREMENT
(U.S. $ Olt EQUIVALENT)

POIUllON LOCAL
DESCRIPTION: EXCHANOE CURRENCY TOTAL

III. COMMODITIES (CONT.)

B. For MFD Component: 622,000 622,000

C. For Long-Term TA Team:

- Computer Hardware/Software 25,300 25,300
- Office Furniture 2,000 2,000
- Photocopier 4,000 4,000
- Fax Machine 1,000 1,000
- Audio-Visual Equipment 5,000 5,000

Sub-Total, Commodities for LITA: 35,300 2,000 :17,300

TOTAL, COMMODITIES 4,052,800 684,500 4,737,300

IV. TRAINING 225,000 2,859,160 3,084,160

V. EVALUATION 180,000 180,000

VI. AUDIT 50,000 50,000

TOTAL BASE COSTS: 9,900,687 5,118,460 15,019,147

VII. CONTRACEPTIVES 2,600,119 2,600,119
I

VIII. IMMUNIZATION: 3,500,000 3,500,000
I

Contingencies (app. 3% of Base from FY 93) 265,642
Inflation (2.5% beginning FY 1994) 615,093

TOTAL, ALL COSTS: 16,000,806 5/118,460 22,000,000

\~



B. GOVERNMENT OF NICABAQUA CQNTRIBUTXON

The Government of Nicaragua will make local currency and in-kind
contributions equivalent to at least U.S. $7.4 million, or 25.17%
of total project costs. As shown in Table F-6, these '
contributions will include the provision of facilities, either
rented or of its own, to be used as offices for project personnel
and storage for project provided goods; the full-time salaries of
MINSA personnel designated to serve as counterparts to the
project-funded long-term technical assistance team; and the
salaries of its emplQyee8 While those employees are participating
in project-funded training. The GON contribution will also
include a portion of the salaries of certain employees in the
five focus SILAIS of the project during the time those employees
are participating in project-related activities. 2

Table F-6 details the entire GON contribution. Table F-7 breaks
down this contribution by input category, While Table F-S divides
it among the various project components.

The costs for each category were estimated as follows:

1. Provision of Facilities

The estimated cost of facilities, either rented or provided by
the Ministry of Health, was calculated on the basis of the rental
costs for:

o An office at the MINSA central building or rented in the
vicinity to house six people from the project and four local
counterparts. It is estimated that an office with three
separate working areas and a reception room will be
adequate.

o Offices at each of the five SILAIS to house four people
each.

o storage facilities at the central building and at each of
the five SILAIS. The storage area at the central level will
have at least 500 square meters and the ones at the SILAIS
300 square meters each.

The unit cost per square meter of storage space (0.14$/mJ )was ,
calculated on the basis of existing MINSA rental contracts. The
office costs are based on current Managua rental market prices,
$1200 for an office with the characteristics listed above, $600
for the offices at the Managua SILAIS. It was assumed that the

: As shown in Tables F-6 through F-13, the actual GON contribution will
be equivalent to $7,439,530. For presentational purposes, the body of this PP
will discuss the GON contribution simply as $7.4 million.

'-11
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co~ts in JinotQga and Matagalpa are 20% lower than in the
capltal.

The estimated value of these facilities over the life of the
project is summarized in Section I.A of Table F-6.

2. Salari•• ot counterpart E,rIQnna!

This PP assumes that the GON will designate one full-time MINSA
staff member of appropriate rank to serve as counterparts to eAch
of the members of the long-term technical advisors to be fielded
by the institutional contractor and to each of the five SILAIS
Administrative Assistants to be funded under that contract. Ao
described in section III.B.3 of this Project Paper, two
counterparts each are to provided for the 3ystems Analyst/Manager
and Systems Analyst Programmer. For the Chief of Party, MH/CS
Specialist, and SILAIS Administrative Assistant positions, the
rank of each counterpart is assumed to be at the Director level,
with a salary equivalent to U.S.$ 283.11 per month. 3 For the
remaining positions, the counterparts are expected to be at the
Ejecutivo Administrativo level, with an average monthly salary
equal to $124.75. These counterparts are to begin work in or
around January 1994, and are to serve through the PACD of March
31, 1998. Upon the completion of DHS, they will be expected to
assume the functions of the contractors to whom they serve as
counterparts.

The value of this contribution is calculated in section I.B of
Table F-6.

3. Salaries tor Administrative and Operational support

To compute the cost of the MINSA personnel that will be directly
involved in administrative and/or operational support to the
different project activities, it was assumed that project-related
functions will consume at least a given proportion of the time of
the following categories of employees in the five focus SILAIS:

o Directors (15%)
o Sub-Directors (15%)
o Nurses (33%)
o Health Auxiliaries (33%)
o Statistical Technicians (20%
o Other Health Technicians (20%)
o Administrative Personnel (20%)
o Administrative Executives (20%)

3 For the purposes of this analysis, the salaries of GON ~mployees are
calculated using the official exchange rate of U.S. $1 =C$6.0S as of February
18, 1993.
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The reader will note that this is a conservative calculation of
the contrlbution GON employees will make to DHS. Many of the
employees in the above categories will contributo far more than
the indicated percentage of their time, and many other employees
(e.q., speoialists and general practitioners as well as employees
from outside the five focus SILAIS) will participate in some form
in the project.

Table F-11 summarizes the value per month of each category of
employee. In that Table, the average monthly salary of each
category of employee is mUltiplied first by the number of
employees in that category in the five focus SILAIS. That figure
is then mUltiplied by the estimatad percentage of their total
time that these employees will devote to project-related
activities to obtain the value of the total monthly contribution
from each category to DHS. Section I.e of Table F-6 then
calculates the total LOP val~e of these contributions. It is
assumed that GON employees will begin participating in the
project in January 1994, and that their participation will
continue through the PACD of December 31, 1997.

4. Salaries of Trainees

The LOP cost of the GON's contribution to the salaries of
trainges was calculated by multiplying the estimated daily salary
of each type of employee expected to participate in a given
training course times the number of employees of that category
expected in that course. This total was then divided by the
total number of trainees expected, thus yielding an average
salary cost per person per training day for each type of course.
(See Table F-9 for a summary of these calculations.) This
average cost per day was then mUltiplied by the total number of
person-days to be trained in each course. This latter
calculation is shown in Section II of Table F-6.

Table F-10 depicts the total popUlation of potential project
funded trainees in each of the five focus SILAIS. Additional
participants in training associated with the Management and
Financial Decentralization component will come f~om other SILAIS.

I~. TOTAL CONTRIBUTIONS TO THE PROJECT

The total value of planned contributions to DHS from both the GON
and from USAID is summarized in Tables F-1.2 and F-13. The former
divides these contributions by type of input, while the latter
divides them by project component.
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TABLE F-6: OOVERNMENT OF NICARAOIJA CONTRJUUTION (U.S, $ EQUIVALENT)

Ullit VOal Ono YoarTwo YOal Throe YUllrFouf VOAl Flvo LOP "'%01

~~ptJon: Prla,_ Unit C1OQ31 (1S/S/4) (1""11) UOQ81 /11JG1l Total TOIaI-
I. TECHNICAL ASSISTANCE

II, PROVISION OF FACILITIES

- Ollico Spaco
Cenlral Olliell 1,200 Mo 8,400 14,400 14,400 14,400 14,400 88,000

Managu", ':"111181 1100 Mo 0 7,200 7,200 7,200 7,200 28.800

Managull Orlontlll 1100 Mo 0 7,200 7,200 7,200 7,200 28.800

Managull "oa,donla' 800 Mo 0 7,200 7,200 7,200 7,200 28.800

Matagalpa 480 Mo 0 5,7110 6,760 5,7110 5,780 23,040

Jlnologa 480 Mo 0 5,700 6,760 6,760 5,760 23,040

Sub-Total, Olnco SpaclI 8,400 47,620 47,520 47,520 47,1120 1'18,480 2.87%

- Storago
Cllntral OlllclI 207 Mo 1,449 2,484 2,484 2,484 2.484 11,385

Managua Cllntra' 207 Mo 0 2,484 2,484 2.484 2,4194 9,936

Ma18gu8 Orlonlal 207 Mo 0 2,484 2,484 2,484 2,4114 0,038

Man~!.1ua Occidental 207 Mo 0 2,484 2,484 2.484 ;1.4114 ",036

Matagalpa 105 Mo 0 1,980 1,"80 1,980 1.940 7,"20

Jlnolega 165 Mo 0 1,980 ,,980 1,"80 1.11liO 7,920

SUb-Total, Storage
I

67,033 o.n%1,449 13,896 13,896 13,8S/8 13,8S/6

SUB-TOTAL. PROVISION OF FACILITIES 9,849 81,416 81,416 81.418 61.416 256,613 3.43%

8, SALARIES OF COUNTERPARTS

- To Chlel 01 Party 283.11 Mo 849 3,397 3,397 3,397 3,397 14,438

- To MH/CS Spllciallst 283,11 Mo 849 3,397 3.:1(17 3.397 3.397 14,439

- To Training/Outreach Specialist 124,76 Mo 374 1,497 1,497 1,497 1,497 6,382

- To Mgl./Flnancial Spllclallsl 124,75 Mo 374 1,497 1.497 1.497 1.497 6,362

- To Systems AnalysVManager (2) 124,75 Mo 749 2.994 2,984 2.994 2,994 12,725

- To Systems AnalysVProgrammer (?) 124,75 Mo 749 2,994 2,994 2,994 2.994 12,725

- To SILAIS Adm. Assts (5) 28311 Mo 4.247 16,987 16,987 16,987 16,987 72,193

SUB-TOTAL. COUNTERPART l:iALAHIES 8.191 32,763 ! 32,763 32,763 32,763 139,244 1.87%
I
I

C. OPERATIONAL SUPPORT I
I

Medicos Dlreclores 2.548 Mo 0 30.576 I 30,576 30,576 30,576 122,303

Sub-Direclores MediCOS 1,402 Mo 0 16,826 i 16,826 16.826 16.826 67,306

Enlarmeria Protessionales 19.721 Mo 0 236,654 1 236,654 236,654 236.654 846,614

Auxiliares de Salud 49.081 Mo 0 588.9771 588,977 588,977 588.977 2,355.908

Tecnlcos de Estadistlca 2.167 Mo 0 26,010 I 26,010 26,010 26,010 104.039

Otros Tecnlcos Salud 13.727 Mo 0 164,724 164,724 164,724 164,724 658,897

Personal Administratlvo 41.265 Mo 0 495,180 I 495.180 495.180 495.180 1.980.719

Ejeculivos Admlnlslrallvos 4.192 Mo 0 50,300 50,300 50,300 50.:300 201,202

SUB-TOTAL. OPERATIONAL SUPPORT
I

0 1.609,246 1,609,246 [ 1,609,246 1.609.246 6.436,986 86.52%
;

TOTAL. TECHNICAL ASSISTANCE I 18,040 1,703.426 i 1.703,426 I 1,703,426 1,703.426 6,831,743 91.83%
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TABLE P-6 (CONT,): GOVERNMENT OF NICARAGUA CONTRIBUTION (U.S. $ EQUIVALENT)

Unit YearOno ' VearTwo Yell Th'.. VurFour Yell Fille LOP M%O'
DlIlOrlpUon: Prloe Unit (1m) (1884) (tUf'6) I1UllO) (1OGn Total Tocal

II, TRAINING

A. FOR MH/OS COMPONENT:

- MH/CS Orl.ntatlon (110 lC 2 daya .a) 13,48 day 1.348 0 0 0 0 1,348
- MH/CS TOT (110 I( 12 daya IlIch) 8,211 day 0 3.773 0 0 0 3,n3
- H.alth Inlerventlon (6,000 I( 12 days) 8.011 day 0 10UII3 14e.o71 10UII:J 0 a85,lTl
- HIT ConI, cd, (6001(12 +41100)(2) e.oll day 0 0 0 46,647 4ll.847 111,2IJ4
- Counaoiling Training (2400M5 days) 4,20 day 0 16,816 33,632 0 0 110.448
- HPT ConI, Ed, (2200'1 +2001(3) 4.20 day 0 0 0 6,888 6,886 11.nl
- ST U,S,/3rd Country Training 67.41 wk 0 1,011 3,033 2,022 0 e.o87

SUB-TOTAL, MH/CS TRAINING: 1.348 131,163 182,736 183,108 51,633 621»,878 7.12%

B. FOR MFD COMPONENT:

- MFD Orlenlatlon (200 )( 2 days ea.) 13.48 day 0 6,3113 0 0 0 6,all3
- MFD TOT (12 )( II days each) 6,94 day 0 642 0 0 0 642
- GEMS Training (600 )( 9 days each) 6.95 day 0 13.377 13,377 0 0 26.766
- Compuler Skills (260x16 days ea,) 3.71 day 0 4,8a2 9,266 0 0 13.8117
- FMS Training (260 x 10 days each) 4,82 day 0 579 571» 5,450 6,460 12.058
- Specialized MIS Trg, (80M30 days) 3.15 day 0 0 3,777 3.m 7.663
- MIS User Training 6,66 day 0 0 0 2,658 2.1158 5.316
- Transport/Logistics (200M 0 days) 3,15 day 0 0 6.2114 0 0 Ull4

SUB-T01'AL. MFD TRAINING: 0 24.623 33,292 11,886 8,108 Tl.808 1.06%

TOTAL. TRAINING: U48 165,n6 21e.o28 174.983 69.641 607.787 8.17%

TOTAL GON CONmIBUTION: 19.388 1,8118,202 1.918;:ca4" ,'1,878;419 ,:1.763,067 7.439.~O '100.00%
";:;,,;, ..

ROUNDED TO: 7;400~000

TABLE F-7: GON EXPENDITURES BY TYPE OF INPUT AND PROJECT YEAR

VIj~1 One VElmTwo Year'Tht'ee YearFoUf ,VewFllle LOP, "M% of'
TYPE OF INPUT; (11m) '(18ll4) , (1895)/' '(19&6)' " (1Q97) , TOlai"'" ':T~?

I. Technical Assistance: 18.040 1,70a.426 1.703,426 1.703.426 1,703.426 6.831.743 IU,83%
II. Commodities: 0 0 0 0 0 0 0.00%
III. Training: 1,348 155,776 21e.o28 174.9113 59,641 607.787 8.17DAJ

TOTALGON CONTRIBUTION: 19,388 1,8511.202 U19,454 1,878.418 1,763,087 7.439.530 100.00%
ROUNDED TO: 7,400,000

TABLE F-8: GON EXPENDITURES BY PROJECT COMPONENT AND YEAR

Ye81 One Year Two YearThIee Year Four Year Five LOP " Aa%of,
PROJECT COMPONENT: (1993) (1994) (19115) (1896) (1997) Total Total:

II. Maternal Health/Chiid Survival 14.357 1,046.640 1,098.2?2 1.078.594 967,019 4.204,832 56.52DAJ

III. Mgt.lFin. Decentralization 4.182 793.364 802,034 780,627 776.850 3,157.057 42,44%
IV, Alternate Sources oJI Finance 849 19,198 19.198 19.198 19,198 Tl,641 1.04%

TOTAL GON CONTRIBUTION: 19,388 1.0sg.202 1,919.454 1.878,419 1,763,087 7.4.311.530 100.00%
ROUNDEOTO: 7,400.000
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TABLE F-9: ESTIMATED OON TRAINING COSTS (US. $ EQUIVALENT):

Total Avg.CoItI
Type o. Tr.lnfno; I Trainee. CallOorv SaI.rylDay OOlIlD~ EntpiOav

A, MHlCS Training

• MHICS Orlonlilion 50 olleolor" 13,48 674 13.48

• MHICS Trllning of Tralnerl I 50 Enforrneru Prof, 6.29 314 6.29

- HOIUh InloNonlion (HIT) 60 olroololol 13,48 809 6.09

43 Sub-Olroololn 10.36 445

423 Modlool elp. 10.92 4,620

841 Modlool Gon, 9,61 8,081
158 Modloollnl. 5,97 944

448 Enlolmoru Prof, 6.29 2.817
1,890 AuxlllilOI 3,71 7,012

737 Tocnlool Salud 4,43 3,268

- HIT Conllnulng Eduoallon 4,600 Samo a. HIT above See HIT abovo Soe HIT abovo 6.09

- HPT Counleiling Tlalning 448 Enformelu PIO', 6.29 2,817 4.20

1.890 Auxilialel 3,71 7,012

- HPT Conllnuing Educallon I 2.338 Same II HPT above S09 HPT abovelSee HPT above 4.20

- ST U,S.l31d CounllY Training 30 olreclorel 13.48 I 404 13,48

8. MFD Tlalnlng:

- MFo O,ienlalion 50 olroctorel 13,48 I 674 13.48

- MFD TlalOlng of Tralnols 12 Ejocullvos Admin, 6.94 71 5.94

- GEMS Tralnln\! 60 Olroclores 13,48 809 5.95
43 Sub-oireclores 10,35 445

168 Ejeculivol Admin. 6.94 998
229 Personal Admin, 3.15 721

- Compuler Skills 60 Ejeoulivol Admin, 5.94 297 3.71
200 Personal Admin. 3.15 629

- FMS Training 150 IEjecullvos Admin. 5,94 891 4.82
100 Personal Admin. 3.15 315

- Specialized MIS Training I 80 IPersonal Admin. 3,15 I 252 3.15
- MIS User Training I 60 Oireclores 13.48\ 809 6.65

4:f Sub-Oireclores 10.35/ 445

168 Ejecullvos Admin, 6.94 998

129 Perlonal Admin. 3.15 406
- Transport/Logistics 200 Personal Admin. 3.15 629 3.15

-
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TABLE F-l0: POTENTIAL MHICS TRAINEE POPULATION. OHS FOCUS SILAIS

SllAIS:

"'.' Managua Managua Managua

Employment Category: Occldp.fllal Clmlral Oriental Matagalpa Jlnotega Total

Medicos Directores 19 10 6 13 12 60
Sub-Directores Medicos 16 15 6 6 0 43

Medicos Espccialistas 161 173 45 33 11 423

Medicos Generales 307 307 107 83 37 841

Medicos Internos 46 70 0 25 17 158

Enfermcria Professionales 144 157 62 56 29 448

Auxiliares de SalUlI 620 542 256 294 178 1.890

Tecnicos d!! Estadistica 47 41 17 20 12 137

Otros Tecnicos Salud 306 168 132 83 48 737

Personal Adrninislrativo 1.275 996 325 472 208 3.276

Ejeculivos Adminislralivos 64 37 22 29 16 168

Sub-Tolal Medicos 549 575 164 160 77 1.525

Sub-Tolal Enferrnas. Auxiliares 764 699 318 350 207 2338]
Sub-Tolal Tecnicos 353 209 149 1(;3 60 874

Sub-Total Adminislralivos 1.339 1.033 347 501 224 3,444
I

Total; '. "",'3,005 . 2.516 978 .. ',' ':10114 C"""'. 588 8.181

TOlal Possible HIT Trainees: 1.666 1.483 631 613 344 4.737

Tntal Pussi"l!! HPT Trainees: 764 699 318 350 207 2.338

/>
~

TABLE F-ll: ESTIMATE OF GON OPERATIONAL SUPPORT (U.s.. S EQUIVAlENT)

Number01 ~. Total .-oIlbe TClbI&Uo..
Employment CategorY EmpIoyen salary sar.anes toDHS to[)HS-

!
Medicos Directores 60 283.11 16.98652 2.54798

Sub-Directores Medicos 43 217.39 9.347.90 1.402 1;J

Enfermeria Professionales 448 132.06 59.163.39 19.72113

Auxiliares de Salud 1.890 77.91 147.244.23 49.081.41

Tecnicos de Estadistica 137 79.10 10.837.37 2.16747

Otros Tecnicos Salud 737 9313 68.63508 13.72702

PerliOflal Adrninistrativo 3.276 62.98 206.32486 41.:264 97

Ejeculivos Administralivos 168 124.75 20.958.53 4.19171



TAOLE F-12: SUMMARY Of' LOP CONTRIDUTIONS BY INPUT AND FUNDING SOURCE

Category: GON A.I.D. Total
..

