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I;;;'ovEnVIEw'»
N Medical Service Consultants, Inc. lMSCI) was awarded a ’[
',contract in 1978 to implement the Swaziland Health Manpowerifﬁ

ﬂ,Training ProJect.; The goal of the project was to strengthen?e

vthe Ministry of"Health's manpower resources by-tv

- traininggnew nuises and other healthfworkers-

developing continuing education coursesii

?hqdeveloping a regional hospital administrative and
logistic support system;

]- developing rural health services, administrative

and logistic support system f]

In 1981 the contract was amended to'includeiwhew

continuing implementation of a newﬂhealth information

’ﬂﬁ;,MSCI provided six technical advisors to implemeni;thié;

project. They were-f

?];gf:chief ot Party/FP Nurse Educatorhfclaudette Cn

‘%ii;'Baily, |

;?;f; Hospital Administrator-’ Oliver E. Hatfield-

t"CV;..’»:T.“-?FJFamily Nurse Prattitioner/Educator° Judith
fﬁGrybowski (19/8 1980), Phyllis Jenkins

Wﬁ(19eo 1983),,

(1980-1984)7 -



ts ;Laura H. Yergan,,ff

An Advanced Placement Evaluation Specialist was to beﬁ

sprovided ‘b“ after a sessing the'projects progress

USAID waziland the MOH, and MSCIifelt there was no . longerf

a need for:this position. Instead a»Writer/Editor wasfi

provided to a831st the Hospital Admin strﬁtor and’the Ruralg

Health Services Administrator. with the development of two
policy and procedure manuals.

Participant training, construction, and”commodity

'procurement was handled by USAID/Swaziland through other

'contractors.,'

o “h84, MSCI's advisory team had met the goals of the;
ﬁHealtl,Manpower Training Progecc.‘ The Swaziland Institute;

"of Health Services (SIHS) is a well functioning training :

| institute with a strong faculty.; It currently trains-

| ‘14 Family Nurse Practioners-; | -

MCH Nurse PractitionerSf,f

State Registertd Nurses?

fe Health Inspectors-'°

‘Dental Hygieninst.;

'care, and emphasized the }'i“_ C fi dmfilﬁrrimgf

education.,



‘A decentralized rural administrative system met with
‘;5some resistance initially. The two MSCI technicians then
ﬁifocussed on developing a functioning support system for the':’E

fﬁ'hospital and the rural clinics. Through their effo“ts, the

:§5MOH has accepted the concept of decentralized servicesyandwf_

fffin nondeveloping plans to implement it more fully.,vf{__‘fiﬁj

| }}; The health 1nformation system is in p1ace and °r°Vides¥e
f;;more data for health planning at the Ministry. e
- 2 ACCOMPLI SHMENTS

A; Nurse Training

The MSCI nurse/educators were very successful in_L;

:pimplementing their program and accomplishing their i"

’objectives. The nurses were responsible for.ﬁ_fj

- -ideveloping the nursing curricula for theFSIﬂs-m

“;‘teaching courses while counterparts werey;ng;if
‘tTf‘t*aining,‘

fjgfginstituting continuing o ucation courses for nursesf;

©already working in the government service; and.

.lifstrengthening the faculty at the SIHS. f} .
;~}f3yjdanuary 1980, the first class of 22 basic nursing

t""students were admitted to the program.l They began a three

‘écourse,study of nursing..‘In thelfourth and final year, they

vfwere to choose one of two specialty“areas-f midwifery or

lg“psychiatric/mental health._ In September of 1983, the first/r

. graduation took place.. Out of 116 graduates of SIHS, 60

were registered “U'“QS;WPQ'had completed the Fami;yynp;gag}



‘Practitioners or’ MCH Practitioners course.f Thirty-four

‘jstat Registered Nucses were also graduated. o

. Seven Swazi nurse educators were sent to the U.S. for ;

;training. ‘They all returned to the SIHS as faculty members.

jFive of them completed a B.A. Nursing degree, one completed "

ilaonPH in Maternal/Child Health, and one did an M. A.~
fNursing/Family Nurse Practitioner degree. ‘A’ y_A
- "The SIHS is fully operational as planned. Theff'
%5curriculum 1s in place and the Swazi faculty is well ;

~trained.g The Institute s Principal and faculty are now

texamining ways to expand the nursing program Such as,;

%increasing the‘kinds of fourth year specialties availableitojf
mthe students. tFurther expansion of the facility is' lann -
,to enable more'students to be trained. As the o
_administrative systems were being implimented, clinical

ﬁpractice sites were chosen in rural areas. This impr”ved‘“

;th practical training availablity to the students in both

furban and rural areas.~fl:

The aspect of the program has done much to turn the

zi¢health system from curative care . to preventiveﬁc”ue

" Hospital Administration

‘7 The Hospital Administrator began working at theﬁ;

ngatikulu Hospital in Southern Swaziland.: While at this

.p&sﬂ” he was to begin defining an appropriate management
[ ystem‘for the government hospitals. At the same time, he

fwould provide on the job training for counterparts. This



5j¢train1ng would be supplemented by a formal training course
{lfin Botswana.“

However, counterparts were not identified until the

7‘final year‘of the pronect. They‘_ere’then.placed in U S.?ﬁ

V.schools~foﬁ ”This

-apmore comprehensive training:program"

| change eliminated the opportunity for on the'job training inf

'the new system.f

The new system did achieve the objectiveﬂof‘introducingf,

’ efficient management procedures into}the hospital.

ttttt

"Maintenance of the hospital and grounds was improved,’a“}_

'M”siiple budgeting system was introduced, patient records weref{

fﬁ;reorganized to prov1de more complete data, and the

,.administrative burden was moved from the phys:cians and

nurses to the hospital administrator.,[

It was then ‘decided to move the Hospital Administrator{{

1~to Mbabane to upgrade the hospital there. Mbabanl Hospita iﬁ

?f'was used as ‘a teaching facility for SIHS and was in grea Ay

]5«need of better management.

