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ABSTRACT 

A Westinghouse Health Systems team of health planners has recently 
evaluated the Health Sector Assessment (HSA) process through field 
interviews of participants in three Latin American countries (Bolivia, 

Dominican Republic, and Nicaragua) where the Agency for International 

Development (AID) has conducted HSAs. It is concluded that the HSA process 
has been fundamentally productive. However, respondents in each country 
ident.ified additional accomplishments which the process could have 

achieved. It was generally observed that the HSA process has inherent
 

limitations because of conflicting multiple-objectives, priorities,
 

and mandates. Respondents further observed that the existing. HSA 
process may be usefully adapted to take greater cognizance of host
 

country differences. Therefore it is recommended in this report that
 

the HSA process be expanded to include four models drawn from a spectrum 
of program planning possibilities. Concurrently it is recommended that 

more attention be devoted to planning the choice of model or the model
 

variant before starting the Health Sector Assessment. Also included 

in this report'are detailed reco mmendations concerning the process
 

variables generic to all HSAs and coimentaries on the fundamental
 

issues affecting HSA implementation.
 

In addition to the comparative summary report, which contains the
 

recommendations, a descriptive report has been prepared for each
 

country visited.
 

vi 



I. 	INTRODUCTION AND SUMMARY 

The Health Sector Assessment (HSA) process was first used in
 

Colombia in 1972 and then in Bolivia and the Dominican Republic in
 

1973-1974. As described in the original guidelines issued by the
 

Technical Assistance Bureau/Health of the Agency for International
 

Development (AID), the objectives were:
 

* 	To provide AID and other donors with a program planning document
 

to guide grants and loans in the health sector,
 

* 	To improve the quality of health planning in the host country,
 

* 	To produce a document which could be used as the basis for
 
a comprehensive national health plan and strategy by the host
 
country,
 

* 	To stimulate and institutionalize changes in the health care
 
system sector-wide,
 

" 	To upgrade the skills of those responsible for planning and
 
administration in the health sector, and
 

" 	To stimulate and improve coordination within the health sector
 
generally and among AID, the host country government, other
 
donors, and the host country private sector specifically.
 

The initiative for HSAs came originally from the Latin American 

Bureau of AID. The need derived from three-principal factors: 

* 	A general gongressi.onal mandate for AID involvement in health
 
programming,
 

• 	AID's limited experience in the health sector in Latin America,
 
and
 

" 	A general lack of the information required for health program
 
planning in countries where AID was operating.
 

AID envisioned the HSA as a major research, analysis, and planning*
 

effort to be conducted principally by the host country, with AID/Mission
 

(USAID) technical assistance* and financial support as required. The end
 

*Much of USAID's technical assistance was provided by staff
 

of 	the Office of International Health (OH)of the Department of Health,
 

Education and Welfare, under an inter-agency agreerent, as well as by
 

AID/Washington staff, and consultants.
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product of the liSA process was to be a program planning document con­

taining a comprehensive assessment of the existing health situation 

in the host country (including health conditions; physical, financial,
 

and human resources;,and contributing socioeconomic, cultural, environ­

mental, and institutional factors) and a strategy for AID/Mission inter­

ventions. The HSA was to serve as a mechanism through which host country
 

needs'and AID's mandate could be reconciled. Most importantly the
 

HSA would help to identify and establish host country priorities
 

for the health sector. The document and the process itself were to
 

serve as vehicles or starting points for institutionalizing and improving
 

health planning in the host country. The HSA was to be a long-range,
 

on-going process and not a one-time, action-output effort.
 

This was a new program planning process for AID, and the first
 

few HSAs, while designed to meet stated objectives, were also pilot
 

efforts through which AID sought to develop a workable structure and
 

procedures. It is the contractor's understanding that variations on
 

the original HSA models have been applied more recently in five other
 

Latin American countries, Jordan, and the Caricom countries, and that
 

these efforts incorporate some of the changes recommended in subsequent
 

sections of this study.
 

PURPOSE OF THIS EVALUATION
 

AID is now considering requiring some type of program planning
 

process in all countries e health programs are to be started, re­

directed or expanded. It is therefore looking at the HSA as one possible
 

process to meet the requirement and is interested in determining how
 

this process can be improved.
 

In October 1977, Westinghouse Health Systems was awarded
 

Work Order #8, under the Indefinite Quantity Contract, by USAID to conduct
 

a project designed to: "Improve Agency Efforts in Health Sector Assessment
 

(HSA) by Evaluation of Previous Assessments."
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The scope of work called for the Westinghouse evaluation team
 

to review appropriate HSA documentation, conduct site visits in three
 

countries to interview participants in past HSAs, analyze the effectiveness
 

of the HSAs implemented, and to develop recommendations for improving
 

the HSA process. The three countries chosen by USAID for on-site
 

evaluations were Bolivia, Dominican Republic, and Nicaragua.
 

The purpose of this evaluation was to look at the processes
 

through which the HSAs were executed and to propose ways of improving
 

them. As such, the evaluation was to involve a detailed examination
 

of objectives, planning approaches, methodologies, and constraints
 

encountered in implementi.ng the three HSAs. Achievement of objectives
 

and outcomes were Looked at to provide indications of the effectiveness
 

of the process and method of implementation. Similarily, participants
 

work was examined only to ascertain strengths or weaknesses of the process.
 

No effort was made to verify actual outcomes or to evaluate the per­

formance of any participant.
 

The designated project deliverables were to be a report containing
 

descriptions of the HSAs in each country, a composite summary and.analysis
 

of the three HSAs, and conclusions and reconmendations concerning the
 

future implementation of the HSA process. All of these items are
 

contained in this document.
 

SUMMARY OF THIS EVALUATION
 

Issues
 

The evaluation of the three HSAs revealed a number of issues in­

volving AID's policy for Health Sector Assessments. These policy issues
 

which need to be addressed by AID, will directly affect future HSA
 

processes and outcomes.
 

A. Conflicting interpretations of the HSA - AID staff in 
Washington and the Mission differed in their views as 
to what the HSA was or should be. A fundamental lack of
 
definition at the start of each HSA as to the nature of the
 
HSA has permitted these differing interpretations. This
 
affected the degree of commitment brought to the process, tha
 
scope of the effort, and the pursuit of the various objectives.
 

3
 

http:implementi.ng


B. 	 Conflicting HSA objectives -- The HSA was designed to accomplish
multiple objectives, from producing a. USAID program planning
document (the bottom line objective) to developing a com­
prehensive national health plan. Pursuit of the other 
objectives conflicted with the timely and efficient completion
of the USAID document. On the other hand, that objective,
which was tied to the AID funding cycle, imposed a severe 
time constraint which hindered the accomplishment of the
 
longer-range objectives, such as institutional change. To
 
attempt to accomplish all objectives required spreading
 
resources so thin that no objective could be adequately 
addressed.
 

C. 	 Conflictina AID and host country objectives - The objective

of producing an USAID program planning document limits the
 
HSA to AID's narrower interest. This, in turn, conflicts
 
with the host country's broader concerns, for example of pre­
paring a comprehensive national health strategy and plan.

Similarly, tying the pror'ess to AID's funding cycle conflicts
 
with the intent of creating changes that must occur within
 
the host country funding cycles. Other conflicts are
 
dii;cussed in detail in Section II of this report.
 

A rclated issue is the choice of criteria for evaluating

various aspects of the HSA. 
USAID and host country judgements
of such elements as the 	adequacy of existing data or adequacy

of existing national 
health plans were often opposed. Whose
 
criteria or what criteria to use needs to be carefully

negotiated to avoid unnecessary tension. The extent to which
 
the 	standards of developed countries are applicable in
 
countries doing HSAs is a fundamental question.
 

Finally, there is the issue of whether it is appropriate to
 
ask 	a developing country to commit scarce resources to a
 
planning process in the absence of such thinjs as any guaranteed
 
return for their investment, assurance of participation

in the entire process, or the assurance of a project large

enough to have impact on the host country health sector.
 

D. 	Host country commitment to the HSA - The principal issue here 
concerns the extent to which USAID should become involved 
in a broad HSA without some guaranteed. commitment from the
host country. The commitment would cover the timely provision
of adequate resources and assurance of the institutionalization
 
of a program planning process.
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Of special concern have been the assignment of participants to
 
positions outside the health sector, after the HSA, the
 
failure to push the involvement of significant health
 
institutions and appropriate government staff in the HSA, and
 
the 	failure to implement the recommendations of the HSA.
 

E. 	Approach to Data - Data collection appears to have been a 
difficulty in all three HSAs. The reason seems to have been 
insufficient planning as to real data needs and feasibility 
of obtaining data. There is no evidence to suggest that the 
new 	data improved the outcome of the HSA to the extent that 
the effort of obtaining it was justified. Nor is it clear
 
that the HSAs could not have been completed using existing
 
data subject to improved analysis.
 

Background Factors
 

The evaluation revealed certain background factors that 

existed in the three countries that could, at a general level, be used 

to determine the feasibility of-conducting some type of program planning 

process, including an HSA. Some are given characteristics of the 

country which cannot be changed; others are situations or attitudes that 

are not constants. A model process should be selected based on analysis 

of those factors. 

Those which emerged as most important to the HSA were political 

climate, resources - principally human and logistical/support services, 

institutional characteristics of health sector, and host country commitment 

to the HSA - in terms of level of government support, leadership, and 

staffing. Although this list is narrow, it reveals the essential issue
 

to be resolved before starting an HSA. No doubt, evaluations of
 

other* HSAs, especially in regions other than Latin America, will reveal
 

other background factors of major importance in starting HMAs.
 

HSA 	Objectives
 

As noted, the HSA is a multi-objective process. The evaluation 

indicated that certain precouditions are necessary for the achievement 

of the objectives. For example, institution building requires a 

long-range effort and commitment of the host country to support the 
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new institutions. Improving the country's health planning capability 

requires government recognition of the need to conduct hedlth planning.
 

Coordination appears to be impossible without firm support from 
all participating institutions. 

Many of the objectives require susbstantial resources if they
 

are to be met. Clearly the HSA does not provide sufficient funding
 

to address all objectives. An early analysis of host country capability
 

to provide resources should be part of the model selection. Those 
objectives which appear most feasible and desirable from both USAID's 
and the host country's points of view should become targets for resources.
 

Quantifiable outcomes should be spelled out for the objective. Some
 

other objectives would be addressed, but not formally and with fewer
 

resources.
 

Recommendations
 

Despite the problems encountered with the HSAs and the feeling
 

that accomplishments could have been greater, the evaluation team
 

concluded that the HSA is, with certain modifications, a viable and
 

useful program planning process. The team was well aware that at the
 

time the three HSAs evaluated were implemented, the process was new
 

and mistakes were iuevitable. (Itis also understood that subsequent
 

HSAs have already been modified, incorporating some of the changes
 

discussed later; Guatemala is the most recent example.) Nevertheless,
 

the current HSA model is clearly not suitable for all program planning
 
needs and should be considered only as one model in a spectrum of
 

alternatives. AID has already applied a number of other assessment
 

models and this approach is appropriate. 

As a backdrop to the specific recomendations,the contractor 

has outlined a spectrum of possible program planning processes. Some 

could be implemented under existing AID legislation and policy, others 

would require changes. An HSA could be structured as a variant of 

any of these. 
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Spectrum of Program Planning Models
 

Alternative I: Preparation of the USAID Program Plan Only.
 

This is the most 	limited model. It could be conducted as
 

quickly and cheaply as possible, consistent with the quality of the
 

end product and sufficient consultation with host country officials. 

It would be conducted.by USAID, either in-house or through consultants, 

and it would be tied to the AID funding cycle.
 

Alternative IT: 	 Preparation of an USAID Program Plan, with Selected
 
Additional Objectives or Tasks
 

This model is likewise quite limited in scope, differing from
 

the first only in the addition of one or more clearly defined objectives
 

or tasks of special interest to USAID or host country. Examples of
 

additional objectives would be formal training, or a limited household
 

survey on nutrition. The work would be principally conducted by 

USAID, but would involve ongoing negotiations with the host country
 

beginning witb the added objectives. This model would be tied to
 

the AID funding cycle. 

Alternative III: 	 Preparation of an USAID Progra. Plsn, with a 
Parallel Multi-Objective Health Planning Effort 

This model, which would require AID policy and possibly legislative 

changes, addresses USAID's requirements for a program plan and the host 

country's and/or 	USAID's interest in using the process to achieve broader 

objectives. Involvement by the host country would be much greater,
 

presumably with some sort of negotiated comitment. The USAID 

plan preparation would probably be a more extended effort, geared to
 

the achievement of the long-term objectives. However, the program plan
 

would still correspond to the funding cycle and would be primarily 

a USAID responsibility. The long-term objective activity would begin 

with the program plan activity but would not fall within the 

funding cycle. This would entail some funding commitment from AID 
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before a total progra plan was submitted. Such funding would be focused
 

and 	probably based on an early"windshield survey". Third country
 

or U.S.A. training is a good example of an activity in this category.
 

