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1 ........... USAID MISSION TO MOZAMBIQUE
 

U. S. POSTAL ADDRESS RUA FARIA DE SOUSA, 107
MAPUTO.I MAPUTO. MOCAMBIOUE
U. S. DEPARTMENT OF STATE CAIXA POSTAL. M
WASHINGTON. D.C. 2O .2330 TELEX: 6-180 USAID MO 

TELEPHONE: 40726. 491689. 744484 
FAX: 420M 

ACTION MEMORANDUM FOR THE DIRECTOR 

Date: 22 January, 1991 

From: Mary Pat Selvaggio, HPN
 

Subject: Amendment of Pilot Child Surivival Proiect (656-0207)
 

A. PROBLEM: Your approval is required to: a) amend the
 
Project Paper by adding a supplement, and b) revise the
 
amplified project description of the Project Grant Agreement.
 

B. BACKGROUND: The Pilot Child Survival Project was
 
authorized in June 1989 with a LOP funding of $800,000 and a
 
PACD of December 31, 1991. Funds were obligated through a -

Project Grant Agreement with the Government of Mozambique (GOM)

in June 1989. A buy-in to an existing cooperative agreement

with John Hopkins University (JHU) and a cooperative agreement

with Medecins Sans Frontieres, France (MSF) were then executed
 
for purposes of project implementation. Additional funds were
 
reserved for USAID-managed activities including project
 
management, procurement of commodities and contingency.
 

During the initial year of project implementation, the project

team (consisting of JHU, MSF, USAID, and the MOH) decided to
 
emphasize two principal areas of emphasis, epidemiology/health

information systems (HIS) and training/supervision, in order to
 
better meet the needs and priorities of the Ministry of Health
 
(MOH) as well as to achieve the project purpose. A workplan

describing the specific activities within these two components
 
was submitted to USAID and approved by the mission in July 1990
 
(ref: PIL No. 7).
 

Following difficutfies experienced during the first year of
 
project implementation, MSF determined that it could not
 
continue to be involved with the project. Through the PP
 
supplement, MSF responsibilities for implementing the
 
training/supervision component are transferred directly to the
 
Ministry of Health's own in-service training center (Centro de
 
Reciclagem) based in Quelimane, and funding is reallocated to
 
JHU for support to the Centro for these activities. The air
 
transportation gap created by MSF's withdrawal will be filled
 
through a direct contract with a local air charter service.
 
The attached PP supplement and revisetl Amplified Project

Description describe the reallocation of these responsibilities
 
and funds.
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C. DISCUSSION:
 

1. Project Goal and Purpose: The goal and purpose of the 
original project paper remain unchanged. 

2. Funding considerations: No additional funds are
 
required to implement the project as revised. The
 
cooperative agreement with MSF was terminated for
 
convenience by mutual consent of USAID and MSF, and
 
unexpended funds hive been reprogrammed within the project
 
budget.
 

3. Implementation Capability: It is the opinion of the
 
Mission that both the MOH and JHU can undertake the
 
additional responsibilities required under the revised
 
project implementation plan. A contract will be entered
 
into with a local carrier to provide required flight time
 
to ensure effective implementation of the
 
training/supervision component of the project.
 

4. Approvals: All required Mission approvals have been 
obtained, and this Action Memorandum has been cleared by 
the Regional Legal Advisor. 

D. YOUR AUTHORITY: State 143941, dated May 5, 1990, accorded
 
USAID/Mozambique Schedule A status. Pursuant to DOA 551 you,
 
as the Mission Director, have the authority to execute the
 
actions requested in this Action Memorandum.
 

E. RECOMMENDATIONS: That, for the reasons outlined above, you 
approve a)the supplement to the Pilot Child Survival Project 
(6S6-0207). and b) the Revised Amplified Project Description of 
the Project Grant Agreement, and indicate such approval by 
signing below, on the PP face heet, and on the attached PIL, 

Approved: 

Disa'proved 

Date:,( " 



GLOSSARY
 

ARI Acute Respiratory Infections
 

CDD Control of Diarrheal Diseases
 

CR Centro de Reciclagem (Training Center)/Quelimane
 

EPI Expanded Program on Immunization
 

GOM Government of Mozambique
 

HIS Health Information System
 

JHU Johns Hopkins University
 

MCH Maternal and Child Health
 

MOH Ministry of Health
 

MSF Medecins Sans Frontieres
 

ORS Oral Rehydration Salts
 

ORT Oral Rehydration Therapy
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I. PROGRAM FACTORS
 

A. INTRODUCTION
 

This Project Paper (PP) supplement describes changes in project

activities and implementation from those noted in the original
 
PP authorized on June 30, 1989. A change in 
focus results from
 
experience gained through project implementation and newly

defined Ministry of Health needs arising from project-funded
 
activities. To better meet the priorities of 
the Ministry of
 
Health anid the overall purpose of the project, the Pilot Child
 
Survival Project narrows its focus to emphasize two principle
 
areas: Epidemiology/Health Information Systems (HIS) and
 
Trainini:I/Supervision. This PP supplement describes these two
 
components and corresponding changes in implementation

responsibilities between*Johns Hopkins University and the
 
Ministry of Health. For these modifications, no additional
 
funding is required.
 

Both the Epidemiology/HIS and Training/Supervision components
 
are designed as operations research or "test's of the efficacy
 ° 


of strengthening the delivery of 
primary health care services.
 
Consistent with the original PP, the revised project is a
 
series of evaluations leading to information on the most
 
appropriate way of delivering health care 
which effectively
 
reaches the target population residing under insurgency
 
conditions in rural Mozambique.
 

The Epidemiolody/HIS component is designed to determine the
 
nature and extent of specific clinical and managerial problems
 
among rural populations and rural health facilities. It also
 
seeks to improve the'operation and usefulness of the Ministry

supervisory and Health Information systems (HIS) by improving
 
the collection, accuracy, analysis, and use of clinic based
 
health data from the district to provincial level.
 

The Training/Supervision component is identified by the MOH and
 
project staff as a viable means of strengthening the rural
 
primary health care system through in-service training and
 
follow-up supervision of district PHC workers. Accordingly,

this PP supplement includes new activities for refresher
 
training at the district level.
 

Originally, the Training/Supervision activities were to be
 
implemented by Medecins Sans Frontieres, but their withdrawal
 
from the project has necessitated a re-organization and
 
re-allocation of responsibilities for this component. The
 
Provincial MOH in 
Zambezia will take primary responsibility for
 
implementing this component through 
t 'e Centro de Reciclagem
 
(CR) in Quelimane, with support form Johns Hopkins University
 
(J Ll -


This PP supplement is organized to provide a review of 
the
 
overall health problem in Mozambique, a descriptioQ of the
 



revised project activities, changes in implementation
 
responsibilities, and a revised logframe which reflects changes
 
in inputs and outputs from the original Project Paper.
 

B. REVIEW OF THE PROBLEM
 

Recent data indicates that infant and child mortality rates in
 
rural Mozambique during 1988 are the second highest in the
 
world after Angola. the infant mortality rate is estimated at
 
172 per 100 live births (UNICEF, 1990). The most common causes 

_.oj child death continue 
prevented and treated: 

to be diseases which are easily 
measles, malaria, infectious diseases, 

and diarrhea. 

The overwhelming majority of Mozambique's population live in
 
rural areas under conditions similar to those of Zambezia
 
Province. Despite a reduction in war activity in rural
 
Zambezia, the disastrous state of health conditions and health
 
facilities throughout rural Mozambique makes it necessary to
 
focus efforts there. MOH statistics distinguish between
 
populations who live in the relative normalcy of 
an urban
 
environment with access 
to some social services, and those who
 
are displaced or continue to live in areas affected by armed
 
insurgency. In Zambezia Province, where family life has been
 
sbverely disrupted, the incidence of morbidity and mortality
 
among mothers and children is much higher thai normal.
 