Technical Assistance 6,831,743 6,967,687 13,799,430
Commodities 7,337,419 7,337,419
Training 607,787 3,084,160 3,691,947
Evaluation 180,000 180,000
Audit 50,000 50,000
Immunization 3,500,000 3,500,000
Contingency and Inflation 880,734 880,734

TOTALS:. 7,439,530 22,000,000 29,439,530

TABLE F-13: SUMMARY OF LOP CONTRIBUTIONS BY COMPONENT AND FUNDING SOURCE

..-
Component: GON A.I.D.. Total

Accelerated Start 1,883,109 1,883, 109
Maternal Health/Child Survival 4,204,832 10,478,197 14,683,030
Mgt. /Fin. Decentralization 3,157,057 3,857,024 7,014,081
Alternate Sources of Finance 77,641 1,170,936 1,248,577
Immunization 3,500,000 3,500,000
Evaluation 180,000 180,000
Audit

I
50,000 50,000

Contingency and Inflation 880,734 880,734

I
TOTALS: 7,439,530 22,000,000· 29,439,530

-



ANNEX G: TECI-INICAL ANALYSIS OF

MATERNAL I-mALTI-I/CHILD SURVIVAL COMPONENT

I. Introduction

The maternal health and child survival technologies that will be
supported by the DHS Project are effective and proven
methodologies, having been applied worldwide in numerous
programs. The implementation by MINSA of many of these
technologies is, in fact, fairly well established at the central
level. This project proposes to extend and consolidate these
practices in a decentralized fashion in the five focus SILAIS.

II. Proiect-Funded MHICS Interyentions

The major technical interventions which this project is to
promote include (1) control of diarrheal diseases (COD); (2)
control of acute respiratory infection (ARI); (3) an expanded
program on immunization (EPI); (4) nutrition, including growth
monitoring, breastfeeding, proper weaning practices, and vitamin
A supplementation; and, (5) family planning and maternal health,
including prenatal and postpartum care, and safe delivery. Each
of these interventions is discussed below.

A. Control of Diarrheal Diseases (COD)

The main cause of infant and child mortality in Nicaragua is
diarrheal disease. To address this situation, the project will
seek to reduce infant and child mortality caused by diarrheal
disease by 25% in the focus SILAIS. Control efforts will include
training in and promotion of appropriate management of acute
diarrheal disease. Case management of diarrheal disease, termed
oral rehydration therapy (ORT) , is based on the use of oral
rehydration solutions (ORS) and/or appropriate homemade fluids
and continued feeding during diarrhea. Prevention of diarrhea
through health education efforts to promote breastfeeding,
including exclusive breastfeeding during the first 4 to 6 months
of life, improving personal hygiene, and improving food handling
practices, particularly with regard to weaning foods, will be
important components of the COD program. Thus, the program will
promote the use of fluids and foods at home early in the course
of a diarrheal episode. The program will also encourage the
appropriate referral of children to a health facility for
treatment if the diarrhea worsens. Thus, the program will train
health professionals and community health workers (CHWs) in the
use of ORS and the promotion of ORT and breastfeeding, and
increase the availability of ORS.

\



since an estimated 50% to 60% of all diarrheal deaths are due to
acute episodes of diarrhea and associated dehydration,
appropriate and timely rehydration of the child with diarrhea
should have a considerable impact on diarrheal mortality.
Reductions in diarrheal deaths of up to 50% have been
demonstrated in controlled community-based ORT interventions in
other countries. In addition, when hospital data from developing
countries with con programs were compared pre- and post- ORT
initiation, case fatality rates for diarrhea decreased by 67% to
95% with a median of 71%.1 Hospital admission rates for
diarrheal diseases in the study countries also decreased by a
median of 61%.

Diarrheal control has also been shown to improve child health by
curtailing the negative effect diarrhea has on growth and
nutritional status. The protective effect of breastfeeding both
on the incidence and severity of diarrheal diseas~s has also been
documented in several studies. A prospective study of infant
feeding practices in Peru and their relation to infection
demonstrated that the incidence and ~revalence rates of diarrhea
in exclusively breastfed infants less than six months of age were
lower than in infants of the same age who received other liquids
in addition to breast milk. The authors concluded that
universally practiced exclusive breastfeeding for six months
would theoretically reduce the incidence of diarrhea by one-third
and the prevalence by one-half through the immunological
properties of breast milk and by delaying eX90sure to pathogens
in bottled milk, other liquids and solid foods offered to
infants, and by improved nutritional status.

This technical analysis points to the importance of diarrheal
disease in the morbidity and mortality profile of Nicaragua, and
concludes that the COD program is a feasible intervention and
should be supported.

B. Acute Respiratory Infection CARI) Control

This project will also address the second leading cause of infant
and child mortality in Nicaragua, acute respiratory infections
(ARI). The project will assist the MINSA in reducing mortality
from ARI in the focus SILAIS through a dual strategy.2 The
first aspect of this strategy will involve improved management of

The Johns Hopkins University, Institute for International
Programs. 1990. Child Survival Programs: Issues for the 1990s.
Baltimore, Maryland.

Less is known about the incidence and prevalence of ARI in
Nicaragua than for diarrheal diseases. However, the Family Health
Survey, which is being implemented by PROFAMILIA, should provide
valuable data on the epidemiology of this disease in Nicaragua.
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ARI in the home. This will be achieved by teaching mothers and
other caretakers appropriate treatment measures. For example,
continued breastfeeding, recognition of danger signs such as
rapid respiration, stridor, intercostal ret~actions (sunken
chest), bluish lips and fever, which indicate the need for
referral, and the importance of completing antibiotic treatment
in the home once such treatment has been initiated, are three
such measures. This will be accomplished largely through mass
media reinforced by personal communication at the community and
health facility level.

The second part of the strategy is to be accomplished through
improved MINSA case management Qf ARI, i.e., by supplying the
MINSA with enough antibiotics to meet the increased demand for
treatment in the focus SILAIS that is expected to come from a
better educated public, and through in-service education of
health facility personnel. DHS will help the MINSA promote the
following approach to controlling ARI:

(1) Prevention of life-threatening pneumonias using known
techniques such as immunizations, promotion of exclusive
breastfeeding of infants, and improved nutrition, inclUding
vitamin A supplementation; and

(2) Case management of serious ARI. Case management is not
meant to substitute for or replace primary prevention of
ARI, but rather to complement the known effective preventive
methods (immunizations against measles and pertussis,
improved breastfeeding/weanin~and maternal and child
nutrition) .

This strategy will permit mothers/caretakers, non-professional
and professional health workers to recognize and treat bacteria
caused pneumonias, the most common life-threatening ARI in
children. The "standard case management" strategy comprises
three essential elements: (1) identification of pneumonia by the
health worker, using a standard protocol developed by the World
Health Organization (WHO); (2) treatment of most pneumonia cases
at home according to a standard regimen using inexpensive
antibiotics (Co-trimoxazole, Amoxicillin, Ampicillin); and (3)
referral of young infants and severely ill children to more
advanced health facilities.

Competency-based training of health workers and careful, frequent
supervision will be critical to the effectiveness of this
approach. Other essential elements include a strong
communication effort directed at teaching mothers/caretakers to
know when and where to seek help for sick children, and an
infrastructure for reliable delivery of antibiotics. This
approach has been shown to be effective in nine community trials,
inclUding one sponsored by A.I.D. In an analysis of six of these
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trials, ARI caso managsment was associatsd with an average 25%
mortality r.ate reduction in children under. five years of age. 3

c. Expand§4 Proqrom-2D Immunization (EPI)

The worldwido Expanded Program on Immunization (EPI), directed by
the World Health Organiz~tion, has had an appreciable impact on
child survival and has developed into the strongest of the
intervention programs in most countries.~ More than any other
program, EPI has demonstrated that access to the majority of the
population can be achieved.

Tn Nicaragua, the EPI program implemented by MINSA with support
from USAID, the Pan American Health organization (PAHO), and
other donors has been relatively successful. Complete
vaccination coverage of children under one year of age ranges
from 63% for measles to 94% for BCG. With assistance from DHS,
MINSA will seek to achieve 80% coverage for each vaccine by 1998.
UNICEF considers an 80% coverage level (percentage of children
aged 9 to 59 months that are completely immunized against all of
the vaccine-preventable diseases) as a minimum indication of
having achieved universal immunization or that level required to
halt the transmission of immunizable diseases. 5

Improvements in EPI coverage should be expected to draw people
into the health system so that other programs (COD, ARI, family
planning) might gain wider and more frequent exposure. Other
indirect effects of a successful EPI program include improved
nutritional status due to a lower burden of infectious disease as
immunization is an effective means of breaking the vicious cycle
and synergy of infection and malnutrition. Additionally,
immunization against measles and pertussis protects the child
from two major causes of ARI mortality, while measles vaccination
alone decreases diarrheal incidence and associated mortality.

This technical analysis confirms that this project should support
this important program, but suggests that attention be given to
the issues of sustainability. Over the life of this project, the
MINSA will be required to assume an increasing percentage of the
costs associated with vaccine procurement.

United States Agency for International Development. 1992.
Guidelines for Acute Respiratory Infection Control. Washington,
D.C.

Waldman, R., cutts, F., Steketee, R. and Davis, J. 1991.
Child survival Programs in Africa: Suggestions for an Integrated
Approach. Unpublished manuscript. International Health Program
Office, Centers for Disease Control. Atlanta, Georgia.

UNICEF. The state of the World's Children.
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D. Nutrition

According to UNICEF, malnutrition affects 40% of all children in
developing countries and contributes directly or indirectly to an
estimated 60% of all child deaths. 6 However, nutrition progr.ams,
particUlarly vitamin A supplementation and encouraging
breastfeeding, can reduce morbidity or mortality from most
ohi1dhood diseases. Reductions in maternal and child mortality
can also be expected from longer birth intervals achieved by
longer breastfeeding.

vitamin A supplementation protects the child in three ways.
First, it reduces the child's risk of mortality from diarrheal,
respiratory, or measles infection. Second, it reduces the risk
of blindness. It has long been known that lack of vitamin A
causes loss of vision in small children (or Xerophtalmia, the
medical term for this condition). Third, vitamin A reduces the
risk of growth retardation.

The health benefits of breastfeoding for children in developing
countries aro well-documented.' Breast milk is an appropriate
source of infant nutrition, provides the infant with
immunological protection, and is generally free of contamination.
In an indirect way, breastfeeding promotes improved maternal and
child health by lengthening birth intervals. For all of these
reasons, breastfeeding is considered an important determinant of
child survival.

In addition to vitamin A supplementation and breastfeeding, this
project will also promote proper maternal nutritional status
during lactation, improved weaning practices, feeding during
illness, and growth monitoring. It should be noted, however,
that growth monitoring will be effective in preventing childhood
malnutrition only to the extent that early detection of growth
faltering leads to prompt and appropriate nutritional
intervention. Additionally, the community health workers that
will implement growth monitoring will need to ensure that this
activity results in an interactive session that is beneficial to
the mother/caretaker rather than just a mechanical activity of
measuring children.

6 Grant, J. 1988. The state of the World's Children.
Oxford University Press. New York.

, Grummer-strawn, L. 1991. Trends in Breastfeeding
Duration in Fifteen Developing countries. Paper presented at the
119th Annual Meeting of the American Public Health Association,
November 10-14, 1991, Atlanta, Georgia.
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E. FAmily PlAnning And MAternAl H.alth

One of the strongest correlates of infant, child, and maternal
mortality and morbidity is untimo1y and high fertility. This is
because the health of both children and their mothers is
compromised when:

o The mother is vary young. Children born to teenage mothers
have a considerably greater risk of early death than do
children born to women who have achieved full physical
maturity. Such very young mothers are also more likely to
suffer maternal morbidity and mortality.

o spacing between births is too short. Children born at less
than two years after a preceding birth are about twice as
likely to die in infancy as are children born after a longer
interval. Similarly, the child born at the start of a short
interval is also at increased risk.

o The mother gives birth to a large number of children. As
parity increases beyond the third child, the probability of
infant survival decreases.

o The mother gives birth late in her reproductive life. Both
infant and maternal morbidity and mortality rise with
increasing age after ahout thirty years. 8

In Short, family planning saves the lives of mothers and their
children by reducing the incidence of these high-risk
pregnancies. For example, maternal mortality risks rise with
increasing birth order, but decrease as the number of occasions
upon Which the woman is SUbjected to these risks is reduced.
Lowered individual fertility also has an indirect impact on child
survival chances and on the health and development of the child.
The smaller family allows more resources to be allocated per
child, inclUding maternal care and attention, foed, schooling,
and health care.

Studies conducted in Latin America show that between 30% and 70%
of the maternal deaths are due to abortion and abortion-related
infection. 9 Family planning services can help reduce these
deaths by providing couples with the means to help them have the
number of children they want when they want them.

Hobcraft, J. 1987. Does Family Planning Save Children's
Lives? Technical background paper prepared for the International
Conference on Better Health for Women and Children Through Family
Planning, Nairobi, Kenya, October 5-9, 1987.

9 International Planned Parenthood Federation Western
Hemisphere Region 1990 Annual Report.
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Approximately 500,000 womsn in devQloping countriQI die each year
from complications 8Q§ociated with prognanoy and ohildbirth. 1O A
large number ot these deaths could be prevented by improving
access to prenatal and po=tpartum s9rvi~es and to medically
attended deliveries, whon warranted. The importance of
reasonable access to primary obstetric services oann~t bo
overemphasized. Thus, the major elements of a muccQlsful
maternal health program would include:

o An effective outreach program that alerts all women to
available services and improves accessibility (family
planning for non-pregnant women and maternity care for.
pregnant woman) •

o E:fective community-based maternity care with access to
skilled midwives who carry supplies to stabilize women in
times of obstetrical emergencies.

o A transport system to a referral site where surgery, blood
and essential drugs are available. Although trained
community health workers, i.e., traditional birth
attendants, can play an important role in bringing about
improvements in pregnancy outcomes, they cannot bring about
major reductions in maternal and neonatal mortality unless
they are supported by well-equipped and well-staffed
referral centers.

This analysis ~oints out the importance of this program for the
health of women and their children, and strongly recommends that
it be supported.

III. Integrated Health Services Delivery

For the sake of simplicity, the preceding technical analysis
dealt with the different MH/CS intervention separately. However,
it is the intent of this project that these interventions be
provided to Nicaraguan mothers and children in an integrated
fashion.

During the 1980s, progress has been made towards improving the
health and survival of mothers and children in Nicaragua.
Nevertheless, Nicaraguan mothers and children continue to die
from preventable or treatable illnesses at unacceptable rates.
Maternal risk factors such as excessively short birth intervals
and inadequate health care during pregnancy frequently lead to
the delivery of low birth weight infants who are more susceptible

10 Population Reference Bureau. 1991. Planificaci6n
Familiar: Salvando las Vidas de Madres y Ninos. Washington,
D.C.
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to savoro illnQss and death duo to tho most common childhooJ
infactionQ: diarrhsal di"Qa~Q;, raspiratory intQctions, and
measl.s.

Mothers ramain inadaquataly informed of ways to prQvQnt or treat
their own and their children'g illnQ~~QQ. Evon when information
rogardinq propar health care practices and behavior has boen
widely dissQminat~d and accoptGd, the existing health care systsm
sometimes imposes diff.icult obstaclQs. The negative incentivos
to mothers who must return repeatedly to ofton under-staffed
clinics, where they must wait for long periods before being
offered only a few services and pharmaceutioal products, are very
great and can act to the detriment of mother, child, and the
health system.

It is imperative that more services and services of higher
quality be offered if further gains in mortality reduction are to
be achieved. However, because of the persistent economic crisis
that has led to inadequate bUdgetary allocations to the health
sector, and to the relatively low accgs~ of the popUlation to
health facilities, there is a need to improve the integration of
health services.

This need for improved integration is made more evident when one
considers that no matter how well programs are managed at the
central level, it is always at the more peripheral levels of the
health care system that program implementation must take place.
In every clinic, one individual, or a small team, is responsible
for all public health programs. It is at the Clinic level that
constraints of ~oney, personnel, and time are most acutely felt,
and it is at this level that the benefits of program integration
will be the greatest.

ThUS, one of the objectives of this project is the better
integration of health interventions, as discussed above, at the
peripheral levels of the health care system, combined with the
development of strong technical expertise in individual program
areas at the central and SILAIS levels. An increasingly
integrated strategy is compatible with national management
capacity and would allow for a more efficient use of increasingly
scarce national and donor financial resources. Finally, a more
integrated health care delivery system would allow peripheral
health care workers, the crucial contacts between the he3lth
system and its target population, to offer regularly more
comprehensive services of higher quality, inclUding the promotion
of primary health care at the community level, and to respond
better to the needs of both mothers and children in a manner
which would lead to an accelerated reduction of preventable
mortality.

Thus, the provision of health services in a given locality of a
focus SILAIS, may appear as follows: a community health worker
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would offer Q choico of contraceptivQ methods at the home of oach
woman, motivate and counsel women for family planning, monitor
and manage adverse effects, promote oral rehydration, distribute
vitamin A capsules, detect and refer malnourishGd children, and
distribut~ prenatal vitamins (including iron folate) to pregnant
wom~n. In addition, s/he would refer children for EPI vaccines,
and refer severely sick mothers and children and women with high
risk pregnancies to nearby health facilities. At the health
facility level, doctors and nurses (due in large part to the
training they will receive under this project) will offer a range
of services beyond those which were indicated by the referral.
For example, a child referred to a health fauility with severe
diarrhea would receive, in addition to rehydration therapy, a
complete evaluation of his/her health problems and those of the
family. Because oral rehydration can take several hours, mothers
are relatively captive within the health system until their child
is ready for discharge. This time will be used for health
education on diarrheal i~sues, control of ARI, the promotion of
breastfeeding and good nutritlon, and family planning.

This technical analysis recognizes that a broader concept of
health care in Nicaragua needs to be adopted. Although there is
clearly a need for strong technical leadership in all
intervention areas, health policy makers should recognize that,
given the scarcity of resources, the most efficient approach to
health care will be to take maximum advantage of common features
in developing and implementing the technical interventions.
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ANNEX lI: SOCIA1.J SOUNDNESS ANALYSIS

I. Introduction

The Decerltralized Health Services Project (DHS) seeks to improve
the management and increase the effectiveness of and access to
Nicaragua's pUblic health resources, and to explore and encourage
alternative sources of financing to the sector, therevy improving
maternal and child health in Nicaragua. DHS will seek to do so
through three principal components: Maternal Health and Child
survival (MH/CS); Management and Financial Dec9ntralization
(MFD); and Alternate Sources of Finance (ASF).i The objectiv6 of
this Social Soundness Analysis (SSA) is to ex~mine each project
component in ter:ms of social and cultural appropriateness at the
lowest levels of the health delivery pyramid and local
communiti~s, both urban and rural. Particular attention will b~

placed on the interphase between the client population and
health-care providers, and on how to improve the image of MINSA
as an effective and reliable source of quality primary care.

In specific terms, the Project components examined by this SSA
inclUde the following:

A. Maternal Health and Child Survival (MB/CS)

The key to the success of this component will be the provision of
adequate training of personnel at all levels, including the
entire SILAIS medical staff, community health workers (CHWs), and
traditional midwives. Once initial training has been completed,
an in-service training, supervisory, referral/counter-referral,
and supply system must be designed and implemented. Central to
this SSA is an analysis of the involvement of CHWs and other
community residents in relation to the basic MH/CS interventions:
expanded immunization coverage, oral rehydration t!lerapy (ORT) ,
acute respiratory infections (ARI) , growth monitoring and child
development, and breastfeeding and nutrition education. The
critical issues examined include the training and support of
health workers and voluntary community health promoters and the
role of promoters in an appropriate mix of preventive and
curative activities.