‘The systems developed in Hlatikulu were then5g?

:fjimplemented at Mbabane This provided a more aPPrOPriate SR

;iifacility to reinforce the health concepts being taught at‘wf

‘thhe sxsn.

: 'bWhen USAID realized that the counterparts would. not'be!
Creturning much before the end of the MSCI contract, they o

requested that a hospital manual be developed. This

document defined the Swazi government policy on hospit'l



,administration and provided a step by step description of

the newly developed system. ThlS manual will be- used by the ;

new hospital administrators to reinforce their training. Itfy

fwill also serve as a comprehensive guidebook to other
{hospital personnel. The format is a looseleaf style to

;allow revisions as the system evolves to meet Swazi health

?care need&.f"~ ‘

i*fc;if Rural Health Administration

The Rural Health Administrator was charged with,

he task of providing logistical support for health services

1n a decentralized health system. Unfortunately, th'“MOH e

had not developed this decentralized policy and were unsur4;ﬁ?

;:of the need for it.

- ‘Throughout th1s project both rural health

-Qadministrators worked with the MOH to promote the

f;decentralized concept to illustrate how it couldbwork.

TQCurrently the MOH is developing such a policy.fh_thﬁ
without guidelines from the MOH, the rural health
?ﬁadministrators had to develop several systems to address
llogistical problems in Shiselweni district. ‘This has
resulted in an unofficial decentralized system to support
all health activ1ties. R

The Rural Health Administrator focussed on the-

- coordination of government;_private_:andwindustrial

health services, and



f;!community participation in developing and
hffimplementing health serv1ces throughout the
Ef;district.

n additicn he:

1?Tdeveloped a medical supply delivery system for

JijHlatikulu Hosptial-?‘

frﬂexpanded andpimproved communications between the“f

':}ihospitals, health centers, clinics and mobile
'55units-if5 |

selinitiated construction of new health facilities or 5}

,i{;up-grading of existing ones- N L

ff;assisted in: 1mp1ementing the new data collection

ff*system,:lwi | ;‘d” f | i T;""“”‘
:7f¥:;]developed an’ administrative manual’ for.ruralihealthya’

S services administration.'

‘jffaq/in the case of the hospital administr tor, no

project., The counterpart wasﬁtrainied”in the U.S. and

returned to take over the District Health Administrator
post.i On the job training was minimal due to the time

constraints.;.;

The communityéparticipation in the Shisilweni District““

has become-afmo e ‘for the rest;of.Swaziland.; The Rural

Health Administrator enlisted local businessmen and

community leaders to.. serve on a hospital board. This group:;

works with health provides to plan the development of

10



uof hospital and community health activities.-

To strengthen this committee, he worked w1th the MOH'SQ?

Health Education unit to provide continuing guidance tolf
’committee members. This provides the board membersvwith
finformation on available resources, how other;communitiesti
fhandle similar problems and public health issues effectingf

,their community.

}'lvU.V: Health Statistics
' The Health Statistician worked on expanding the

pilot system throughout Swaziland and developing the

capabilities of the Statistics Unit.,

To expand the system, the statistician eStabli'hed'*‘f

.Procedures to improve the distribution and collection of‘”
fdata forms. This ensured a better response to give the

’Statistics Unittmofe complete data. The Unit then publ hed

fthis data quarterly’,s well as annually.‘ This exchange of o
‘v1ta1 health data increased the cooperation from all areas

gin providing this information. The ‘quarterly report also?wﬁ

yprov1ded the nursing staff with the data they needed in

planning health education and other activities.

"J[personnel were trained to strengthen thg:f;

‘,he Statistics Unit. This included a Healthix“ﬂ

Statisticianfwho hah:one year of on the JOb training before

going;térthefu S._for a M P.H. She will return shOrtly to'f
continue"theiwork in the Statistic Unit. In addition, o

training;waslprovided for a Statistical ASSlStant, g

¥



Unit to coordinate the typ?(h' ta coll
were used.. Special assistance was then provided}’o;other
health projects including.;v

-~conducting a national nutriti'n survey,"

;Efpreparing a p1an for upgrading nutrition

'ﬁfsurveillance- anﬂ“

Lf:developing a system for reporting%infectious?