Child malnutrit ion is rampant in Zambezia-and coverage of the
 
Ministry's Expanded Program of Immunization (EPI) and Control
 
of Diarrheal Diieases (CDD) services is limited. Analysis of
 
data derived from the project baseline survey in Mocuba district
 
found among children under five years of age widespread clinical
 
evidence of malnutrition (43%), anemia (97%), malaria (16%), and
 
hookworm infections (15%). Also children reportedly recently
 
suffered from fever (70%), diarrhea 
(53%), and/or other symptoms
 
of acute respiratory infection (ARI) (41%).
 

Low coverage of child survival services reTiecs tne nign
 
incidence of preventable or easily treatable diseases and 
low
 
utilization of hea.lth facilities. Only 17% of children in
 
Mocuba were fully immunized, only 36% of the mothers knew how
 
to 
prepare ORS, while only 38.5% understood the purpose of
 
growth monitoring. Finally, maternal morbidity, an often
 
neglected risk 
factor related to child survival, was found to
 
be seriously high in terms of anemia, malaria, 
and other
 
parasitic infections.
 

While most rural health clinics have the basic technologies to
 
delivery orimary health care (vaccines, ORS, essential drugs,
 
and growth monitoring scales are generally available), poor
 
management of these resourr s is severely constraining the
 
Ministry's ability to effectively expand coverage. Further
 
strengthening of service delivery through 
better training,
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management, supervision, and data collection is imperative to
 
more effectively address the institutional weaknesses in the
 
health care system. If services are better delivered, child
 
health presumably improves.
 

C. GOVERNMENT POLICY
 

Following independence in 1975, Mozambique established a
 
nationalized health care system with the 
intent of developing
 
broad-based primary health care. Indeed, 
the new Constitution
 
contained a number of 
articles dealing with the principle of
 
health for all citizens. The 1977 FRELIMO Third Congress
 
espoused a commitment to preventive medicine as a priority of
 
the Ministry of Health which was followed by a strategy of
 
expanding the network of 
health care posts and health centers
 
while stressing preventive and rural health.
 

The GOM continues t-. show strong commitment to improved
 
maternal and child health. The Ministry of Health includes
 
among urgent immediate needs of Mozambique reducing infant and
 
maternal mortality, improving basic nutrition, and refugee and
 
emergency health. Some of the Ministry's specific short-term
 
planning objectives evident of this commitment are:
 

to continue to give priority, whenever possible, to 
the
 
rural zones and areas most affected by disaster;
 

- to maximizd efficiency of all facilities, coordinate and 
mobi'lize resources at the national and international levels 
in order to' increase the Government's capacity to achieve 
these goals; 

- to maintain priority for training, especially in-service
 
and informal training; and
 

Despite the Ministry's correct policy intentions and efforts to
 
extend basic health care into rural as well as urban areas,
 
coverage continues to be inadequate due to shortage of trained
 
health care providers and reduced availability of budgetary
 
resources to manage and support these personnel. The Child
 
Survival Project, 
as revised under this PP supplement,
 
corresponds to the Ministry's priorities and constraints by
 
assisting with refresher training of district health personnel
 
and their supervisors, and by more efficiently utilizing HIS
 
data to measure the efficiencies and effectiveness of rural
 
services.
 

D. PROJECT PROGRESS TO DATE
 

The Pilot Child Survival Project was originally implemented by
 
two entities to meet the projects goal 
and purpose - Medecins
 



Sans Frontieres (MSF) and John Hopkins University (JHU).
 
Implementation began in 
1990, and numerous start-up activities
 
were begun. A survey was conducted among dislocated and more
 
permanent residents of Mocuba district, district level 
training
 
activities were designed, and several 
JHU consultancies were
 
completed. However, project implementation suffered several
 
unavoidable delays and setbacks since the project agreement was
 
signed on June 30, 1989: JHU was only able to 
field the project
 
Epidemiologist in late January, 1990; registration of MSF as an
 
AID authorized PVO was also delayed six months; 
MSF experienced
 
a series of staff changes which culminated in their withdrawal
 
from the project_ in July 1990.
 

Despite these delays, progress has occurred in project
 
implementation. A project workplan was developed and approved
 
by USAID which identified the strategies for H S/Epidemiology
 
and Training/Supervision and which provides details on 
exact
 
activities in these components (see section II.B. below for
 
further explanation). JHU consultancies were 
conducted on
 
clinic management and clinic operations to better define
 
constraints to service delivery. A new 
national supervisory
 
checklist was designed by the Ministry of Health (with input
 
from JHU consultants) and will be field tested under the
 
project prior to implementation throughout the country. A
 
population-based health survey was conducted 
in the district of
 
Mocuba in June 1990, and data analysis and the survey report
 
were completed in November 1990. 
 Also, the projec'
 
epidemiologist was requested by the MOH/Quelimane to assist in
 
analyzing data 'during the recent cholera outbreak in 
Zambezia
 
Provinrc-e
 

Based on the trainino and supervision constraints identified in
 
project implementation, a JHU training consultant assisted to
 
prepare guidelines for in-service training at the district
 
level (vs. provincial capitals). These guidelines will serve to
 
extend and decentralize refresher training from the Ministry's
 
training institute in Quelimane (Centro de Reciclagem) out to
 
the four districts where the project is being implemented.
 

All computer commodities for 
the project have been delivered,
 
and the vehicle and Vitamin A capsules are ordered for delivery
 
later in 1990. Finally, a USAID-based project manager was
 
recruited to monitor project implementation and procure
 
commodities.
 

In July 1990, MSF withdrew from the Project due to its
 
inability to 
fully integrate the project's more long-term
 
development activities with its ongoinq 
relief and emergency
 
activities. As described below, the project's training/
 
supervision component will be transferred directly to the
 
Provincial MOH in Zambezia Province coordinated by JHU field
 
personnel.SpeLific details of the project's two major
 
components (Epidemiologv/HIS and Training/Supervision) which
 
are now emnhasized as a result of experience gained in project
 
implementation are found in Section II. B. below
 

-4



II. PROJECT DESCRIPTION
 

A. GOAL PURPOSE
 

The goal of 
the Pilot Child Survival Project, as stated ih th=
 

original PP, 
is to improve child health and survival in
 
Mozambique. This goal continues to be relevant within this PP
 
supplement.
 

The purpose of the Project, is to develop and test, under
 
insurgency conditions, replicable and cost-effective measures
 
to reduce infant and child morbidity and mortality. This
 
purpose continues to be relevant within this PP supplement.
 

B. REQUIREMENTS FOR AMENDMENT 
- REVISED PROJECT ACTIVITIES
 

Consistent with the original Project Paper, the project
 
continues to focus on service delivery of three major child
 
survival interventions: immunizations, diarrheal disease
 
control, and nutrition (growth monitoring and vitamin A
 
supplementation). Support to service delivery, namely health
 
information systems (HIS) encompassing statistical reporting
 
and special surveys, are also retained as major project
 
activities under this supplement.
 

Also consistent! with the original PP, operations research
 
continue to be the primary mechanism for addressing improve
ments in EPI, CDD, nutrition, and HIS. Constraints to service
 
delivery and HIS are'identified through surveys which are then
 
the basis for designing strategies to improve these services.
 
These strategies are "tested", under difficult and/or
 
insurgency conditions, to determine their utility and eventual
 
replicability in 
other parts of the country. The strategies of
 
Epidemiology/HIS and Training/Supervision, described in 
more
 
detail below, were identified as major areas for improvement of
 
MCH services based on the initial assessment and further
 
experience of 
the project team during project implementation.
 
The Project also continues to concentrate on service delivery
 
at the district level in four districts of Zambezia Province:
 
Alto Molocue, Mocuba, Gile, and Chinde. 
 The last two districts
 
are new geographic areas for project activities, substituting
 
(at the request of the Ministry of Health) for lie and Gurue
 
which were targetted in the original PP. 
 Both Gile aind Chinde,
 
like the other districts, have experienced a large influx of
 
refugees over the last four years.
 