B. Management and Financial Decentrnlization (MFD)

This project component will provide technical assistance and
training in management, administrative, financial, and
information skills to MINSA personnel in all 19 of Nicaragua's
SILAIS in close coordination with other donors sponsoring simiL~r

For purposes of this analysis, the project's Accelerated
start Component is treated as part of the MH/CS component.
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efforts. The primary focus will be on management improvement and
training at the SILAIS level, assistance will be provided to
MINSA Central only insofar as necessary to further the process of
decentralization. DHS-funded training will emphasize local
programming, decentralized decision-making, the design and
installation of financial management (FMS) and management
informat:on (MIS) systems, and logistics.

This SSA examines the extent to which these efforts will better
equip the SILAIS to fulfil their role in a decentralized system
of health service delivery. It is anticipated the SILAIS will be
able to both improve and redesign supervision, financial and
management information systems, and the training of personnel.
Furthermore, the SILAIS will be in closer administrative contact
with the corresponding health centers, medical posts and health
posts to create a delivery syst~m more responsive to local needs,
problems, and special considerations. In other words, the SILAIS
should be able to respond and adapt services to local
circumstances. In the past, the highly centralized MINSA has
either not responded to local needs or has been extremely slow.

c. Alternate Sources of Financing (ASF)

MINSA provides most care free of charge. Its recurrent cost
burden is therefore very high (close to the equivalent of $70
million per year, as shown in section III.8.4 of the body of this
project Paper). Under current bUdgetary limitations, however,
funding for services and supplies is extremely limited. To help
MINSA shoulder its recurrent cost burden and find ways to devote
more resources to primary health care, the ASF component will
work with MINSA and the SILAIS to identify cost containment and
cost recovery methods and to introduce these methods on at least
a pilot basis.

Each of these components is examined below in terms of its social
feasibility by analyzing the organization, attitudes, activities,
and motivation of community residents, MINSA personnel, current
socioeconomic conditions, and the recent political history of
Nicaragua. The emphasis is on community residents, local
leaders, and community health workers.

II. Relevant Background

To put the interventions of the proje~c into the current
Nicaraguan context, the socioeconomic conditions of the
population must be examined. Events in Nicaragua during the past
decade have left the country with high unemployment, low per
capita income, and a severely debilitated health care system.
This section examines ~urrent conditions, but it shoUld be
emphasized that it is impossible to generalize about the entire
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country: conditions vary considerably from region to region in
terms of both income and standards of living.

A. Bocio.coDomic conditions in Nicaraaua

An examination of the role of community health workers and other
residents and their organizational structure in relation to the
delivery of quality health care must include an evaluation of the
economic status of both rural and urban areas. The concern is
whether or not families with children can satisfy minimal needs
in terms of housing, sanitary facilities, health, and nutrition.
It is assumed that families who are unable to adequately house
and feed themselves will be largely unable to divert their scarce
financial resources to seek health care outside the pUblic
sector, purchase medicines, and provide adequate nutrition for
themselve~ and their children.

1. Extent of Poverty in Nicaragua: sUmmary Data

Because of the wild fluctuation in the value of the Nicaraguan
currency during between 1987 and 1991, mUltiple sources of family
income, networks of family cooperation, production for home
consumption, and payment in-kind, it is virtually impossible to
determine the nature and extent of poverty using monetary income
as a measure. An alternate method is to examine a family's
ability to satisfy certain necessities in terms of a basic food
basket and the maintenance of adequate nutrition.

The criteria used in recent household surveys to divide families
into groups of those who can meet basic needs versus those who to
varying degrees cannot are based on a composite indicator,
combining the following measures:

• Inadequate Quality of Housing is determined by the presence
of dirt floors and/or walls and ceilings of tin or waste
materials such as paper carton or pieces of wood.

• CrOWding is based on whether or not four or more people
sleep in the same room.

• InSUfficient Services consist of the lack of potable water
and/or a latrine within the confines of the household or
surrounding compound.

• Low Educational Levels are measured in terms of a household
having at least one school-age child who is not attending
any kind of school.

• High Economic Dependence is defined as households with at
least two individuals economically dependent on a head of
household who has not completed primary school.
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If one or more of these measures apply to a household, it is
classified as poor (pobres). These families are further divided
into the extremely poor (en extrema pobreza) if two of the
measures apply or in misery (en missria) if three or more of the
measures apply. Furthermore, families who do not qualify for any
of these measures are considered able to satisfy basic needs
(necesidades b~sicas satisfechas-NBS) versus those who cannot
based on one or more of the measures (Necesidades bAsicas
insatisfechas-NBI) .2

The deterioration of the quality of life in Nicaragua becomes
evident from the 1985 sociodemographic survey which showed that
86% of the rural population and 55% of urban residents could not
satisfy their basic needs. Poverty affected 70% of the
population. Of these, '3% were in extreme poverty and 16% in
misery, 34% lived in crowded houses, 47% did not have access to
potable water, and 25% of the school age population were not
enrolled in school.

Between 1986 and 1990, the situation deteriorated considerably
because of the worsening economic conditions, the effects of the
war, natural disasters, high population growth, and increased
rural to urban migration. By 1990, the under 16 cohort of the
population was at 50% of the total, and there was an estimated
400,000 unit housing deficit which was increasing rapidly due to
the creation of 20,000 new "family" units each year. currently,
some 63.2% of the total population does not have adequate
housing, 55% of the homes in urban areas have only one room, and
in rural regions one room homes comprise 67% of the total.

According to a Household Survey completed in March and December
1989, about 35% of the population consists of children under 10.
Of these, 75% live in poverty. About 46% of all homes are
classified as poor. The majority of these household heads are
unemployed, and those who do work receive low wages, have little
education, and work as unskilled laborers, partake in informal
sector activities, agricultural wage labor, or are in the armed
forces. A significant decline in the size of the army has
occurred since 1990, but decommissioned soldiers form a
significant portion of the un- and under-employed sectors of the
population (see below for more details) .

The table below shows a comparison between 1985 and the two
surveys completed in 1989. In 1985, sociodemographic survey data
showed that 43% of the households in Managua should be classified

"Caracteristi,..,dS de los Jefes de Hogares y La Pobreza en
1a Ciudad de Managuc.<.," Direcci6n General Nivel de Vida,
Secretaria de Plani~icaci6n y Presu~uesto, Ministerio de 1a
Presidencia y e1 Fondo de las Naciones Unidas para Actividades de
Poblaci6n (FNUAP), Managua, Agosto 1990.
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as poor. By the end of 1989 the rate had increased to 45.7%.
The table belo\~ shows the total distribution of those who can
satisfy basic needs in relatiQn to those who cannot, and a
breakdown by famale versus male heads of household. It should be
noted that the percentage of poor households is si9nificant~y

higher for those headed by females.

Table B-1: poverty Levels in Manaqua trom 1985 tQ 1989
(pe~cent ot families)

1985 ....... March. 198$;::;;;· •.. i/;:··J)·C.lIlber198~· .;,
·Povert.y
Indic:atoJ:'. Total ~ale Female Total Male Female Total Male Female

Cansati"y
Needs 57.0 sa.7 53.1 54.3 56.0 50.0 54.5 59.4 45.1

Cannot
Satisfy 43.0 41.3 46.9 45.7 44.0 50.0 45.5 40.6 54.9
N••ela

Of the families in poverty in 1985, 12.7% were classified as in
extrem~ poverty and 3.6% as in misery. In 1989, the level of
extreme poverty had not changed significantly, but the level of
misery had nearly doubled to 6.6%. In terms of the specific
indicators making up the composite NBI index, the number of
families with inadequate living quarters and inSUfficient
services increased, while the degree of crOWding decreased,
educational levels improved slightly, and the degree of economic
dependence remained constant. Furthermore, the distribution of
poverty became more extreme in certain regions of the country.
In contrast to the national poverty level of 70%, levels have
reached 85% in Zona Especial IIII, 82% in Region I, 81% in Region
VI, 76% in Region V, 74% in Region II, and 73% in Zona Especial
II.

More than three years have passed since the surveys discussed
above were carried out. In the meantime, the economy has
continued to decline. There is no way of knowing exactly how
much poverty levels have increased, but by 1990, more than 70% of
the Nicaraguan popUlation was estimated to be in varying degrees
of poverty. Nicaragua is considered to be the third poorest
country in Latin America.

2. Extent of Malnutrition in Nicaragua

In general terms, the caloric and protein intake of the
Nicaraguan population has decli~ed substantially since 1986, the
last year when the average consumption met minimal standards.
Table H-2 on the fallowing page shows the decline from 1986 to
1989.
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~,. H-2' Calorie and Protein consumption trom 1986 to 1989

Nutri~ntll 1986 I 1987 I 19S8 I 1989

Calorie. (keal.) 2,160 1,932 1,610 1,591

, of Daily
86.0Requirement. 116.7 104.4 87.0

Protein (gram.) 49.8 44.7 38.9 37.5

, of Daily
Requirement. 99.0 89.2 77.6 74.9

Source: SPP 1990

The implication of the increasing protein-calorie deficiency in
the general population is that a significant portion is sUffering
from some degree of malnutrition or is at risk 'Jf becoming
malnourished. The groups most likely to suffer more severe
effects are children and pregnant or lactating women who have
higher nutritional requirements. When higher nutritional needs
are considered in conjunction with the current levels of poverty,
the size of the protein-calorie deficits are, in fact, much
higher for a large proportion of the Nicaraguan population.
Furthermore, some regions of the country are more affected than
others.

Severe malnutrition or wasting is not a major problem in the
school-age population, although almost one-quarter of the of the
6-9 year olds are at risk. The rate of low weight for age is
under 20% for all three age groups, but the most severe
nutritional problem among Nicaraguan school-children is
stunting. 3 The rates of stunting are highest for 13-14 year old
males at 43.4% of the sample and almost 10% lower for females.
When those at risk of becoming stunted are added to the percent
of stunted children, the percentages are alarmingly high: all are
50% with some at or very close to three-quarters of the oldest
age cohort.

High rates of malnutrition are a strong indicator of the
deteriorating economic circumstances in which most Nicaragua
families live. stunting is the principal nutritional problem,
affecting 30-35% of the children in marginal and poor areas of
the country. The educational consequences of stunted growth in
school-age children include poor cognitive abilities, decreased
aerobic activities, and significant reduction in alertness.
Important health effects are increased morbidity and mortality
rates, a 30% increase in time needed to recuperate from frequent

As indicated by the large percentage of children who are
short for their age, indicating deficient skeletal development.
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diarrhQal episodes, and increased chances that acuta respiratory
infections will turn into pneumonia. The percentage of children
who are underweight or suffering from physical wasting as a
consequence of malnutrition is not particularly high. As a
result, the vast majority of Nicaraguan children do not appear
malnourished, and it is only when height for age is measured that
the extremely high rates of stunting become apparent.

B. Political organization

Virtually all communities visited by this investigator during
March of 1991 were characterized by some degree of political
division, ranging from rather mild factionalism to extreme
polarization. The degree of division was generally a function of
what party had won recent municipal elections and the degree of
cooperation that could be ne~otiated with the other party. For
example, the city of Estel! c~n be characterized as the most
polarized community encountered in all six regions.

The political conditions in Estel! are most certainly not
representative of the rest of the country, but they do point to
instability and volatility. In smaller communities a remarkable
degree of co-existence was found between the opposing political
camps. For example, San Pedro is a small rural community about
10 kilometers north of Estel! where both Sandinista National
Liberation Front (FSLN) and National opposition Union (UNO)
members have organized and carried out community and school
projects, working successfully as one unified group.

It was not unusual to hear a member of UNO criticize the FSLN and
vice versa. At the same time, however, it became apparent that
most people, regardless of political affiliation, want to get on
with their lives and try to improve living conditions in their
communities. This includes improving the quality of health care
as well as the educational environment where their children
attend school. According to information provided by both parents
and teachers, the levels of political animosity have peaked, and
conditions have begun to stabilize. Most people are more
concerned with making a living and having enough to eat rather
than spending time fighting political battles. Although
political factors can be an impediment to health care delivery,
most political party organizations, municipal governments, MINSA
facilities, schools, and parental organizations are morc.
concerned with confronting the problems of sCQrce resources
rather than political in-fighting.
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C. ~unity QrganizAtion

1. ~ral Ob,.ryations

All Nicaraguan communities, both urban and rural, are
administratively part of a municipio (municipality), the lowest
level of political organization. A municipio can correspond to a
single community or small city or include a central town with a
varying number of sUbsidiary communities. structurally, the
municipio is led by an elected alcalde (mayor) who coordinates
tax collection, administrative activities, and local development
projects.

During the ten years of FSLN administration, municipios and local
communities (comarcas) were organized jnto Comit~s da De/ansa
Sandin3.sta (CDS), reaching to the lowest local levels of urban
neighborhoods and small rural towns. Essentially, the local CDS
organizations for~led part of hierarchy tied to the party in
power, but with a large degree of local autonomy, especially on
the municipio level. One of the main functions of the CDS was to
identify and carry out development projects with varying degrees
of outside assistance. Many of the projects were designed to
improve school infrastructure, provide nutritional supplements,
and increase school attendance.

In addition to the CDS, local communities and urban neighborhoods
also organized Movimientos Communales to carry out specific
project and to support the goals of the revolution. The
brigadistas were a product of such local action groups and have
become well known for their work in immunization campaigns and
other health related activities. Today, there are an estimated
15,000 brigadistas still active in their communities or local
urban neighborhoods. Of this total, about 10,000 are associated
with the Movimientos Comunales and the remaining 5,000 are
associated with Catholic Action groups and other non-governmental
organizations.

The change in government from the FSLN to UNO has resulted in a
number of alterations 3t the community level. These changes vary
by municipio and individual communities within municipios, and
are very much related to what party holds the mayor's office.
One trend that was observed virtually everywhere visited was that
the Comite de Detensa Sandinista had been transformed to an arm
of the local office of the FSLN and a new organization, the
Comite Comarcal l has taken its place. In terms of the community
and the local school, the Comite Comarcal appears to have taken
over the design and implementation of school projects. Very much
like the CDS, the role of the Comite Comarcal is to identify
community needs and to propose local development projects. On
several occasions, it was found that municipios would negotiate
directly with donors to obtain financial aid for their projects,
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the actual QXQcution of which was accomplished using local
volunteer labor.

Another organization which exists in some communities is the
Consejo Popular de Salud, consisting of representatives from,'the
Movimiento communal, school directors, a representative from the
Alcald!a, and peroonnel from the local health or medical post.
This group meets at irregular intervals to evaluate health care
and prevention activities and to plan new programs. Some
communities also have Juntas Vecinales composed of residents from
specific neighborhoods. This is most probably the lowest
organizational level. These groups are often referred to as
organizacionas de Masas and ara very much a product of the
revolution and ten years of Sandinista rule emphasizing
grassroots organizational development. Although the initial
purpose of many such groups was both political as well as to
provide a means for solving problems, most are now concerned
exclusively with improving socioeconomic conditions, inclUding
health and education.

2. Qualitatiye Case Studies

The nature of municipio projects and the levels of community
involvement can best be illustrated by examples from Mateares
an urban community on the outskirts of Managua, Rio Grande a
rural community south of Rivas, and community mobilization during
immunization and cholera prevention campaigns in Grenada.

a. Mateares:

Mateares is a municipio of about 20,000 located on the westarn
shore of Lake Managua. It is divided into four barrios, each
with an organized group of residents willing to contribute time
and labor to projects administered by the Comit~ Comarcal. In
May of 1990, the municipio's Director de Proyectos negotiated an
agreement with a Canadian organization to finance 85% of the cost
of installing lighting in the Escuela pancasan. The municipio
was to pay the rest, and the residents of the Barrio Brasil were
to provide the labor. Included in the labor force were tradesmen
with the skills to install wiring and metal grids to prevent
theft of neon fixtures, fuse boxes, and the electric meter; the
total cost of the project was $15,000. The lighting was needed

- to facilltate late afternoon and evening classes for both adult
education and accelerated primary school for adults.

During the summer of 1990, another project was completed in
Mateares. It consisted of the construction of two classrooms and
an office as an addi~ion to the existing school to be used for a
pre-school in the Barrio Alfonso Gonzalez. The total cost of
$7,000 was met in-part by the French, the rest was raised by the
municipio from local tax revenues, and the requisite skills and
labor were provided by neighborhood residen~s.

H-9



..

Community pbrticipation waa high for both pr.ojactg. Tho Oirector
the Proyectos estimated that about 80% of the neighborhood
residantc had participated to some degree, but added that
Matoaras residents were more motivated and willing to work than
tho~e living elsewhere. He felt that as long a financing could
be found for materials, the community is organized to contribute
skilled as well ao manual labor.

b. Rio GraneSe:

The situation encounte~ed in R10 Grande, a rural community about
15 kilometers southwest of Rivas near the border with costa Rica,
was in sharp contrast to that found in Mateares. Originally, the
school in R10 Grande consisted of two wooden buildings with
cement floors and sheet metal roofs, housing four classrooms.
The staff is made up of five teachers and ona director, offering
pre-school through grade six to a total of 204 students in a
community of about 80 families. About a week before the
beginning of the school year, one of the buildings had collapsed,
reducing the number of usable clas~rooms to two. As a reSUlt,
the upper grades were being taught in a private home and in the
church until the collapsed building can be reconstructed.

The school director, who is a member ~f the community, has been
able to obtain 4,000 bricks and 40 sacks of cement to rebuild the
school, and the community is donating the necessary wood.
However, the price of the carpenters and bricklayers, even when
these individuals have agreed to donate a day's work each week,
is prohibitive. There is also the necessity of paying for a
building license in a community whose economic situation was
characterized by one resident as "Aqui no hay ni para morder."~

c. Grenada SILAIS:

The Grenada SILAIS has had the largest number of cholera cases in
Nicaragua and has been at the forefront of MINSA educational
campaigns to retard the spread of this virulent disease. Other
activities involving massive mobilization of personnel were the
two immunization campaigns (February 22-23 and May 16-17, 1992).
Both cholera preventioJ1 and the immunization campaigns involved
cOlnmunity residents, their organizations t and community health
workers, and serve to illustrate the level of participation to be
expected in future health interventions requiring large-scale
mobilization.

The CHWs were considered key to community involvement in the
first immunization campaign to assure high coverage, especially
for children under one. Unfortunately, many of the them had not
participated in any health activities for several years and did

"Here there is nothing to chew on."

H-10

..



:::

not respond as firot anticipated. Aa a result, tho campaign
missed many children. ThQ sQoond campaign, howQvor, was quite
difforant, and moat of the CHWs hslpad identify ohl1drQn to be
immunized. As a consequence, coverage rates warQ muoh high,
about 80%. ~his experience suggests that oommunity health
workers should have relatively frequent oontact with the health
delivery system in order to be effectivQ community mobilizQrs,

The CHWs proved invaluable during the cholera omergency declared
in Grenada on May 3D, 1992. In order to educate residents on
cholera prev6ntion and to dj,st.ribute sanicloro and ORS paCkets,
teams of CHWs had to vi~it all homes in the communitiea and urban
neighborhoods as part of a campaign known as Operaci6n Barrido.
Without help from the CHWs in notifying residents of the dangers
from cholera and making sure that everyone received the necessary
information and supplies, the coverage of the campaign would have
been considerably reduced.