‘:&idiseases.“

growing demands of the health oector :“’Vg’"”J”"

III. CONCLUSIONS

The Swaziland Health Manpower Training Pronect has

proven to be a successful development pro:ect. Withfst_ong
teamwork among the - USAID/Swaziland the MOH, and the(MSC

contract team the objectives were met-‘ﬁ

A



10°

e The Shiselweni District has become a model for

country-wide decentralization of health serv1ces..ff

?- The administrative and logistical support servicesﬁ

~i ha elbeen estyblished for both hospitals and ruralﬂ

5f¥he lth services.~w

j- TheLStatistics Unit is providingfmoreftimelywand

accurate health data to permit long.rang fhe”lth

planning. s

>
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'SWAZI HEALTH MANPOWER TRAINING PROJECT
FINAL REPORT o

HOSPITAL ADMINISTRATION SECTION

I.”,JOVERVIEW’;‘

Over all the entire progect is considered toﬂbe,a

success. The progect goals were either completed’or are in

the process of completion. Basically the progect was to ﬂffﬁ
improve three main areas: nurse training at the Institute of
Health Sciences, Hospital and Rural Health Administration, e

and statistical data collection and anaiysis.‘ The Institute

is completed and the nursing education programs have been :fidift‘

1mp1emented. Hospital and Rural Health Administration is

still not quite complete. Though a decentralized system has

been designed, the Ministry of Health is still formulating ar‘
overall decentralization policy.. In the area of health
statistics, new forms were designed, distributed, and are‘nov
in use.

II. HOSPITAL ADMINISTRATION

The project goals of the hospital administration portion

of the project werec three fold. They were flij}

- institution building;

- implementing various‘managementﬁsystemé;i
- training counterparts. “ -

It was also important to establish.the concept Of: the

16



hospital administrator, primarily responsible.for all

non-medical functions of the hospital.‘_le These goals were
accomplished as far as possible under the constraints of

official sSwazi government policy. All of the detailed

objectives itemized in the December,»1983 ,workiplan hav"

been completed. A brief discussion of thevthreeﬂmajor goalsg
follows.tf‘ | o

A. Institution Building

Institution building was a goal emphasized throughout S
this USAID project. To achieve tais goal the hospital had to
f-become a separate entity, responsible for a. specific
'function, with a separate financial status, managed by a i;7

.function specific manager. This has ‘been achieved.. The

‘ hospitals have ‘evolved into institutions in the fu11 sense off
~ the word. The basic goals itemized in the project paper Zt:?
'seither have . been, or are in the. process of completion. e

S One critical part of this first goal was an |
1ﬂiadministrative manual. This manual delineated the
Q;thilosophy of hospital administration as well as- setting downf

';~the approved management systems. It will be used as a

' guideline for the newly trained hospital administrator.

writing this manual, the MOH held several meetings to_discussb

approved po1j_cy deCiSions,;;;ffﬂ’“'5Y"

A second required part was job descriptions.pi?héééi@gfg%



prepared for some 109 hospital: JObS.V

B} . Management Systems

The installation of management systems{HC"j““"“

dispenses resources. A brief discriptionfo
installed follows o | o

Hospital Statistics

A system was installed to collect data, process the

data, and present it to health managers in useable form to;f

facilitate decisions. Various formulas were applied"t"‘

data to give an indication‘of hospital performancegfi

the indicators provided were
,E‘average length of stayﬁf
41birth rate

- death rate

- Cesarean secfio

ﬂ-ﬁratios of male/fd}ale

{gfmedical/surgical R

féfadults/childrenv
- patients/lodgers"

general/private outpati*n




continued on a monthly basis by the newdSwazi}hospital

admin1strator.i Besides local circulation within the hospital
the monthly analysis was distributed throughout the MOH,
Swaziland University, USAID, and private and missionary
hospitals.

Food Control and Preparation

Th1s function was completely reorganizeip ?Classes wereif

held in food preparation, a dieticianuwas assigned, and a
master menu was preoared. The staff tea function which has'yr

cost the hospital E 30 000 per year was placed on an

individual paying basis.l“'”'f’_ L s

| Swaziland College of Technology (SCOT), which ran a foodj
catering course-’conducted a- course at the hospital.?m,;y .
Food preparation, as well as food management, was presented.;;
This was very important as the hospital had no trained cooks{

A dietician was added to the staff and given responsibility

for the kitchen- analysis of‘patients needs ;and preparation 3

of special diets.; A master?menu was‘prepared'and the staf ;‘5

trained in 1ts proper a ‘upplemented by a»p,u

portion size chart ;enabled the_staff‘yo order the precise

quantity o”’food required:ﬁ It also served as a check on



Equipment Procurement -

A plan was formulated to govern the?procurement of equipment.

This was essentially a checklinu,which covered - the following

areas:

fisfthepitemﬁnOGioB§$£$£é?i

‘é Parts?

Once a11 the question Were  anawer

equipment purchased in the context of"an overalljmaster plan%f
of future hospital utilization.ryf

Basic Budgeting Procedures

It was determined that the Swazi hospitals would use a

very basic budgeting system more effectively than more |
sophisticated techniques. The system covered such questionsﬁ
_— . | : . | . , ,‘AA,, TR
j-that is the cost of a patient per day?
- What is the cost of cleaning the hospital per day? B
- How does a department (e.g. lab, x-ray, pharmacy) @o
: calculate its yearly costs?

This provided the MOH with information to determine how

much its costs to run thlihospital for a yearif‘



) areas as how to collect information to Justinya request tof”

the MOH for a certain amount of money. Theyapproved masterﬁi
menu illustrated this concept as it served to justify money ?
for food. All hospital areas for a simple, basic system .
were covered. .