The 4oliowing is a discussion of the changes in project focus
 
which gave rise to the two project components and a discription
 
of the logistical and administr-ative support requirements
 
necessary to facilitate their implementation.
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(1) Traininq/Supervision at District Level
 

When the Training/Supervision component was 
initially conceived
 
and designed, MSF had primary responsibility for implementation
 
in conjunction with the MOH and JHU. 
Under MSF direction, a
 
training manual and curriculum for district training 
were
 
developed with assistance from a JHU consultant. With MSF's
 
subsequent withdrawal from the project, several options were
 
considered for continuing Training/Supervision activities: (a)

involving another NGO to 
assume MSF's responsibilities; (b)

transferring implementation responsibility directly to the MOH
 
and Centro de Reciclagem; oF-c) transferring this component to
 
JHU. Due to 
the difficulties in orienting new organizations or
 
staff to the project in view of the limited 
time remaining,

option (b) was viewed as 
the most expeditious and effective
 
means to implementing this component. 
The Ministry of Health
 
concurs in this decision (see Annex B) and is prepared to
 
proceed within the four 
target districts in carrying out
 
supervisory visits and district 
level training. JHU will assist
 
the Ministry through providing administrative and periodic
 
technical assistance.
 

A more detailed description of the training and supervision
 
activities to'be implemented follows.
 

(i) TraininQ
 

Although the or'.iginal Project Paper described limited funding

for occasional training courses, 
the need for on-going, in
service training as a major project activity was not antici
pated. Rather, on-the-job supervision, instead of more formal
 
training courses, was expected 
to be used as the "training"

mechanism to improve service delivery in the 
technical project
 
areas of EPI, CDD, nutrition, vitamin A, and HIS.
 

However, based on the results of 
two JHU consultancies and
 
development of the project workplan, the 
project team (MOH,

JHU, and MSF) determined that regular, in-service training at
 
the district-level 
was critical for improving MCH service
 
delivery and HIS. On-the-job supervision as the primary means
 
to improving service delivery could not succeed because:
 
a) there are limited numbers of 
supervisory staff in Zambezia
 
Province; b) logistical difficulties in traveling frequently
 
to 
the districts render on-the-job training (through more
 
intensive supervision) difficult; and c) supervisory skills of
 
these individuals are 
very weak and would require substantial
 
strengthening 
fbr effective on-the-job training. Furthermore,
 
because the Ministry's personnel 
system lacks clearly defined
 
job descriptions for 
those currently holding supervisor%/
 
positions, considerable confusion exists 
over specific supervi
sory -esponsibilities of provincial 
and -district level staff.
 
Consequently, it was concluded that 
improved supervision alone,
 
as a means of providing on-the-job training, was not an
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effective means to upgrading child survival services in 
the
 
districts.
 

In service training, however, was identified as critical to
 
upgrade and strengthen the skills of nurses and health staff at
 
the district level. Many of these individuals received "ormal
 
training more than 
four years ago and their skills are
 
considerably less extensive than recent graduates of MOH
 
training institutions. Moreover, as the "frontline" staff who
 
offer medical assistance to the majority of rural populations,

often without basic support and assistance of other health
 
personnel,_there is even 
greater need for regularly upgrading

the preventive and curative skills of district health personnel.
 

Indeed, the need for refresher training was recognized more
 
than five years ago by Save the Children Fund and the Ministry

of Health, who responded by establishing a provincial

in-service training institution in Quelimane - the Centro de
 
Reciclagem (or Refresher Training Center). 
 As discussed in
 
Annex D, the Center has conducted many courses for provincial

health workers in Zambezia Province since 1986. Recently,

however, both the Center and the Ministry of Health identified
 
the need to decentralize the Center's training activities
 
toward the districts themselves. The central problem noted by

both, as well as the project team, is that the participants

rarely transfer their new found skills and knowledge to their
 
colleagues in 
the districts following attendance at training
 
courses in Quelimane. To address this constraint, the Ministry
 
is embarking on a series of district-based training courses to
 
promote more effective service delivery. 
 The project will
 
assist the CR ih decentralizing their activities in the four
 
districts where the project is located.
 

Annex D describes the Center's decentralized refresher training
approach - that is, training former participants in teaching
methods and then helping these persons effectively transfer 
their technical skills to their colleagues. Each district
level course is five days in duration followed by a monitoring
visit from the Center six weeks later. The emphasis of the 
district level 
training course is on MCH (EPI, CDD, nutrition,

HIS, as well as family planning and ARI) and community level
 
education. The approach and content of 
the district level
 
training is consistent with the goals and objectives of the
 
Project, and as such, the project will provide the Center with
 
support for conducting district level training in the project
 
areas. Because one district level training course has already
 
been conducted in Alto Molocue without project funds, 
the
 
project will fund the costs of conducting district level
 
training in the three other districts. 

One new feature cf the trairing courses conducted by the CR in
 
the four project areas, distinct from those conducted elsewhere
 
in the Province, will be the inclusion of additional follow-up

monitoring visits. The Center and Project team have noted the
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need to monitor more intensively the impact of district level
 
training, but scarce resources 
for air travel and personnel
 
have precluded more than one follow-up visit. To test whether
 
the investment in district level 
training will be sustained for
 
the long-term, more 
frequent, regular follow-up visits to the
 
districts will be conducted under the project with support from
 
JHU. Additional personnel and funding for air travel 
is
 
provided for this purpose.
 

(ii) Supervision
 

As prescribed in 
the original Project Paper, strengthening
 
provincial-to-district supervision remains in 
the project,
 
although it now serves as 
an extension of decentralized
 
training. EPI, CDD, nutrition, and HIS managers based in
 
Quelimane will accompany Centro de Reciclagem staff in providing

follow-up support and supervision to the district trainers and
 
their trainees. CR staff will 
focus their follow-up visits on
 
community education while program supervisors will examine
 
service delivery and clinic management.
 

In addition, within the four 
target districts, the project will
 
test both a 
new MOH supervisory checklist and the implementation
 
of new vitamin A protocols. As described earlier, JHU
 
consultants provided input into the development of 
a new
 
supervisory checklist. 
This checklist will be field tested
 
with support of the project and recommendations will be made to
 
the MOH for finaelization and implementation nationwide.
 
Vitamin A protocols were developed by 
the MOH, but are not
 
widely or effectively implemented. Accordingly, the project

will assist in the more expansive implementation of this
 
program and make recommendations to the MOH for possible
 
modifications in 
program management.
 

Project support for enhanced supervision will be provided
 
through funding air travel of MOH/Quelimane supervisors to the
 
four target districts for conducting supervisory visits. Data
 
derived from the checklist will be incorporated into the
 
provincial level HIS database in Quelimane (see section on HIS
 
below) to assist the MOH in identifying further areas for
 
improved service delivery - either through better supervision,

additional 
training, or improved administration. Recommenda
tions will also be made to MOH/Maputo on the utility of the new 
checklist and the need for any modifications prior to final 
distribution nationwide. 

To fill the logistical and technical 
support gap created by

MSF s withdrawal, and 
to support the Ministry's efforts in
 
imolementing the activities in the Training/Supervision 
component, the project will fund: (i) air transport to the 
districts through a contract with a local organization; (ii) 
support for the production of additional training materials;
 
(iii) the salaries of locally-hired logistical and
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administrative staff; and 
(iv) additional consultancies from
 
JHU to the MOH for implementing this training/supervision
 
component. Funds provided to JHU will 
be utilized for the
 
costs of additional materials production as well as additional
 
staff for follow-up monitoring visits. The nature and extent
 
of this support is described in section (3) below.
 

(2) Epidemioloov/Health Information Systems (HIS)
 

Activities within this component include conducting special
 
surveys of health status and clinic operations; developing a
 
supervision database as a management tool for decision making;
 
and improving the district and provincial level health
 
information systems. All these activities 
are integrated with
 
the Training/Supervision component so as to maximize
 
achievement of project outputs and 
use of project inputs.
 
Johns Hopkins University is responsible for implementing the
 
activities under this component.
 

Within the original PP, an epidemiologist from JHU was funded
 
for one year to assist in carrying out a baseline survey of MCH
 
services at 
the clinic level in the four target districts. The
 
original intent of this clinic-based survey was to obtain
 
sufficient information on clinic level management and
 
operations so as to design strategies for 
improved service
 
delivery. However, prior to the epidemiologist's arrival in
 
January 1990, two JHU consultants conducted separate qualitative
 
reviews of clinic operations in the target districts. Their
 
conclusions gave rise to 
the decision to pursue in-service
 
training and supervision at the district level. The results of
 
these two reports ar6 being aggregated into a single analysis
 
of clinic operations and management in Zambezia Province.
 