Alternative IV: 	 Preparation of a National Health Plan, with 
other HSA Objectives Followed bytPreparation 
of an USAID Proaram Plan 

This model would be similar to the current USA with two major
 

exceptions - the bottomline objective is a comprehensive national
 

health plan, from which the AID program plan would derive, and it would
 

be carried out independently of the AID funding cycle. Quite obviously
 

this alternative 	requires the greatest investment of resources
 

and 	the most intensive involvement by the host country government,
 

including involvement in the development of the USAID program plan.
 

A more detailed explanation.. of these models is given in
 

Section TI.
 

Process Variables
 

Process variables refer to the elements that make up a program
 

planning effort. The manner in which they are addressed has a strong
 

influence on the nature and scope of accomplishments and the effectiveness
 

of the pro-ess. The variables are organized according to the principle
 

stages c' the iSA - scope of work, planning and organization, imple­

mentation and follow-up. Recommendations address those variables which
 

em.rged as problems in the views of the respondents.
 

A. 	Scope of Work - The principal requirements in this stage
 
are an assessment of the political climate and of likely
 
host country commitment to any HSA process, selection of
 
a suitable process, general definition of its content,
 
preliminary scheduling and budgeting, identification of
 
resource and data needs and availability, and negotiation
 
of host country involvement.
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Key 	recommendations are:
 

" Negotiate host country guarantee prior to undertaking
 

the process;
 

" 	 Account for cultural and academic differences that can
 
affect schedule, budget, and task completion;
 

* 	 Assess actual data needs and deterfaine.a viable
 
approach to data collection and analysis.
 

B. 	Planning and Organization: The evaluation team felt that
 
this stage was, and is, the key to successful implmentation 
of any program planning process. Adequate time should be 
allotted to planning and establishing methodologies. 
Those tasks should be completed before the work plan is begun. 
Key steps are definition of objectives and tasks (with 
quantifiable outcomes), development of a work plan, design
 
of methodologies, laying the political groundwork within and
 
without the health sector, staffing, team organization,
 
management and administration, scheduling, and planning
 
of training.
 

Key 	recommendations are:
 

* 	 Lay adequate groundwork to ensure host country and multi-
Institutional support; 

" 	 Identify and recruit staff - host country and consultants­
on the basis of formal criteria, not availability alone. Plan for 
longer consultant visits, necessitating few consultants with 
broad expertise in several health areas; 

* 	 Schedule start-up according to readiness not outside time
 
constraints;
 

" 	 Arrange a suitable location for HSA team and develop a structure
 
which emphasizes subgroup coordination;
 

* 	 Develop strong management procedures, especially with respect 
to supervision of task completion; 

* 	 Plan details of local and foreign training, as required; 
* 	 Develop methodologies with host country participants and
 

jointly examining their applications and limitations;
 

* 	 Provide adequate orientation, with clear documentation in 
both English and the host country language where possible; 

Provide AID/Missions with the technical assistance of an'
 
HSA expert throughout this period.
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C. 	 Imupim-tation - Mae stage Involves carrying out and
 
cmpleting the work plan, especially the data collection
 
and 	analysis tasks, report preparation, translation, and 
distribution.
 

Key 	 recomendations: 

" 	 Ensure availability of logistical support on time;
 
* 	 Monitor data collection efforts closely;
 

* 	 Provide adequate supervision;
 

* 	 Involve host country participants throughout, especially in
 
the analytic, strategy, and recommendation formulation steps;
 

* 	 Prepare USAID report;
 

* 	 Ensure host country completion of its report;
 

* 	 Translate the USAID into host country language;
 

* 	 Focus on the educational aspects of the process.
 

D. 	Follow-Up - The primary requirement is to sustatnthe momentum 
and continuity of the process, so that it does noi'become a
 
one-time, immediate output effort. Activities fall into
 
the categories of dissemination of firitings and recomnendations, 
implementation of recommendations, continuation and updating
of plahning activities, and evaluations. 

Key 	recommendations:
 

" 	 Publicize the HSA and its outcomes, consistent with political

acceptability; 

* Evaluate process and outcomes with involvement of participants;
 

* Provide follow-on educational activities for participants;
 

" 	 Encourage implementation of recommendations; 

* 	 Provide follow-on loan; 

* 	 Support continuation and updating of plan and datai 

E. 	Guidelines - Of particular interest is the matter of guide­
lines: What sort should be provided, whether they can be
"cookbooked?" Guidelines need to be flexible go they can 
be adapted to country-specific conditions. This would seem 
to suggest that cookbooking is not suitable. However,
there are many steps in a program planning process for which 
a general framework and approach can be developed, leaving 
the 	details to be worked out in-country.
 

10
 



Key 	Recommendations:
 

- Definition of objectives;
 

* 	 Identify host country characteristics to be assessed for
 
design of process model procedures;
 

* 	 Develop checklist of content;
 

Identify solutions to common probleme and potential
 
pitfalls;
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* 	 Identify steps in a plan development and alternative
 
methodologies (including cost-benefit analysis).
 

Methodology for Evaluation of HSAs
 

After an initial review of selected documents in order to
 

establish a background and framework for the HSA, the evaluation
 

team prepared two questionnaires for use in the iuterviews. One 

version was designed for USAID participants, the other for the host 

country. The questionnaires contained open-ended questions organized 

around background variables, HSA processes by stage, participant evaluation 

of the HSA outcomes, participant evaluation of the HSA process, and
 

their recommendations on ways to improve the HSA process.
 

The 66 interviewees included participants from AID/Washington, 

AID/Missions and each host country, as well as consultants, represen­

tatives of the Pan American Health Organization (PAHO) and OIH. 

The data gathered through the interviews was tabulated and
 

analyzed by country, then it was compared across the three countries.
 

The intent was to describe, by country, the process used, identify 

the outcomes, identify factors Influencing the process and the outcomes, 

and draw conclusions concerning the effectiveness of the process, the 

causes for what happened, and the possible ways the process could he 

been improved. 

The analyses by country was then aggregated. The purpose was 

to see how the three HSAs were similar and different, the causes of 

the differences, whether any one was more successful than another, 

what were the common strengths and weaknesses, and what general lessons 

should be learned from them, (i.e., where an HSA is approptiate, what
 

are feasible objectives).
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The next step was development of the recomendations. While the
 

evaluation dealt solely with the HSA. it was clear that no single
 

process could be appropriate everywhere. Therefore, in developing 

recomndations, the contractor expanded on the scope of work to 

include: a spectrum of program planning models within which an HSA 
could be one alternative, discussion of certain policy issues and 
background factors that emerged during the evaluation and which are 
pertinent to the selection of an liSA model; and a discussion of the 

feasibility of current liSA obj-itives in terms of the conditions 

necessary for their accomplishment and their appropriateness to different 

models.
 

Composite Summary and Analysis 

Following the analysis of data for each co'ntry, the evaluation
 
team prepared a composite summary of the three HSAs, noting similarities
 

aMd dissimilarities in outcomes an trying to relate those to
 

like similarities and dissimilarities in the background factors and the
 

process varaibles. The purpose, .as stated earlier, was to draw con­

clusions from which reco-mnendations could be developed. This analysis
 

aided in identification of the HSA.issues, discussed earlier in this
 

Section and in Section II.
 

The analysis focused quite heavily on the problems of the HSAs,
 

since the purpose of the evaluation was to identify how the process
 
could be improved. The three HSAs evaluated were among the first such
 

efforts, and therefore more difficulties were encountered than might
 

normally occur. The team felt that the HSA is inherently a viable 
program planning process which, wIth modifications, would be appropriate 

to both USAID and host country health sector planning. 

Following are highlights of the composite summary and analysis.
 

Background Factors
 

Background factors did not seem to have had any substantial
 

effect on the process in terms of immediate outcomes, but do appear
 

to have either encouraged or hindered changes over the long run.
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Among the more important factors are political factors, existing
 

health planning activities, and USAID - host country relations.
 

Where there was broad based political support for the HSA,
 

the chances of sustaining the momentum of the HSA aud of implementirg 

recommendations was enhanced. Where support came principally from a 

single, politically strong and highly placed official, the HSA was 

certainly benefitted but only for as long as the official occupied 

a position of authority. The potential long-range impact of the HSA 

was jeopardized by reliance on one individual as the source of 

government commnitment and support. 

For the most part, existing health activities were a neutral 

factor. However, in one country the government had already prepared a 

national health plan and felt also that it had an adequate health 

planning capability. Its interest in the HSA was therefore tied pri­

marily to the prospect of a loan. Because of its disinterest in the
 

process itself and the absence of a follow-on loan, the long-range
 

impact of the HSA was slight.
 

On the other hand, one other country was in the process of
 

the time of the HSA, and it appearedinitiating some new programs at 

that more importance was being attached to health. In this instance, 

the HSA was actively supported, and the long-range impact in terms of 

programming has been substantial. Of course, a follow-on loan was 

important in promoting those advances, and fortunately the HSA 

wascorroborated the directions in which the government already moving. 

In one country, long-standing anti-Americanism had a negative 

impact on the smooth implementation of the HSA. However, final 

outcomes do not appear to have been affected. 

13
 



Plannin/Organization 

A number of difficulties were cited. Start-up was slow and dis­

organized in the three HSAs. Many participants felt that planning of 

the process had been inadequate and that objectives and tasks were 

not wall explained. Methodologies were developed ad hoc with numerous 

changes. 

Staffing
 

Human resources were a fiactor in princiaplly two ways. First, 

was the unavailability of certain skills or areas of expertise. This 

contributed to gaps in the study and often to the failure of the host 

country team to produce a final document. Areas in which host country 

skills typically were noted as lacking were health planning, data
 

analysis, strategy development, health economics, and sociology.
 

Likewise because the HSAs were tied to AID funding cycles and hence had 

to meet a set deadline, USAID staff and consultant support often had 

to be selected on the basis of availability, and not necessarily
 

expertise.
 

Second, was work norms in host countries. The implementation of 

the HSA was hindered by traditional work patterns such as a short work 

day (8am to 2 pm), a large number of holidays, and the holding of two 

or more jobs.
 

These factors probably did reduce both the effectiveness of
 

the process and the achievement of certain objectives.
 

For the most part consultants were considered to have been
 

assets to the HSA process, although some consistent concerns were voiced
 

across the three countries. Some did not or were not able to collaborate
 

a'equately with their host country counterparts. Others were said to
 

be unfamiliar with the country or the language. Their potential effective­

ness was sometimes diminshed by the short duratton and, on occasion, 

poor timing of their visits. Disorganization within the teams and 

team politics also made working difficult for short-term consultants. 
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In no HSA can it be said that institutional representation on
 

the team was as complete as desired, despite efforts to include all
 

major groups in the health sector. For the most part the non-participating 

institutions did not express interest in the HSA. It is also true 

that the host country teams, two of which wre set up as independent 

units, the third of which was under the health ministry, did not pay 

adequate attention to their relationships with other goverment and
 

non-government groups.
 

Implementation
 

Data collection and analysis posed difficulties. Often mentioned
 

was the unavailability of some data, delays in obtaining data,
 

and unrealiability- and incomplete analysis of data. While logistics
 

did not surface as a major problem, team operations generally
 

suffered from inadequate management and supervision. As a result of
 

these kinds of problems, deadlines were rarely met.
 

Perhaps the major issue in implementation was the exclusion
 

of host country participants from the analytic and strategy 

formulation phases of the HSA. Generally this occured because the host
 

country team did not complete the integrated, analytic reports USAID
 

needed in order to prepare its program plan. As its submission deadline 

neared, USAID had to assemble their own team to get the report com­

pleted on time. The USAID team did use whatever host country 

documentation was available, and it did consult with host country 

officials. However, the analytic and strategy processes were isolated
 

from direct host country participation because of the deadline pressure.
 

Two very common criticisms of the HSs were USAID.'s. choice not to 

translate its report into Spanish and the very limited distribution 

of the document among USAID and host country persoimel. Aside from causing 

frustration to team members who never saw what had happened to their 

work, the impact of the HSA was considerably reduced because few people 

knew of the couclusions and recoendations nor were the data developed 

in the study available to them. Subsequent health activities could not
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be related back to the HSA. (In one country there did seem to be
 
a fairly high level of awareness of the relation between the HSA
 
and the AID health loan').
 

Many participants expressed dissatisfaction over the absence
 
of any follow-up to the HSA. They felt it should be an ongoing
 
process, not a one-time effort. However, no one really was
 
able to define follow-up nor to assign respozas4bility for it, except
 
in terms of a loan. While the AID Missions said that they had never
 
indicated loans 
would necessarily result, most participants believed
 
they would. The one instance of 
follow-up involved a conference
 
held for the purpose of disseminating information on the report to
 
officials of ministries, other donors, and interested parties.
 