The SILAIS staff have also used community health workers in two
neighborhoods to deliver cholera advice and supplies and to
immunize children at the sarnA time. Furthermore, local health
workers have reported that t~le CHWs have been quite effective in
referring patients to the appropriate health care facilities,
complete with a hand-written referral slip. Many community
health workers have expressed a desire for more training and want
to learn more about curative procedures, especially how to do
injections; at present, they can only administer oral polio
vaccines. The SILAIS is planning to provide more extensive
training for the CHWs; training to perform injections is
contemplated, but the emphasis will contin~0 to be on preventive
activities. Tne SILAIS director feels tha~ being able to inject
will allow the CHWs to administer immuni~atio"s more frequently
and reduce the reliance on periodic campaigns.

d. Tipitapa SILAIS:

In Tipitapa, visits were made to the Municipal H~alth Center and
SILAIS Headquarters, Puesto Medico El Barrio, Puesto Medico
Sendeno, and Puesto Medice Maderas. The health center, Centro de
Salud con Camas "Yolanda Mayorga," consisted of a maternity unit
with a labor room, a delivery room with two inCUbators, and a
post-partum room with five beds; an emergency room; a cholera
unit where all patients with diarrhea were seen; a dental unit;
and maternal/child health facilities with an oral rehydration
unit, immunization unit, and growth monitoring facilities. This
observer was given a tour of all the facilities and noted the
general lack of equipment and sufficient space to provide
adequate services.

The Puesto Medico El Barrio is located in an urban sector of the
city of Tipitapa and is staffed by a single physician and an
assistant who has no formal training. The doctor works closely
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with chQ CHWG in th~ community. Th~r~ fir~ tibout 30 CHW~, 20 ot
whom are very active. (The rQ~t participata in vaccination
campaiqn~ and oholera prQvQntion activitiQ~.) About 60% of the
CHWa aro young (mostly famale); tha ramt ors housewives. They
have baQn very helptJl convincing residents to buitd latrinQs and
to proporly dispoSQ of household garbage. The neighborhood haG
about S,OOO rsaidonts and the doctor estimated that about 60%
come to the PUQsto. Tho moat common illness is some form af
acute respiratory distress, followod by diarrhea and urinary
infections; about 40% of children under S are either at ri~k or
are malnourished.

A visit was also made to a Casa Base maintained by one of the
community health workers. This house serves a center for advice
and, if ne~essarYt referrals to the puesto or center in Tipitapa.
This volunteer worker has received training in the form of two
brief workshops supported by the social security institute. Most
of her activities are preventlv~: she gives advice on the
importance of broastfeeding and tells people when they should go
to the doctor. The only medicines she diApenses are ORS,
aspirjn, and cloro for cholera p~evention. The worker expressed
a strong desire for more training, especially in first-aid
procedures and anything else to better help the doctor at the
puesto medico.

The puesto medico in Orante Sendeno is located in a small room
which is part of a p~ivate home. The owner has lent the room
free of charge. When it rains, patients are allowed to wait in
the living room. The puesto is attended by a young physician who
has been working there for about two months. He is assisted by
two CHWs who between them are present whenever the puesto is
open. Both CHWs are in secondary school and have been trained by
the doctor. The reason he uses CHWs is that no auxiliary nurse
has been assigned by MINSA to this puesto, but he seemed very
satisfied with the work done by the two young women.

The only rural puesto medico visited is located in the Centro
Comarcal Maderas, a part of the municipio of San Benito. This
post is also attended by a young physician who has been working
there for three months; he has also trained a community health
worker to be his assistant. The community has 23 CHWs. Each
operates a casa base where they identify children for growth
monitoring and mothers for pre-natal check-ups; they also
evaluate the nutritional status of community residents. There
are also six parteras (traditional midwives) in the community who
are most often the first resource that women seek when pregnant.
These parteras refer such patients to the puesto for pre-natal
exams.

J

The doctor in this puesto asks each patient for a volunta~y

contribution of three Cordobas bu, only if they can trUly afford
it. He takes in somewh~re between 100 to 200 Cordobas per week

H-12



and sees about 180 patients weekly; about one-third of the
patients make contributions. The money is used for his own
meals, transport, cleaning of the pueato, supplies, and a modest
stipend for the CHWs. Since his coverage area includes numerous
remote rural communities, the income is essential for making'
weekly visits for educational talks on disease prevention and
environmental sanitation.

In summary, the organizational structure in many communities,
both urban and rural, is highly varied and undergoing a period of
change and sUbsequent restructuring. The most basic
organizational features consist of a community development
organization as part of the mayor's office and a parents'
organization associated with each school which is re-established
at the beginning of every school year. The degree of cooperation
between health care personnel, the school, community residents
and the municipio is highly variable and must be examined on a
municipio by municipio basis.

D. Family structure

No reliable information on the nationwide distribution of family
size and composition was found for this SSA. Due to the
reincorporation of the former resistance fighters ("contras")
combined with a general demobilization of the army, data from the
early and middle 1980s are of limited utility. The overall
concern of this section is therefore to make a broad estimate of
the relative proportion of families with both parents co-resident
versus only the mother and her children, and to r~late the
variation in family structure to the special needs of the most
marginal sectors of Nicaraguan society, single-parent families.
The only available data based on a large-scale survey are from a
studyS of the population of metropolitan Managua. When combined
with observations from visits to urban and rural communities in
all six regions, a fairly comprehensive picture does emerge.

Based on data from the study cited above, there is a striking
difference between the structure of families able to meet their
basic necessities versus those that cannot. The number of female
headed households is significantly higher for the poor. That
number increased significantly between 1985 and March of 1989,
and even more during the eight month period between March and
December of 1989 as shown in Table H-3 on the following page.

"Caracteristi~?s de los Jefes de Ho~es y La Pobreza en
la Ciudad de Managua,' Direcci6n General Nivel de Vida,
Secretarla de Planificaci6n y Presupuesto, Ministerio de la
Presidencia y el Fondo de las Naciones Unidas para Actividades de
Poblaci6n (FNUAP), Managua, Agosto 1990.
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Table H-3: Percent Male and Female Heads of Households: 1985-1989

I
,1985' ' March 1989 ' 'December l!)B9 ' ':: : <,:,

" ,,:<,

::Sex: ~otal ssN' Poor 'lotal SSN Poor 'lotal SSN Poor

",tc;011 : 69.2 71.3 66.4 71.1 73.4 68.4 65.8 71.7 58.S

,WolDen: 30.8 28.7 33.6 28.9 26.6 31.6 34.2 28.3 41.2

Source: Spp 1990

In 1985, ~he proportion of male- in relation to female-headed
households was approximately two-thirds versus one third,
respectively. The number of female-headed households was only
slightly higher among those classified as poor. By March 1989,
the number of female-headed households in the general population
had decreased to 28.9%; for the poor it had decreased to 31.6%.
However, a startling increase in female-headed households took
place between March and December of 1989 when the percentage rose
to 34.2% for the total and a high of 41.2% for those classified
as poor. There is no way of knowing if this trend has continued
at the same rate, decreased or increased since then, but if the
deteriorating economic situation can be considered as a factor
leading to greater family instability, then the current
percentage is most likely higher. On the other hand, returning
contras and demobilized soldiers could possibly reduce the number
of matrifocal families somewhat.

The data discussed above are only from Managua, where about one
third of the Nicaraguan population lives. But visits to both
urban and rural communities in other parts of the country support
the hypothesis that the number of female heads of households is
quite widespread and, in all probability, is increasing in most
regions. For example, in a meeting with 75 mothers in the city
of Juigalpa, about one-half indicated that they were single
mothers struggling to work and maintain their households. A
number of mothers said that the fathers of their children were
forced to leave in the search of jobs but had promised to return.
Few, however, expressed much confidence that they would corne back
any time in the near future.

Another case in point comes from a visit to a rural community
named Las Mercedes, located about half-way between Leon and
Chinandega where a meeting with 18 mothers was held. These'
mothers also indic~ted that at least one-third of the households
in their community were headed by single females ("madres
padres"). The president of the local consejo Consultiva de

6 "SBN" is the percentage of households able to satisfy
basic needs as defined above.
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Padres de Familia thought the number was even hlgher. At a rural
school in Rio Grande, near Rivas, five of the mothers present
said they were madres-padres; a teacher at the school indicated
that the number was in reality much higher. Many of the single
mothers may have been reluctant to identify themselves. '

Clearly, both the 1989 survey of Managua households and the
ethnographic data indicate that the number of matrifocal families
in Nicaragua comprises a large portion of the total number of
households, and that this percentage is increasing. Only a new
nation-wide socio-demographic surveyor a full-scale national
census will be able to show the distribution of matrifocal
households with any degree of statistical validity.

E. Jndigenous Peoples and special populations

Special populations consist of two major groups. The first are
the indigenous peoples and minority ethnic groups who live in the
eastern part of Nicaragua and along the Atlantic Coast. The
second includes the large numbers of demobilized contra and
Sandinista soldiers and their families and an unknown number of
refugees who are returning to their homes. Most of the second
group have settled tn the northeast areas of the country around
Matagalpa and a little farther south in Juigalpa. The two groups
have different problems and health service demands.

1. Eastern Nicaragua and the Atlantic Coast

Nicaragua's indigenous and minority populations live mainly in
the eastern two-thirds of the country, especially along the
Atlantic coast and in the Rio San Juan and Rio Coco regions. The
exact number of each of the ethnically and linguistically
distinct populations is unknown, but experts who are familiar
with the region make the following estimate:

Table H-4: Inciqenous and Minority Populations

Linguistic Group Estimated Population Size

Miskito

Creole

Sumo

Rama

75,000

6-9,000

27,000

5-800

Garifona under 500
Source: Programa Educativo Bilingue Intercultural
(PEBl)

These figures should only be seen as a very broad and speculative
estimate. This region, more than any other in Nicaragua, has
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undergone extensive displacement of large populations as a result
of the war and unknown rates of migration for both economic and
other reasons. Many refugees have returned, but no accurate
count exists, and attempts to estimate the size of the current
population are complicated by high birth rates. An estimate:of
about 125,000 would represent approximately 3% of Nicaragua's
population, but it would not be unreasonable to conclude that
these figures are low.

The political history of the Atlantic coast has been one of
turbulence and alienation from the rest of Nicaragua. Movements
for both limited and complete autonomy go back to the end of the
19th century. Events over the past decade have reinforced the
separatist organizations, and the region continues to make
demands that would lead to even greater autonomy.

2. Demobilized Soldiers and Returning Refugees

According to CEPAD, a total of 47,842 soldiers had been
demobilized from the Sandinista army as of May 1992, while 19,720
contras and 53,349 family members (including a large number of
school-age children) had been repatriated. In addition, there
were 389,000 families who were displaced from areas of intense
fighting now in the process of returning to their homes. The
total number amounts to 509,000 individuals, representing about
13% of the Nicaraguan population. These families are being
resettled mostly in the northern and eastern sections of the
country. In addition to land and employment opportunities, they
are also demanding education for their children.

Ministry of Education (MED) regional personnel in both Matagalpa
and Juigalpa reported that their primary school enrollment had
increased drastically as a result large number of new families.
New neighborhoods have sprung up on the outskirts of both cities,
many rural communities have expanded, ~nd a number of new
settlements have been established. No one could give an exact
number of new residents in cities or countryside, but they were
painfully aware of the increased pressure on their educational
facilities and staff.

In Juigalpa, the total school enrollment in 1990 was about
50,000. For 1991, the total wanting to register for school was
up to 90,000. The limitation imposed by the number and size of
schools, the number of teachers, and the availability of
textbooks only allowed for an increase of 5,000 students across
all grades. The largest demand, however, was for the lower
primary grades. Many parents in both rural and urban areas are
expressing their dissatisfaction through their community leaders
who, in turn, make frequent visits to both regional and municipal
MED offices. Overall, the situation is tense and the demands are
becoming increasingly vocal. They could become violent at any
time.
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3. Health and Special Populations

The indigenous groups encompass a very small percentage of the
Nicaraguan population and live highly dispersed in remote areas
of the Atlantic coast. This population is served by other A~I.D.
projects and by projects funded by other donors; it will not be
directly served by the MH/CS component of the Decentralized
Health Services Project, although it will benefit from the
Management and Financial Decentralization and Alternate Sources
of Finance components.

Former soldiers and their families and returned refugees, on the
other hand, comprise large portions of the populations in the
central and northern portions of the country. These groups are
demanding not only agricultural land but also access to education
and health services. It would be very prudent for the OHS
project to make concerted efforts to address the health problems
of these populations. Clearly, any effort to address their needs
will be viewed as an attempt by the current government to provide
services which that were expected when hostilities ended.

III. project components: The Social consequences

This section examines the planned project interventions in terms
of how community residents, both urban and rural, will benefit
from decentralized health administration, integrated service
delivery and efforts to contain and recover costs. The analysis
is based on field visits described above as well as the current
social and economic conditions in Nicaragua.

A. Maternal Health and Child survival Activities

The highest priorities of this component of the project should be
to train SILAIS personnel, especially at the lowest service
delivery levels, and to involve community organizations and
residents as much as possible. Previous projects in other
countries as well as Nicaragua have paid lip-service to community
involvement, but because of highly centralized structure, have
not been able to involve community residents in any substantial
and meaningful manner. with the relative autonomy of the SILAIS,
it is expected that local communities will become active
participants in the identification and prioritization of health
needs and be involved in both training and implementation of
project activities.

The most important community resource as far as community-level
service delivery and health promotion is concerned is the
community health worker. As stated elsewhere, Nicaragua has some
15,000 CHWs working in both urban and rural areas. The case
studies described above indicate that, for the most part, the CH~

is an invaluable resource already involved in immunization
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campaigns, cholera prevention, and other promotional activities.
All the CHWs interviewed for this SSA expressed strong desires
for additional training and continued involvement in health care.
Consequently, it should not be problematic in any way to provide
further training for the CHWs and, in a sense, convert them into
health promoters.

In addition to the community health worker, the traditional birth
attendant (TBA) or partera is another important local resource to
be trained and i~volved in the project. According to a recent
study by UNFPA, estimates are that the parteras attend
approximately 65% of births, and that they are also the first
health care resource sought by pregnant women. The parteras are
generally older women who train their daughters to follow in
their footsteps, but a few men also enter the practice of
midwifery. Less is know about midwives than about CHWs, but
anecdotal accounts indicate that as a group they are interested
in receiving additional training and want to collaborate with
MINSA services and personnel.

In the past, the community health workers have been closely
associated with the FSLN and have, in effect, been selected and
supported by the Movimientos Comunales. After the change in
government, a substantial number of CHWs opted not to cooperate
with the new MINSA and municipal authorities. But as the case
studies have shown, the passage of time and the enormity of
health problems have persuaded a large, but undetermined, number
that it is best for everyone to cooperate and work together,
regardless of political affiliations. Anecdotal accounts by
SILAIS personnel strongly support this view, leading to the
conclusion that the CHWs should receive additional training and
be an integral part of this project's stated goal of strong
community coordination and involvement.

1. Training: Auxiliary Nurses, CHWs, and Traditional
Birth Attendants

During the project design team's visits to Grenada and Tipitapa,
it was apparent that many Health and Medical Posts lacked
auxiliary nurses. This deficiency was made up, in part, by
volunteer community health workers trained by the attending
physician. The nature of the training varied according to the
individual view and priorities of the doctors, particularly in
terms of the scope of the curative-preventive mix and the level
of autonomy and responsibility given to the CHWs. Clearly, the
project, in collaboration with MINSA, needs to establish norms
stating the nature and range of activities and services to be
provided by auxiliaries and CHWs. Once norms have been agreed
upon, it is crucial that training materials such as manuals,
posters and pamphlets be designed to take into consideration the
relatively low level of literacy in these groups, and that
training seminars be carried out by personnel experienced in
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providing appropriate and practical training to auxiliaries and
CHWs.

In addition to the specific medical and promotional content, the
training courses should include a section on traditional medical
beliefs and treatments in Nicaragua. These beliefs and practices
are widespread, and often determine whether or not a mother will
seek modern medical attention, will administer her own folk
remedy or seek out the services of a traditional healer. Folk
diseases prevalent in Nicaragua include empacho, ca1da de mollera
and calor, to mention only a few. For example, mothers who feel
their children are afflicted by one of these diseases quite often
believe that modern medicine cannot be used as a treatment but
that traditional remedies are the most appropriate .

. '.

The inclusion of folk medicine in the training curriculum will
allow auxiliaries and CHWs to integrate both modern and more
traditional beliefs and nake credible explanations to local
residents. This is especially important with respect to beliefs
about the nature of diarrhea and upper respiratory infections.
Furthermore, there ~re a large number of traditional treatment
which are not harmful, but do, in fact, provide benefits (e.g.
giving herbal teas to children with diarrhea) .

A number of recent studies have been made of folk medicine in
Nicaragua to identify beliefs and practices in different regions
of the country. Their focus has been to identify beliefs about
diarrheal disease, acute upper respiratory infections, and
malnutrition in children under six. The study has been carried
out by the Centro Nacional de la Medicina Popular Tradicional
(CNMPT) in communities surrounding Granada and Rivas. Project
staff should review the findings of this study as well as others
and incorporate relevant concepts into the training curricula.
Local SILAIS personnel, in conjunction with CHWs and parteras,
should help identify which beliefs and practices are prevalent in
their service areas. Training curricula should then be adapted
to suit local variants.

Another issue bearing on training and the use of community health
workers and midwives is the process of selection. Clearly, not
all CHWs and midwives will want to receive training, and perhaps
not all who do want to participate should be included in the
group. Criteria for selection should be developed to insure
minimal levels of literacy and a willingness to adhere to
specific project objectives. It should not be difficult for
Health Center and Medical Post personnel to review all candidates
and determine who should be invited to participate. Every effort
should be made to emphasize the promotional and educational
functions of the project and to make clear that there is no
political agenda, overt or hidden.
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2. Information. Education. and communication (IEC)

The lEC sUbcomponent of the project will be one of the most
important, but also most difficult to implement and evaluate.
Its objective should be to provide appropriate and understandable
messages that will increase knowledge about disease prevention
and stimulate appropriate behaviors when someone is ill. The
challenge will be to design meaningful and credible messages that
will result in changes in behavior, and to select the most
effective channels of communication.

Generally, means of communication are divided into the use of
mass media -- radio, TV, and print media -- and interpersonal
channels such as home visits, local assemblies, and promotional
talks at health care facilities and in schools. The best
strategy is generally believed to be a combination of mass media
and interpersonal channels. Radio and TV often are often kept on
continuously and form part of the general background noise, and
people only pay attention when programs of special interest are
being broadcast. Consequently, the effective use of mass media
for health education is dependent on having data on listening
habits and the time of day that particular programs are
broadcast. In other words, if a media campaign is going to be
used as part of this project, these data should be obtained
first. The ongoing Family Health Survey will provide useful
information on viewing and listening patterns.

For this project, the best communication and education strategy
is to have community health workers visit homes on a regular
basis and address existing community organizations such as
mother's clubs, Consejos Consultivos de Padres de Familia (parent
teacher organizations), and other neighborhood and community
organizations. The site visits gave a strong indication that the
CHWs are well respected and that residents give a considerable
amount of credence to what they say. Also, the CHWs should be
trained in how to assemble specific groups of residents for
certain kinds of health education, e.g., immunization reactions
and what to do when they occur.

The educational messages should focus on basic concepts such as
the danger signs indicating moderate to severe dehydration from
diarrhea and the significance of fast breathing and chest-in
drawing when young children are have acute respiratory distress.
Educational programs should take into account the fact that
people simply may not know what dehydration is and that the
criteria for fast breathing may vary considerably from region to
region. The design of health education should take into account
what is known about local beliefs, and if specific information is
lacking, efforts should be made to collect the relevant data.

Promotional messages which use local terminology and idiomatic
expressions are much more useful than those fraught with
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generalities that do not call attention to something very
specific to local culture and linguistic expression. People will
listen and will likely internalize and learn more effectively if
they can identify with the sUbject matter that is being
communicated. Phrasing health promotion and disease prevention
in terms of local beliefs, practices and vocabulary will help'
achieve this. Selected CHWs and parteras should be consulted in
the design of educational strategies and in formulating messages
that will be readily understood and believed.