Rather than duplicate the clinic-based assessment undertaken by
 
the JHU consultants, and to respond to the the information
 
needs of the MOH, the epidemiologist determined that a
 
population-based demographic and health survey 
was required.
 
Although not originally anticipated in the original Pr the
 
paucity of reliable, population-based health information in
 
Mozambican communities (upon which clinic services are based)

justified the inclusion of this activity in the project.
 

Conducted in June 1990, this community survey provides data on
 
utilization and access 
to MCH services as well as estimates of
 
risk factors affecting child survival (anemia, malnutrition,
 
diarrheal disease, ARI, malaria, and 
intestinal parasites).
 
Additional demographic and socio-economic data regarding child
 
mortality and fertility rates; 
household size; migration; and 
access to food, wJater, and saritation resources were also 
collected. The sample of 2,160 women and ch;ldren in Mocuba 
reflects the various socio-economic groups present in rural 
Mozambique - recently arrived rural refugees (deslocados); more
 
settled deslocados; and wa affected town residents
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(affectaoos). The final results of the survey were submitted
 
to USAID and the MOH in November 1990
 

A similar, but smaller, sample survey is planned for th..
 
peri-urban areas of Quelimane. This survey, to be conducted in
 
March 1991, will further delineate those MCH problems affecting
 
peri-urban populations groups a- compared to the more rural
 
groups noted in the Mocuba sample.
 

Aside from the clinic assessment and the community surveys
 
described above, additional survey work on effectiveness of
 
district health personnel and services delivery will be
 
collected through focus group discussions among health workers
 
and from the supervisory checklist.* The focus group information
 
will be gathered during the district-level training sessions
 
described above.
 

Finally, JHU will assist the MOH in Quelimane to develop an
 
overall strategy report based on information collected from the
 
special surveys, the supervision database., and from the district
 
level HIS. This report will provide definite recommendations
 
for appropriate interventions, for the further development and
 
implementation of supervision and health information systems,
 
and for long-term MCH and MHC programming.
 

Implementing these Epidemiology/HIS activities requires an
 
extension of the project epidemiologist for one additional
 
year. Extra JHU consultancies will also be required to assist
 
in implementatian.- Finally,- to fill the support gap created by
 
MSF's withdrawal, additional funding to JHU will be provided
 
for logistical support to the Epidemiologist and JHU
 
consultants. These are further delineated in (3) below).
 

With MSF's withdrawal, a significant logistical/administrative
 
gap exists in implementing project activities. Secretarial and
 
communications support, air travel, logistical assistance, and
 
technical oversight for the supervision/training component was
 
provided by MSF to the MOH, the Epidemiologist, and JHU
 
consultants. In order to sustain project implementation, thesi
 
services must continue for both the MOH and JHU to facilitate
 
project implementation. Accordingly, the project will provide
 
funding for (i) air travel to the districts, (ii) logistical
 
and administrative support,and (iii) production of training
 
materials. A detailed breakdown of these and other project
 
costs is provided in the Revised Financial Plan (see section F.
 
below) and Annex C. Financial Analvs
 

(i) Air Travel to the Districts
 

USAID will contract with a "local air service company to orovide
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208 hours of flying time from Quelimane to the target four
 
districts for project activities. Several private air charter
 
companies operate out of Quelimane, but based on 
an informal
 
survey of cost and availability, AirServe International appears
 
to 
have the capacity to meet the project's needs in a timely

and cost effective manner. The other companies cannot commit
 
to regular service or their costs exceed those of AirServe's.
 
Based on their current rate of $400 per hour for flight time,
 
$63,200 will be provided for this service.
 

(ii) Logistical/Administrative Personnel and Support
 

Because the Ministry of Health has extremely limited resources
 
available to support the project (in terms of office space,
 
personnel, transport, communications, secretarial services,
 
materials and supplies, and vehicle maintenance), external,
 
project funded administrative support is imperative to project
 
implementation. 
The original PP described most of these
 
services as 
being derived from MSF's base in Quelimane.
 
Unfortunately, with MSF's withdrawal, additional 
funds must be
 
provided to JHU to cover these needs.
 

The project will provide JHU with funds for office space and
 
salaries of four staff contracted by JHU: a part-time
 
administrative officer in Maputo, a 
full-time logistician in
 
Quelimane, a 
full-time secretary in Quelimane, and a full-time.
 
trainina su'oprvic-r ha 
 Ai- +h= Centro de Reciclagem. 

Re-allocated funds will also be provided 
to JHU Tor procuring

materials and office supplies for the trainino activities tolbe
 
implemented by the Cbntro de Reciclagem
 

C. PROJECT OUTPUTS AND INPUTS
 

The focal project implementatiun areas of HIS/Epidemiology and
 
Training/Supervision necessitate a change in 
project outputs.

While three of the original outputs remain unchanged, one is
 
modified to correspond with the 
new emphasis on in-service
 
training. The former output, emphasizing the better
 
integration of curative and preventive services, was originally
 
formulated 
to address Medecins Sans Frontieres' absence of
 
integrated preventive and curative assistance in 
the districts
 
where they operated. Ministry of Health services, however, 
are
 
fairly well integrated at 
the district level. Consequentiy,
 
with MSF's withdrawal, this output is not critical to
 
achievement of the O:oject putpose. 
 Thus, the revised outputs
 
are as follows:
 

1. Complete _accurate, timely, 
and relevant data collection,
 
reportinq, and analysis will be accomplished through
 
simplification and strengthening of district HIS functions
 
and, to 
some extent, the provincial HIS. Data incorporated
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from the supervisor's checklist, focus groups of district
 
heal'th workers, community based health surveys, monitoring
 
of vitamin A supplementation program, and monthly service
 
delivery data will all serve as management tools for
 
monitoring the effectiveness and efficiency of service
 
delivery and the training/Supervision components.
 

2. 	 Re ular and adequate supervision of rICH services by MOH
 
personnel through assistance in air travel from Quelimane
 
to the four districts for MOH/Zambezia supervisory visits
 
and follow-up of district training activities. Supervisory
 
visits will focus on the delivery of EPI, CDD, and nutrition
 
services as well as data collection/reporting and overall
 
clinic management.
 

3. 	 Ongoing in-service training at the district level. The CR
 
will "test" the newly developed training guidelines in the
 
target districts. Approximately 10 trainers and 80
 
trainees in 4 districts will receive in-service training in
 
management/supervisory techniques, HIS, child survival
 
interventions, and public education methodologies.
 

4. 	 Timely provision of vaccines, medicines, and supplies.
 
Better and more accurate service data combined with better
 
supervision and management should give rise to a reduction
 
in shortages of moterials and supplies at the clinic
 
level. Transportation assistance will also expedite the
 
delivery of medical supplies to the target districts.
 

To achieve these outputs, the Project will finance the
 
followinq innuts:
 

Long-term epidemiologist 183,275
 
Short-term consultants 192,535
 
Administrative and Logisltics Assistance 79,730
 
Training/Supervision Support 45,240
 
Air Travel 83,200
 
MSF 65,065
 
Commodities 
 47,000
 
Project Management 35,000
 
Evaluation and Audit 45,000
 
Project Contingency 23,955
 

TOTAL 	 $600,000
 



D. REVISED IMPLEMENTATION RESPONSIBILITIES AND PLAN
 

The implementation responsibilities of each agency involved in
 
the project are described below. The coordinated relationships
 
between the MOH, JHU and USAID will 
be further outlined in a new
 
memorandum of understanding covering the period October 1990
 
through december 1991 to be signed by each party.
 