Achievement of Objectives
 

7he HSA was intended to achieve multiple objectives, as
 

simmarized below:
 

" Preparation of an AID and donor program plan,
 
" 
 Improved host country health planning capability,
 

" Institution building/improvement,
 

* Improved coordination (by AID and/or the host country
with one another, other donors, other sectors, private'

voluntary organizations and the private medical sector),
 

* Attitudinal changes,
 

" Education (skills upgrading),
 

* In-depth knowledge of the health sector,
 
" Development of a comprehensive national health plan strategy.
 

Overall, it can be said that the HSA was able to attain results
 
Under all objectives except that of coordination. However, the general
 
concensus is that substantially more could have been accomplished.
 
It is only fair to note, however, that many of the objectives are long­
range and slow in evolving, and final judgments as to success or failure
 

would be premature.
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In all cases the HSAs resulted in an AID program planning document, 

although in no case was it based on a final report produced by the 

host country, as was intended. Only one country produced such a
 

report, and then six months late.
 

In two countries the AID/Mission reports were accepted by both 

AID/Washington and the host country, while in the third it ws' only 

partially accepted. It is worth noting that several participants 

indicated that the HSA, while intanded to develop a program plan, in 

fact was used to justify already propose,. projects. 

Implementation of recommendations has been 9potty, where AID 

has made follow-on loans some activity has been generated. To what 

extent the HSA was the catalyst of new activities, or simply 

reinforced existing trends was unclear. 

Health Planning skills were increased by the HSA though the im­

provement seems to have been more personal than institutional. 

The degree to which health planning capabilities were improved 

by the HSA appears to be limited. As mentioned earlier, neither 

a national health plan nor a strategy were outcomes.
 

A number of new institutions were established or existing ones
 

expanded as a result of the HSA or follow-on lotis. In soma cases 

they are fuur.tioning well and have achieved considerable authority.
 

In others, they are really paper organizations.
 

Attitudinal changes were the achievement most frequently noted. 

The types of changes were greater awareness of health problems, a
 

broader acceptance of new programs or approaches to programming, and 

greater interest in health issues. The question must be raised, 

however, as to the extent to which these changes have been insti­

tutionalized or. are personal.
 

As indicated above, participants did feel they had gained a better
 

understanding of the health sector. Many noted that the RSA has provided 

an opportunity for pulling together in one place for the first time the
 

scattered information available on the health sector. At the same time, 

most indicated that there were still substantial gaps in the data base. 
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During z.d subsequent to the RSAnev progras and projects 

were initiated in all three countries, most with a rural orientation 

and dSrected toward the lower income groups. While it cannot be 

raid with assurance that the BSA generated these developments , clearly 

it reinforced then. It could also be said to have furthered them 

indirectly, where the projects were supported by loans which were 

planned thxough the HSA.. 
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IT. FRAMEWORK FOR PROGRAM PLANNING PROCESSES 

ISSUES
 

Certain issues emerged in the course of evaluating the HSAs con­

ducted inthe three Latin American countries. For the most part they
 

concern program. planning policy matters which need to be addressed
 

prior to selecting, designing or implementing any program planning
 

model. Some involve general policy, others relate to the selection and
 

design of a specific model, given the conditiors which prevail in a
 

particular country. While these issues were derived from the HSA model,
 

the evaluation team feels they pertain to all models. 

A. Conflicting Interpretations of the HSA 

Within AID-both Washington and the Mission-there were conflicting
 

interpretations of what the HSA was or oughc to be, its value, and its 
appropriateness to a particular country. As such, there were varying
 

degrees of commitment to the HSA itself and its various objectives 

(see Table 4-1). The newness of the process and the multiplicity and
 

scope of the objectives were confusing, and the purpose of undertaking
 

such a large scale effort did not always seem clear. Participants
 

saw the HSA as a legislative or bureaucratic requirement, and educational
 

tool, an unnecessarily complicated effort to justify proposed projects,
 

and/or a legitimate planning effort.
 

While this problem relates directly to the fact that these
 

HSAs were the first implemented, it is also true that their purpose 

and methodology had not been clearly defined in advance by AID. There 

needs to be a bxcader understanding and agreement as to the purpose 

and nature of any program planning process prior to its implementation.
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Related Subissues are:
 

0 Planaing vs. Justification
 

The stated purpose of the HSA is to produce a program planning
 
doc ment which gives recognition to host country desires and objectives.
 
However, in the three HSAs evaluated, the HSA served to justify program
 
already proposed. If the HSA has become or is likely to be used as a
 
process 
 to justify proposed projects or loans, then AID will need to 
develop some mechanism for ensuring that those independently proposed 
projects account for host country interests and are acceptable to it. 
More important, should scarce resources be devoted to implementing a 
major planning process that is not really "planning" anything? If it
 
is a Justification process, then it would seem more appropriate to narrow
 
the focus of the HSA to that of developing a detailed plan for the
 

propcsed projects.
 

9 Conflicting Evaluation Criteria
 

In some instances it seemed that AID respondents were more negative
 
in their evaluation of the HSA process then were host country 
respondents,
 
and that the two had substantially different perceptions of what were
 
positive outcomes and what were not. 
To an extent the conflict regults
 
from AID's needing quantifiable results in order to justify its programs
 

before Congress. Achievements which a host country recognizes as
 
important often cannot be quantified, (such as attitudinal changes), 
or
 
may not seem significant to outsiders,(such as verification of a health
 

problem.)
 

In general, results in the area of health planning are hard to
 
quantify, particularly over the short run. 
AID should be permitted
 
to have and should apply certain flexibility with respect to this matter.
 
Otherwise, it should probably not become involved with activities or
 
objectives that cannot be quantified.
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Related is the question of whose criteria should be used in
 

evaluating such things as outcomes, capability of professionals, or
 

adequacy of an existing health plan. In one country host country
 

participants rejected what they felt to be disregard for their country's
 

health plan, which to them implied that AID had found the plan inadequate
 
and their capabilities weak. AID had not ignored the plan; staff had
 

assessed it as inadequate for their needs. What criteria did AID
 

use and how were they developed? Were they applicable to that country's
 
situation, or was the plan in fact inadequate? How does the political
 

cost of offending the host country or of losing its commitment measure
 
against the benefits of AID's producing its own planning document?
 

0 Compatibility of AID and Other Donor Objectives 

Among the HSA objectives is improved coordination with donors. 

Again, achievement of this objective would need to be based on a 
ccrrespondence- of interest. Is AID willing to adapt its process so 

as to be useful to other donors and gain their interest?
 

B. Conflicting HSA Objectives 

Table 4-1 lists the objectives of the HSA as currently stated.
 

Based on the evaluation of three HSAs,. there seems to have been conflicts 
among the objectives which adversely affected outcomes.
 

The bottom line is that the SSAs were efforts to produce AID
 

program plans. At the same time, they were supposed to serve as 
major educational tools and as catalysts for change and development 
in the health sector, much of this to be achieved by having the host
 

countries participate in the process.
 

If the principal purpose of an HSA was to produce a program 

planning document,, efficient achievement of that objective probably 
was reduced by the efforts to implement other objectives. A planning 

document could have been produced in less time and at less cost, while 
still involving the host country adequately though in a different manner 
(It is also worth investigating whether the best possible program plans 
were produced, given the intense pressures and short time-frame in which 
they ultimately had to be prepared. The evaluation team did not try to 

make this determination). 
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On the other side, if the USAs vere truly meant to achieve other 

objectives such ms training, coordination and institution-building, 

then those obj !ctives were adversely affected by the need to prepare 

a planning document. That objective bound the HSAs to the AID funding 

cycle, vhich Imposed time limitations inappropriate to the achievement 

of other objectives. The time constraint caused several other problems 

that no doubt adversely influenced achievement of objectives: staff 

sometimes had to be chosen on the basis of availability and not 

experience; flexibility to adjust to or take advantage of changing. 

conditions was limited; adequate time to plan the effort was not 

available; time to accomplish long-range objectives such as institution­

building or coordination was not available; and start-up occurred 

before the teams were ready. 

The funding cycle constraint also tended to make the HSA a one­

shot effort as opposed to the ongoing planning proc'.,ss. According to
 

the guidelines, an HSA was to be the first step leading to institutionalized
 

health planning.
 

Another conflict pertains to resources. The HSA is highly re­

source intensive, as currently structured. Each objective is major 

and could absorb all the resources of an HSA. Most are long-term in 

nature and optimally require sustained support. Dividing resources 

among all the objectives may lessen the possibility of successfully 

accomplishing some. Further, even while its objectives are worthwhile 

and may be accepted by all parties, the strain imposed by the HSA on 

both the Missions and host country governments may of necessity limit 

commitment and interest. 

C. Conflicting AID and Host Country Objectives
 

While at a general level AID and host country objectives appear
 

to be consistent, level of interest, priorities and sub-objectives
 

may differ. For example, a host country may be less concerned with the
 

AID planning document and uore interested in training opportunities
 

less interested in coordination or institution-building and more interested
 

in expanding its knowledge of the health sector. A country may wish
 

to carry out a comprehensive HSA, rather than having it delineated by AID
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This issue relates back to the earlier ones of AID flexibility 

and host country commitment. Is AID able to be flexible in order to
 

accommodate host country objectives so that maximum commitment can
 

be obtained, and is the host country willing to guarantee its participation?
 

A related subissue is:
 

0 Future Benefits from the HSA
 

The HSA requires the host country to commit scarce resources in
 

the hopes of a future loan which may or may not be forthcoming and may
 

or may not constitute a significant percentage of its overall health
 

budget. For example, AID may be asking a host country to commit 

several hundred thousand dollars on the possibility of a $6 to $10
 

million loan, a fraction of its overall health budget. Another donor
 

may be offering $40 million with no demands on resources.
 

Because of the requirement to get an AID programmiag document 

out, AID has often been forced to cut host country personnel out at 

the very stage during which they can learn the most - the analysis and 

document preparation stage. Thus even the educational benefit is 

lost.
 

The issue of future benefits raises difficult questions. Shoui.d 

AID be asking a host country to provide scarce resources without assurance 

of some substantive return i.e., a loan or at least the maximum possible 

education from participation? What are the political costs of not 

providing a loan? While legally AID cannot guarantee a loan, could it' 

at least offer a grant? In general, to what extent is AID willing to 

be flexible in order to provide for most country benefits? If flexibility 

is not possible, perhaps AID should not initiate a full-scale HSA 

but should focus only on a planning document. 

D. Host Country Commitment to the HSA 

On the other side, in some cases results of an HSA may have been 

less than desired due to a lack of host country commitment and its 

failure to provide the resources agreed to.. For example, in the 

three USAs examined impact of the HSA was lessened because the final 
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reports were not disseminated by the host country. Time-consuming 

and costly delays were the result of host country governments failing 

to provide promised non-financial resources such as office space and 

vehicles. In all three, several participants were transferred to 

positions outside the health sector.
 

AID might consider examining to what extent it can or is willing 

to dictate terms or require host country guarantees for carrying out
 

the HSA (or another program planning process). Should AID be investing
 

health funds that may improve the human resource base of a country 

as a whole, but not specifically that of the health sector? Should
 

there be some assurance that, at least for a time, participants
 

continue working in the health sector?
 

While establishing conditions for the conduct of an HSA 

may seem politically unacceptable, it should be remembered that 

AID loans contain requirements, consistent with host country interests, 

and that procedures seem to be acceptable. This approach should
 

be extended to the HSA process from which the loan would flow. Several
 

respondents in fact noted with approval that AID can act as an agent
 

of change primarily 1ecause it can specify preconditions.
 

E. Approach to Data
 

Although data collection is not strictly an issue in terms of
 

AID policy, the difficulties with it were significant enough to justify
 

recommending that AID specifically investigate how data collection should
 

be handled. The assumption seems to have been that implementation
 
of an HSA required collection of data, often a significant amount. 

In the Dominican Republic another situation prevailed. At the request 

of the Dominican government, AID funded a separate national survey. 

While much of the data was not needed for the HSA, the two somehow 

became closely linked, which caused considerable delays to the HSA. Once
 

the HSA was over, support for completing the analysis of the survey data
 

diminished and much of the data was never analyzed.
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Several questions need to be explored. Is new data so much better
 
that the time, resources and delays required to obtain it were justified?
 
Did it result in different conclusions or recommendations or substantially
 
increase understanding or knowledge of a country's health situation?
 

If the program planning process were continuous, major efforts
 
at data collection might be justifiable. If it is to be one-time or
 
or a short duration, then another approach should probably be contemplated.
 