Master Maintenance Plan

Maihtenance was. always a major problem in Swaziland:as?f

it was handled as a crisis, emergency type operation.imﬁdljfu

help change this condition a master maintenance plan forﬂthesi

hospital was prepared. Meetings were held with PWD officialsi

to discuss the plan.y The plan gave a listing of
maintenance according to priority and a suggested time;f
schedule. This did not solve but greatly hnproved theap
problem. PWD was happy that they could schedule knovn;,,
maintenance requirements and the MOH used the schedule‘for;

their budgeting.
Transport

This area also proved to be a continuing hospital
problem-—especially routine servicing and repair.p Tb help
solve the problem, scheduling charts were desiqnﬂd aud

transport personnel instructed in their use. CerL_in trips

were scheduled each veek at the same time and all hospitals

personnel were given the schedule '7This had the effec of:
reducing the number of requi“ . : h

turn helped improve maintenance b A}systemﬁto analyze‘usage

22



on a. monthly basis was installed. ThisVéysééhugrdviaéa\

information on vehicle utilization, driver utilization,::y

petrol used, and kilometers traveled by vehicle. This was>-7 .

very useful as it revealed several glaring discrepanctes that 7

were resolved.

Area Maintenance Plan -

The area surrounding the hospital was divided and

personnel assigned to each area. In this way responsibilityapg

for maintenance tasks could be determined. This greatly

improved the appearance of the hospital. Spec1a1 attention ;

was given to ﬁmproving security and appearance by repaving
the entrance and installing fences where needed.:

Inventory,Control

A system of inventory control covering both consumable

and ron-consumable supplies was instituted. This included
ordering, receiviny, storage, and issuing.e A training ;f -
outline was. drawn up and lectures given to all supply |
personnel. This training covered economical quantities‘to
order, when tu order, cost of supply storage, and various
issue strategies. This resulted in a substantial reduction
in the cost of supplies. | .‘

Waste Management

This system involved the calculation of waste ‘generated

by department and the separation of hazardousyfrOm. oxf

waste. As a result of this analysis it was known how many”

L,J



containers were needed so that the wan Council pick-up could,

be rescheduled, and hazardous <aste PrOPerly.disposed. w;a.w.;

Emergency Services

Emergency supplies were identified and stocked, ‘

ambulance drivers given a first:aid course;:and a triaje ;

system installed for outpatients:f‘l

hour call in the hospital. Radio contact was establisheduiv'h
between driver and hospital.

Counterpart Training

B Prior to the counterparts coming to the U.S.'for formalrs

training they spent a number of months in training at thejjg;:
hospital. A training outline was Formulated, R

approved by the MOH,,and lectures given to students,ﬁ' 1

aspects of the hospital were covered from basic organization}f
to computers. |

Hospital Administrator

Perhaps the most valuable accomplishment was the

implementation of the concept of the hospital administrator.

Prior to this time, hospitals were run by the physician inﬁ:

charge. By placing an administrator in the system, a more“

efficient and effective use of hospital resources was’p

implemented. The MOH is now committed to this concept}of
hospital management. A U. s’:i' i e A
is in Place in Mbabane‘andoitnl‘f-nﬂ ned that. more will ‘be"

trained.
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IIT. PROBLEM AREAS.

The project was not without its problemsf*

Discussions

were held ameng the MOH, USAID, and MSCI to address‘these 5

issues. In many cases no clear cut solutions were effected;
as the MOH had to make decisions on a new o:__fﬁfi:fﬁkﬁyw
The major problems are discussed below.

Lack of a Hospital Organizational Chart

An organizational chart for the hospital was never

approved.f One was submitted to the MOH by the administrator,

'however it was never approved or distributed. This resulted !

in no definite chain of command and responsiblities. o
Decisions were often made without consultation among top

managers.' Many of the decisions would later have to beff:*

retracted causing confusion among -the staff and workers

need for an approved hospital organization chart is still/anmij

issue.

Hosrwital Policy

above, However, there is stillfsome uncertainty in severa

areas. Revisions will be needed;tofdefine the hospital role}

within the system and to clarify intra hospital

relationships. Thls will“eJcritical to the

institutionalization C




o

Counterparts

For the first three years no counterparts were provide’ﬁmg

When they were finally identified, sufficient time was’not

left in the project for proper training. Though they'

received the planned U S. training, a year of on the;job“

training was to follow. This was not‘implemented.;_.dwn,

In addition the counterparts werezselected by

'? Establishments and Training. Random selection was used
rather than determining who was interested in hospital work
resulting in some inappropriate candidates for hospital |
administrator.

Budget Problems

Government financial laws precluded the installation offﬁ

proper, efficient, budget procedures. In fact, within the
LTMOH itself no budget procedures were in existence.‘ An effort
,}was made to install budget procedures in the hospitals a, ‘

‘;'discussed above.‘ ‘However the almost total lack of money,;f

;{?(e.g.‘no drugs, gasses, or supplies)"hindered‘th %f

‘>imp1ementation of the budget process.”mipi;iffljg Mnﬁiqg;pqg

problem.

Personnel

There are two majc

One, personnelatth

26



R

hospitalgoperations and*adminlstrative procedures.ﬁ~

maJorﬁpr0b1em could not be understood by those who must makefﬁv

'7j3Q‘1. Insure that what has been agreed to does nohyruniff

counter to the host countries"existing lawsi‘\

hhg; Insist on the’ host country fulfilling its agreement;@*

' ﬁw1thin a reasonable time frame.ﬁ

Extend the pro:ect until the goals in the project

paper are completed. In this case the pro:ect o

ended approximately one year short of projectvpaper;;

"completion of . goals.
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I ACCOMPLISHMENTS

II.