(1) Ministry of Health
 

- Ensure all activities described in the workDlan are
 
effectively carried out;
 

- Ensure that relevant MOH/Ouelimane and distrirf etaff fully
participate in implementing both district and provincial 
level project activities (Epidemiology/HIS and 
Supervision/Training); 

- Ensure that MOH/Quelimane MCH supervisors are made 
available twice/month to make supervisory visits in the
 
target district;
 

- Work closely with all JHU staff and consultants to develop

improvements in delivery of child survival services and HIS;
 

Submit monthly reports on the progress of
 
Training/Supervision activities in 
the target district;
 

Maintains project-vehicle and computer equipment provided
 
for the project implementation;
 

- Distributes vitakin A within target districts and monitors
 
implementation of vitamin A protocols;
 

- 1articipate in Project,Coordination meetings:
 

- Participate in final evaluation. 

(2) John Hopkins University (WHU)
 

- Provide long-term Epidemiological technical assistance for 
implementing the epidemiology/HIS :omponent and provide 
overall field coordination for project implementation;
 

- Provide short-term consultants to assist in devising 
improvements in child survival services as delineated in
 
the two pro~ect domponents of Training/Supervision and
 
Epidemiology/HIS;
 

- Liaise closely with the MOH in coordinating activities
 
between the two components of Epidemiology/HIS and
 
Traininq/Supervision:
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Provide USAID 	and the MOH with quarterly progress and
 
tinancial reports;
 

- Provide logistical and administrative support to the MOH
 
and the project epidemiologist in implementing the two
 
project components of Epidemiology/HIS and
 
Training/Supervision, including sceduling of air transport
 
to the districts from Quelimane;
 

Participate in 	Project Coordination meetings;
 

Particioate in 	the final evaluation.
 

(3) USAID/Mozambigue
 

Monitor overall project progress and report regularly to
 
MOH/Maputo and USAID management;
 

Arrange short-term TA and facilitate in-country travel as
 
necessary;
 

Procure commodities;
 

Keep MOH/Maputo informed of the project progress:
 

Participate in 	Project Coordination meetings;
 

Arrange final 	evaluation and audit.
 

A revised implementation plan is presented to reflect the
 
changes in project activities. Activities which have already
 
occurred prior to this PP supplement are not listed.
 

Oct. 1990 	 PP Supplement finalized and PIL revising
 
Amplified Project Description signed with the
 
MOH.
 

Project Coordination meeting held tc discuss
 
chanqes in project activities and
 
responsibilities.
 

Final report of community survey produc'ed, ad
 

disseminated to MOH and USAID.
 

Memorandum of Understanding signed by JHU. MOHj
 

and USAID.
 

J4L budget increased to reflect additional
 
responsibilities and costs,
 

Z: 	 -970 -U rec-Lutts administrative and logisticai
 
Pe-sonne! to be based in Maputo and uueiimane
 



Dec. I'Y90 


Jan-Mar 1991 


Apr-June 1991 


Vehicle arrives in Quelimane.
 

Vitamin A capsules arrive in Quelimane.
 

Consultancy in Health Information Systems.
 

Contract sianed with local air charter service
 
company.
 

Focus arouo discussions held with district
 
.health staff.
 

Training/Supervision activities begin under the
 

leadership of 
the MOH Centro de Reciclaaem.
 

Project monthly reports submitted.
 

HIS consultancy report reviewed with USAID and
 
MOH;
 

Training/Supervision activities continue.
 

Protocols for Vitamin A supplementation reviewed
 
with district health staff and "testina" of
 
implementation begins.
 

Procedures for incorporating qualitative
 
supervisory reports into Quelimane HIS
 
*stablished and implementation begins.
 

Project monthly reports submitted.
 

Project coordination Meetina held.
 

Implementation of HIS/Epidemiology and
 
Training/Supervision continues.
 

MoRthly reports submitted.
 

Results of health worker focus group discussion
 
presented and disseminated to USAID and MOH.
 

Second oeri-urban survey planned and started.
 

Follow-up JHU training: consultancy to MOH.
 

Workplan reviewed and revised accordinaly,
 

Results of peri-urban study produced and
 
aisseminated to MUH and USAID'.
 

Mid-course changes in training/supervision as
 
result of JHU training consultancy.
 



Project Coordination meetina hold.
 

Implementation of HIS/Epidemiology and
 
Training/Supervisior. :ontinues.
 

Monthly report submittew.
 

Jul-Sep 1991 Project Coordination Meetina held
 

Implementation of HIS/Epidemiology and
 
Training/Supervision continues.
 

Monthly reports submitted.
 

Follow-up JHU consultancv'in H1S conducted.
 

HIS Strategy report prepared and presented,to
 
MOH and USAID.
 

Final evaluation planned
 

Oct-Dec 1991 Implementation of HIS/Epidemiologv and
 

Training/Supervision continues.
 

Monthly reoorts submitted.
 

*Follow-uo JHU consultancv in HIS conductod.
 

Final project evaluation completed.
 

Deterlination of audit requirements.
 

E. MONITORIN6 AND EVALUATION
 

(i) Project Monitoring
 

As indicated the in original PP, one of the major project

activities involves regular monitoring of MCH services delivery

through the health information system. Improvements to the
 
HIS, in conjunction with data derived from surveys, will enable
 
both AID, the Ministry of Health, and JHU to more accurately
 
monitor project impact and progress.
 

Project mohitoring also consists of regular meetings between
 
all three implementing agencies. To date three such meetings

have been held, and_ nother is scheduled for early January 1991.
 
In general, such meetings every two or three months appear to
 
be sufficient for undertaking mid-course corrections. The
 
benchmarks for project progress which appeared in 
the original

PP are modified to reflect the changes within this supplement.

Such bench marks are listed as tentative indicators of progress
 



-- 
-- 

toward the implementation of project activities and achievemen
 
of End-of-Project Status Indicators:
 

- Long -term JHU Epidemiologist arrives -- January 1990
 
- Work Plan developed and approved -- April 1990
 
- All commodities purchased and delivered to site 
-- November
 

1990
 
- Procedures for district-level training developed - November
 

1990
 
- Baseline survey completed -- October 1990
 
- Second peri-urban survey completed March 1991
 
- Overall epidemiology/His strategy developed September 1991
 
- Supervisory visits for MCH and training undertaken -'ongoin'gi
 

(ii) USAID Monitoring Responsibilities
 

The monitoring responsibilities delineated in the original PP
 
continue to-be relevant within this.PP supplement.
 

(iii) Evaluation Plan
 

Due to the changes in project activities as described above,

only the finar evaluation will be conducted under the project

instead of the two evaluations described in the original PP. A
 
mid-term evaluation is not advised due to delays in project

start-up and mid-course corrections made as result of project

implementation and MSF's withdrawal1 
 The final evaluation will
 
assess the implementation of activities described within 
this
 
PP supplement to document the impact of project activities
 
toward the achieveme,t of the goal and purpose. An external
 
evaluation team will be contracted to conduct the final
 
evaluation.
 

F. REVISED FINANCIAL PLAN AND SUMMARY OF FINANCIAL ANALYSIS
 

Annex C provides a revised financial analysis which reflects
 
the modifications in project activities described within this
 
document. 
While the Ministry of Health is responsible for
 
project implementation, it receives assistance from John Hopkins

University. Reallocated funds from Medecins Sans Frontieres and
 
USAID to JHU will be used for implementing the training and
 
supervision component. Funds originally obligated for
 
purchasing cold chain and other commodities (solar powered

refrigerators and medicines, antibiotics, etc) 
are not needs
 
under this suppleme f because of available funding from other
 
donors.
 