For example, instead of collecting new data, existing data should be
 
gathered and carefully analyzed, which quite often has not been done.
 
Deficiencies and gaps should be noted, and perhaps a collection effort
 

funded as a separate future project. If new data has to be collected
 
for the HSA, what is needed should be carefully identified and the effort
 
kept as small as possible and scaled to be achievable in the time available.
 

/ 

Where there are serious problems with the information available
 
in the country, then perhaps a major data collection effort should be
 

undertaken prior to the analytical HSA.
 

BACKGROUND FACTORS 

This section addresses certain factors existent in a country which
 
will act as parameters within which a program planning process must be 
selected and then specifically designed and implemented. However, they 
will have to be assessed specifically for each country. Here they are
 

treated generally:
 

A. Pblitical Climate 

Adequate attention must be paid to the political climate of a
 
country as a whole, and within the health sector in-particular,
in advance of deciding what sort of process to implement, if 
any at all. For example, in the case of the Dominican Republic,
where there' was already heightened interest in developing the 
health sector and where the Secretary of the Health Ministry 
was favorable disposed toward an HSA, it was feasible to carry 
out an extensive planning process.. On the other hand, it may* 
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not have been feasible, as part of that HSA, ro carry out the 
detailed analysis of the Dominican ;governmental structure and 
its impact on the health sector. Although the study produced
interesting information and detailed accurately certain 
institutional problem, it was too sensitive for .Dominican 
officials to release. Thus the value of the study lost.was 
That difficulty could have:. been identified in advance and the 
resources invested otherwise. 

In one country, where the government's interest in the HSA
 
was generated solely by the prospect of a loan (the anticipated
 
size of which was considered insignificant), and where there
 
was an existing plan felt to be adequate, political support
 
was likely to be minimal. In such a case, the full-scale HSA
 
may not have been appropriate.
 

Other kinds of political factors are: host country policy

opposed to AID's program interest (Bolivia's opposition to
 
family planning); personal interests or biases of people in
 
positions of authority; absence'of political support beyond that
 
of a single high. level official subject to transfer or fall
 
from power; and the level of priority given to health or health
 
planning.
 

B. Human Resources
 

It is important to assess realistically the level of human
 
resources that can be and will be commited to the HSA. 
In
 
a country where there is a scarcity of these resources and where
 
the functions of goveroment are extremely dependent on those
 
few available, USAID should probably not propose a process which
 
will remove those people from their jobs for long periods of time.
 
That factor may mitigate against a full-scale HSA or may alter
 
expectations with regard to host country participation. On
 
the other hand, if there is interest in health planning, USAID
 
may choose to conduct an extensive training program prior to
 
an HSA and to use the HSA to build a new planning capability.
 

C. Financial Resources
 

For the most part, financial resources were not a major issue.
 
The support provided by the host country most frequently was in
 
the form of salaries and back-up services. Given the level
 
of fiscal resources in most developing countries, AID should not
 
count on much in the way of financial contributions. Despite
 
that caveat, the experience in Nicaragua, where substantial
 
host country funding was provided, suggests that a financial
 
investment by a country can generate some long-range support

for the HSA. AID might want to explore a means of getting more
 
such funding where a country can provide it.
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D. Logistical Support
 

Other resources include infrastructure, support services, housing,
 
office space and other items that ensure smooth operations. In
 
most HSAs host country government volunteered these kinds of
 
non-financial resources. Too frequently they were neither forth­
coming on time nor adequate, and AID Missions found themselves
 
backstopping a lot. Quite often delays resulted which not only
 
extended the process but frustrated participants. The potential
 
availability of these resources and the probability of their
 
being made available should be carefully estimated.
 

E. Institutional Characteristics
 

This refers in particular to the nature and organization of 
institutions within the health sector, as well as to the structure 
of the government as a whole. In the case of the Dominican 
Republic, it was unrealistic to hope to achieve much in the 
way of reorganization of the health sector, or even reorganization 
of the health ministry, beyond the regionalization plan proposed 
by PAHO and already being implemented. The government as a 
whole was highly centralized around the President and the 
Treasury Ministry, and no change in the ministry of health could 
be effective unless that structure was altered. 

In Nicaragua, the changes of AID's achieving long-term changes
 
were lessened by the-fact that the Ministry of Health controlled
 
only 10% of the health budget, whereas the Institute of Social
 
Security controlled 80%. It is the Ministry of Health which deals
 
with rural areas and public health and most of what AID wants
 
implemented will have to go it. Unfortunately, it has the least
 
resources.
 

F. Host Country Commitment
 

Host country commitment is a somewhat malleable factor, in that
 
its level can be influenced by the prospect of a loan. Perhaps 
the important thing is to distinguish "real" from "practical" 
commitment. Given an HSA of a year's duration, with objectives
 
that will take longer to achieve and require host country 
support, genuine comunitment will be critical to sustain momentum. 
In Nicaragua, when the HSA process was completed in December
 
before the Nicaraguans were finished, they were able to continue 
the process themselves because the government had funded the team. 
AID might want to explore possibilities of negotiating some 
kind of guaranteed commitment from a government where lng-range
 

-objectives are involved. 
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The HSAs were affected by the existence of a highly placed 
host country official supporting them. In both Nicaragua

and the Dominican Republic, Cabinet-level officials provided 
a strong impetus to implementation. However, when that official
 
in Nicaragua left office, support for the HSA and implementation
 
of its recomendations, was greatly diminished. In Bolivia,
 
the official in charge had once been cabinet-level but was not
 
so at that time, and he did not appear able to generate
 
the desired interest and cooperation.
 

It seems, then, that involvement by a high ranking official 
is important. However, for more important is aibroader or more 
institutionalized base of support, because of the likelihood 
of turnover in the upper levels of government.
 

G. Time
 

One aspect of this factor - the AID funding cycle - was discussed
 
earlier in the Issues section. It can impose quite severe
 
limitations. Host country governments may also have relevant
 
time cycles, such as Five Year Plans. The flexibility or
 
inflexibility of these factors can be a determinant in the 
selection of the type of HSA to implement and the objectives to 
pursue, since some may not be achieveable within the alloted 
time. Time in other aspects can be manipulated somewhat. For 
example, the way in which manpower is scheduled can affect 
time factors, as can planning and organization. The time 
available and required for a task must be realistically assessed
 
and adjusted until the two correspond. 

H. Health Sector Attitudes, Structure and Activities
 

For the most part, this facto: -vasneutral. However, it can become
 
a negative factor or a missed opportunity, if it is not addressed
 
realistically. In Bolivia, the failure to deal satis­
factorily with the existing health plan was a negative, while
 
in the Dominican Republic,AID was able to capitalize on an
 
active health ministry. In Nicaragua, the failure to deal
 
more directly with the institute with the largest budget -­
the Social Security Agency -- was probably a missed opportunity. 

OBJECTIVES 

In general it can be said that there were positive outcomes with
 

respect to most objectives of the HSA, but that accomplishments were 
neither as many nor as in-depth as was expected or desired. The evaluation
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team agreed with participants that more could have been achieved in
 

terms of some objectives, but found that others did not seem to be
 

feasibly as primary points of focus. Nonetheless, all objectives
 

are worthwhile and should be part of the program planning process, even
 

if not individually singled out.
 

This section contains the contractor's evaluation of the feasibility
 

of each of the different objectives (listed in Table 4-1) and the pre­

conditions that should be present if they are to be purused.
 

As a general principle, more clearly defined, quantifiable
 

outcomes should be set for each objective.
 

Objective A. AID Program Planning Document 

With respect to AID's objective of producing a program planning
 

document,it seems clear that the HSA is a reasonable tool. It is also
 

likely that with proper planning and implementation (see Process 

Variables), the host country team would produce, within the time limits 

imposed by the AID funding cycle, a analytic document which could serve 

as a basis for the USAID document, as the SA guidelines call for. If
 

the host country is to be involved in the planning process, then it
 

should be so in all stages, especially those involving analysis and
 

formulation of recommendations. To ensure that type of participation
 

may require more formal training of host country participants and more 

time. Unless AID is prepared to make that investment, and to comit 

itself to full host country participation, it would probably be better
 

to prepare the plan in-house, in consultation with bost country officials.
 

Objective B. Improved Host Country Heilth Planning Capability
 

With respect to improving health planning capabilities, while the
 

results were not particularly positive, the evaluation team felt that.
 

the objective is appropriate, with certain changes in procedure.
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Host country team members need to be involved not only in the 
research and data collection stages of the HSA, but also in the analytic
 

and strategy planning stages where their greatest skill needs are.
 
Further, members should represent the institutions which are (or would be) 
involved with health planning so that Improvements of their skills will also 
mean institutional improvement. Formal training programs should probably
 
be set up, and team members selected in part on the basis of the skill
 
needs of health institutions, which training would address. 
Finally,
 
the host country must be allowed and supported in its efforts to continue
 

the BSA process through to the end.
 

While initial positive steps can be taken within the time frame of
 
.ayear that seems to have evolved as the average for an HSA, this objective
 
can be most effectively pursued through an ongoing process. 
Attention
 
should .be paid, perhaps through the loan, to sustaining the momentum
 

initiated under the HSA.
 

Objective C. Institutional Changes and Reform
 

The HSA did result in the creation of a number of new, or the ex­
pansion of some existing, institutions, one subobjective under institutional
 
change. 
For example, two health planning units and a nutrition coordination
 
unit were set up. However, it appears that these units were often the
 
result of a subsequent AID loan requirement. The HSA itself may not be
 
able to induce the level of government comitment necessary to sustain
 
their continued operations. Nevertheless, most participants seemed to
 
feel that the creation of institions during an HSA is an important
 
first step and should not be downplayed.
 

Perhaps where this subobjective is contemplated as part of the BSA
 
process, it should be linked to the leverage of a future loan. 
In
 
addition, to host .country government might be encouraged to make a commitment
 
that team members be assigned a health institution after the HSA. Finally
 
it seems essential that this objective be pursued only where the government
 
is truly willing to support the institution and to give it some authority.
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Very little was accomplished in the area of reorganization of the
 

health sector or of health institutions, other subobjectives. They may
 

be impractical, since generally organizationcl.deficiencies are systemic
 

to all of government and cannot be addressed by reform of just one insti­

tution or any part of it. Further, the principal problem is often political, 

something a U.S. agency would be hard pressed to deal with under any 

circumstances. Finally, organizational changes require time, not always 

available with the HSA. Even if the HSA were ongoing, this still might 

be an impractical subobjective for the other reasons mentioned. 

It is suggested that unless there is a strong indication from the
 

highest levels of government that it is interested in reorganization,
 

and the prospect for change seems realistic, this subobjective should be
 

assigned a low priority. 

Objective D. Improved Coordination
 

While this objective is clearly desirable, it may be unrealistic to
 

hope that the HSA can improve coordination among certain segments of the 

health sector. For example, in trying to improve coordination between 

the private sector and the host country government, the HSA is bucking 

a tradition of independence between the public and private health 

sectors and trying to overcome longstanding animosity and distrust. 

To achieve multi-sectoral coordination is also extremely complicated,
 

again because of the structure of host country governments and the major 

organizational changes that multi-sectoral coordination implies. Even 

coordination within the governmental health sector, where the HSA can 

act as an initial impetus, may not be worth formally pursuing without 

some strong indication of governmental commitment. Too often the coordinating 

units set up under HSA were regarded as temporary and prefunctory units. 

Nevertheless, some procedural. changes could be instituted that would 

lessen the possibility of the HSA acting as a divisive force. Were a 

team consists of numerous study groups, these must be well-coordinated, 

with frequent interaction and collaboration and sharing of information 
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and reports. Greater representation from the various health 

institutions and other agencies which deal with health matters should 

be pushed. (This was attempted, but proved unsuccessful in Bolivia). 

Achieving that representation may require more initial groundwork selling 

the HSA process and more support from the highest levels of government.
 

With respect to Improving coordination with donors it is probably 

difficult for an outside third party like AID to promote better 

cooperation between otherthird parties and the host country. That 

coordination probably has to be generated from within the host country 

government. Some respondents did, however propose that a suitable objective
 

for AID in the HSA is to help the host country develop a methodology
 

for coordinating and directing the aid of donors. Perhaps that is the
 

*proper objective to pursue in terms of host country and donor coordination,
 

and it fits neatly with the objective of improving planning capabilities.
 

The document produced by AID could serve as a means of coordination
 

donor activities if it were expanded to include donor interests and priorities,
 

such as urban services or infrastructure. Currently, these are excluded
 

from the HSA since they are not primary interests of AID. AID should
 

investigate ways of expanding its efforts through collaboration with or
 

participation by other donors so that a timely, comprehensive plan can be
 

developed. Such a plan would have the added advantage of providing the
 

host country government with a vehicle for coordinating donor aid.
 