III}v

| “ﬁfSectors-§

i

' G.

lﬂﬁ'Development of District Health Team i
ff_Development of Medical Supply Delivery SYBtemutﬁﬁﬁ
f% Hlatikulu Hospital |

JCommun*cation Systems Developmenti

fCounterpart Training
?Development and Strengthening of Community Health\5
f f”Committees L e o ‘

RAVDEstablishment of District Health Offices

Development and Coordination of Medical Outreach

) _Program |

?Development and Distributix“frﬁﬁwiwﬁi1@E?Héaith;

10perations Manual

Present. Status'of Health Facility'Building and,
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‘fﬁéf ‘ Financial Management of:District Health ‘arrants f

‘fogi VDistrict Transport and(Fue: ‘Accountability Systems

Renovation

' collection

;ﬁln gUpgrading of Hlatikulu Hospital through Communityf

”i;fand Government Cooperation

‘‘‘‘‘‘

'ﬂﬁﬁ‘tFuel Accountability

4REC OMMENDATIONS
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PART I. - ACCOMPLISHMENTS

Whe Rural Health Serv1ces Administrator Advisor

concentrated on the. development of inf:'rastructure"2

procedures that have improved the organization and“operation”

of health services in southern Swaziland. o S
At present a logistical support system exists within B

the Shiselweni District to facilitate the delivery of health

care services within the district hospital catchment area.

Administration for the district has unofficially been

decentralized and has become the:pilot and showcase for the}gf

remainder of the country. The coordination of curative and . -

preventative health care delivery is beingfhandled(throughw
the newly created District Health Team}}made up of both
curative and preventative health workers. The creation of
the Rural Health Services Administrator (now known as the

District Health Administrator/DnA) post,

«establishes the

nerve center for coordinationuand,the; r'”“

management assistance to aniinterlock

care units.

A counterpart is trained‘anvkhmesentlyVo& rational.;
This counterpart will be responsible,fo ,th

institutionalization of developed procedures and‘

organization. The District Health OperationskManan s

written to assist with this process.,a

31



' PART. II. INITIAL OVERVIEW =

The first task undertaken by the DHA was to make an7

administrative assessment of the Hlatikulu Hospital

catchment area. It was noted that the district‘ ospital wasﬁﬂ

the administrative center for the Shiselweni}an} _alfﬁof:the;§

Lubombo districts.

With the transfer of the Hosp1tal Administrator to

Mbabane Hospital and the premature removal of the hospital ;f

secretary position, unresolved personnel, transport and

physical problems relating to the building, renovation,'”‘

upgrading and expansion of all health facilities throughout
the southern part of the country came to a standstill.‘;

“*y The Senior Medical Officer of the hospital,

traditionally in charge, soon found it 1mpossible to cope’onm?

the many problems needing attention. It vas at this po*nlyﬁh

‘assumed a portion of the responsibilities

,that the D”:

;ﬁdealing w1th hOSpltal administration and development.i-.

‘*,! During the assessment period it came to light that

"rural clinics and health centers were in a state of low ?,.

morale and structurally in need of major and minor repairs.?fg

Many had no access - to basic *tems such as potable water,_;fi

electricity,'sanitation¥and}a means of communication., All:f

o~
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supplies, equipment and basic needs, 1. e., firewood, coal,

kerosene. All of these shortcomings were,due_to a total o

lack of administrative control direction, coordination and f

personal follow-up.? Efficient transport use and logisticaliﬁ

Further health care = -

support systems were non-existant;p}

services development was impossiblevand health care servicesﬁ

in the rural areas were in a state of regression with little}

community involvement.~ At this stage of the project
counterparts were being recruited and assigned to Mbabane

Hospital for the initia1 stages of training.

33



PART IIJ. PROJECT GOALS

,A;}v Develop working relationships with District Health

Sectors

7rapport and a working relationship in order to'address‘h
district health needs in a cooperative manner., Throughﬁ
formal and informal meetings at the district level issues
. were. discussed which focused upon-i_

'(1) Cooperative planning 1n the delivery of health

care,

f(?ji;Assessment of cold chain or imunizat

ﬁf;jﬁstorage,

1135g:DeV91°Pment of. schedules for physician
pm'e,v1sitation-»3f

:”ff?:?}:

involvement°,and

<(7)EJWater and'sanitéﬁiéaffgéaéé
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Duewto:the rapport that has been developed at the

district “evel, the Mission, Private and Industrial sectorsv
‘have taken}on some of the responsibilities w1thin their
spheres of influence in order to help health care reach moreﬁ
of the rural population.
Some Examples of this are-d‘ e R
A(1) Health Record Keeping System has been standardized;
{;to incorporate Mission and Industry fac1lities._

i(ﬁ)ﬁ;Private physicians are beginning to cooperate withﬂ

the PHU by suppling statistics on . family planningfi
‘progress. They in turn, rece1v1ng contraceptives
forom government stores..;
i'i‘.”’(/‘3u)_;‘j\f"-v'_'l\ilission clinics are presently receiving governmentf
::physician visits on a scheduled basis and are now 5

| taking on a more active role in assisting in

'district development

broadened and strengthened‘ -

3<



B, Counterpart Training

| Upon assuming the role of DHA a counterpart training
,program was developed and submitted to the MOH for approval._
The program called for a rotation of counterparts between o