A buy-in to an existing AID/Washington Cooperative Agreement

with JHU was completed for $330,000 in late 1989. 
 An
 
additional $170,000 will be provided to 
the same Cooperative

Agreement with JHU to provide funding for the additional
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activities within the project component of Training/Supervision
 
and to cover the additional travel costs of consultants due td
 
airfare increases. A direct contract with AirServe will
 
finance air travel to 
the districts during the remaining months
 
of project i'mplementation. Finally. USAID retains $150,900 for
 
project management, commodities, evaluation, and contingency,
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TABLE I
 

ILLUSTRATTVE PROJECT BUDGET
 

A.I.D. CONTRIBUTION BY
 

COLLABORATINH INSTITUTION AND ACTIVITY
 

institution 
Previous 
Funding Level Adjustments 

Total 
Fundino 

(1) JOHNS HOPKINS UNIV. 
- Epidemiologist 
- Short-term Consultants 

145,000 
185,000 

38,270 
7,535 

183,270 
192,535 

- Logistical Support -0- 79,730 79,730 
- Training/Supervision Support -0- 45,240 45,240 

(2) AIR TRAVEL SERVICE -0- 83,200 83,200 

(3) MEDECINS SANS FRONTIERES 
- Long-term St~ff 
- Short-term Co'nsultancies 
- Air Travel 

72,400 
45,000 
L17,600 

(50p010) 
(36,940) 
(82,980) 

22,390 
8,060 
34,620 

(4) USAID 
- Commodities 
- Project Management 

83,600 
35,000 

(36,600) 
-0-

47,000 
35,000 

- Evaluation/Audit 
- Training 
- Project Contingency 

30,000 
50,000 
36,400 

15,000 
(50,000) 
(12,445) 

45,000 
-0

23,955 

TOTAL 800,000 -0- 800,000 

- 19
 



----

-------- 

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

ANNEX "A
 

September 1990 
REVISED LOGICAL FRAMEWORK
 

Pilot Child Survival Project 1656-02071
 

--- _--- I ............----------------------------------------- I .... .... I---
I............ ----------------------

NARRATIVE SUMMARY I OBJECTIVELY VERIFIABLE INDICATORS I EANS OF VERIFICATION I IMPORTANT ASSUMPTIONS
 

................... ;
---------------------------------- I-----------------------I-----------------------

Project oal IMeasures of Goal Achievement I
 

--------- I----------------------
 II
To improve child health and I-Mortality and morbidity INational and regional statis-
 I -No worsening of security
survival in Nozambique I statistics for children Itics on ICH services and I-Effective improvements inchili 

Iclinic visits I survival are possible despite
- Statistics on malaria, diarrhea 1 1 insurgency and economic crisis
 

I measles, and malnutrition among I Special surveys I - Donor assistance continues at 
I children I I current levels
 
I 
 1 I1 

................
 I------------------------------------I 
-------------------------- I----------------
Project Purpose I Conditions Indicating Achievement I I 
- I ---------------------------- I I
To develop and test, under I increised understanding of I- Expert observations and I Given insurgency, adequate


insurgency conditions, I factors contributing to I evaluations I field testing and supervi
replicable and cost-effective I mother/child morbidity and 
 I - Anectdotal reports sion ispossible

measures to reduce infant I mortality inlambezia Province 
 I-Project progress reports I- Lessons can be replicated

and child morbidity and 1 
 - HUH statistics and supervi- I elsewhere with adjustments
mortality I- Adraft model of a functioning I sory records inZambezia I
- O limited resources and
 

I rural health care system with I-Evaluation reports I capacities can sustain
 
I limited resources inconditions 
 I 1 follow-on implementation

I of insurgency I 
 I- Adequate and timely provision 

I I of food is provided
1 ~II
 

.............................. I............. II
 
.....---- --- Ix...............
...-------------
Outputs IMagnitude of Outputs 
 I 

S------------- I
 
I)Complete, accurate, timely, I - Procedures for maintaining cold I - Project reports 
 I - ROH and JHU coordinate

and relevant data collec- I chain effectively inplace 
 I - MN) clinical and supervisory I inimplementing improvements
tion, reporting, and I - ORT effectively taught to mothers I records I to PHC services

analysis -Nutrition counseling provided 
 I-Field site visits I - RN commits staff resources
 

2)Regular and adequate I ingrowth monitoring sessions I - Expert evaluation of I 
to making field visits and
supervision of HCH services I- Vitamin Adelivered according 
 I clinical practice I implementing training

by HON personnel I to HUH protocols I-Results of special surveys 
 I programs
3) Ongoing in-service training I - *CH supplies consistently I I - JHU consultants effectively

at the vistrict level I available 
 impart new ideas •


41 Timely provision of 1 - Health staff trained inimproved 1 I Health facilities are secure

vaccines, medicines, and MCH service delivery 1 
 1 from attacks
 
supplies -Regular supervision of district I
 

I MCH services 

..................................
------------------............................ 
..... ....... ----- !......
---- ----------------........
 
Inputs 
 IFunding Targets I I

- Long-term Epidemiologist I-24 pk/epidemiological assistance I-AGO financial reports 
 I. Can amend centrally-funded
I183,275) - 27 plwks consultancies I-Evaluation reports I buy-in


- Short-term Consultants - 45 pim administrative assistance I-Field site visits I-Commodities arrive ina
 
1102,535) 1- training materials produced I-Progress reports 
 I timely fashion
*Administrative and Logistics 1 - 00 persons trained inchild 1I -Satisfactory working
Assistance ($19,730) 1 survival interventions 1 1 relationships brtween AID, HUH,*Training Support (145,240) 1- two visits per month made to 
 I I and implementing agencies


*Air Travel ($83,200) 1 districts by Ouelimane MOH 1 1-Security situation does not
" Commodities 1$47,000) 1 Supervisors 
 preclude implementation of
 
-Project Management (135,0001 1- 12 pin project management I I training/supervision and HIS/
- MSF 1165,065) assistance . epidemiology programs- Project Contingency I-one evaluation 

- Availability of planes for
 
(523,955) - 12 plI on-site coordination I 
 travel
 - Evaluation/Audit (145,000) - 200 hours flying time I - Authorization to travel given 4 

- computers, software, clinical I I
 
1 eouioment for %urvpv I
 



July Is. isso r e 
Mr. Julius Schlotthauer ~~
 
Director
 
U. ._~Agency for Internatlonal Development
 
Maputo, -Mozambique
 

Dear Mr. Bchlotthauer
 

After meetings with the medical coordinator of Medicins Bans
 
Frontleres, the UGRID Health Population Nutrition Officer, and
 
Project staff, I have been informed that Medecins Gans
 
Frontleres has decided to terminate all 
of its contractual
 
obligations and involvement with the Zambezia Pilot Child
 
Survival Project as of July aL, 1830.
 

However, the Ministry of Health considers that this project is
 
an integral'part of 
our on-golng plans for the development of
 
,an effective primary health care program in Zambezia Province
 

Aly primary concern at 
this point is that every effort will-be
 
made by U5AI6 to continue the project via whatever mechanism
 
you deem appropriate. Perhaps it would be most expedient for
 
project staff to work directly under the auspices of the
 
Ministry of HealtA, Zambezia Province to prevent a similar
 
situation from occurring in the future.
 

Also, in order to successfully implement both components of
 
the project, it would seem essential for the key project
 
staff, 
the Project Coordinator and Project Epidemiologist, to
 
be able to carry out their duties here until the end of the
 
project in November 1951 as agree% upon in the project
 
workplan. I look forward to discussing these issues with you
 
and Dr. Cabral in the near future during my next trip to
 
Maputo.
 

Sincerely,
 

Dr. Humberto .Cossa
 
Provincial Director of Health
 
Ministry of Health, Zambezia Province
 
Mozambique .4I I
 

J 
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C~ [AM I t~TD'0 D11Ei '
 

zaiO SZ"OR11: 
DAVID ULUTi 

MLID,
1UPUT
 

L:OI~'cAQ~O O. OJOQRE SOBIrVI71T'IA MkC2~1~
 

Tornnos conliecincnto d-c~ modifi±caq~es prolo:;ts p=--o 
proj ecto de. sobraviviencia da cr"ianoun. em fLace dc. i'eti-al La da Or
isanizag' 1o M,7,. 

tamos as seeuintes comentdrios sobre a projposta: 

1) Ini,1ementac,o e flfrecgo do projecto. 

.Concord~mos plenamente quo a actividcde deifdimaC.,o 

rociclagqm/ s1pervian~o sej. flait. coordenadh. e 
dii.-id.-pelo Centro de. reciclagem. 

.aprecanos a41extensalo da perm n.ncia do epideii.is
ta o qua estd. do uaordo com a j1kano opera-cionc-l do pro
jocto. 