Finally, briefings or news releases could be instituted as a way of
 

sharing and disseminating information to donors.
 

The objective of coordination also applies to AID itself, with respect
 
to its dealings with other donors,, with private voluntary organizations,
 

and with other sectors within AID. Here, too, there was little success.
 

Objective E. Attitudinal Changes
 

Achieving attitudinal changes within the health sector appears to.
 

be a very appropriate objective. Almost every participant indicated
 

increased awareness of various health issues and program needs, of new
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concepts such as the multi-sectoral approach, and of the nature of his
 

country's health problems. However, most changes in attitude appear
 

to have been personal as opposed to institutional. Further, unless a
 

participant achieves or is already in a high-level position, his
 

changes in attitude may not result in program or policy changes.
 

Institutionalization of attitudinal changes may best be accomplished
 

by greater involvement of officials in policy-making positions and of 

technical staff in health agencies. Certainly the follow-on loan or 

grant is important, since it enables a person to put recommended changes 

into practice. 

Objective F. Education
 

Education is the objective with which most participants concurred and 

where interest was greatest, but where the greatest disappointment was 

felt. Most participants spoke of education in terms of skills training 

or upgrading and learning how to carry out new tasks. Again, achievement 

seems to have been personal rather than institutional.. 

The HSA should be a very effective tool in upgrading skills that will 
improve institutional capabilities within a short period. First, however, 

this objective must receive more formal attention. Skill needs must be
 

carefully assessed so that relevant training programs can be set up.
 

Goals need to be clearly established. Consultants should also focus more
 

specifically on training, in addition to accomplishment of tasks. All 
steps of theprocess should be reviewed and explained, i.e., how a 

methodology for a task is developed. Act tvities and reports should be 

reviewed and critiqued with participants, in process and after completion. 

Education must be viewed as a continuing process, which will mean adequate 

follow-up, e.g., refresher courses. Where possible, it would be interesting 

to review with participants the longer-range outcomes of the HSA activities 

and the reasons for them. 
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One educational subobjective was to promote changes at universities, 

for example, new public health courses. Universities in all three HSAs 

were only marginally involved because of the traditional sepearation of 

universities and host country governments, as well as the general anti-

Americanism found on campuses. Fostering curricula changes may be 

difficult under these circumstances. However, because of the capabilities 

found at universities and their role in training future professionals, 

AID should explore new approaches to including them. 

Objective G. Develop In-depth Knowledge of Health Sector
 

Most participants expressed a strong interest in the objective of
 

developing an in-depth knowledge of the host country health sector,
 

particularly in countries where a good data base did not exist. Many
 

were partially dissatistified with the results achieved, princiaplly be­

cause they felt the data were not of good quality, because there was
 

still significant gaps, or because not all the data were analyzed. There
 

was also a feeling that not much new information had emerged (with some 

notable exceptions). However, participants saw a major accomplishment
 

that for the first time the many pieces of scattered information were
 

pulled together in one document aL.i often reanalyzed so that they were
 

usable.
 

With amore systematic approach to data collection, analysis and
 

dissemination, better results can be obtained (specific recommendations
 

are contained in the Process Variables section). It seems inappropriate,
 

however, to undertake any major data collection efforts, unless a broad
 

HSA is contemplated which would afford adequate time and resources to
 

achieving that goal.
 

Finally, AID should look carefullyat the question of just what 

categories of data and what level of quality are required for adequate 

program planning. Several participants felt that more effort was expended 

than was necessary or justified by the results. 
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Objective H. Develop a National Health Planning Strategy
 

While the results with respect to this objective were not judged
 

to be satisfactory, it should be an achievable outcome. First, however,
 

AII. must be committed to achieve it, then adequate resources and support,
 

principally training, must be provided. This objective seems particularly 

suitable in light of the related objective of improving health planning 

capabilities. It also seems clear that an HSA is an effective tool in 

promoting certain strategies such as preventive health care and
 

facilities or the use of low cost rural health care delivery systems (see below). 

One issue that must be dealt with more adequately is that of existing
 

health plans and their relation to an AID program planning process. This 

is an issue which USAID should investigate, since ignoring an existing
 

plan can generate resentment and reduce host country commitment. 

A subobjective of AID/Washington was to have the teams develop
 

strategies based in part on cost-benefit analyses of alternatives.
 

Several participants felt that no methodology was available for doing this
 

in developing countries. At present a capability does not seem to exist,
 

although part of the problem may be a lack of familiarity with the approach. 

AID should consider developing guidelines on various methodologies and
 

developing an in-house capability to work with Mission staff and con­

sultants on methodologies.
 

Obj ective I. (Building AID' s Image) 

This objective is metioned in parentheses since it was and is not
 

a formal one. However, AID's image certainly was affected by the HSAs.
 

While it is inappropriate to make that an explicit objective, more could 

be done to enhance AID's image through the HSA. Certainly ensuring that 

peop]" know of the outcomes is important. Publicity for the USA could 

be contemplated (that would have the added advantage of building support 

for the recoiimendations). Finally, USAID should make clear its roles
 

and: responsibilities in the HSA, as distinct from those of the host country. 
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Additional Objectives
 

The avaluation of outcomes in the three Latin American HSAs revealed 

few unanticipated results that Indicate potential new BSA objectives. 

However, several new programs were initiated directly or indirectly by 

the BSA, and it seems that there is some merit to host country adding 

project development as an objective. 

Planning actual projects ,wouldbe an excellent complement to the 

national planning effort of the HSA and could generate additional host 

country commitment. Even better would be to fund a small health planning 

related project as part of the prograi planning process. The evaluation 

team noted that lack of commitmeat was a major factor limiting .'e 

accomplishments of the HSAs and feels that there needs to be some 

tangible, immediate benefit that derives from the process. This is 

particularly necessary where a loan may not be forthcoming. AID should 

explore the possibility of making a small grant in conjunction with the 

HSA that would allow host country participants to plan and implement a 

project. It would relate to the health planning efforts -- e.g., development 

of some aspect of the data collection system, a new data analysis program, 

development of an in-house training program. While the purpose of the 

HSA is to plan what projects should be implemented, the evaluation team 

believes that a small health planning project need could be identified 

and the benefits that woula accrue from funding it could be important 

to the overall HSA. 
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III. RECOMMENDATIONS
 

The evaluation of the three HSAs indicates that in concept the process
 

can achieve worthwhile results and can address multiple objectives success­

fully. However, disappointment was expressed by many participants that
 

more was not accomplished, and the contractor concurs in that judgment.
 

Nonetheless, it is recognized that the team looked at three of the
 

- a year long, com­earliest HSAs all of which were based on one model 


prehensive planning effort conducted jointly by the host country and the
 

Of necessity the processes were formative and exploratory,
AID/Mission. 

mistakes inevitable. Many lessons were learned, and the contractor is 

aware that improvements have already taken place with respect to the 

HSA model (i.e., Guatemala) and that, in addition, other models have 

been tried (in Haiti and Jordan, for example).
 

It is the contractor's opinion that AID should retain a formal
 

planning process. AID should continue its current flexible approachprogram 

under which the current health sector assessment process is but one possible 

program planning processes. With modifications,model in a spectrum of 

the existing HSA process is an alternative that will have validity in
 

there are clearly situations to which itcertain countries. However, 

is not appropriate, and therefore other alternative processes should
 

be available. 

The first
This recommendations section consists of two parts. 


outlines four alternative program planning models. As examples from 

the spectrum of possibilities, the models are presented in general 

terms; each would have to be adapted to meet the conditions unique to each 

country in which program planning is contemplated.
 

Some of the premises on which one or two of the alternatives are
 

based may not be possible given current AID legislation or policy.
 

Despite this, they have been suggested because it is understood that AID
 

is contemplating changes to its program planning process and because,
 

with respect to the HSA mod&ol itself,the changes could produce substantial
 

improvements. 
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The second part deals with "process variables", the steps and 

elements through 	which the program planning model is implemented. Although 

this part relates directly to the HSAs investigated, reconendations have
 

broader application, since some or all of the elements would be part 

of other models.
 

One caveat should be noted. The contractor looked at only one type 

of program planning process - the HSA - conducted in three countries 

within a single region - Latin America - which has distinct characteristios. 

It is likely that AID will be conducting HSAs or other models in regions 

very different from Latin America. Modifications will no doubt be re­

quired to adapt the models and process variables to those other. conditions.
 

ALTERNATIVE HSA MODELS
 

Alternative I: Preparation of an USAID Program Plan Only 

A USAID program plan would be prepared by USAID staff and/or con­
sultants in collaboration with appropriate host country personnel.
 
The plan would address the the HSA objectives as possible projects
 
rather than as components of the program planning process. This model
 
would be tied to the AID funding cycle, place the minimum burden on
 
the Mission and host country govermnent, and require the least
 
funds, time and other resources. It could be used equally well to
 
develop justification of proposed projects or to design detailed
 
project plans.
 

This model would 	be suitable in countries where there is minimal
 
interest or commitment by the government to program planning, where 
resources are especially scarce, where backgrou&-d factors do not
 
favor attempting 	the more difficult HSA models, wh.'re adequate data
 
and health planning exist,. or where a country has ali.7ady been 
studied adequately.
 

Alternative II: 	 Preparation of an USAID Program Plan with Selected
 
Additional Objectives of Tasks
 

This model is similar to the first, except that a limited number of
 
additional objectives or tasks would be added. They would be
 
selected on the basis of negotiations with host country officials.
 
The criteria would be the probability of accomplishment, adequacy
 
of resources, and compatibility withthe AID funding cycle. The
 
relative involvement of USAID and host country staff would also
 
be negotiated. Program planning work would be principally AID's
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responsibility; the host country would participate in add-ons.
 

This model depends heavily upon the negitiation portion of the
 

process. It would work as a prolonged detailed negotiation and
 

discussion process between key USAID representatives and key host
 
government representatives.
 

This model would be applicable in countries where there is a strong
 

directional preference, but still limited interest in health planning.
 

It is also probable that such a country would have limited resources
 

which did not match its interest or directional preferences. A
 

capability in health planning is not required since the output
 

will be largly by USAID and training of host country nationals 

could be an initial negotiation item. The HSA as it was conducted 
in Haiti is close to an example of chis model. 

.Alternative III: 	 Preparation of a USAID Program Plan, Aith a Parallel
 

Multi-Objective Health Planning Effort
 

This model is designed to reconcile the need for a program planning
 

document tied to the AID funding cyc..e and the desire to use the
 

process to achieve the various HSA oojectives which should not be
 

constrained by a time factor. USAID pl7'a preparation would take
 

place over a longer period time, but within the funding cycle, in 

order that it can support the pursuit of other cbjectives. ',he plan 

would be primarily USAID's responsibility. The parallel activities 

would be independent of the funding cycle, and could involve 

anything from the development of a health planning capability to 

selected longer-range objectives such as extended training or 

institution-building. They would be negotiated with the host country. 

Lhe purpose of tying the accomplishment of other objectives to 
the program planning document would be to capatilize on the staff
 

and consultants involved in that process, to get host country input 
into that process, to meet host country interests in other objectives, 
and to provide host country participants with real-life project ­

involvement in an actual program planning process. Both AID and 
the host country would commit resources, AID perhaps. funding the 
parallel effort through a grant.
 

This model might be appropriate where AID has to produce a program
 
planning document, and a host country i:n interested in longer-range
 
objectives and willing to commit substautial resources. It would also 
be appropriate where there is some health planning capability and
 

a strong interest to expand it.
 

Alternative IV: Preparation of a National Health Plan, with Other 
HSA Objectives, Followed by Preparation of a
 
USAID Program Plan
 

Comp.arable in scope to the current HSA, this model has as the bottom-line 
objective the preparation of a comprehensive national health plan 
and strategy. To 	this task can be added any other objectives. The
 



plan would be developed outside the AID funding cycle, though with 
its own deadline, probably dictated by the host country. The USAID 
program plan would follow from the host ,country plan. The model 
would require greater attention to coordination with other sectors, 
and donors , than the other 3 models. 

This model would require the largest investment in resources. 
Because of the expanded time frame, and cost, it would also require 
a more definite commitment from the host country. It would be most
 
appropriate in a country in which is interested in developing a health 
planning capability or a health plan and which has adequate resources
 
for such a large scale effort. It would also be suitable in an area
 
where politically the U.S. must work very closely with the host country

and not appear to be dictating anything to it. A review of host
 
country conditions and of AID policy, general and country-specific, 
would determine which, if any model, is most appropriate. It would 
also Indicate which among the overall objectives might best be pursued. 
However, no matter which objectives become the specific focal points 
of the planning effort, all should be addressed to the extent possible.
 