}the Mbabane Hospital Administrator and the DHA Shiselweni

Each counterpart wouldrs‘end,three months in each are_pg

‘understudying their respective Adv1sors in ‘_h

,semi-operational capaditY.ﬁi

' Problems arose when one counterpart died in a tragicfj

accident and another was found topbe unsuited due to a lack
of responsibility and motivation.v,

‘V#fThe‘remaining counterpart candidates left for training

,.S; only to return at the end of pro;ect{w'This 1ate

.ireturn%necessitated an extension of three months in orde,,to:

;5pr{vide an overlap period with the advisors.3

‘ ”h?ﬁPresently, in the Shiselweni District, the DHA post has
Aﬁbeen.officially filled and is an operational position. B

'VC;T, Development and Strengthening of Community Health

-Committees

The need for community organization, interest andn
participation became a major part of rural health
development. Earlier attempts at the organization health

committees encountered problems mainly due to:



f.(liu;A.lack‘of an administrative structure at district~ﬂe¥

livel that could assume responsibility and providepwﬁ
- 7}vmanagement assistance for development.
";7(?5b5A lack of an organized capability to provide

/?direct support and technical assistance forﬂ;

f community education to facilitate participation.ii
This resulted 1n a plan where by the DHA would have
'overall responsibility for health committee development
,throughout the district hospital catchment area including
Lthe creation of a District Hospital Board. It called for a.
“strong working relationship between health facility staff,tgﬁ

icommunity leaders, chosen health committee_members, and the

iDHA:Whoﬁwould represent the interests ofj,he District Health

}Team as well as the MOH.c,

The:methods used to ‘reach communities was,through ‘the

1‘) Structure community thinking towards understanding

;the need for Health Committee development and

jcommunity cooperation.
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2) elect members and officers to the local health -

,iﬁcommittees.

;'_ﬂintroduce the need and mechanicstfjfffffff""v“

~'money collection together_with the establishment_‘

| - ofa PrOPerly banked ; Heal‘t '
“';,fconrol-,.Lf‘“ S L
gigjfgidentify local health needs, Priorities, and to,f

HTV”itstimulate community initiatives for constructioni

"or renovation of health facilities.

Tb counter the lack of district support and technicyl

Qassistance for community education, the Health Education =

ﬁUnit was called upon to assist in the planning and

'

?implementation of a. strategy that.would strengthen communityﬁf

Acommittee participation.

This led to organized seminars where groups of Health

ﬁCommittees, together withft’,i

spective health7facility

istaff and local traditional healers, were introd

:(]); Problem solving techniques relating to communit”f

‘”‘;-participation or the lack of.

(2) Resources available for community deféldbﬁgu

(agriculture, PWD, MOH, other doners,,etc;g h

fnd under committeef'”



.@o(a)f,Group discussions on how d1fferent communities

%hanlle similar problems.

[QQ({)*ﬁDemonstrations on pit latrine construction, sprinr;

Mijiprotection, etc. f

{,ﬁ§$)fuLectures and demonstrations onQPublic.Health;

iissues and all health services;available;tOyrura

_fcommunities._

e The seminars are proof of the serious intentions of thef
)district health administration to work closely with local ﬂ;*

fgrassroots health committees. They have acted as a catalysti

lin encouraging community participation.

l""ff At present Hlatikulu District Hospital boasts of a ;"'
?dedicated functioning hospital board.” The members con31st”
}of Jlocal concerned businessmen and community leaders who
‘volunteer their time and take an active part in directing

'rospital and community development.j

The district hospital catchment area boasts of the mostf

ideveloped grassroots community administrative infrastructurei

iwithin Swaziland.n,

0N
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D.: Establishment of District Heaith foices

| Office space for three offices were negotiated by the'
: DHA and Postmaster of the Nhlangano Post Office. ’

| L Office furniture, equipment and telephones werev v
purchased out of the Hospital Clinics budget. ‘A post was
’}created to employ a secretary that will be shared by both
1»the District Health Administrator and District Health

;fInspector.

'At present, these offices are in use and an additional

coffice has been created for the DHA of Hlatikulu Public
,Health Unit. The reason for this is to have the DHA near
Lthe District Hospital until- such time as a hospital )
iadministrator takes over hospital responsibilities.xfj

ZfE;m Development of District Health Team

" To better coordinate district administration and healthj

fissues, a need developed to establish a District Health
%Team.

Members include"*'"

/}fDistrict Health Administrator;it

fb)jﬂisuo/ﬁlatikulu Hospital-
A:v_'c)}.Q‘k:v‘:MO/Sitobela Health Center;

”dj:?sDistrict_Health Inspector;
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;e)fj[District Pharmacist-'
?fiffiSenior Matron (District),

”ﬁﬁ’sister-in-charge Nhlanga"°?}

,?ps,sister-in-charge PHU.

‘At present, team members meet on a monthly basis‘vﬂ'xere“i

priorities for district developm’ ade, It acts: ¢
coordinating body between the MOH, otherfministries and

local community leaders., It is attempting to create a sense

of cooperation and teamwork with all available resources

(community, prlvate sector, mission and government) for the

improvement and development of health carc delivery at the
district level. |

F. Development of Medical Supply Delivery System to

Hlatikulu Hospital

Prior to the arrival of the DHA medication and medical?