X~ necessdrio que haja umn assistente pura tra.balhar con 

o epideniologi sta paaapoio .n.1s ,texel.s aclini~trati

2) Rcuitt-dos do projecto. 
.Osponos precina~cs 

,idade, do U.inio~tro 
so o s quo tern nortcado ' 

-0Jtd.0po~coi~~)ox 

3) 
estecs a-spectoo. 

Insunos do Pr.-jecto. 
*Du acordo corn todos. 

Seria born def-iir a, !ituag.o.. (3o: Yi'efCuh.L 4x4 Qiue -,-.t4 ' 

,atclraL n ,'o cheg.-m. 
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ANNEX C
 
REVISED FINANCIAL ANALYSIS.
 

I. BUDGET ASSUMPTIONS
 

This annex replaces the Financial Analysis presented in the
 
original PP. With the substantive shift in project activities
 
resulting from this PP supplement, combined with a reorganiza
tion of project responsibilities among the implementing

agencies, budget assumptions and necessary allocations have
 
modified.
 

While the Ministry of Health is responsible for project
 
implementation, it receives assistance from Johns Hopkins
 
University and, until recently, 
from Medecins Sans Frontieres.
 
To ensure that the assistance which MSF had provided will
 
continue through the LOP, 
the project transfers unused funds
 
from MSF to both JHU and 
to a locally contracted air service.
 
company for implementing various aspects of the project.
 

The life-of project funding remains at 
$800,000 as indicated in
 
the original Project Paper. Table A in 
this annex illustrates
 
total USAID funding by institution and by year.
 

A. Johns Hopkins University
 

The long-term epicemoilogist, stationed in Quelimane, will *be
 
extended for an additional 12 months 24 months of
or TA in
 
total. Nine consultancies, each approximately three weeks in
 
duration, will 
be also provided over the life-of-project. JHU
 
will also locally employ administrative personnel in Maputo and
 
Quelimane to provide the Epidemiologist and the MOH with
 
administrative support for 
project activities. Finally, JHU
 
will cover the costs of conducting the district level training
 
program which is implemented through the Centro de Reciclagem
 
in Quelimane. The total JHU cost of 
$500,778 is based on the
 
following estimates:
 

Salaries: The Epidemiologist's salary, travel, and benefits is
 
estimated at $58,000/year for a total two year period
 
($116,000). Salaries for nine consultancies are budgeted for
 
16 worP days over a three week period at a maximum rate of
 
$270/da y '$4 ,B60,'consultancy or $43,740 for nine consultancies 
over the LOP). T he salary of a Maputc-based Administrative 
Assistant is calculated at a rate of $16.000/year for half-time 
wor . This person wJiIl be employed over the 15 months from 
Dctcber 19'( - 'ecemcer 391 (totalling $-X,500). Two 
locally-hirsd staf in Ojelimane will be supervised by the 
EpidemrQ:ncqist. a _oistlcal Assistant will be hi-ed at an 
annua" rate -;t $5*).'''"ear t$6,250 over a 15 month period) and 
the se.etarv will be rnired at an annJal rate of $3,200/year 
ior $,1))i ove- a 15 month oericd). A training supervlsor

nased at the Centrc te -e-iclaqem I be h red under JHU at an
 
t- ue : -ate : , . =!real ly -... s:ted at . ... lude 

e.D a a 'm ~ e .- o" -~ .ma '- ud::e4_e at S-1 ... a5.0(D'!' / 
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Travel: International Travel is calculated at $5,000 per round
 
trip U.S. - Mozambique for three consultancies and one trip for
 
the long term Epidemiologist during years one and $6,000 per
 
round trip for six consultancies and one trip for the
 
Epidemiologist in years two and three ($62,000). Per diem for
 
the consultants is calculated at $116.00/day for 21 days for
 
each of nine c-Gnsultancies ($21,924). Local travel between
 
Maputo-Quelimane is budgeted at $150/round trip for six
 
consultants, and six trips for the Epidemiologist during years
 
one and two. Local travel is calculated at $180/round trip for
 
six trips for the Epidemiologist and three consultants and six
 
trips for the Administrative Assistant in year three ($4,500).
 

Training/Supervision Support to the MOH: Funding will be 
provided to the Centro de Reciclagem through JHLI for production 
of training materials and per diem costs for trainers and 
trainees. According to the cost estimates pr vided by tne CR, 
materials will total $17,000 for pens, books. ieaith education 
materials, paper, printing, etc. Per diem fc the training and 
supervision activities of four supervisors, t CR staff, and 
ten trainers (16 persons total) is calculatec. - $5.00/day for 
one week/month for each person over a total c 2 months "s 
total of $4,BOC). Per diem for appro:-imate1 di.st. ::.. .evel 
trainees traveling into district capitals for aining ;.s. 
calculated at $5.00/day for 15 days of train. _ ver tnr<: LOP 
per" participant (or $6,000 total). 

Miscellaneous Costs: The JHU budget also in c jr ,g for 
communications, telephone, postage ($20,000), 1 -al in 
Quelimane ($500/month for 15 months or $7,500. a. ... 7.s and 
storage for the Quelimane based Epidemiologist :1-
Finally, overhead/fee is estimated at 30% of tht -ib.. 
$115,564. 

B. Air Travel Service
 

To accommodate the travel needs of the CR and JHU sts.
 
their work at the district level, USAID will contra-.
 
local air charter service for 208 hours flying timne 
estimated S.,"-,,hour) or a total of S83.200. Pcund '.r 
Lo each distr:t is apcro.naately two hours per 
trips per mcn!,- to eac-. d±=t.:t :9 t:. Cr ",n'.i t.. 
estimated 16 hours'rnonth air time. over a tm'" ee.to, 
yields a2pro..:.atei
total irtcst' 

.. - tal hours m-f ',:1 c time o 

C. Me,, ' -.- . 

the districts.
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D. USAID
 

A total $150,955 will be directly committed by USAID for
 
project management, commodities, evaluation, and project
 
contingency. USAID will 
procure project commodities totalling
 
$47,000: One 4x4 vehicle (25,000) and with spare parts and
 
maintenance ($5,000), two computers, printers, and UPS
 
($14,000) and vitamin A capsules ($3,000); (In the original
 
PP, funding was allocated for the purchase of solar powered
 
refrigerators and drugs, but as 
other donors have provided
 
sufficient supplies of these Zambezia Province, these funds
to 

are being reallocated for training/supervision support through
 
JHU.)
 

Project Management is recruited locally at 
a cost of $35,000
 
over the LOP for half-time work. The final evaluation and
 
audit are budgeted at $45,000 for the participation of 5 person

weeks of external technical assistance. Finally, $23,955 is
 
retained for project contingency to cover increases in fuel
 
costs for air travel or other unforeseen costs.
 

L1. LOCAL CONTRIBUTION TO THE PROJECT
 

As stated in the original PP, the Ministry of Health's
 
contribution to the project is estimated at $295,200 fo
 
personnel, supplies, equipment, and transport at the district
 
level, and the cost of health 
facilities. Details of thils
 
contribution can be found in the original .Project Paper
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SUPPLEMENTAL.INSTITUTIONAL ANALYSIS
 

Introduction
 

This analysis describes the activities of the Centro de
 
Reciclagem (CR) in Quelimane who, under this PP supplement,
 
assumes a more direct role in Project implementation. The

information within this annex supplements, and does not replace,

the administrative analysis provided within the original Project

Paper. Rather, this annex provides a description of the history

and general organization of the Centro de Reciclagem, an
 
analysis of the district-level training courses offered at the
 
center, and the capacity of the center to undertake the
 
additional project activities described within this PP
 
Supplement.
 

History of the Centro de Reciclagem
 

The Centro de Reciclagem is an in-service training institution
 
located within the Provincial Directorate of Health of Zambezia
 
*Province. Unlike other Ministry of Health training

institutions, the Center does not train new Ministry staff, but
 
instead upgrades the skills of existing employees in Zambezia
 
Province through refresher training in technical and
 
administrative areas.
 