3. Community Participation

The experience of most communities in Latin America and elsewhere
has been that outside "experts" decide what their health needs
are and then proceed to provide the necessary services. Local
residents rarely have meaningful input at any stage of the
process. This approach has frequently resulted in alienation
and, at times, open hostility. since community participation is
an objective of this project, community members must be involved
from the very outset of activities.

The first stage of involvement should be in the assessment of
needs and priorities and the selection of interventions. The
Italian Development Agency, Cooperaci6n Italiana, has
considerable experience in establishing what they call a mapa de
riesgo (risk map). This is prepared through a cooperative effort
between residents and agency personnel to map all aspects of
community infrastructure, resources, and behavior patterns that
weigh on the quality of life. This methodology seems to have
been quite successful and should be adapted for use in the
implementation of this project.

Community leaders should be involved in the selection of
community health workers and parteras to be trained by the
project, and attempts should be made to maintain a political
balance in communities or neighborhoods with significant
factionalism. Under-representation of anyone group could lead
to a portion of the population not receiving their share of
services and promotional messages.

communities that have played an active role in design and
implementation can also be counted on to help identify problems
and to make necessary modification to overcome difficulties,
particularly when it comes to health workers or parteras who are
not performing adequately. Also, involved communities will be
forthcoming when the quality and effectiveness of services and
promotional efforts are to be evaluated. Local residents and
their leaders will tend to be more forthcomi~g and honest when it
comes to constructively criticizing something they have helped
create and would very much like to see succeed. Of course, there
is always the possibility that significant problems will be
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overlooked when trying to put the best possible light on their
own role and participation.

B. Management and Financial Decentralization

The most important aspect of MINSA's ongoing decentralization' of
its administration and services is that each individual SILAIS
will, in theory, be more responsive the perceived conditions and
needs in its service area than was the former regional structure.
The delivery of services, both curative and preventive, will be
planned and implemented by the local SILAIS staff in conjunction
with input from their Health Cent~rs and Posts. This will allow
each SILAIS to have the decision-making power to improve
efficiency at the local level, analyze the health status of its
service area, and design an implementation plan based on the
prioritized needs and demands of the local population.

From an administrative viewpoint, the first activity that must be
carried out by each SILAIS is a study to determine the nature and
extent of the population at risk and to allocate available
resources. To do this, each SILAIS must be able to collect,
process, analyze, and interpret basic demographic data, specific
morbidity patterns, and the demand for specific services. since
there are not enough resources and personnel to address all
problems, priorities must be established and plans made to
provide personnel training, health education, and integrated
intervention strategies. The project focus on MH/CS will cover a
major portion of the current demand for health services.

The analysis of the conditions in each SILAIS will involve not
only the determination of epidemiological profiles but also an
examination of economic conditions, social and political
organization, and the human resources available in each
community. This effort should identify the following:

• community organizations -- comites comarcales, juntas
vecinales, movimiento comunal, etc.;

• religious organizations -- comunidades eclesiasticas,
cristianas de base, adventistas, evangelicas, moravas, etc;

• business enterprises and union organizations -- professional
organizations, health-worker unions, business associations,
cattle ranchers, and agriculturalists;

• non-governmental organizations, international, and national
organizations working in the SILAIS service area;

• other state institutions -- the Ministry of Education, the
National Social Security Institute, the Nicaraguan Water
Supply Institute, the Nicaraguan Energy Institute, the
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National Agricultural Research Institute, the Ministry of
Agriculture and Livestock municipal governments, etc.;

• productive enterprises-pu.. ~ic, private, and cooperative~

• political parties and autonomous institutions -- schools~

universities, training organizations.

Once the principal actors and organizations have been identified,
planning meetings should be held with all interested parties to
explore how each could contribute and assist in the diagnostic
assessment. It would not be unreasonable to expect these
organizations and/or groups to provide any relevant information
they already have, financial contributions for assessment
implementation, and personnel to help complete planned
activities. Once these meetings have been held and resources
committed, a concrete and detailed plan can be made to assess the
health needs and conditions within the SILAIS.

The case studies presented above and the background analyses of
political and community organization indicate that, in spite of
some political factionalism, there is an adequate institutional
infrastructure at the municipal, urban neighborhood, and rural
community levels to provide extensive support to the SILAIS
administration and their activities. Moreover, timely
involvement of local organizations would be instrumental in
formalizing the involvement of relevant sectors in the delivery
of MH/CS services, promotional and ~ducational activities, and in
the initiation of cost containment and recovery mechanisms.

Administrative decentralization of MINSA, and the subsequent
autonomy of each SILAIS, will be essential for the tailoring of
specific services and interventions to the particular needs and
special circumstances encountered in different parts of
Nicaragua. A single vertical approach administered from MINSA in
Managua could not respond to local variations, especially in
areas with severe medical and economic problems involving large
numbers of decommissioned soldiers, recently returned refugees
and their families with young children.

C. Alternate Sources of Financing

At first sight, the depressed Nicaraguan economy, malnutrition,
and high percentage of the population living in poverty would
seem to preclude any attempts at cost recovery for the provision
of health care. In addition, MINSA is prohibited from charging
fees for its services, and any contemplated changes in this
practice would, under the current political conditions, be
potentially explosive. One merely needs to look to the Ministry
of Education and the tenuous balance between the Minister and the
Sandinista-Ied teachers' union to conclude that the FSLN will
openly attack anything that can be interpreted as an erosion of
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the people's "inherent" right to free education and health care.
Even a small fee charged for textbooks initially caused protests
by parents and Sandinista-affiliated unions. 7

Regardless of poverty levels, people do devote a significant:part
of their scarce resources to purchase medical services and
medicines. The relative amount, however, is not known. In
Nicaragua most people go directly to pharmacies, describe their
symptoms, purchase one or two doses of a medicine, keep taking it
until the symptoms are gone, and then stop. This is clearly an
inadequate solution. Frequently, it leads to recurrence of the
disease or to other problems if improper medication was used.
Moreover, most pharmacies are not staffed by trained personnel
and are primarily motivated by profit.

In the pUblic sector, one Medical Post was (as described above)
observed requesting voluntary contributions for services, and
about one-third of the patients did contribute. Officially, this
violates MINSA regulations, but it responds to a chronic lack of
funds for even the most basic services and equipment to operate a
Medical Post. The willingness of patients to contribute
indicates that introducing fees for services should be explored.

Prior to the experimental institution of any fee structure,
complete with the corresponding changes in the legal codes, an
extensive study should be made of the demand for health services
to determine actual expenditure patterns in relation to relative
socioeconomic status. Data should also be collected on the
hierarchy of resort in terms of where and in what sequence people
seek medical care for a wide range of diseases. studies in
Mexico have shown that most people, even in the lowest classes,
display rational decision-making when seeking health care.
Factors that weigh most heavily on decisions are perceived
seriousness, time away from work to seek treatment, cost, and the
relative status or prestige of the health-care provider. Cost
and seriousness appear the be the most significant determinants.

The Family Health Survey now underway should provide some of the
needed data, but additional studies are necessary to get a more
complete picture of demand. The following section discusses a
number of methodological issues relevant to demand and other
research issues.

7 Nonetheless, a considerable amount has been collected and
is being used to bUy more textbooks.
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IV. ~~sessments, Diagnostic Studies And Research:
Methodologioal and Human Resour9~I9sues

Numerous components of the Decentralized Health Services Project
need additional data in order to design training materials, "
health education strategies, and to explore means of cost '
containment and cost recovery. Priol: to beginning any research
~r assessments, efforts should be made to determine exactly what
kind of data are needed, how the data can be shared for planning,
implementation, and evaluation, and what methodologies would be
the most appropriate and cost-effective.

In recent years, large-scale surveys have become very popular
and have been used to provide a wide range of baseline
information; knowledge, attitudes and p:ractices surveys (KAP)
have been the most widely used. As a word of caution, surveys
very often do not give reliable data on real attitudes and
behaviors, but instead gather information the respondents think
the interviewers would like to hear. Moreover, there are
extensive problems of design, sampling, questionnaire
construction, and analysis which make quantitative surveys a long
and costly process. On the other hand, qualitative methods using
focus-group techniques, in-depth interviews, and semi-structured
protocols can gather more reliable data in much less time at a
fraction of the cost of a survey.

Qualitative methods would be ideal for investigating health care
behavior and the specific beliefs people have about important
concepts such as dehydration, immunization reactions, fast
breathing, and illness classification. Qualitative studies can
be done by a small number of trained investigators who spend 4-5
days in a community or urban neighborhood doing in-depth
interviews with mothers, midwives, community health workers, and
community leaders. The key to successful qualitative research is
the use of well trained personnel who can gain the confidence of
local residents, perform in-depth interviews, take accurate and
detailed notes, and with some technical assistance perform
content analyses to create data reduction matrices. Such
matrices facilitate showing variation in beliefs and practices
with and between communities.

Gathering data on forms of speech and local idioms lends is ideal
for qualitative ethnographic methods. Carefully prepared
int~rview protocols allow all investigators to gather data on
local illness terminologies and idiomatic expressions used to
discuss symptoms, beliefs, and appropriate treatment behaviors.
Information from different communities can then be tabulated and
examined to identify the range of linguistic variation to
facilitate the design of promotional messages.

Qualitative techniques can also be used to me~sure the impact of
project intervention on small populations, such as a rural
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community or an urban neighborhood. Community health workers can
be trained to conduct relatively brief interviews of residents'
most recent illness episodes and to fill out checklists to
quantify medicines purchased, ORS used, and a wide range of ~ther

activities. It should be the responsibility of the local Medical
or Health Post to gather this data on a timely basis and to
assist with tabulation. This would provide an inexpensive and
rapid method of assessing specific project interventions. For
example, mother's understanding of breathing rates could be
investigated after ARI prolnotional efforts have been made.

Prior to deciding on a specific mix of research methodologies,
the literature on research methods in development and the social
sciences should be examined. Short-term technical assistance on
the selection and training in the use of specific methods would
help prevent unnecessary, costly, time consuming and redundant
research efforts.

v. Project Benefits for Females

Households headed by single females are increasing at a rapid but
unknown rate in Nicaragua. These women not only have to perform
household duties but also most provide an income to sustain
themselves and their children. In all likelihood, these
households are the poorest, and the most affected by malnutrition
and high morbidity rates due to acute respiratory infections,
diarrheal disease, and a host of other illnesses.

Children living in matrifocal households are often left in the
care of relatives and older siblings while mothers are out
working. Data from other Latin American countries indicate that
many mothers in depressed economies participate in market
activities taking them away from the home for days at a time.
Children in these households probably form a significant part of
the population that does not actively seek modern health care.
DHS should make special efforts to identify these high risk
households.

community health workers and parteras should be trained to
identify matrifocal households and make sure that pregnant women
come to health care facilities for prenatal exams and tetanus
immunizations, and that children from such households receive
growth monitoring and nutritional evaluations. Careful records
should be kept of these households and repeated home visits
should be made to make sure that both mothers and children are
seen at the local MINSA facility.

It would not be unreasonable for the project to assign to one
member the responsibility for all efforts regarding female access
to health care services and promotional activities. It is a
simple matter to make stipulations in the planning stages of a
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project such as this, but during the long implementation process,
gender issues could easily be forgotten. Mandatory activity
reports would alert the Chief of Party of the long-term TA team
and his/her MINSA counterpart to potential problems needing of
alternative or corrective action.

VI. social conseyuences and Benefit Incidenqe

As the Decentralized Health Services Project is implemented the
following objectives are to be reached: reduction of diarrheal
disease, malnutLition, perinatal mortality and acute respiratory
infection; increased immunization coverage, contraceptive
prevalence, and use of preventive services; and the maintenance
of breastfeeding to six months of age in both urban and rural
areas.

The cumulative consequences and benefits of a healthier
population are obvious, but one of the most important is that
healthier children will increase school enrollments, reduce drop
out rates, and improve achievement. As noted above, stunting is
a serious nutritional problem in the school-age population,
resulting in inability to concentrate and decreased aerobic
activities; a reduction in stunting should increase the number of
primary school graduates, and these graduates should have higher
aChievement levels. Under ideal conditions, more of these
graduates will go on to secondary and specialized trade
education. This will eventually result in a better educated and
more skilled Nicaraguan labor force.

Assuming that the current decade will bring economic growth to
Nicaragua, the healthier and better educated population will
become part of and continue to sustain growth, particularly in
terms of greater labor productivity. The overall effects would
be improved rural and ur.ban incomes and living standards.
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ANNEX I: ENVIRONMENTAL ANALYSIS



INITIaL ENVIRONMENTAL EXAMINATION

project Location
Project Title
Project Number
Funding
Life of Project
lEE Prepared by

Nicaragua
Decentralized Health Services Project
524-0327
$22,000,000
5 years (FYs 1992-1997)
Leon S. Waskin
Project Development Officer
USAlD/Nicaragua

Recommended Threshold Decision:

A. Project Description:

The purpose of this project is to improve the management and
increase the effectiveness of Nicaragua's pUblic health
resources, and to explore and encourage alternative financing to
the sector. To achieve the purpose, the project will provide
technical assistance, training, and medical and administrative
support equipment to the Government of Nicaragua's Ministry of
Health (MlNSA).

since project activities are limited to these inputs, they will
not directly affect the environmen,t~, They consequently qualify
for a categoric~l exclusion according to section 22 CFR 216.2 (c)
(2) (viii), "Pro9rams involving nutrition, health care or
population and family planning services except to the extent
designed to include activities directly affecting the environment
(such as construction of facilities, waste water treatment,
etc.)".

B. Reco~~endation:

~ (11,.,.j ,\~ ~L-L·G~{c.---Concurrence:

As assistance to MINSA in the areas planned will not directly
affect the environmen±, it is recommended that no further
environmental study be undertaken and that a "Categorical
Exclusion" be approved.

Date:

Mark I. Silverman
Acting Director,
US~ftiearagua

I yIe;' 2

Drafted: PDIS:LSWaskin:
Cleared: PDIS:LOdle:

GDO:LAyalde:
ARDO:RConley:
A/DDIR:RLayton:



~ -"=-
usAID

u.s, ACi~CY FOR

Il'TER1'':AnONA!.

Of''ELOPMENT

LAC-lEE-92-52

REQUEST FOR CATEGORICAL EXCLUSION

Bureau Threshold Decision

lEE Prepared by

Recommended Threshold Decision:

.. Project Location
.~

Project Title

Project Number

Funding

Life of Project

··
·•
:

•·
··

Nicaraqua

Decentralized Health
Services

524-0327

$22 million

5 years CFY 92-97)

Leon Waskin, USAlD/Nicaragua

cateqorical Exclusion

Concur with Recommendation

Comments None

Copy to

Copy to

Copy to

Copy to

Copy to

Copy to

Copy to

Copy to

Copy to

··
··
:

··

·•
•·

Janet Ballantyne, Director
USAID/Nicaragua

Leon Waskin, USAlD/Nicaragua

Ralph Conley, USAID/Nicaraqua

Liliana Ayalde, USAID/Nicaragua

Lawrence Odie, USAlD/Nicaragua

Jim Hradsky, LAC/DR/CEN

Wayne Williams, REA/CEN
ROCAP

Diane Ponasik, LAC/CEN

lEE File

It.,... ,.. ( ~ Date SEP 101992
lames g'.. Hester
Chief Environmental Officer
Bureau for Latin America

and the Caribbean '

320 n",:sn'·FIRST STREET. S.W., WASHISGTON, D.C. 20523



ANNEX J: NPD APPROVAL MESSAGE



ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR/LAC
"...,

FROM: LAC/CEN, Stacy Rhodes U¥r~~

SUBJECT: Review of FY 1993-94 Action Plan for Nicaragua

Action ..Reguested: Approval of the Nicaraqua Action Plan for
1993-1994

Discussion: The FY 1993-94 Action Plan Review for Nicaragua was
chaired by AA/LAC ~~mes Michel on January 21, 1992. The Mission
was represented by Director Janet Ballantyne and Program Officer
Todd Amani. AA/LAC opened the review with strong words of praise
both for the extraordinary performance of Nicaragua during its
first year of economic stabilization, and for the excellent
support the Mission has provided for these achievements under the
leadership of Director Ballantyne. AA/LAC underlined the
challenge and frustration of working with this newly democratic
country of the verge of economic growth at a time when foreign
aid resources are shrinking within the region. The consensus of
the review was'that A.I.D. must continue to support Nicaragua's
efforts toward economic growth while recognizing the reality of
today's foreign assistance budget.

ISSOI: Is it appropriate for USAID/Micaraqua to be working
towards seven strategic objectives as described in the Action
Plan? Given possible cuts from .planned funding levels, what
priorities should be applied to bUdgetary decisions relative to
the new starts/amendments programmed for FYS 1992-94
(particularly those funded with ESF)?

DBCISION: The Mission should not include increased participation
in the economy as a separate strategic objective but rather track
performance under this theme within the context of increased
competitiveness and diversification of the gconomy. While A.I.D.
would like to see Missions focusing scarce :C'esources on fewer
objectives, the Bureau recognizes the special circumstances of.
this new and very visible program and therefore approves six
strategic objectives for the Nicaraqua program. The AAILAC
expressed disappointment w.ith the low level of multilateral and
other bilateral donor support that appeared available at this
point in time. As U.S.G. resource~ appear to be declining in the
region, additional IF! funds will be needed to sustain the
stabilization process. LAC/OPP will work with STATE/ARA/ECP to
review overall levels of IFI resources going to Central America
in general and to focus attention on the need to increase flo~s
to Nicaragua. Washington-agencies have been asked to help in the
process of donor mobilization. In this regard the recent



consultative Group meeting on Nicaragua represented a very
positive ~ffort at increasing other donor flows to Nicaragua.

ISSUE: Is LAC'S country performance rating of Nicaragua an
accurate assessment of the progress achieved by the GON?

DECISION: The LAC Bureau will refine the rating process to
ensure that Missions have sufficient opportunity to provide what
they consider to be accurate and timely data for the decision
making process. Application of the performance rating system
will be linked more closely to real time bUdgets rather than
considering current performance to determine DA levels two years
down the lin~. The Mission is encouraged to work with DPP to
ensure that the most current and accurate performance information
is available for consideration.

ISSUE: Can the current planning levels for the FY 1993-94 PL-480
Title III Program ($17 million annually) be increased to meet
balance-of-payments and food security needs as defined by the
Mission ($25-30 million per year)?

DECISION: The LAC Bureau recommends that the commodity mix be
made as inclusive and expansive as is possible; FHA informs us
that currently there are no pOlicy restrictions on inclUding non
food commodities in the mix, and tallow has specifically been
included in another program. When the Mission submits its
proposal for Title III, it must make the linkage to food security
regardless of commodity type. Regarding tallow specifically, FHA
cannot guarantee its availability for FY 93 as the FY 93 docket
will not be determined until the beginning of the fiscal year.

ISSOE: Will there be a continuing need for OAS/CIAV activities
in Nicaragua? If so, what should these activities include and
how will these activities be funded?

DECISION: The LAC Bureau agreed with the Mission that there may
still be a need for the protection and verification services
offered by ClAV after the present expiration date of June 1992.
We understand an additional $3.1 million is being made available
for the reduced program this fiscal year. If the GON would. like
to see CIAV/OAS broaden its scope beyond verification and
protection services. and to extend activities beyond June 1992, we
believe it should explore the possibility of locating other donor
funding for those efforts. Indeed, the time for a multi~donor

effort at funding OAS activities is upon us and we should support
a more appropriate division of burdensharingfor these local
programs.

PORTFOLIO REVIEW:

~. FY 1992 PROJECTS

1). Employment Generation SUb-project (0301. 03): Mission is
granted programmatic concurrence to develop this amend::lent and
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the Mission Director is delegated authority to approve final
documentation. It is understood that this amendment is a bridge
to GON/other donor financing and represents the final phase of
this sub-project.