~ supplies necessary for running a District Hospital'werewiuAi
delivered in a haphazard and incomplete fashion.v | “
The problem focused upon driver and transport
availability at Central Stores level. Orders were often -
filled by individuals unfamiliar with the proper handlingv

‘and descriptions of the various medications and supplies§§§

4|
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The solution to this problem was ‘to: choose a dispenser,ﬁj

at Hlatikulu Hospital Pharmacy who would obtain a gover 'fig
license, at the ‘same time negotiating w1th the MOH fo: “”
truck used solely for the collection of meotcal supplies at‘%;
Central Medical Stores (CMS) -

| At present the Hlatikulu Hospital Pharmacy’has(a
dispensur/driver and truck.‘ : | 3
Scheduled runs to CMS are made on a weekly basis.‘“ihis?i
has not only improved the morale in the hospital and D
Pharmacy, but has made it p0851ble to. maintain a reserve’ofAff
medical supplies and medication for district use and o

distribution.

G, i Development and Coordination of Medical Outr ac :if

~ Program | |
To serve the population beyond theﬁclinic catchment_

1iareas, a pilot outreach program was started for 8 avat;‘”

igchosen by”their population density and need.u

‘Schools were used to deseminate 1nformation to
:fhomesteads being served. Headmasters and teachers were
ffanxious to cooperate in this endeavor providing classrooms

Efand personal assxstance in organizing indoor facilities.
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Temporary transport was organized for carrying v

1mmunization supplies, medication,_soy powder and dry'milkf

a8 well as two public health nurses, one assistant'andfa o

driver. Upon arrival at an Outreach site, the nurse in

charge would give health talks on the need for 1mmunization,
good nutrition, availability of family planning information '

1and community responsibilities. Often, a health assistant -

hparticipated in discussing sanitation and water protection.
: At present, the Hlatikulu Public Health Unit Outreach
fProgram has become an. established service.u Permanent
?transport has been assigned specifically for outreach and
ffurther development of the kinds of services that can be
frendered to remote areas are under consideration. It has

'become a vital link to isolated areas.

'H. Development and Distribution of District Health

Operations Manual

The manual was developed- 1
i(l) To consolidate existing administrative

'responsibilities.'

qyfTo act as a comprehensive}referenc‘;f

hrﬁfTo reinforce the role of‘the Healt ;f

ngdministrator.

ys



T“’be utilized as a format and basis for future

R

development and change during the next
#administrative‘phase'of decentralization.5

Tb assess the manual's potential as an administrative "

tool, copies were issued to mission, private and governmentf

health sectors. All sectors praised the clarity and -

comprehensiveness of the document. A

A meeting was then arranged with the MOH Planning and ;;

Development committee. At the meeting the manual was

kreviewed and accepted with minimal changes.‘ '

At present, 30 copies have been distributed andg,wi;;
being utilized as originally envisioned. S

S Communication Systems Development

_ Barly in the project, a need was assessed to'eupand'andv<

i improve communications among the hospital, health centers,
tfclinics and mobile units. Expansion and improvement would
'Vmean 24 hour coverage within the hospital and that health

“;centers and;clinics would have access ‘to the . district -

4.4



Acting as liaison between STBC and communica"ion

technical personnel, the DHA arranged for the placementfiffﬁfﬁ
the district antenna at Hlatikulu.'

A radio communication base station‘whw”est blished atlai;

the district hospital, 1ncluding a staff paging systan‘?

Radio s were installed in designateduhealth'centers and

clinics, as wellfasfpuhlic health mobile;units involved with
outreach work and ambulances on call. To further improve‘f?
communication, applications were made to Post and
Telecommunications to install telephones in health |
~faci11t1es where ever possible.lv_ , 7 |

hfiﬁi At present, the Hlatikulu Hospital catchment area has a
;fully functioning communication system which has, as a

fresult, greatly improved morale of rural staff by m1nimizing_

ithe feeling of isolation.

Jd;’h Initiate District Health Facility Construction and

‘Upgrading Utilizing Community ‘and Government Resources

Upon completion of the district health facility
assessment by the DHA, areas were chosen where new health
facility construction would take place and older facilities
would be upgraded to improve their access to water,

electricity, sanitation and an ongoing maintenance scheme.hﬁ

Major factors in considering an area were communitybf

interest, motivation, and participation.v
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The period 1982 83 witnessed the formation of the

”Rural Clinic Building’and Renovation ProJect” 5 It was
responsible to - the MOH but had offices in the Ministry of
Power Works and Communication (PWD) During this period, *,

the project manager and counterpart worked closely with the ?

DHA to develop a format and strategy for involving local
communities. (The prerequisites are noted in Sectioan of
the District Health Oper tions Manual )

The DHA would play a maJor coordinating role within the
district to: |

(1) Assist in the development of a communityiﬁ{t

‘tr-nfrastructure - Health CommitteeAand Fund%i
;(2fjf1ntroduce and eXPlain the role and tﬁ:a ~»“-~v:»:~
of the community in assisting in their,ownhﬁy

“development.

;(31}‘Introduce the Rural Clinic Building and Renovatioh‘x

J‘P1oject to. the community as’ well as other

fftechnical advisors, i e., water, sanitatio

4 “*"Fo11ow-up on progress of project, a“d“"“aise

ilbetween community and government‘when specificw

“needs arise.n'““"
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(5) Be administrativeiv responsible’throiah the

‘District Health Team for all health facility

f;dévelopment;

‘Present Status of ﬁeaitﬁTEAéif££§:Bﬁiidiﬁ&%éﬁdﬁ

Renovation

There are four brand new clinics under’ cohstriction:

1. Jericho; 

2 et
3. Mashobeni;
H54, ﬁﬁkézeﬁéi1e.
o clinics have heen concvated and upgiededs
e
.12;;ffuahiandie;‘
_f3; ’:ﬁﬁ1osheni;

4. zombodze.