PROCESS VARIABLES 

This section deals with process variables, those elements of the 
health sector assessment process whose treatment will determine in large 
part the outcomes of the process. The variables are grouped according
 

to the major stages of the HSA: scope of work, planning and organization,
 

implementation, and follow-up. A-separate section on guidelines in included
 
at the end, since those were of special concern to AID. The various
 

elements encompassed 
by each stage are listed below it. Recommendations
 

address those elements which emerged as problems in the HSA evaluation.
 

Regardless of the model selected, three principles should
 
always- be applied. First, to the extent that it has been agreed to, host
 

country participants should be involved throughout. If USAID must meet 
a deadline and has to complete a task internally,, it should still support
 

the host country team in completing that task, even though it may duplicate 

USAID's independent effort. 
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Second, institutionalization should be a theme that underlies all
 

activities. Each time a task is planned, consideration should be given
 

to designing it to maximize the potential for long-term changes or
 

improvements.
 

Third, because health is affected by a wide range of factors, from
 

diet to housing to cultural norms, health programming should be multi­

sectoral. Therefore, program planning processes need to be multi-sectoral,
 

and that approach should be encouraged as much as possible.
 

A. 	Scope of Work
 

The stage in which and AID/Washington and Mission team determines
 

what type of program planning model is most appropriate, based on back­

ground factors, resources and host country interests; s,'lects a model,
 

generally defines the content of the study; identified resource needs
 

and 	 availability; estimates preliminary budget; prepare a preliminary 

schedule, and negotiates host country involvement.
 

" 	 Selection of participants, host country and AID, for preparing 
the scope of work ­

* 	 Assessment of the degree and nature of host country interest/
 
commitment
 

" Negotiation of host country participation
 

" Identification of content of study
 

* 	 Identification of information and resource needs and
 
availability
 

* 	 Preliminary scheduling and budgeting
 

An esseatial part of this stage will be negotiations with the host
 

country conce.rning the nature of its commitment and involvement,and the 

resources it. will provide. AID should explore means of obtaining a guarantee 

for the timaly delivery of those resources. AID will need to conduct a 

careful and sensitive assessment of both the country's political climate 

and 	of the feasibility of itn commitment. It is recommended that the host
 

country be extensively involved in the scope of work. 

41
 



The duration of the scope of work should be long enough.to allow 

time to conduct all tasks thoroughly. In particular, since data was an
 

issue in each HSA, the scope of work should focus on:
 

0 
 assessing exactly what data is needed to conduct an HSA
 

0 
 determining the availability or usefulness of existing data
 

* 	 determining the difficulties of obtaining new data 

* 	 determining whether substantial improvement in information will 
result from new data and is worth the investment 

Resources likewise need to be carefully assessed: what can and will
 

the host country bring to the HSA process?
 

Scheduling will need to account for different cultural and academic
 

backgrounds which will affect attitudes toward meeting deadlines and 

implementation of tasks and for the kinds of problems likely to arise in 

developing countries. In general, a year should be sufficient for a 

broad HSA; other models may require less time. In the event that a 

major health survey such as that conducted in the Dominican Republic is 

.contemplated, more time may have to be added. In a country such as
 

Bolivia, where a lesser amount of data collection was contemplated, the
 

HSA 	time could be reduced. In general, the optimal time required to com­

plete a task should be assessed, and if sufficient time cannot be made
 

avaialble, the task should be redevined accordingly. Relating tasks and
 

time requirements reaistically will be a key job in the early stages of
 

the 	HSA.
 

B. Planning and Organization
 

As evidenced by the problems encountered in implementing the three
 

HSAs studied, this stage is perhaps the most critical to the successful
 

and efficient conduct of any program planning model. If adequate time is
 

taken to plan and organize the process in detail and to ready the team
 

for the work, then the tasks should proceed smoothly and on schedule.
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Elements
 

0 Planning
 

- Definition of objectives and final imputs, with quantified 

outcomes* 

Definition of tasks and methodologies
-

- Development of a resource utilization plan 

to build political- Development 'of a plan to assess and 

constituencies 

- Development of evaluation plan for process and outcomes 

- Final schedule and budget 

" 	 Staffing
 

- Development of selection criteria and procedures
 

- Identification of needs and resources
 

- Institutional representation
 

Team leaders (management credibility and capability)
 

- Consultants (development of selection criteria such as
 

knowledge of the host country, experience in human relations,
 

group dynamics teaching experience and language capability)
 

-


- Selection procedures
 

Duration of positions (part time versus full-time, short-term
 -

versus long-term)
 

- Job descriptions
 

-. Timing of availability
 

" 	 Team Organization
 

- Team location in the government
 

- Relations with team, the host country, and AID
 

- Team mangement/supervision
 

" Start-Up 

- Background orientation 

Training of participants (timing,nature, location and duration)-


Logistics (office space; office equipment, support staff,
-

transportation, administration)
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" 	 Host country participation definition - scope, extent,

content areas, and involvement of high level officials
 

* 	 Data assessment - health sector needs, availability, scheduling

and 	 coordination with other groups 

" 	 Outline of documents - bibliography compilatjuu anu review 

A key job in.the planning and organization phase will be laying the
 
groundwork for the Health Sector Assessment. A major thrust should be
 
to build ties with and among participating organizations and individuals
 
and to obtain their support and cooperation, especially with respect
 
to data and implementation of recommendations. The tasks and roles
 
of all institutions and individuals should be clearly identified.
 

Staffing should be based on formal selection criteria. While skills
 
and experience are desirable, their lack may be handled through training.
 
Perhaps more important, especially in terms of institutionalization of
 
improvements, is institutional representation. As many sectors as possible
 
should be included, with extensive involvement by members of health
 
agencies. 
The extent to which team members are representatives of their
 
institution must be clarified to avoid conflict of interest.
 

To maximize benefits to the health sector, the team should involve
 
staff from health institutions as much as possible. Optimally these 
should be technical level staff, since they are more likely to remain
 
within their field then higher level political appointees.
 

In selection of technical coordinators for the teams, particular
 
attention should be paid to their management capabilities. Supervisory
 
tasks should be made clear. 
Team leaders should be full-time. To the 
extent possible, all participants should be full-time, rather than part­
time and should not work at other jobs while involved in the HSA. 

Consult-ants should be fluent in the language of the country in which
 
they are to work,'have substantial knowledge and sensitivity to that country,
 
* sensitive to local conditions, have expertise in human relations, possess 
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teaching experience, and have knowledge of group dynamics and human relations.
 

two weeks.
It is desirable that they serve for periods longer than one or 


Since it is costly to field a large team of consultants for
 

longer terms, it -may be necessary to find individuals with breadth
 

than one area of expertise. Relationships
of experience who can cover more 


of consulants with AID and with host country should be carefully defined
 

and negotiated with the various HSA participants.
 

In 	a country where the human resource base is quite weak and AID
 

to undertake a full-scale HSA, extensive training of participants
desires 


prior to the HSA may be required. This should be done at the beginning
 

of the process, with follow-up as necessary throughout.
 

Location, organization, structure and management of the team a.e 

all key ingredients in an HSA. The team should probably be located 

outside of any particular institution, especially when the health sector 

is multi-institutional. However, it is essential that it maintain close
 

relations with all the relevant institutions within the health and other
 

sectors, since an overly independent team can cause further fragmentation
 

and reduce support for future changes.
 

While structuring a team into a series of study groups is a logical
 

approach, it is vital that thorough and formalized coordination be maintained
 

and that each group be aware of what the other is doing.
 

Orientation should cover overall objectives of the HSA; clearly 

define the expected outputs and the relation of the HSA to.development 

of the country as a whole; define the roles of the various participants; 

and provide a clear explanation of the methodologies to be followed and 

of 	 the schedule and deadlines. 

Another step in this stage is to outline the final document so 

that it will be a-va±lable for guidance to team members from the beginning 

of 	the process. However, AID should be cautious to use it only for 

guidance and not as an absolute. 
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One of the most Important tasks in this stage of the HSA is the
 

development of methodologies for the actual work. A major cause of delay
 

has 	been the absence of methodologies or of individuals who could direct
 

team 	members in developing them. To enhance the educational aspects of
 

the 	HSA it wuld be advisable to include team leaders and participants in
 

their preparation. Particular attention should be paid to methodologies
 

for 	analyzing and comparing alternatives.
 

The general HSA guidelines will need to be modified so that they are
 

country-specific. All documentation should be available in English and
 

the language of the host country.
 

In the HSAs evaluated a number of major problems consistently
 

appeared in the early stages:
 

* 	 Start-Up Problems
 

- Difficulty identifying objectives
 

- Difficulty identifying resources
 

- Conducting negotiations with the host country
 

* 	 Absence of guidelines for HSA
 

* 	 Difficulty in obtaining a technical coordinator or health planner
 

* 	 Lack of HSA iexperience in the Mission
 

Possible options are to:
 

* 	 Develop a permanent, core expert HSA staff in the government
 
(e.g., .OIH), capable of continuing long-term participation in
 
any 	country during the HSA start-up period;
 

* 	 Develop a contractor resource to provide long-term temporary
 
technical assistance to OIH and AID during HSA start-up periods;
 

* 	 Develop and maintain a special consultant pool (by region) of
 
persons specifically knowledgeable and experienced with HSAs;
 
contracting on an as needed basis;
 

* 	 Bring the USAID/Mission public health officers (by region) back 
to Washington for an intensive course in implementation of the 
RSA process, to be conducted by OIH. 

C. 	Implementation
 

The broad categories which fall under this stage include task com­

pletion; research; data collection, tabulation and analysis; and report
 

preparation, translation, and distribution.
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Elements 

" Team Functioning 

- Team management and supervision 

- Coordination 

" Administration 

- AID/Mission and AID/Washington support 

- Logistics 

- Rost country support 

* Host Country participation 

- Publicity 

" Data 

- Collection
 

- Tabulation
 

- Analysis
 

* Report Preparation 

- Integration of information
 

- Develop national perspective
 

- Formulation of conclusions
 

- Formulation of recommendations
 

- Formulation of strategy
 

- Formulation of priorities
 

For the most part no administrative problems were indicated, other
 

than pay policies, red tape and some logistical problems. One pay
 

issue which needs to be resolved concerns salaries of host country participants.
 

In the Dominican Republic, participants received a salary. from the insti­

tution in which they had been working and in addition a salary from AID. 

While this motivated participants, it also generated jealously and antagonism 

on the part of those people not receiving the extra salary. It also caused 

a conflict of interest for the participant who felt. a need to still be a 

representative of the former employing organization. From the three HSAs evaluated
 

it is unclear What the best policy is, and this should be looked into.
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Logistics were usually handled smoothly, and no major' (work stopping) 

problems arose. Those which did arise usually involved the failure of the
 

host country to provide support as promised. The recurring logistical
 

problem involved office space. Particular attention should be paid to
 

assuring the adequacy of office space. A Mission should probably build
 

into its schedule and resources a certain flexibility to backstop when
 

the host country fails to provide support on time. AID can use its
 

experience in logistics support to teacib host country participants
 

these skills. 

Supervision and management proved to Be somewhat troublesome in all 

three HSAs. Team coordination and leaders should be full-time, selected 

not just on the basis of technical skills, but also for their management
 

and supervisory experience. Particularly important is an ability to 

develop work plans and methodologies for the HSA tasks and to train 

partiticpants in those processes. In general the leadership must emphasize
 

education of team members. Among the other tasks to which they should pay 

special attention are coordination -- with subgroups and other institutions, 

workload distribution, team cohesiveness, sharing of information developed 

by subgropps, monitoring of deadlines,andfacilitation of interaction 

between consultants and team members. 

As indicated earlier, the issues of data and information collection
 

and analysis are of major import to the HSA. If a large amount of data
 

is to be collected (as with the national health survey in the Dominican 

Republic), perhaps a staging system could be developed, e..g., all the 

data could be collected at the same time, but analyzed according to needs. 

Data collection itself could also be staged. This will ensure that 

data needed for the HSA will be available on time. 

The key elements account for when planning the data analysis are
 

availability of human resources and computer facilities; an adequate
 

budget; host country participation; and 'assistance in integrating the data
 

analyzed. Training may also be necessary. Careful attention should be
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paid to insure that data collection and analysis correspond to the
 

-isting host country information systems and are linked closely with
 

appropriate institutions. Planning should cover future dissemination of 

the data and include the preparation of formal system for doing so.
 

Adequate time should be alloted in this stage for the host country
 

to complete its report and USAID to develop its from their document. More
 

than likely .USAID staff will work closely with the country team on the 

report preparation. Close collaboration must take place between USAID and 

the host country government in the formulation of USAID strategy and 

recommendations. The USAID document should be translated and distributed 

as soon as possible, preferably byUSAID. 

Because of the problems in past HSAs with this stage, special procedures 

and techniques may have to be worked out to ensure timely host country 

completion of the desired report. It should be made clear from the begining 

exactly what is expected of team members and when it is due. If there is 

no tradition for preparing analytic reports, technical assistance will have 

to be available. Adequate coordination and dialogue must be maintained 

with those institutions and groups which will be affected by the recommendations. 