2). Decentralized Health Services (0327): Mission is granted '
programmatic concurrence to develop this six-year project and
authority to approve final documentation is delegated to Mission
Direct'or. Project design should address the commitment of MINSA
to decentralize and the possible role regions will play in the
decentralization process. To avoid overlap and strengthen donor
cooperation in this sector, the Mission is encouraged to
coordinate closely with other donors in the health sector.

3). Public Sector Financial Management Reform Project (0330): LAC
grants programmatic concurrence to the Mission to develop this
three-year project.

B. PY 1993 PROJECTS

1). Economic Recovery and Development (0333): LAC agrees with
the overall intent and focus of the proposal. Issues relating to
policy reform agenda and implementation modalities will be
revisited next fiscal year when Mission concept Paper is
reviewed. The Mission's proposal will be expected to be
consistent with overall agency policy at that time.

I

2). Economic Policy Analysis (0339): Programmatic concurrence to
develop this five-year project was granted. It is understood
that INCAE will be eligible to compete for contracts under this
project or other USAID activities.

3). Private Sector Support Amendment (0317): Programmatic
concurrence to develop this two-year amendment was granted. It
is understood that the Mission will not target micro-enterprises
under this amendment, but efforts will be made to extend COSEP's
membership to include smaller enterprises.

4). Legal and Requlatory Judicial Reform (0340): After
completing the JUdiciary system Assessment, the Mission will
review the design and consider ways of supporting a transparent
jUdicial process while clearly separating the judicial from the
trade and investment agenda. Recognizing limitations on Mission
staff, LAC/DI will assist Mission in project design. The Mission
should consider drawing on expertise in the region wherever
possible to work within a regional approach. When ready, the
Mission will provide LAC with a reporting cable on its proposed
design and request program concurrence from AID/W.

5). Strengthening Municipal Institutions (0341); Based on the
scheduled Municipal Sector Assessment, the Mission will submit a
revised NPD for AID/W review. It is understood that any Cordoba
resources provided to municipalities in conjunction with this
project will not be associated with A. I. D. 's ESF programs.



6). Natural Resources Non-Project Assistance (0336): Programmatic
concurrence to develop this NPA activity was granted. However,
due to the need to define performance conditionality more fully,
and define uses of dollar and local currency resources and NPA
mechanisms, a Concept Paper will be submitted for AID/W review;

7). P.L. 480 Title III Food for Development: The Mission should
develop this program. The Mission was informed that local
currency generated from this program may be used for budgetary
support to the GON if Cordobas promote policy reforms related to
food security, including nutritional issues, and agriculture
sector privatization. The Mission was advised to emphasize
GON/USAID efforts to design and implement a food security plan
when it submits its Title III proposal to AID/W for review.

c. PY 1994 PROJECTS

1). Economic Recovery and Development II (0342): See co~ents

under ERn I. The program will be included in the FY 1994 ASS.

2). Private Agricultural Services Amendment (0315): This
amendment will be included in the FY 1994 ABS.

3). Health Care Financing NPA (0337): This NPA will be included
in the FY 1994 ASS.

CLARIFICATIONS:

Clarification 1: Timing for submission of baseline data on
performance indicators. The Mission will be expected to begin
reporting on available baseline data and performance ta~gets in
the FY 94-95 Action Plan. At present data are still scarce in
Nicaragua but the IFIs are expected to begin generating reports
this year. The Mission was requested to work closely with the
IFls to avoid duplication of effort and to assess what assistance
it can or should provide to the GON to aid in development of
baseline data.

Clarification 2: Regional cooperation and support of regional and
centrally funded projects to Mission objectives. Given the
scarcity of ESF and DA and the probability that these levels will
be decreasing throughout the Bureau, USAID/Nicaragua should
continue to avail itself fully of any appropriate centrally
funded, or regionally funded activities which support the
strategic objectives of the program. Wherever possible the
Mission should work to leverage Qther bilateral and multilateral
funds as well.

Clarification 3: Reduced paperwork for project design and
decentralization of authorization authority. The LAC Bureau
anticipates that Handbooks 1-4 will be rewritten to reduce design
paperwork. LAC will allow Missions to move directly from the NPD
to the PP if the Mission Director determines that sufficient
design and analytical work has been accomplished. Until DOA No.
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752 is rewritten, the authority to authorize new and amended
projects that have LOP funding in excess of $20 million and $30
million respectively will continue to be delegated to Mission
Directors on an ad hoc basis.

Clarification 4: Mission proposes to use $2.5 million of local'
currency from its OE trust fund in FY 1992 to exercise a purchase
option on the building it currently leases. The LAC Bureau
supports this proposal. While we understand that FA/B also
supports the substance of this proposal, it appears that the
additional trust fund cap needed for this purpose during FY 92
will not be available. We suggest the Mission include a write-up
on this in the FY 94 ABS, with emphasis on cost/benefit.

Clarification 5: USAID/Nicaraqua's Internal Control Assessment
noted several areas of management control vulnerability caused by
lack of experience FSN staff. The Bureau encourages the Mission
to continue seeking good local staff and to keep up its on-the
job and other training programs to improve their skills. Given
the high priority of this program and the fact that the Mission
is in a first phase of project development and implementation,
the LAC Bureau has agreed to maintain USAID/Nicaraqua FTES at
their present level during FY 93, and will do its best to
maintain that level in FY 94.

Clarification 6: USAID assistance to the Atlantic Coast region.
While activities specifically targeted at the Atlantic Coast are
scheduled to phase out in FY 94, USAID will continue to consider
this region in all project design along with other areas of the
country as appropriate.

OTHER ISSUES RAISED:

A. Democratic Initiatives: At present the Mission portfolio is
aimed primarily at strengthening governance and municipal
institutions. In the interests of keeping development of all
institutions at an equal pace, the Mission should explore ways to
deepen its democracy initiative through e.tablishing an
Administration of Justice proqram concurrently with these other
activities. The Mission should look for ways to engage regional
institutions, such as lLANUD, in this process.

Recommendation: That you approve the Nicaragua 1993-94 Action
Plan review as described above.

Date: ------.;......-----------

A"fMAPproved: __~~~ _

Disapproved: ~--~-----------
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LAC/CEN:DSPonasik:5/29/92:ACTPLN.H£M

Clearances:
LAC/CEN:TC-Waqner (draft)
LAC/DR/CEN:MSilverman (draft)
LAC/DR:PBloom (draft)
LAC/DPP:EZallman (draft)
LAC/GC:GWinter (draft)
OPS/PRC:LRoqers (draft)
ARA/CEN:TSmith (draft)
DAA/LAC:ASWilliams (draft)
SA-AA/LAC:KHarbert (draft)
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ANNEX K: Summary of Activities of Other Donors

Donorl
Acti~ity A.I.D. Sweden 'World Bank; L IDB I Spam 1..ltalY:,>·IDeliDWklGeimany

li.man RtsoiirCfs

Inr~riiCture .(FISE)

Fee. i'o~ ServICes

Fauiily Planning·.

Manal!ua
Oriental

Rio San
Juan

x

Grenada &
Ometepe

Rel!.inm; IV. V.
& RAAN

I
X

=P
X

~-
X

I
X-
X-
X

-
X I X

x

Rt>~inns I. II.
& RAAS

x

X

X

x

X

XI

Mana~n'l Occitlt>lIt;.1 &
Central & Re~inn VI

Phannateuticai
~laliug~ent .

Privittigtion of Services

I\fIS;;..::': .

iUS. ;.:

Primary Care/t..llild
Survival

.Adliiirlsradorii: .:.:.
J\faiuigeliieiit;

USAID/Nicaragua's contribution to FISE, which began in FY 1990, is scheduled to be completed in FY
1993.
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ANNEX L:

DETAILED IMPLEMENTATION SCHEDULES



Accelerated Start ComponentSchedule Name
Responsible
As-of Date 12-Feb-93 Schedule File ASC

Task NaIlIe
Start
Date

End
Date

93
FebHar
22 8

Apr
29 19

May Jun
10 i 14

Jul
6 19

Aug Sep ~t Nov Dec
9 30 204 ~8 226

9
J

28 1

DDDDD Baseline
••• ConH iet
..... Resource delay

~ Milestone

Pro Ag Signed 26-Feb-93 26-Feb-93
PIOIT for Gray Firm 26-Feb-93 19-Har-93
PIOIT for"USPHS PASA 12-Mar-93 2-Apr-93
GON Meets Initial CPs 19-Mar-93 19-Mar-93
Issue RFP to Gray Firms 9-Apr-93 9-Apr-93
Responses to RFP "-May-93 "-May-93
Review Responses to RFP 11-May-93 25-May-93
Sign PASA with USPHS 4-May-93 4-May-93
TA from U.S. PHS 25-May-93 1-Dec-93

Survey Commodity & TA Ne 25-May-93 25-Jun-93
Complete Commodity Lists 25-Jun-93 12-Jul-93
Place Commodity Orders 12-Jul-93 26-Jul-93
Receive Commodities 27-Sep-93 1-Dec-93
Training in Commodity Us 27-Sep-93 1-Dec-93

Negotiate with Gray Firm 25-May-93 9-Jun-93
Contract with Gray Firm 9-Jun-93 9-Jun-93
TA from Gray Firm 8-Jul-93 15-Dec-93

Survey Other Donor Activ 8-Jul-93 9-Aug-93
Human Resources Assessme 22-Jul-93 23-Aug-93
Baseline Data Study 8-Jul-93 12-0ct-93
Analyze Cost Containment 9-Aug-93 12-Nov-93
Design Fe~ Schedule 9-Sep-93 15-Dec-93

..... Detail Task ===== Summar~ Task
..... (Progress) ===== (Progress)
----- (Slack) =:E-- (Slack)
Pru;r~ss shows Percent Achieved on Actual
------------------ Scale: 3 days per character

o •-..-o •
o •

o-o.

-.• o.

-..-

TIME LINE Gantt Chart Report, Strip 1

""\
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Maternal Health and Child Survival Implementation PlanSchedule Name
Responsible
b-of Date 4-feb-93

Il

Schedule file: MHCS

Task N_
Start
Date

End
Date

93 94 95 96 91
Mar May Jul Sep Noy Jan MarApr Jun Aug OCt Dec Feb Api" Jun Aug OCtNoy Jan Mar Ml~ Jul Sep loy Jan liar May Jul Sep
13111411113113112121'" 3 1 2 1112

00000 Baselinen. Conflict
..... Resource delay

o Milestone

Sign Project Agreement 26-feb-93 26-Feb-93 0

Issue PIOIT for LT TA 26-feb-93 9-Apr-93 .
Prepare and Issue RFP 9-Apr-93 1-May-93 ...
Publish CSO Announcement 30-Apr-93 30-Apr-93 o.
Receive Offers 28-Jun-93 28-Jun-93 • o.
Technical Review 28-Jun-93 20-Jul-93 _..._
Negotiate Contract 20-Jul-93 19-Aug-93 • •....
Award Contract 19-Aug-93 19-Aug-93 •• o.
LT TA Team Arrives 22-0ct-93 22-0ct-93
MH/CS Orientation 24-NoY-93 16-Dec-93
Develop MHICS Training Plan 16-Dec-93 14-feb-94
Identify US Courses 4-Jan-94 7-Apr-94
Subcontract with Ad Firm 28-Jan-94 28-Jan-94
Design IEC Campaign 14-feb-94 18-May-94
Train:ng of Trainers 22-feb-94 10-Mar-94
HIT Sessions for SILAIS Sta 24-Mar-94 8-Aug-96
Short-term Training in U.S. 7-Apr-94 16-Sep-96
Conduct IEC Campaign 18-May-94 16-Dec-97
HPT Sessions for Counselors 25-May-94 28-Dec-95
HPT Sessions for CHWs 25-May-94 28-Dec-95
Refresher Training 28-Dec-95 30-0ec-97

.... Detail Task ===== Summary Task
..... (Progress) ==EEE (Progress)
...-- (Slack) EEE-- (Slack)
Progress shows Percent Achieved on Actual
------------------ Scale: 2 weeks per character

TIME LINE Gantt Chart Report. Strip 1

"
~r

o -.-.-• o. •-

, I I· r



Implementation Plan for MFD ComponentSchedule Mame
Responsible
As-of Date 3-Feb-93 Schedule File: MFD

~

Task Mallie
Start
Date

End
Date

93
Mar
1

94 95
May Jul Sep Nov Jan MarApr Jun Aug OCt Dec
311 1 4 1 1 1 131

96 97
~.~_OC~~~_M_~~~~M_

13112121113121112

...