The Center was established in 1986 with assistance from Save
 
the Children Fund (U.K.) who provided funding for the
 
construction of the facility in Quelimane and technical
 
assistance in designing and implementing in-service training
 
courses. 
At that time, most of the courses were conducted by

expatriate SCF staff with limited assistance from Mozambican
 
staff based in the province. Initially, the CR offered courses
 
in administration, epidemiology, health information systems,

and MCH technologies (EPI, CDD, malaria, nutrition, family

planning, pregnancy, AIDS, etc) for provincial and district
 
heads. The courses, conducted in Quelimane, were generally of

1-3 weeks in duration and were highly didactic in approach. As
 
the center and the courses evolved, more practical and
 
participatory approaches in teaching were incorporated into the
 
curriculum.
 

In 1988, localization of CR staff was initiated with the
 
assignment of three Mozambicans in the posts of director and
 
administrative staff. Unfortunately, the positions of monitors
 
(instructors) continue to be held by SCF-funded expatriates due
 
to difficulties by the Ministry of Health in establishing new
 
posts for non-clinical teaching personnel. Neither SCF nor the
 
MOH know when these posts will be established so that
 
Mozambicans can fill the positions of instructors.
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In 1989, the CR began emphasizing district level training in
 
addition to the courses offered in Quelimane. The rationale
 
for this shift was based on the need to expand coverage of the
 
refresher training to lower level personnel in the environment
 
in which they worked. Many of the students who earlier attended
 
CR courses in Quelimane were unsuccessful in incorporating their
 
new skills into daily clinical and administrative routines.
 
Furthermore, these former students lacked the necessary

"training" skills to extend their new skills to their colleagues

in the district. Consequently, the CR developed a district
level training course to strengthen the skills of former
 
students and their colleagues alike.
 

The district-level courses utilize the former CR students as
 
trainers for their own staff within the district. The emphasis

is on MCH and community level education. A more elaborate
 
discussion of the course is found in the following section.
 

USAID/Mozambique has local language copies of the overview of
 
the center and its general functions (as of August 1990). In
 
summary, the CR currently teaches clinical, administrative, and
 
educational skills for provincial, district, and local health
 
staff. Planning, implementation, and evaluation skills are also
 
taught for each of the three skills areas. An organizational

chart for the Center is also in Figure 1.
 

District Level Training Courses
 

The five day district-level training courses are designed to
 
accomplish two objectives: (1) teach the former participants

of CR courses how to teach (on a regular basis and on-the-job)

their colleagues in the districts; and (2) give refresher
 
public health and MCH training to these "colleagues".
 

The curriculum of the district-level health course focuses on
 
birth spacing, growth monitoring, ARI, safe motherhood,
 
hygiene, maternal nutrition, diarrhea, malaria, AIDS and
 
sexually transmitted diseases. Because of the "refresher"
 
nature of the training courses, many topics are covered in a
 
relatively short period of time. 
Three types of persons are
 
involved in these courses: students, teachers, and monitors.
 

The "STUDENTS" of these courses are generally district-level
 
health staff (nurses, tecnicos, etc.) who have not previously

attended courses at the CR or they are auxiliary health
 
personnel, such as community health workers or preventive

medical agents. These individuals generally received limited
 
training more than 4 years ago, and have not had an opportunity

to upgrade or refresh their skills. Some of these staff
 
actually manage remote health posts within the district, others
 
are auxiliary staff within the district capital health center
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or health post. Many of these students, especially the
 
community health workers, have limited literacy skills. 
 The
 
course thus is designed to utilize more verbal instruction,

active participation, hands-on practice sessions, and pictoral

graphic materials rather than wordy technical manuals, reading,

and lectures. The training course is designed to rely heavily
 
on the use of the-UNICEF "Facts of Life" brochure, as it
 
provides good pictoral reminders of critical MCH interventions
 
(such as pre-natal care, breastfeeding, child feeding, ORT,

EPI, ARI, sanitation, and growth monitoring).
 

The "TEACHERS" (or trainers) of the course are those district
 
staff who previously attended a course at the CR in Quelimane.

These are usually more educated and skilled MCH nurses, basic
 
level nurses, or district health administrators. Because of
 
their higher level training and their earlier opportunity to
 
refresh these skills through the Center in Quelimane, these
 
individuals possess relatively good technical skills in MCH and
 
preventive health. They lack, however, the necessary teaching

-skills to pass this information on to their colleagues (the

students described above). The first day of the district level

training course, therefore, is designed to provide these
 
persons with teaching skills (through a training of trainers
 
(TOT) session) prior to commencing the course itself with the
 
students. It is these "teachers" themselves who actually

conduct the distridt-level training courses with the guidance

of the monitors.
 

The "MONITORS" are the instructors and staff from the CR in
 
Quelimane. These individuals travel to the district to
 
organize and guide the district level training. These are the
 
same CR staff indicated in the organizational chart in Figure 1.
 
An instructor from the Institute of Health (the pre-service

training school in Quelimane) often participates in these
 
training sessions as well. 
 The monitors' primary responsibil
ity is to provide the "teachers" with teaching and educational
 
skills, and to monitor and guide their implementation of the
 
district-level course. 
The monitors also provide administrative
 
support for organizing the district level training course.
 

Throughout the district level training session, "learning-by
doing" principles apply. While the trainers gain limited
 
teaching skills during the first day seminar, they only really

develop these skills by actually conducting the training course
 
itself. For the students, the course's emphasis on practice

and participation develops their skills for better service
 
delivery in MCH and preventive care.
 

Six weeks following the course, the monitors from the district
 
level course return to the district to conduct a follow-up

supervisory visit. 
 The focus of this visit is to assess how
 
well the students and trainers are utilizing their new clinical
 
and teaching skills, and to identify weaknesses in the delivery
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of MCH services and education to the general public. Aside
 
from this one visit, the CR monitors from Quelimane do not
 
undertake any further follow-up of the district level training.
 

Formal evaluation data for these district level training
 
courses does not exist. Anecdotal information indicates that
 
the courses are quite successful in facilitating improved

services and better coverage, but limited data is not available
 
to support this. According to the Provincial Director of
 
Health in Zambezia, however, other provinces have expressed

interest in replicating the CR model for continued education in
 
their provinces. The Ministry of Health in Maputo has also
 
expressed its interest in expanding the CR model throughout the
 
nation.
 

Relationship of CR Activities to Overall Project
 

Technically, the approach of the district level training course
 
is sound and consistent with the objectives and priorities

within the Pilot Child Survival Project. The emphasis on MCH
 
services, participatory learning techniques, and regular

on-the-job training corresponds to the project's central
 
purpose of improving clinic services in the rural areas.
 

As noted within this supplemental PP, regular, on-the-job

training is identified as a critical intervention for
 
improvement of MCH services in Zambezia Province. 
The project

could not, however, utilize Quelimane based supervisors for
 
this purpose and so the district level training course is
 
promoted as a mechanism to promote on-the-job training through

the staff in the districts themselves. The training activities
 
of the Centro de Reciclagem adequately address this need in a
 
technical sense - i.e. the curriculum is designed to strengthen

those MCH and preventive services which will attack the most
 
prevalent health problems in rural Zambezia. The "teachers are
 
given skills to promote on-the-job training for these MCH areas.
 

One technical constraint, however, is the lack of good

evaluation data for measuring effectiveness of the training
 
courses. 
Under this project, the incorporation of the
 
supervisor's checklist into the follow-up visits in addition to
 
improved HIS information will assist in obtaining regular data
 
on the impact of the training sessions.
 

Operationally, there is also a need for more frequent and
 
intensive supervisory follow-up from Quelimane. One follow-up

visit is insufficient to assess whether the training investment
 
in skills development indeed translates to improved services.
 
The CR, however, lacks sufficient capacity to conduct more than
 
six district level training courses per year (and six follow-up

visits) due to limited resources for air travel, materials
 
development, and staff. The Center does not know, at this
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point in time, whether the initial improvements in service
 
delivery are sustained beyond the six-week period between the
 
course and the supervisory visit.
 

To address these constraints, the project supports additional
 
staff, funding for materials development, and funding for
 
transportation to the pilot districts. With these resources,

the CR should have adequate capacity to conduct additional
 
district level training courses in the project's pilot areas,

and to incorporate a more comprehensive and regular evaluation
 
and monitoring system of program effectiveness and needs.
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