This will help ensure realistic recommendations and build a base of support. 

Close monitoring of work to ensure meeting deadlines will be necessary, 

particularly with team members holding outside jobs. 

Particular attention should be paid to the educational aspects of
 

this phase. Possibly more time should be allowed in this period than 

would normally be required in order to enhance the educational objective. 

In particular,there should be a focus on formulation and analysis of 

alternatives and development of priorities, two areas of weakness in 

past HSAs.. 
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Preparation of the USAID document will ideally follow only after the
 

host country document is finished. As to the USAID document, it is advisable
 

to open up that process as much as possible to representatives of the host
 

country government. This Increased visibility can enhance the creditility
 

and acceptability of USAID recommendations.
 

Translation of the USAID document is absolutely essential, and it 

should be disseminated to participants and other members of the host 

country government who can use it. It would be useful to translate any 

backup reports (especially the analytical portions) that are considered 

particularly good. A plan for report distribution must be worked out 

and agreed to in advance with the host country government. The past 

procedure of sending it to high ranking officials in the host government 

and having them distribute it has not worked. USAID should therefore be 

responsible for report translation and an item ought to be included 

in the budget for this task. The host country should be encouraged
 

to distribute the report broadly in the health sector.
 

Where possible, it would be beneficial to publicize the HSA process 

and in particular the recommendations. However, this should be negotiated 

with the host country government', since the results may be politically 

sensitive. 

D. Follow-Up
 

Past HSAs have tended to be one-time e:ffotts, a deficiency noted
 

by many participants. Follow-up involves four aspects: dissemination
 

of the results of the study to various groups; continuity of the planning
 

process; evaluations; and implementation of recommendations.
 

Elements
 

* Debriefings for participants and other interested parties
 

* Outcomes
 

* Process
 

* Publicity
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" Continuity of Process 

- Updata data 

- Update analysis 

- Update conclusions 

- Institutional responsibility 

- Conferences 

- New studies 

- Update plan 

- Applicability for other tasks 

" Trai ing 

- E'-!aluation 

- Outcomes 

- Process 

• Loans 

- Briefing 

- Timing 

Several participants felt that it would be extremely useful and
 

educational to have a debriefing at the end of the HSA to review the work 

and comment on its effectiveness. Some went beyond this and also said 

there should be periodic conferences for participants to go-over their
 

present work and to provide refresher courses or new skills as necessary. 

These could be linked to periodic evaluations, as discussed below, 

Debriefings might also be held for government officials in various 

agencies involved with health matters,for Private Voluntary Organizations 

(PVOs) or other donors, and other interested parties. Presumably these 

groups will have been involved all along, and they should be informed of 

the completion of the project and its content. The debriefings are yet 

another way to encourage implementation of the findings. Debriefings 

could be combined with publicity as discussed earlier. 

Continuity of the HSA process was important to many participants, who 

felt the HSA should be part of normal operations and not one-time. 

Certainly in terms of achieveing objectives other than the planning document, 

much more probably could be accomplished if the HSA were ongoing. However,
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a long-term BSA raises difficult questions for AID. Would AID want or
 

be able to coit resources to an HSA over a long period of time? How
 
often should it be updated? What should be the host country's responsibility
 

for updating or maintaining the process? What is AID's?
 

It seems realistic to assume that the host country is not going to
 

undertake responsibility for comprehensive updating. If USAID is intetested
 

in updating, it should expect to provide some resources,both human and
 

financial. If in fact the HSA has served as a useful planning process
 

and the country does not have the resources to continue updating the plan,
 

they it would seem a waste of AID's money not to support process continuity.
 

One aspect that the host country probably should be responsible for
 

is updating data. One advantage to planning and conducting the data
 

collection and analysis with host country statistical institutions is that
 

there is much more of a chance of institutionalizing the data effort ard
 

of its being updated.
 

Continuity can also be fostered by a loan. Many of the outcomes cited
 

in past HSAs related to the subsequent loan, which reinforced the recommendations
 

by either funding projects or making certain requirements for change a
 

precondition for the loan itself. In Bolivia, the negative response toward
 

the HSA can be attributed in large measure to the failure to provide a
 

loan.
 

Evaluations while an important step in their own right, will also
 

contribute to continuity and additional education. Evaluations would
 

look at outcomes and at the process-- what troublespots occurred, Uhether
 

they could have been avoided, how they could have been avoided, and so forth.
 

Not only would the information be of use in future evaluations, but if
 

host country participants take part, it should serve as a valuable
 

learning experience.
 

The evaluations should look at what has happened to the document: have
 

host country participants been able to use it? The evaluation team was unable
 

to evaluate whether or not host country particpipants would have used the
 

document had it been translated and made available. Evaluations should
 

be institutionalized in the HSA process from the beginning.
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E. Guidelines for HSAs 

The early HSAs were done without written guidelines, The early guidelines 
were de'4eloped from the experiences on those HSAs, Since the first guidelines, 
in 1974, there have been several revisions, some of.which have been done by dif­
ferent units in AID than the originating office. The guidelines have not been 
widely used in any of the past HSAs. 

Elements
 
* Objectives of AID
 

* Procedures
 

* Content
 

* Production
 

• Output 

Guidelines should focus on procedures rather than content. Esentially,
 

they should provide a framework around which individual program planning
 

processes can be designed, applicable to a particular country. Thus
 

general checklists would be appropriate, for example, of possible areas
 

of expertise, of planning or management tasks, or of follow-up techniques. 

Content could be addressed in this way as well. Also useful would be
 

general flow-charts covering the various steps in a process and their
 

relationship to one another. For some asnects of the process models might
 

be helpful as guides, for example, possible ways of organizing the team,
 

formats for data analysis.
different outlines for the reports or 


Because of the problems which the design of methodologies, data
 

analysis and report preparation caused guidelines might be prepared to
 

cover these tasks. Again the focus would be on procedures.
 

A number of sets of HSA guidelines were issued in the past, not always
 

in accord with one another. It would be advisable for AID to develop one
 

set of guidelines which would govern all HSAs.
 

Finally ,since one specific objective of the HSA -- and presumably a
 

tacit objective of other processes -- is coordination with other donors 

it would be worthwhile developing guidelines with them. 
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STUDY FOLLOW-UP 

As with any evaluation of a process which occurred several years
 

earlier, there will be a number of gaps in the information which call 

for additional work. This section lists briefly the areas which the 

evaluation team felt needed further investigation. In addition, it
 

lists certain steps which AID could take to improve the HSA or other
 

program planning processes.
 

Additional Studies
 

" 	Coordination. Responses to queries concerning the causes of
 
the failure to improve coordination in the health sector
 
yielded littJe useful information. A compilation and analysis
 
of successful coordination approaches used elsewhere could
 
become a useful guide to AID in the pursuit of this objective.
 

" 	Develop and analyze techniques for negotiating host country
 
guarantees of support for a program pJanning process. Such a
 
study might result in certain guidelines or a training course
 
for USAID-PHOs.
 

" 	Compile a reference source of alternative means of improving or
 
promoting institutionalization of activities and changes in the
 
health sector, for use in program planning.
 

" 	Identify, on a regional basis, the country-specific factors
 
likely to affect future HSAs.
 

Additional Tasks
 

* 	Develop guidelines for program planning model selection and for
 
choosing variant HSA processes.
 

" 	Train expert core group in program planning either AID staff, 
OIH staff, or through a contract with outside resources. 

* 	Evaluate Guatemalan HSA to determine effectiveness of HSA process
 
changes implemented there and to determine if there are different
 
response patterns when assessing an HSA recently completed.
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.IV. COMPOSITE SUMMARY AND ANALYSIS 

This section summarizes the significart aspects of the three health 

sector assessments, noting both similarities and differences in processes 

ard outcomes. HSA objectives (see Table 4-1) have been used as the frame­

work for examining both planned and unanticipated outcomes. 

By-nature an evaluation such as this tends to focus more on the
 

negative than on tue positive aspects of the subject being studied,
 

since the iatent is to identify problems and recommend solutions.
 

In general, however, the three HSAs studied were considered to be successful
 

efforts, despite somewhat more limited results than were desired and a 

number of problems. Problems were to be expected since the :hree HSAs 

were among the first in an evolving process. They were, in a sense, pilot 

efforts which by definition will provide a number of number valuable
 

lessons from their weaknesses
 

BACKGROUND FACTORS
 

A number of background factors were examined with respect to their
 

These included general ambient variables (such as
effect on the HSA. 


political, social economic, and cultural factors and personal interests),
 

the existing state of the health sector (health activities, health planning
 

and the political priority accorded health) and USAID-host country
 

relationships.
 

General Ambient Variables
 

Political factors were an important consideration in all three
 

countries. In Bolivia, where large regions of the country were under­

populated, there was strong opposition to family planning, and USAID's
 

interest in including family planning in its project document was strongly
 

opposLd. In the Dominican Republic, health was receiving increasing
 

attention from the government. The HSA itself was favored by a high ranking
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official close to the President, Likewise, in Nicaragua the HSA
 

was supported enthusiastically by a high ranking official close to the
 

President. While initially the HSAs benefitted from these ties, over the
 

long run in one country, the team's reliance Qn one person weakened the
 

effort. When he left office, there was really no other source of policical 

support. In the second country the same situation occurred, but suppott 

had been broader initially, ans so the official's departure was less 

significant. Based on these experiences, it would appear that over the 

long run too close a tie to one key individual aan prove to be a weakness, 

especially in light of the frequent turnover among officials.
 

A second political/cultural factor in Nicaragua also has a partially
 

negative influence. Existing anti-Americansim led to distrust of the
 

USAID/HSA team and at times resulted in less cooperation from the
 

Nicaraguan team than would have been desriable. It should be noted, however,
 

that officially the government was in favor of theHSA.
 

Personal interests both helped and hindered the HSAs. ILportant
 

impetus was given to the processes by highly placed individuals, without
 

whose backing the HSAs might have proceeded more slowly, as mentioned
 

above. However, as noted above, too much dependence on a single person
 

can be a weakness. Similarly, as happened in one HSA, opposition from or
 

strong opinions or biases by a highly placed individual can subject the
 

HSA to undue pressures.
 

Health Sector Plans and Priorities
 

Existing host country health DJ.anning activities can be both a plus
 

and a minus. While for the most part they are positive or neutral, in
 

the case of Bolivia they resulted in a touchy situation in one respect.
 

Bolivia had recently produced a national health plan which officials
 

there believed to be good. They also felt that the country had an
 

adequate health planning capability. To an extent they saw the HSA as a
 

duplication of their own planning process and were therefore less enthu­

siastic about and commited to the HSA than might have been the case in
 

a country with no plan or planning capability. The situation was further
 

complicated by USAID's feeling that the plan was not useful for the purposes
 

of the HSA as it lacked a detailed strategy and analysis.
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Peztceptions are bound to vary because of different planning 

methodologies, practices and objectives. Siutations such as this will 

require an early effort of funding means of linking existing activities 

to new needs to the benefit of both. It is important that future AID 

efforts fit into the existing health sector framework, at the same time 

that framework should be flexible enough to respond to new and positive 

activities.
 

USAID-Host Country Relationships
 

USAID and host country relations affected HSAs in two countries.
 

In one, particularly close relations existed between Mission staff and
 

host country officials, and this rebounded to the benefit of the HSA.
 

In another existing relations were not as good and affected cooperation
 

between the team and the Mission. Howevr, that situation probably
 

did not affect the final outcome of the HSA so much as the smoothness
 

of operations.
 

Staffing
 

Although there were general criteria for staff selection in all 

three HSAs, time factors tended to mitigate against their application. 

The intent was to choose host country team menbers who had skills needed 

for the areas to be studied in the HSA and uho could represent certain 

key institutions in the health sector. Those selecting the staff also 

tried to identify people of whom they had personal knowledge. While many 

AID/Mission and host country respondents felt that host country participants 

lacked sufficient experience or pertinent backgrounds for the HSA, at the 

same time they recognized the participants as the best available. 

Major weaknesses related to analytic skills and experience in preparing 

an integrated and analytic report. Consultants, because they were to work 

with the teams, were to match the same skill areas or to fill in any gaps. 

Additionally, they were to be fluent in Spanish and knowledgeable about 

the specific coun;.ries or Latin America. Frequently, however, availability 

became the dominant criterion for the selection of any participant. 
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Finally most teams had difficulty finding people in certain disciplines -­
health economics, sociology, anthropology, health planning, biostatistics, 

and health management.
 