. Two clinics were replaced with ones:having an improved:
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Two clinics are in the process of being replaced with
an improved design-'
1 Sinceni;
'f2 Lubuli.

fTwo new HealthLCenters are under construction-f

j'; Matsonjenw,g
i“%’ Nhlangano. ;a
Three clinics are in the process of organizing
replacement atructgreai(improved design):‘
1. Lavumisa; | |
'2;” J. C I.;
ﬁ3¥:f Gege.i
Vxﬁlatikulu nospital“ie,undergoinc“renonationlq
.{Community participation and the local collection of‘f
funds- by the various health committees have advanced the

Hlatikulu Hospital catchment area to the forefront oﬁ health

and community.development,



L. ﬁpgrading'DistriCttﬁealth Record keeping‘and Data“ j

Collection

' The changeover from the old health data collection -
systan to the patient retained model was accomplished in the

Hlatikulu Hospital catchment areaiinrcolaboration with the

MOH Statistician.l_This system is.presently operational and&f

has improved data collection as well as drastically cutting f

down on administrative work for health staff.vr~

M. Apgrading of Hlatikulu Hospital through Community and -

Government Cooperation

With the emergence of a hospital board made up of local? )

businessmen and government officers, meetings were arranged;

to discuss strategies on. how to address the rapid structuralfv

deterioration of Hlatikulu Hospital. The local community |

together with board members, government“officers and

hospital staff organizedﬁand staged;various} und raising

projects, the proéeeds of which went for hospitalurepair%and%

expansion projects.

Some Examples are-*

tjjﬁgfnepair and replacement ofwroofs.:
“é?f/wReplacement of,b ok n . w dows and doors.’
ﬁ?i' Construction of‘workshops,‘TB examination and

treatment

AG
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:,aﬁﬁé*? dutyistations forfnurses?and‘storage space for

fﬁpharmaceu;icals,and me,ical equipment.i,

©4)  Purchase of medical instruments and equipment.’
5)  Purchase and installation of hot water geysers..

“djlh«Work begun on the expansion of the: maternity ward and the

building of a new outpatient unit.:

iThe cooperation between the community, donor agencies, local

and central government, proves that, 1f organized'properly and

administratively directed and supported, communities are an a0

invaluable and willing resource.,s i

N{j"FinanCial Management of District Health Warrants
| Financial management was. shared between the Senior Medical

‘Officer and DHA. Responsibilities focused on the-

Vklﬁa éégagéi?;
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Monitoring‘of budget activities‘andfaccounts officers

whichvis&essentialﬁin order toﬁneutralize the traditional

overshadowing effect of the Senior Medical Officer.e

o. _:District Transport and Fuel Accountability Systems
The duties of the District Transport Officer are presently aiﬁ
function of the DHA. This includes both the procurement and

effective use of transport at district level.

: Decisions on use and type of transport needed for the variousf
’?health sectors are made in coordination with the District Health
;fTeam. The DHA, when a team decision has been reached, makes a

'fformal request with Justification to the MOH, with follow-up. .

Fuel Accountability |

With the withdrawal of the Fuel Coupon System by the Ministry

ﬁof Transport, it was decided that: the accounts section would monitor

‘dfuel consumption and costs. Presently the DHA'has the added -

responsibility to make spot checks to insure atyproper accounting

procedures are maintained

T



PART IV.

RECOMMENDATIONS -

With the development of community infrastructures and

continued motivation, the coordination and provision of -

management assistance to an interlocking complex of health

care- facilities has been accomplished A few

recommendations are”noted here to. further reinforce, and e

expand the role ofithe District Health Administrator-gy#izf

”“ﬁfE;The Hlatikulu Hospital catchment area 3h°“1d be

_administrative capability.‘ Coordination;:”‘ywpp

:5monitoring and evaluation of health proj“ s

ﬁutilized as a model for the decentralization *rat
3health administration at the district level;p:.-.

.j?f&)*rﬁew and relevant health Pr°jeCtS'shouia~bé‘f

;instituted in the Hlatikulu Hospital catchment

: area because of the districts' unique

are.

{ipossible at a local level.

’;Implement a functioning, reliable Health Educati J'é

Unit at district level.; (This cannot be
overemphasized ) without this very necessary

resource, much which has been gained, can quickly

be lost. Without educational follow-up

gz
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| infrastructures and systens vesken and eventually.
atsappear.

areas:;

| ‘::f:ji;Health care for the aged
g(ffflﬂealth care for the disabled

,(3)”_0ccupational health dangers and issues

'(4) Strategies for dealing with the deaf, blind7and‘retarded iz

(5) Strategies for youth education, i. e., drug abuSe,

diseases, development of local youth centers,tgpfr},

‘One'last‘comment has to do with follow-up on the Health
Administrator position itself. Follow-up can take the fomm of

periodic discussions with those administrators already in an hlf-

operational role and those who are newly trained or about to ei,

trained.;,

| The newness of the Healtn Administrator concept necessitates
keeping updated and in touch in order to maintain a running account
on new developments and problem areas. Follow-up must be continued
until the Health Administrator role and position is securely

entrenched."i
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