DDDD" Baseline
~~~ Conflict
..... Resource delay

Q Mi lestone

sign Project Agreement 26-Feb-93 26-Feb-93 Q _

Issue PIO/T for LT TA 26-Feb-93 9-Apr-93 .
Prepare and Issue RFP 9-Apr-93 7-May-93 ...
Publish CSD Announcement 30-Apr-9330-Apr-93 Q.

R~ceive Offers 28-Jun-93 28-Jun-93
Technical Review 28-Jun-93 20-Jul-93
Negotiate Contract 20-Jul-93 19-Aug-93
Award Contract 19-Aug-93 19-Aug-93
IT TA Team Arrives 22-0ct-93 22-OCt-93
Establish MINSA ISU 22-0ct-93 15-Apr-94
Inventory SllAIS Structure 5-NOY-93 12-Jan-94
MFO orientation 28-Dec-93 19-Jan-94
Design FMS 26-Jan-94 21-Apr-94
Subcontract for MFD Trainin 28-Jan-94 28-Jan-94
Issue New SllAIS Decree l'-Feb-94 "-Feb-94
Establish Information Plan 15-Apr-94 20-Jul-94
Design GEMS Training 21-Apr-94 17-Jun-94
Develop FMS Curriculum 21-Apr-94 23-Jun-94
GEMS TOT l-Jul-94 20-Jul-94
Design MIS 20-Jul-94 21-0ct-94
FMS Training in 1 SILAIS 26-Jul-94 20-0ct-94
GEMS Training 3-Aug-94 17-Apr-95
General Computer Training 3-Aug-94 1-Mar-96
FMS Established in 1 SILAIS 20-0ct-94 20-0ct-94
Transport/logistics Trainin 3-0ct-94 20-0ct-95
Design MIS Imp. Plan 21-0ct-94 21-Nov-94
Train in MIS in 1 SILAIS 21-Nov-94 29-Mar-95
Mid-Term Evaluation 3-Jan-95 31-Jan-95
Extend FMS to All 19 SllAIS 7-NoY-95 25-Nov-96
Extend MIS to All 19 SILAIS 15-Apr-96 30-Apr-97

..... Detail Task ===== Summary Task
..... (Progress) ===== (Progress)
----- (Slack) ===-- (Slack)
Progress shows Percent Achieved on Actual
------------------ Scale: 2 weeks per character

TIME LINE Gantt Chart Report, Strip 1

-~

Q •... ......
• Q.

o......-
• Q •

• Q. -.-. -.-
.0.
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Alternate Sources of Finance Implementation PlanSchedule Name
Responsible
As-of Date 4-Feb-93 Schedule File: ASF

Task Name
Start
Date

End
Date

93 94 95
Mar May Jul Sep Nov Jbn MarApr Jun Aug Oct Dec
131114111131

96
Feb Apr Jun Aug DctNov Jan Mar May Jul Sep lIov
131121211131

--
-.

-.-
o

26-Feb-93 26-Feb-93 0 •

26-Feb-93 9-Apr-93 .
9-Apr-93 7-May-93 ...

30-Apr-93 30-Apr-93 o.
28-Jun-93 28-Jun-93 • Q.

28-Jun-93 20-Jul-93 .....
20-Jul-93 19-Aug-93 • .-.
9-Aug-93 12-0ct-93 •• -.

19-Aug-93 19-Aug-93 •• o.
22-0ct-93 22-0ct-93
22-0ct-93 28-Jan-94
22-OCt-93 28-Jan-94

Sour 28-Jan-94 3-May-94
3-May-94 4-May-94
S-Aug-94 9-Nov-94
9-Nov-94 10-Nov-94

lS-Feb-95 19-May-95
19-May-95 22-May-95

Sour 23-Aug-95 29-Nov-95
29-Noy-95 30-Noy-95

Sign Project Agreement
Issue PlaIT for LT TA
Prepare and Issue RFP
Publish CBD Announcement
Receive Offers
Technical Review
Negotiate Contract
Demand Study (Gray Firm)
Award Contract
LT TA Team Arrives
Analyze Cost Containment Al
Design Fee Schedule
1st Study of Alt. Inc.
1st Policy Seminar
2nd Study of Al t. Inc. Sour
2nd Policy Seminar
3rd Study of Alt. Fin. Sour
3rdPolicy Seminar
4th Study of Alt. Fin.
4th Pol icy Seminar

00000 Baseline
••• ConH ict
••- Re-source delay

o Mi lestone

..... Detail Task ===== Summary Task
..... (Progress) ===== (Progress)
----- (Slack) ===-- (Slack)
Progress shows Percent Achieved on Actual
------------------ Scale: 2 weeks per character

TIME LINE Gantt Chart Report, Strip 1
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ANNEX M: INFORMATION TECHNOLOGY



I.

ANNEXM:~ORMATIONTECHNOLOGY

Background
"

To decentralize and modernize the management of delivery of
health services to the most needy, the Nicaraguan Ministry of
Health (MINSA) has created the sistemas Locales de Atenci6n
Integral en Salud (SILAIS). These organizations are expected to
alleviate many of the management and health delivery problems at
MINSA. Yet a lack of information technology resources and modern
management tools prevents MINSA and the SILAIS from efficiently
managing their various health p~ograms, from appropriately
allocating medical supplies and personnel, and from accurately
controlling and monitoring expenditures and costs. Available
information systems (whether manual or automated) are not
responding to their critical needs of MINSA and the SILAIS.

In view of this, the SILAIS will not be able to assume fully
their new management responsibilities without first obtaining and
putting into use computerized management information systems and
modern information technology methodologies. As part of its
effort to improve the capacity of these SILAIS to assume their
new management responsibilities, the Information Technology
Subcomponent of the Decentralized Health Services Project (DHS)
will help provide MINSA and the SILAIS with these systems and
methodologies. The tools that this sUbcomponent will help
develop will give SILAIS management the ability to not only
manage and control the resources allocated from MINSA, but also
the ability to design and implement solutions unique to their
particular requirements.

II. Information Technology Objectives

The information technology interventions to be funded through DHS
are designed to provide MINSA and the SILAIS with the resources
necessary to support the efficient management of the
decentralization process, the management of the decentralized
organizations (SILAIS), and the management of ongoing health
service delivery activities.

In keeping \iith the project's focus on decentralization, the
majority of information technology assistance will be provided to
the SILAIS. Nevertheless, efforts will be made to coordinate
computerization activities at the SILAIS with computerization
activities elsewhere within MINSA and (in coordination with the
USAID Public Sector Financial Management Project) to satisfy
Ministry of Finance (MiFin) reporting requirements. Furthermore,
particular emphasis will be placed on integrating DHS assistance
with ongoing and planned computerization efforts supported by
other donors, and with existing MINSA and SILAIS information
technology resources.



The objectives of the project's information technology inputs are
to provide MINSA and the SILAIS with the appropriate resources
and expertise to facilitate efficient management of the
information pertaining to their financial, human, and commodity
resources. A particular objective will be to create within MINSA
and the SILAIS the management, technical, and organizational'
capabilities to support and efficiently utilize its information
technology resources for the long-term benefit of Nicaragua's
health sector.

Furthermore, the long-term objective of the introduction and
implementation of information technology throughout MINSA and the
SILAIS will be the institutionalization and general acceptance of
this technology as a tool with which to manage and implement the
reform of Nicaragua's health sector. Failure to achieve positive
long-term results in the area of information technology would
largely negate the success other areas of project involvement
might achieve.

III. Information Technology organizational Analysis

Nicaragua's health delivery systems have critical information
technology needs in three areas. The first is for information
technology commodities (hardware, software) to be procured and
installed within MINSA and the SILAIS. The second area is for
application software that will allow MINSA and the SILAIS to
efficiently manage resources and ongoing health service delivery
activities. The third area is to identify and train the human
resources that will manage and utilize the hardware and software.
Satisfying their needs in these three critical areas will give
MINSA and the SILAIS the appropriate technical tools, and the
management capability, to support the decentralization process
and the provision of efficient health services to the population.

USAID/Nicaragua has recently completed procurement and delivery
to MINSA of 22 microcomputers, printers, and general office
automation software packages. These commodities, which were
financed by USAID's Public Sector Commodity Support Project, are
being used throughout MINSA. Not all the SILAIS, however,
received microcomputers when the Regions were disbanded. In
addition, other donors have contributed microcomputers, software,
peripherals, and other resources to some of the MINSA
organizational units. The most complex computer installation
within MINSA is a six-workstation Novell network being used to
process health statistics. ThUS, the level of information
technology resources available at any given MINSA organizational
unit varies considerably.

At the same time, the function of information systems within
MINSA is very disorganized. There are various ongoing
computerization initiatives being conducted within MINSA's
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organizational units. Such efforts are underway in the areas of
financial management, human resources, supplies/inventory, health
information systems (HIS), and epidemiology. Since MINSA is
being assisted by various donor organizations, project
implementors should expect that other computerization effort~

will emerge during the life of DHS. Coordination of these
efforts will be among the responsibilities of the Comisi6n
Nacional de SILAIS (CNS) , which will coordinate all donor inputs
to the health sector. 1

MINSA's health delivery problems are amplified by the lack of
appropriate management information systems. Even though there
are scattered efforts being undertaken by donors and by
individual organizations within MINSA, the lack of cohesive
information technology policies and resources hinders MINSA and
other health delivery organizations in implementing and managing
the necessary reforms.

Computer knowledge and expertise at both MINSA Central and the
SILAIS is limited. MINSA personnel are presently using
microcomputers in a variety of efforts. Most efforts at the
central level involve the use of word processing, spreadsheets,
and other microcomputer software packages. There are, however,
some software development efforts underway in the area of health
statistics on the Novell local area network (LAN) operating
system using FoxBase and Clipper. In contrast, computer
expertise at the SILAIS is limited or non-existent. with the
present computer expertise, any project to implement information
technology within the SILAIS will inherently be a complex
endeavor. Therefore, any program of introduction and
institutionalization of such technology must be coupled with a
comprehensive computer training program.

IV. Recommended Actions Under Information Technology
SUbcomponent

A. Establishment of MINSA Information systems Unit (ISU)

Although the project's focus will be on the SILAIS, this
SUbcomponent will -- of necessity -- help organize the overall
information systems function within MINSA. 2 The DHS-funded long
term technical assistance team will coordinate with MINSA senior

As an example of activity proliferation, MiFin is helping
hospitals develop computerized systems for tracking budget
allocations and medical supplies.

It would not be desirable, nor even truly possible, for
individual SILAIS to use Management Information System(s) different
from those being used in other SILAIS or at MINSA Central.
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management and, through the CNS, with other donors, to create a
central Information Systems Unit (ISU) within MINSA.

Currently, MINSA's Planning unit is responsible for information
systems coordination. However, few coordination activities are
apparent. The ISU should play a key role in bringing them about.
The head of the unit should be a senior MINSA manager. The unit
will be designed to be the central management and coordination
point for all information technology issues. The primary roles
of the ISU will be to set information technology policies,
standards, and priorities, and to advise on the allocation of
resources. Furthermore, a very important function of the ISU
will be that of providing services, technical support, and
information management products to the other MINSA units and to
the SILAIS. The ISU will report to the Information Management
Subcommittee of the eNS on issues involving coordination of donor
efforts in the information management field.

B. Development of Information Technology strategic Plan

Once the information system has been reorganized and
strengthened, it will be critical to design and develop a health
sector (MINSA and SILAIS) Information Technology strategic Plan.
The strategic plan should:

o Identify all MINSA and SILAIS goals and objectives.

o Define the indicators that will demonstrate achievement of
those goals and objectives.

o Identify all of the available information technology
resources and initiatives.

o Determine what information technology is critically required
for achievement of the goals and objectives.

o Identify the gap between the information technology
resources that are available and the level of such resources
that is required.

o Determine priorities for satisfying the critical
requirements.

The plan should make clear that the information technology
function within MINSA and the SILAIS is critical to allowing them
to achieve their goals and objectives in terms of health service
delivery.

MINSA's Information Technology strategic Plan will have to be
designed and formulated with the full participation of senior
MINSA and SILAIS management. If these key personnel do not
participate, the plan will likely fail to identify critical
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requirements. MINSA, in turn, would sUbsequently fail to adhere
to the strategic plan.

C. pesign and Establishment ot a Management Intormati~n

system (MIS)

Upon completion and approval of the strategic Plan, the technical
assistance team should work with the ISU to develop and put into
place a Management Information System (MIS). The MIS will
provide information on all MINSA's administrative and financial
management requirements. Among the areas included in the MIS
will be:

o Accounting
o BUdgeting
o Human Resources
o Payroll
o Inventory Management
o General Office Automation
o Facilities Management

The steps needed to establish and begin to operate the MIS will
include the following.

1. Requirements and Functional Analysis

The DHS Project's long-term technical assistance team, which will
be funded through an institutional contract with a U.S. firm,
will include (as described below) two long-term positions related
to the Information Technology sUb-component: a Senior Systems
Analyst/Manager and a Systems Analyst/Programmer. These experts
are to help MINSA conduct a detailed requirements and functional
analysis at MINSA and at each SILAIS. The reSUlting report will
detail current information management procedures (and assess the
efficiency and effectiveness of those procedures), physical
infrastructure, information technology resources, staff computer
capabilities, volumes of information.collected and processed,
information flows and formats, and other indicators. The report
will also include a detailed list of and specifications for
hardware, packaged software (e.g. Lotus 123, Wordperfect, etc.),
application,software (off-the-shelf packages for specific
functions such as accounting, human resources management, etc.)
and peripheral requirements.

The two specialists will then include these specifications in the
procurement documents that the U.S. Public Health Service (USPHS)
will prepare for procurement of OHS-funded commodities. 3 USAIO

3 Other than contraceptives
separately through A.I.O. 's central
Project).
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and MINSA expect that all requirements will be met with micro
computers and microcomputer-based software, and that it will not
be necessary for MINSA or the technical assistance team to
develop project-specific software.

2. congQptual systems Design

Based on the detailed requirements and functional analysis, the
Senior Systems Analyst/Manager and the Systems Analyst/Programmer
will prepare a conceptual systems design. The conceptual systems
design will highlight vertical (SILAIS/MINSA) and horizontal
(SILAIS/SILAIS) integration as well as the required integration
with other ministries (such as MiFin), data standards, operating
procedures, information flows (vertical), etc. A critical
objective of the systems design effort will be to standardize
systems, policies, and information management procedures
throughout MINSA and the SILAIS.

The systems design effort will require thorough coordination
among all donors. This must take place through the Comision
Nacional de SILAIS, which all major donors to the health sector
will be invited to join. Failure to identify and resolve data
integration issues, or duplication of effort during systems
design, will undoubtedly lead to problems during the
implementation phase. The conceptual systems design will be
reviewed and approved by both MINSA and USAID/Nicaragua.

3. Detailed Workplan

Upon approval of the conceptual systems design, the Senior
Systems Analyst/Manager and the Systems Analyst/Programmer will
develop an implementation plan. This plan will include detailed
implementation schedules, project milestones, training plans and
staffing requirements, management plans, expected equipment
delivery schedules, projected coordination efforts among MINSA,
the SILAIS, MiFin, and other donors through the CNS. The
implementation plan should place particular emphasis on the
priorities set forth in the health sector's Information
Technology Strategic Plan. This plan will be reviewed and
approved by both MINSA and USAID/Nicaragua.

The SILAIS are expected to be the area where most of the
information and data is collected, aggregated, and processed.
Nonetheless, it is expected that aggregated and summarized data
will be forwarded to the central MINSA information systems unit
for consolidation and dissemination. These key data and
information integration processes and procedures must have been
icentified and/or defined in the requirements analysis phase.
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4. system Desqription

While a complete description of the MIN~A MIS must await
completion of the steps described above, the following is a ,
description of the general nature of the systems that USAID and
MINSA expect will be installed at each SILAIS. The detailed
system configuration will vary according to actual requirements.
However, the basic microcomputer hardware and software backbone
configuration listed and described herein is expected to be
maintained.

A system at a SILAIS will include a file server and five
workstations linked via the Novell LAN operating system. Each
workstation will be equipped with word processing and spreadsheet
software. In addition, the SILAIS system will have software
capabilities for telecommunications (modem and communication
software), graphics, desktop pUblishing, statistics, and
utilities. All workstations will have access to a laser printer
and a dot matrix printer connected via the LAN. The entire LAN
will be connected to a UPS for protection from sudden power
surges and outages. Once the application software packages have
been identified, adapted, and implemented, they are expected to
reside on the LAN file server, from which users will access them
via previously designed procedures. As stated above, the system
at the central MINSA information systems unit will consist of a
similar configuration, but with ten workstations. At the
project's inception, data and information interchange and
transfer between the SILAIS, MINSA, and MiFin are expected to be
implemented via magnetic media (diskettes), rather than
sophisticated telecommunications that would add complexities. As
Nicaragua's telecommunications systems improve, it is expected to
become possible to exchange data via modem.

The implementation of a LAN at the SILAIS is expected to increase
system complexities in locations where staff computer expertise
is limited or non-existent. Nonetheless, the LAN should provide
each SILAIS organization with the capabilities for "sharing" all
available resources. Since information technology resources will
be limited, sharing of available resources will be a critical
factor when attempting to satisfy MIS information processing
requirements. Furthermore, the MINSA initiative (supported by
Spain) in the Health Information System (HIS) area is currently
being implemented in a Novell LAN, which will facilitate the
implementation of the LAN at MINSA.

5. commodity Requirements

The Nicaraguan health sector's information technology
requirements can be met, with hardware and software resources
currently commercially available. Therefore, the project-funded
technical assistance (TA) team should work with MINSA to identify
solutions to its requirements that adhere to the simple "do not
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re-invent the wheel" principle. Efforts should be made to
identify existing off-the-shelf solutions, and/or to identify
applications previously developed and implemented in similar
institutions in the region, as well as applications available
from international and other health organizations (e.g., the.'Pan
American Health organization [PAHO] and the Centers for Disease
Control [CDC]).

Table M-l below sets forth a list of the commodities that will be
required to establish this MIS at each of MINSA's 19 SILAIS and
at the central level. At present, the assumption is that all
SILAIS collect and process roughly the same volume and type of
information. It is expected that DHS will provide similar
information technology resources to all SILAIS and to the central
information systems unit. This assumption will verified and the
exact number of workstations and other items to procure will be
revised if necessary during the requirements and functional
analysis phase described above. The exact number of items within
a SILAIS is expected to vary according to the number of users at
the particular SILAIS, and the volume of information processed.
The exact number of items at MINSA Central can remain as planned
(a ten-workstation LAN) since other resources already exist. The
list below can be used for budgeting purposes and represents what
will be required at each SILAIS. The central MINSA information
systems unit is expected to receive a similar configuration, but
with ten workstations, rather than the five at each SILAIS.

To facilitate vertical integration of the information systems and
resources at the SILAIS with those at MINSA Central, the DHS
technical assistance team should take care to include similar
systems within the MINSA's ISU. These systems will have to be
similarly configured, and used for information consolidation and
dissemination purposes. The strategy should be to use the
project's equipment as processing and operational systems, while
utilizing existing equipment for data entry, training, software
testi~1, and software development and production requirements.

TABLE M-l: Information Technoloqies commodity List
[Per SILAIS]

Microcomputers:

486/33 Mhz
- 8 MB RAM

300 MB HD
3.5 & 5.25 FD
VGA Color Monitor
Mouse
DOS 5.0
Windows 3.1
Ethernet Network card
150 MB Tape Backup unit
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TABLE M-1: Information Teohnoloqy commodity Li.t (cont.)
[Per SILAIS]

386/33 Mhz
4 MB RAM
150 MB HD

- 3.5 & 5.25 FD
- VGA Color Monitor
- Mouse
- DOS 5.0

Windows 3.1
- Ethernet Network Card

Printers:

Laser printer
- 2 MB RAM
- Font Cartridge

Dot Matrix Printer
- 300 CPS Minimum
- 24 Pin
- Wide carriage

Other Peripherals:

Modem
- 2400 Baud

UPS
- 3.0 KVA
- Stabilizer capabilities
- Minimum 10 Minute Backup

Software:

Novell Netware (10 users)
Clipper
WordPerfect 5.1 LAN (Spanish)
WordPerfect 5.1 Node (Spanish)
Lotus 123 LAN (Spanish)
Lotus 123 Node (spanish)
communication Software
Desktop PUblishing Software
Statistics Software
Graphics So Aware
utilities ~ tware
Anti-Virus ,Joftware

Note: If available, all software
documentation must be obtained in
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TABLE M-1. Xntormation T8ohnolo~y commodity Li.t (oont.)
[Per SXLAX8]

Application Software:

Financial Management Software Qty • 1
(Expected to include accounting, budgeting, costing,
etc. Actual requirements to be dofined during
requirements analysis stage.)

Human Resources Management Software Qty • 1
(Actual requirements to be defined during requirements
analysis stage.)

Inventory Management Software Qty = 1
(Actual requirements to be defined during requirements
analysis stage.)

As stated earlier, the application software identified and
described above is based on an assumption of requirements
obtained through visits to MINSA headquarters, discussion with
MINSA officials there, and review of secondary documents. The
detailed requirements and functional analysis will verify these
estimates. Overlaps between application software requirements
must be identified and resolved. Par~icular efforts must be made
to coo~dinate the vertical (SILAIS/MINSA) data exchange
procedures, and the horizontal (SILAIS/SILAIS) standardization
of processes and procedures. In addition, reporting and data
exchange requirements between MINSA and MiFin need to be
identified and resolved.

Efforts should be made to obtain off-the-shelf application soft
ware packages with either Spanish versions, or with capabilities
for translating the package's main features (screens, menus,
documentation, etc.) into Spanish.

Procurement of the information technology commodities should
begin in the second Project Year DHS (1994) as soon as possible
following arrival of the long-term technical assistance team.
This will allow these commodities to begin to arrive early in the
project's third year. 4 The long-term TA team will supervise
installation and initial training. The pace of SUbsequent
commodity procurement should be adjusted to match the pace of
expansion of the MIS into all 19 BILAIS. As descrioed in the
body of th~ Project Paper, these commodities will be procured by
the U.s. Public Health Service.

4 since USAID/Nicaragua recently del:vered a variety of
microcomputers and related commodities to MINSA, there is no need
to include procurement of information technology commodities in
the Accelerated Start Component to be launched in FY 1993.
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Any delivery of information technology resources to MINSA and
the SILAIS must be conditioned on the provision of appropriate
site. for system installation. The long-term technical
assistance team should certify that all sites scheduled to ,
receive equipment are adequately conditioned (i.e. with .
electrical outlets of SUfficient capacity) and provide facilities
with adequate security to ensure the equipment will be
appropriately housed and utilized. No equipment should be
delivered unless proper safeguards are in place. Information
developed under the Emergency Employment Generation Project that
USAID is carrying out with the GON's Emergency Social Investment
Fund (FISE) should be utilized to help verify adequacy of
facilities. Further, the long-term technical assistants should
help MINSA and SILAIS managers determine what the minimum
physical requirements are. MINSA and the SILAIS are, however,
expected to provide the adequately conditioned sites.

V. Training Requirements for Information Technology

The effective and efficient implementation and
institutionalization of information technology resources within
environments where none have been used previously is an
inherently risky endeavor. It will demand substantial planning,
analysis, and consensus building among the involved parties. It
is therefore critical to the long-term success of this technology
that the resources be introduced and implemented according to
established approaches such as the ones described below. These
methodologies will parallel the project's other financial,
management, and health services delivery initiatives.

Personnel training will be a critical to this process. Since
there are currently various computerization initiatives within
MINSA, some technical capabilities and skills exist. The
appropriateness and depth of the existing skills and knowledge
base, however, is not readily apparent. At the SILAIS in
particular, computer expertise is either very limited or non
existent. Therefore, the identification, training, and nurturing
of a technically skilled, computer literate staff at the SILAIS
will be a major project objective. The following are three areas
of training to be supported by OHS; other areas may emerge as
project implementation proceeds.

A. Systems Management/Administration Training

This area should encompass all training to the individuals
identified as the potential systems managers/administrators. The
long-term technical assistance team, together with SILAIS
management, should identify at least two individuals at each
SILAIS to become the system managers/administrators. These
individuals should then be trained in areas such as technical
resources management, LAN administration (Novell Netware as well
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as generic netwol'king concepts), computer center management,
software installation and troubleshooting, simple
telecommunications concepts, basic computer programming concepts,
and other areas to be identified. Since training resources ~ill
be limited, emphasis should be placed on on-the-job training' in
ajdition to the training programs to be administered.

..

B. Technical Staff Training ..

This area should encompass training to individuals identified as
potential systems analysts/programmers. The technical assistance
team shoUld work with SILAIS management to identify at least two
individuals at each SILAIS to become the systems
analysts/programmers there. Training for these individuals
should be in-depth, and should include areas such as
microcomputer concepts (diagnosis, trOUbleshooting, and routine
maintenance), microcomputer software packages (Lotus,
WordPerfect, Clipper, utilities, etc.), LAN concepts,
telecommunication concepts, database management systenls, basic
computer programming concepts, and any other areas deemed
necessary for the proper utilization of all SILAIS information
technology resources. Since training resources will be limited,
emphasis should be placed on on-the-job training in addition to
the training programs to be administered.

c. General User Training

This area should encompass training of all individuals within a
SILAIS that will have access to the information technology
resources (i.e. secretaries, data entry clerks, medical
personnel, etc.). The user community of a particular SILAIS
should be primarily trained in the appropriate use of
microcomputers, microcomputer software packages (Lotus,
WordPerfect, etc). Training should also be provided in the
application software packages to be implemented. Since training
resources will be limited, emphasis should be placed on on-the
job training in addition to the training programs to be
administered.

Since, as stated above, the computer skills and expertise of
current MINSA and SILAIS staff are limited, the DHS technical
assistance team should ensure that the personnel identified and
trained will be capable of becoming the future "trainers".
Furthermore, since trained personnel are expected to turn over
somewhat once they acquire marketable computer skills, training
programs should take place periodically throughout the life of
the project.
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VI. Teohnigal Assistang. Requirements

The information technology subcomponent is expected to require
on-site technical assistance throughout the life of the proj~ct.

Two full-time specialists will be required:

o Senior Systems Analyst/Manaaer: This ~;'dividual should be
charged with the management of all info~mation technology
initiatives within the scope of the project. Sihe should be
the critical player within the long-term TA team for
assisting in and coordinating the formUlation of the
Information Technology strategic Plan, managing the
requirements and functional analysis effort, managing the
conceptual design phase, monitoring and controlling all
training activities, and managing the overall implementation
of the information technology subcomponent at the SILAIS and
central levels. Furthermore, the Senior Systems Analyst
should be the focal point for coordination between USAID and
other donors, and between the SILAIS, MINSA, and MiFin. The
position must be filled by an individual with at least an
undergraduate technical degree (computer science,
mathematics, etc.), a masters degree in management of
information systems, and substantial experience in the
management of service- and support-oriented computer centers
in the health sector. Spanish language capability at a
minimum FSI 3-3 level will be required. It is expected that
this position will be filled by an expatriate.

o Systems Analyst/Programmer: The second perceived need
is for a very technically competent systems
analyst/programmer. This individual should be charged
with providing the project with the necessary technical
expertise and knowledge for coordinating and conducting
personnel training, coordinating and participating in
the installation and implementation of hardware and
software, trOUbleshooting technical issues, conducting
research and analysis of off-the-shelf application
software, and determining and resolving technical
issues. The position must be filled by an individual
with at least an undergraduate degree in a technical
field (computer science, mathematics, etc.) and
extensive experience in microcomputers, microcomputer
software packages (Lotus, WordPerfect, Clipper, etc.),
LANs, telecommunications, administrative (accounting,
finance, human resources, inventory management, etc.)
application software packages, and general technical
support functions within a service and support oriented
computer center. This position is expected to be
filled by a Nicaraguan citizen.
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VII. R'lationshi~o other Donor Programs

As is stressed throughout this Project Paper, coordination with
other donor programs within MlNSA and the SILAlS will be cru~ial
to the long-term success of the information technology efforts
funded under DHS. This coordination will take place principally
through the comisi6n Nacional de SILAlS and MlNSA's Office of
External Coopera1:ion. Particular attention should be paid to
efforts of the Spanish Development Agency/Centro de lnvestigaci6n
y Estudios de Salud (ClES) under their SlS-NlCA information
systems project. SIS-NICA is working closely with MlNSA's
Planning Unit in the formulation of a diagnostic of the existing
health statistics information system. This effort is expected to
be very useful for DHS's initiatives. Project implementors
should expect other agencies to become involved in similar
information technology efforts during the life of the project.
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U.S. AGENCV FOA INTI!RNATIONAL

Amemb, M.n.gua USAID
Unit 2712 BOll 9
APO AA 34021

DI!VELOPMl!NT~"~_i~~

"iIUSAlD

AQIINCIA INTERNACIONAL PARA I!L Dl!SAAROLLO

Pllt. Sub Urb.n.
Aplrt.do Po.t.1 C-101 , M.n.gu.
ZP 13

ACTION MEMORANDUM FOR TIlE MISSION CONTRACTS OmCER

DATE

TIlROUGH

FROM

SUBJECT

March 10, 1993

L. OdIe, PDIS ., ~~
L.S. Waskin,PD~~

Justification for Use of Gray Amendment Contracting Procedures,
Decentralized Health Services Project (DHS, 524-0327)

.'

PROBLEM: Your approval is required to authorize other than full and open competition in
the selection of a firm to provide short-term technical assistance to subject project.

BACKGROUND: The Decentralized Health Services Project (DHS) will be a $29.4
million, five-year effort to improve the management and increase the effectiveness of and
access to Nicaragua's public health resources, and to explore and encourage alternative
financing to 'he sector. To facilitate the timely provision of assistance to a sector in which
Nicaragua's needs are crucial, the project design includes an Accelerated Start Component
(ASC). Through the ASC, DHS will fund short-term technical assistance to help the
Government of Nicaragua's (GON's) Ministry of Health (MINSA):

o Conduct a human resources assessment of personnel actually or potentially available
at both the central level and in the rive SILAIS (health districts) on which MINSA
will focus the maternal health and child survival (MH/CS) efforts supported by DHS.

o Survey ongoing and proposed activities of other donors in the sector.

o Review MINSA's plans for the introduction of cost containment and cost recovery
measures, and work with MINSA, other cognizant GON institutions, and USAID to
devise specific, written policies to put these plans into action.

o Design a methodology for gathering, and then work with MnT~A to collect, baseline
data on the indicators that will measure the success of the Project.

Telephone: Intern.cional -011 - 505 - 2 (Local NQ)

Local No. - 670502 • 670503 • 670504

674028, 674029.674030
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All these activities are to be launched within three months of the project's authorization, and
are to be completed within the first project year.

PROPOSAL: Given the urgent need to begin assistance to MINSA, the USAID Project
Committee (in consultation with MINSA) has recommended that the technical expertise
needed to carry out the tasks summarized above be obtained from a small disadvantaged
business or other small disadvantaged institution as defined in AIDAR 726.101 (i.e., from a
"Oray Amendment" institution). This firm would provide short-term personnel as
summarized in the following table:

Table I;

International:

Short-Term Positions, Gray Finn Technical Assistance
to ASC Component

Human Resources Specialist
Health Management Specialist
Health Policy Specialist
Pharmaceutical Mgt. Spec.
Health Care Financing Spec.
Statistical Analyst

Nicaraguan: .

Data Gatherers (5)

1
1
2
2
2
3

3 each

Human Resources Assess.
Other Donor Survey
Policy Reforms
Policy Reforms
Policy Reforms
Baseline Data Collection

Baseline Data Collection

The estimated total value of this proposed contract is $303,000. Its duration would be from
on or about June 1, 1993 through the end of the calendar year.

To locate a qualified firm to provide these services, USAID proposes to issue a Request for
Proposals (RFP) to some six to eight firms believed to have the required expertise. A
Technical Review Panel will evaluate and rank the responses to this RFP; the USAID
Contracts Officer will then begin negotiations with the firm that presents the most
advantageous offer.

DISCUSSION: AIDAR 706.302-71, "Small Disadvantaged Businesses," states in pertinent
part that:

"AID is authorized to use other than full and open competition to award
contracts to small business concerns owned and controlled by socially and
economically disadvantaged individuals,." historically black colleges and
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universities, colleges and universities having a student body of which more
than 40 percent of the students are Hispanic American, and private voluntary
organizations which are controlled by individuals who are socially and
economically disadvantaged. \I

The section goes on to state that "(Ohis authority may only be used if the Agency determines
in accordance with AIDAR 726.103 that:

"(1) The acquisition is to be funded from amounts referred to in paragraph
(a)(2) of this section [these amounts include development assistance funds];

(2) Award of the acquisition to an eligible organization is appropriate to meet
the requirement in paragraph (a)(2) of this section [which states that at least
ten percent of the funds from the listed accounts, including development
assistance funds, be used only for activities of disadvantage enterprises].

(3) After considering whether the acquisition can be made under the authority
of Section 8(a), award under Section 8(a) is not practicable."

The only limitations on this authority are that:

(1) Offers shall be requested form as many potential offerors as is practicable
under the circumstances.

(2) The contract file must include a certification by the contracting officer that
the procurement is being made pursuant to 706.302-71 and that the
application requirements and limitations of 706.302-71 have been complil".d
with.

The proposed acquisition meets all the above tests:

o This procurement is to be funded from Development Assistance accounts (specifically,
Child Survival and/or Health).

o The organizations to which the RFP will be sent will all be eligible organizations
under the terms of this section; Le., they will all be Gray Amendment institutions.

o The Project Committee considered, and rejected, the option of acquiring these
services from an 8(a) when it reviewed and approved a draft Project Paper on August
27, 1992. The Committee decided that USAID's experience with the 8(a)
mechanism, which has on occasion entailed lags of over four months from the
issuance of the relevant PIOIT and the receipt of approval from the Small Business
Administration to begin negotiations with the firm judged most qualified, suggests that
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this mechanism would be too cumbersome to respond to the urgent needs of the
Nicaraguan health sector.

o Offers will be requested from a reasonable number of potl,ntial contractors (at least
six). This is comparable to the number of bids (seven) re(~eived from U.S. firms
during full and open competition in late 1991 for a significiantly more expensive long
term technical assistance contract funded by the PVO Co-Financing Project,
USAID/Nicaragua's other bilateral project activity in the health sector.

o By your signature of this Action Memorandum, and in accordance with AIDAR
726.103, you will certify that this procurement is being made pursuant to 706.302-71,
and that it complies with the application requirements and limitations of 706.302-71.
The list of Gray entities to which the RFP will be sent was obtained from the Office
of Small and Disadvantaged Business (OSDBU), and OSDBU has reviewed a Scope
of Work for this procurement and endorsed USAID's use of this contracting
mechanism.

RECOMMENDATION: That, by signing below, you approve other than full and open
competition in the selection of a fJrm to provide short-term technical assistance to the
Accelerated Start Component of the Decentralized Health Services Project.

Approved:

By
Title

Date

Drafted:PDIS:LSWaskin:2/18/93

Cleared:GDO:LAyalde: ~dt.. Date:
PEPS:TAmani: ~ Date:
LA:MVelazquez: (draft) Date:

James E. Corley
Contracts Officer

>/1112)
•

'03/' 0 /7.3
~It()/~

3-4-93
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to begin negotiations with the tirm juaqed most qualitiod,
suqgests that this mechanism would be too cumbersome ~Q
respond to the urgent needs of the Nicaraguan health se,ctor.

o Otters will be requested trom a reasonable number of
potential contractors Cat least six). This is oompar~bl. to
the number ot bids (seven) reoeived trom U.S. firms dur1nq
full and open oompetition in late 1991 fc~ a significantly
~or. expensive long-term technical assistance contract
funded by the PVO Co-Financing Project, USAIO/Nioaragua's
other bilateral project activity in the health sector.

t; I::. c By his clearance of this Action ,Memorandum, the USAID~~~
~==~~c~o~n~t~aOfficor has certified that this procure is

----- 1iein r 7 1 pursuant to 7015. 302-71, 'at it
compl with the application require~e and limitations
ot 706.302-71. The list of Gray...,.e. , es to Which the RFP
will be sent was obtained from~:D~S and OSDIBO has
reviewed a Scope of Work tor th rocurement and endorsed
USAID'. use of this ccntraetinq mechanism.

~UTHORITYI Pursu t to AIDAR 7 6.501, you ar the Comp' tition
Advoca for th activity. se~ forth in AR 6.30 , you as
the c petit! advocate hay authority to pprove 0 er than
full nd op oompetition r acquisitio whose e imated value
is eater han $100,000 nd not more t n $1 mil on. The
es 1mated value of this cqu1!1tion is 290,000.

RECOHMENDA~ION: That, by s1qn1ng beloW, you approve other than
tUll and open oo~petit1on In the selection ot a firm to provide
short-term technical assistance to the Accelerated start
Component of the Decentralized Health Services Project.

Approved:

By Mark Silverman

Title CClputy Director

Date

Orafted:PDIS:LSWackin:2/18/93

Cleared:PDIS:LOdle:
CDO: ~\~·31da:
PEPS:'!Amani:
LA:MVa11zquez:
COsJECorley:

___ Oat.:
__.......1 Date:
~Date:
~ Date:
___ Date:
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ACTION MEMORANDUM FOR mE ACTING MISSION DIRECTOR

DATE

THROUGH

FROM

SUBJECT

March 10, 1993

L. OdIe, PDIS 00~
L,S. Waskin, PDJB:;>;:;::;?~

Justification for Use of a Federal Agency to Procure Health-Related
Commodities, Decentralized Health Services Project (DHS, 524-0327)

PROBLEM: Your approval is required to authorize the negotiation of a Participating
Agency Service Agreement with the U.S. Public Health Service to procure commodities for
subject project.

BACKGROUND: The Decentralized Health Services Project (DHS) will be a $29.4
million, five-year effort to improve the management and increase the effectiveness of and
access to Nicaragua's public health resources, and to explore and encourage alternative
financing to the sector. To facilitate the timely provision of assistance to a sector in which
Nicaragua's needs are crucial, the project design includes an Accelerated Start Component
(ASC). Through the ASC, DHS will fund short·term technical assistance to help the
Government of Nicaragua's (GON's) Ministry of Health (MINSA) carry out various tasks
related to project mobilization and to the gathering of baseline data on the sector.

The ASC will also help MINSA procure urgently-needed commodities required to carry out
various maternal health and child survival (MH/CS) interventions that the DHS Project will
support. These commodities are to include oral rehydration salts, growth monitoring
equipment, obstetrical-gynecological equipment, vitamins, antibiotics, and contraceptives.
By ordering these commodities early in the first project year, well before the arrival of the
planned long-term technical assistance team, the ASC is intended to give MINSA an
important head start on improving the provision of primary health care services in the five
SILAIS (health districts) on which DBS will focus.

T.I.phon.: Int.rn.cion.1 - 011 - 505 - 2 (Loc.1 No.1

Loc.1 No. - 670502 • 670503 •670504

674028. 674029 • 674030
F....ml.. 75711 fl,~
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PROPOSAL: Given Nicaragua's urgent health needs, panicularly in the area of primary
care, the Project Committee (in consultation with MINSA) has recommended that USAI,D
execute a Panicipating Agency Service Agreement (PASA) with the U,S. Public HealtH
Service (USPHS) to procure all project-funded commodities. I Under this PASA, the
USPHS is to:

o Conduct site visits to verify and update the commodity requirements identified for the
five focus SILAIS during project design, and propose such modifications as may be
necessary to this list;

o Order on MINSA's behalf those commodities needed to launch MH/CS efforts in the
five focus SILAIS; and

o Identify any training or technical assistance that may be needed to help MINSA use
these commodities effectively, and arrange for or carry out with its own personnel
any such training or assistance.

The initiation of any procurement or training actions would, of course, be subject to prior
approval by both MINSA and USAID.

USPHS is to begin these efforts within three months of the project's authorization.
Procurement of a one-year stock of MH/CS commodities, and of sufficient replacement
stocks, is to be completed within the first project year. In subsequent years, the USPHS will
repeat this process in consultation with MINSA, the long-term technical assistance
contractor, and USAID. To help MINSA and the contractor estimate commodity needs,
place orders, and train staff, the PASA will contain funds for up to one person-month per
year of on-site technical assistance from the USPHS during ProJ:ct Years Two through Five.

The value of pharmaceutical and medical supplies to be procured by the USPHS is expected
to approximate $4,078,000, or more than 84% of the total value of project-funded
commodities (other than contraceptives). Other commodities (such as vehicles, computers,
software, and associated office supplies) are budgeted for $745,000. Given this, the Project
Committee has also recommended that the USPHS, rather than a separate Procurement
Services Agent (PSA), purchase these other commodities. In the Committee'S view, it would
be more costly, more time-consuming, and less efficient to work through a PSA rather than
to buy these other commodities through USPHS. The Committee recommends that USAID
limit the number of implementing agents through which DHS is carried out, and that the
mission and MINSA deal with only one entity for all project-funded commodity procurement.

I Other than contraceptives, which will be procured through an OYB
transfer to A.I.D.'. central contraceptive Procurement Project.
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DISCUSSION: A.I.D. Handbook 12, Chapter 1, Section B.3.b, Paraaraph (1) states that:

"Section 621(a) authorizes A.I.D. in providing technical assistance under the
[Foreign Assistance] Act to utilize the resources of other Pederal agencies,
particularly in the fields of education) health, housing, or agriculture, when
these resources: (1) are particularly or uniquely suitable for such technical
assistance, (2) are not competitive with private enterprise, and (3) can be made
available without undue interference with domestic programs. "

This paragraph goes on to explain that A.I.D. "takes the position [that] Section 621(a)
operates as a statutory exception to OMB Circular A-76... " That Circular sets fonh more
stringent limitations on the use of services or products of one Federal agency by another.

Paragraph (2) of the same section then analyzes the circumstances in which use of a
Participating Agency (PA) is appropriate:

o The services desired from another Federal Agency must be for technical assistance;

o The furnishing of services or commodities to A.I.D. must not unduly interfere with
the Federal agency's domestic program; and

a The other Federal Agency must be uniquely or particularly suited to carry out the
technical assistance activity (Le., in a better position than A.I.D., the private sector,
or another Federal agency to fulfill the requirement).

The proposed use of USPHS meets all these tests:

o The services desired are for technical assistance, defined in this context as the "on-site
provision of assistance to developing countries and the various support services and
activities which directly· facilitate such assistance activities, whether performed
overseas or in the U.S. "

o The furnishing of these commodities and services would not unduly interfere with the
domestic programs of USPHS. The USPHS has expressed to USAID its willingness
and ability to participate in this project; indeed, the USPHS maintains an Office of
International Health in part to provide precisely these types of services.

o The USPHS is particularly suited to carry out this technical assistance activity. As
defined by Handbook 12, Section B.3.b, "particular suitability" means that "(T)he
proposed PA must have a clear and substantial superiority to other sources, both
private and public. The preponderance of resources available for application to the
target project must be much broader in scope and be demonstrably more readily
available from the PA than from other sources... " The USPHS enjoys this clear and
substantial superiority by vinue of (1), its extensive stocks of pharmaceutical and

1\
tt}J
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medical supplies already in stock for domestic and International use; (2) its experience
In, and proven mechanisms for, procuring supplies not in stock; and (3), its ,
successful prior experience in identifying, purchasing, and shipping pharmaceutical
and medical commodities for Nicaragua under the recently-completed Pharmaceutical
Medical Supplies Project. All these factors combine to give the USPHS an extensive
familiarity with, and preponderant capability to meet on a timely basis, the unique
procurement needs of the Nicaraguan health sector.

AUmORITY: Handbook 12, Chapter 1, Section B.1.b(1) explains that all r«:quests for PA
technical assistance must be made on a PIO/T form. Furthermore, a determination that the
requirements of Section 621 (a) have been met and the accompanying 621 (a) Justification and
Determination must be signed by the cognizant Mission Director or his/her Deputy.
Additionally, A.I.D. Delegation of Authority 752, as revised, delegated to the principal
officers of most LAC Bureau field posts, including Nicaragua, the authority "to sign
statements that proposed PASA or RSSA agreements are exempt from OMB Circular A-76. "
Per USAID Mission Notice Number 92-058 of September 28, 1992, tile USAID/Nicaragua
Mission Director has redelegated this authority to you. You therefor~ ~1ave authority to
approve this justification.

RECOMMENDATION: That, by signing below, you approve the above 621(a) Justification
and Determination and the negotiation of a Participating Agency Service Agreement with the
U.S. Public Health Service to procure commodities for the Decentralized Health Services
Project.

Approved: I+-_~~~~_'--;'_

By
Title

Date

Drafted:PDIS:LSWaskin:3/02/93

Cleared:GDO:LAyalde: (draft) Date:
GC:MFittipaldi: (phone) Date:
CO:JECorley: (draft) Date:

Mark I. Silverman
ctin Director

3-10-93
3-11-93

3-11-93

•
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medical supplies already In stock fot' domestic and international use; (2) its experience
in, and proven mechanisms for, procuring supplies not in stock; and (3), its ,
successful prior experience in identifying, purchasing, and shipping pharmaceutical
and medical commodities for Nicaragua under the recently-completed Pharmaceutical
Medical Supplies Project. All these factors combine to give the USPHS an extensive
familiarity with, and preponderant capability to meet on a timely basis, the unique
procurement needs of the Nicaraguan health sector.

AUTHORITY: Handbook 12, Chapter One, Section B.l.b explains that all requests for PA
services must be made on a PIO/T form accompanied by a determination that the
requirements of Section 621(a) have been met. The Handbook states that this justification
must be signed by the cognizant Mission Director or his/her Deputy. Additionally, A.I.D.
Delegation of Authority 752, as revised, delegated to the principal officers of most LAC
Bureau field posts, including Nicaragua, the authority lito sign statements that proposed
PASA or RSSA agreements are exempt from OMB Circular A-76." Per USAID Mission
Notice Number 92·058 of September 28, 1992, the USAID/Nicaragua Mission Director has
redelegated this authority to you. You therefore have authority to approve this justification.

RECOMMENDATION: That, by signing below, you authorize the negotiation of a
Participating Agency Service Agreement with the U.S. Public Health Service to procure
commodities for the Decentralized Health Services Project.

Approved:

Drafted:PDIS:LSWaskin:3/02/93

Cleared: GDO: LAyalde:
LA:MVelAzquez:
CO:JECcrley:

By
Title

Date

Date:
Date:
Date:

Mark I. Silverman
Acting Director

G/tcj,:3
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