With respect to institutional representation, in one country members
 

came primarily from universities. The Secretary of Health did not want
 

health ministry staff participating for several reasons: staff would be
 
evaluating their own work; a fresh view of Ministry operations would
 

be helpful; and the requisite skills were not always available. However,
 
the Ministry was to cooperate closely with the study, and was also repre­
sented to an extent through the team leader, a former Secretary of Health.
 

In a second country, members primarily came from the different
 

health organizations. In neither country were there representatives
 

from other. sectors, although they were invited. (It was unclear how
 

actively broad representation was perused.) In the third country
 

most public health institutions were represented, as were representatives
 

of all major health-related sectors; for example, finance, housing, and
 

the national planning office. This multi-institutional approach
 

proved impossible to sustain consistently and involvement by these other
 

groups proved difficult to maintain.
 

In two countries no donors were directly involved, although efforts
 

were made to include them. In one there was* continuous participation by
 

PAHO in one portion of the HSA.
 

It is possible that more institutional representation might have led
 

to greater collaboration and more support for the recommendations and their
 

implementation. However, this does not 
seem to have been a primary
 

factor. Because most teams operated independently, members did not truely
 

represent their institutions. The real problem was inadequate attention
 

to consult with, uotify, and otherwise involve institutions and win their
 

support. 
 In each country a decision was made to set up a largely independent
 

team, not allied with any institution (other than for administrative purposes).
 

The intent was to avoid having the teams co-opted by any institution and
 

thereby forced to make certain conclusions or recommendations.
 

58
 



This approach has merit. However, without institutional attachments 

the teams worked in isolation and were unable to generate the
 

institutional support necessary to achieve and sustain changes.
 

Some respondents were critical of consultants. Some comments were 

that they did not contribute technically to the process, did not speak 

fluent Spanish, were not familiar with the countries, and did not collaborate 

adequately with host country participants. Based on these comments, 

adequate knowledge of the host country and of its language and good human 

relations are important criteria for consultants. 

On the other hand, a number of consultant respondents noted factors 

that they felt detracted from their ability to perform adequately.
 

Foremost was that most assignments were short-term. Second was the 

timing of their availiability, which did not always coincide with team 

needs. Third, their tasks were not always well-defined. Fourth, 

occasionally consultants had difficulty fitting into teams that had 

been working together for some time in which roles and methogologies 

were well-estsblished. Fifth, in one instance, team politics and the 

general political climate led to considerable friction between con­

sultants and host .country team members. Finally, scme team disorganizatiom 

and lack of coordination, especially during the early stages,did not permit 

team members always to take full advantage of consultants. 

PLANNING/IPLrMENTATION 

In all three HSAs start-up proceeded slowly and seemed somewhat
 

disorganized. The primary problem seems to have that planning of a number
 

of aspects of the HSA, management, scheduling and data collecl.ion and
 

analysis, and logistics, among others, was not sufficiently effective.
 

Many host country .participants cited an apparent lack of clearly
 

defined work plans or methodologies and inadequate direction or guidance.
 

It proved impossible to resolve this contradiction, but the extremely
 

lengthy start-up times (often four months or more) and number of negative
 

comments about start-up indicated some problems with respect to direction,
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guidelines, and methodologies. To questions on orientation and briefings,
 

many respondents said there had been none or that the tasks, desired
 

outputs, and plans had not been adequately defined.
 

A number of problems were noted with respect to the implementation
 

of the work scope. Most respondents said there were major difficulties
 

with data collection and analysis. This was one. of the weakest areas of
 

the HSA process. The primary reasons given were: an unrealistic
 

assessment of what was actually needed and what could be obtained within
 

available time and resources; insufficient people and skills to do the
 

work; and low ability to do data analysis, from tabulation through
 

interpertation.
 

In one case, analytic difficulties were compounded by a lack of
 

the computer facilities necessary for analyzing the tremendous volume of
 

data generated by a national health survey. The survey had been added
 

to the HSA at the request of the government. While funds came from
 

another source, the survey became linked with the HSA, even though much
 

of the data was not relevant. Unfortunately the time and resources
 

needed to complete the survey were underestimated. It was an addition beset
 

by a wide array of complications: a national election mid-way through data
 

collection, computers that were not available, an attempt to hand-tabulate
 

the considerable amount of data needed for the HSA in a very short time,
 

inadequate funds, etc. (It was not until this winter, some three years
 

later that the data were finally tabulated, by the U.S. Bureau of
 

Census in Washington, D.C.).
 

A number of problems affected team operations throughout the
 

implementation period. First among these was weak coordination among
 

subgroups. In all three HSAs the subgroups were described by respondents
 

as operating independently of one another. Secondly, team leadership
 

and supervision were not always strong enough, allowing personal friction
 

to get out of hand, schedules to slip, and the organaization to break down
 

Methodologies were said to have developed on an ad hoc basis, and were
 

subject to frequent changes which delayed the entire process. A need
 

for tech:.aical assistance with methodologies development was frequently
 

noted.
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One factor which affected the functioning of the teams was the part­

commnon
time involvement of some members. In Latin America, it is 

to hold more than one job. Therefore many participantsfor professionals. 

were unable to work full-time on the HSA. It appears that the bulk of
 

the work often fell on a few willing team members.
 

Host Country Participation
 

In general, host country participation in all three countries came 

to a fairly abrupt end as USAID's deadline neared and it. became imperative 

that the Missions start writing their HSA-document. Though these were to 

be based on host country repotts, in none of the three countries did the
 

host country teams finish their reports in time. While subgroup reports 

were available they had not been integrated into one 6omprehensieve 

analytic report. The host countries recommendations and priorities were 

usually missing from the process at that point.
 

The team in one country produced a descriptive summary, but the Missic
 

could not use it as a basis for its planning document. The pattern was
 

for the Missions to assemble their own writing teams to produce the final
 

reports. Using the data and reports from the host country subgroups
 

and their own consultant reports, and collecting information as necessary,
 

they sequestered themselves in USAID quarters for periods of about a 

month to prepare the final document. 

The final Mission HSA report contained descriptions of the findings 

of the various subgroups, an integration and analysis of information, 

development of a strategy, and recommendations for loan projects as well 

as host country programs. To the extent that the document was based 

on various subgroup reports, it could be said that the host country 

provided input, though they did not participate directly in the
 

formulation of AID strategy and recommendations. In -addition, in one
 

country there was frequent consultation with USAID team members with
 

regard to the recommendations and findings. The team leader communicated 

the various alternatives to the health ministry, and in fazt, is said
 

to have "sold" the secretary on the idea of low-cost rural delivery 

systems. In the others the mission-writing teams seem to have written 

their final report with relatively little contact with host country
 

officials at that time.
 



Host country participants almost unanimously claimed that they had
 

not been invoived in the analysis and the final report preparation.
 

They felt host country points of view were not adequately represented
 

or in one case, misrepresented. Many felt that they had been deprived of
 

an educational opportunity.
 

Once prepared, the final report was submitted to Washington for
 

review. Generally only the mission public health officer and one or two
 

other Mission staff members were involved. For the most part, AID/Mission
 

personnel did not find the reviews as useful as they would have liked.
 

Once approved, the document was transmitted back to the AID/Mission,
 

usually with requests for changes. Once those changes were made, the
 

report was ready for printing and dissemination.
 

It is with respect tb translation and dissemination of the report
 

that the most frequent ctiticism were heard from host country participants
 

In no case was the final USAID document translated into Spanish. In one
 

country the USAID strategy chapter was translated, but most host country
 

participants did not find it useful'without the supporting chapters.
 

In addition, it was not entirely consistent with their government's
 

priorities which made the supporting chapters even more desirable for
 

understanding.
 

In another country there was apparently a misunderstanding as to
 

who was to translate the document. Since most host country participants
 

did not read English, USAID's report, even when available, was not useful.
 

In any event, very few host country participants remember receiving
 

copies, though the Missions say many were sent out.
 

Respondents were asked whether they would have used the report
 

had it been translated and distributed, many indicated that they would.
 

Even now, many respondents said it was the most comprehensive document
 

available to them as a reference source on the health sector. The Bolivian
 

HSA is now being translated.
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It is not entirely clear why the report distribution was so 

to the Secretaries of the Healthlimited. It appears that most copies went 

ginistr-ies who held them because of allegedly sensitive and critical 

material. However, many participants questioned the actual sensitivity 

of the reports. They felt all the information was already available 

somewhere. The HSA reports simply pulled it all together in one place. 

One result of the failure to disseminate the report is that many 

respondents say no relationship between the HSA process and health 

activities generated by USAID after the HSA. They felt the HSAs had
 

little .impact in their countries. A case in point is the Montero project
 

in Bolivia. While the basic project was proposed prior to the HSA, to
 

a certain extent the specific project was an outgrowth of the HSA in that
 

the site was selected and some planning carried out during the HSA. 

Nevertheless, only two host country respondents linked the Montero 

project to the HSA.
 

Although improved coordination within the government health sector, 

as with the private medical sector, donors and private voluntaryas well 


significantly
organizations, was anHSA objective, the process was unable to 


further this goal in any country. The isolation of the teams was no.ted 

previously. In two countries the health institutions, public and
 

private, were not really consulted about their priorities, interests and
 

constraints. It is also true that when attempts were made to involve
 

these groups they often chose not to participate. However, in one case
 

team in order
a number of institutions had requested a meeting with the 


to learn what was happening with the HSA. While that request was
 

honored the team subsequently did not follow up on that expression of
 

interest.
 

Whatever the situation, active support for the HSA and its recomnendations
 

was not much in evidence in two countries. In the third, the recommendations
 

coincided with emerging government activities, so they were backed. In
 

addition, the follow-on USAID loan provided a certain impetus and continuity.
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Logistics
 

Logistics, often are problem"in comprehensive studies of this type,
 

were generally handled smoothly. The most common problem was office space
 

usually the responsibility of the host country government. Either there
 

was a delay in obtaining the space, or the space was inadequate.
 

In one country two additional logistical problems were noted: a delay
 

in providing the transportation for survey interviewers resulted in a
 

lengthy delay in the survey; and delays in paying team members which 

caused temporary unrest. In another country, field visits by team members 

had to be limited due to very limited government funds. 

One reason logisticE went smoothly is that all three Missions
 

backstopped when problems occurred. In fact, very few critisims were heard
 

with respect to AID/Mission support.
 

Follow-Up
 

There was little follow-up in any country after completion and 

distribution of the host country government of the report. One interesting
 

instance of follow-up did occur in Nicaragua. The AID/Mission and the 

head of the Nicaraguan team jointly planned and held a conference in
 

Chinandega, a rural city. The purpose was to gather representatives
 

of all the major health care institutions and present them with the
 

document to alert them to its contents. The conference was seen as a way
 

to gain support for implementation of the proposed USAID loan. Unfor­

tunately the type of support USAID was looking for could not be generated
 

through one conference and while everyone thought the conference good,
 

its impact was minimal.
 

In a sense a loan itself can be coinsidered as fol:.ow-up. It is
 

important to note that in Bolivia and Nicaragua, the loan or grant
 

activities in the/health sector which occurred after the HSA were rarely
 

liked to the HSA by hcst country respondents. In Bolivia participants
 

felt very disappointed that a loan did not emerge immediately after the
 

HSA, since they clearly believed this would be the case.
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Budget
 

over which there was a divergence of respondent opinion between
One aspect 
For the most part, USAID host country and USAID officials concerned the budget. 


participants felt that the budget was adequate, some 
even saying it
 

could be reduced. The one exception was in the Dominican Republic, 

where the national survey had been ,cnducted. Clearly there was not 

enough money to carry it out. 

Most host country participants, on the other hand, felt that the 

budgets were not adequate and that had more funds been available, more 

could have been accomplished. 

In general, the budgets seened adequate, but poor planning and 

organization and inefficient i1plementation resulted in waste. For 

example, the evaluation team felt that host country staff were often 

hired well before they could be sufficiently used. 

It was impossible to obtain an accurate financial picture of each 

costs such as the salaries of 013HSA, particularly because of indirect 

staff, as well as their travel expenses which are drawnand 	AID/Washington 
Nevertheless,
from AID/Washington budgets and do not show in Mission records. 


some interesting information did emerge concerning the manner in which
 

fund's were in country. The three systems are summarizedhandled each 

Financial Analysis.below. Additional details may be ofund in AppendLx D: 

* 	 In the Dominican Republic USAID covered the cost of all its 
operations and logistical support and provided salaries for
 

non-governent Dominican participants. Salary supplements 
onwere available for government and other employees working 

the HSA. The Government of the Dominican Republic continued to 
pay the salaries of government employe;a and agreed to provide 

logistical support, principally office qpace, vehicles and clerical 

staff. Because the HSA was to be a Dominican effort, AD finds
 

were transferred to the government and administered by an
 
Dominican admistrative coordinator.
 

* 	 In Nicaragua, AID paid for much of the logistical support for
 

the Nicaraguan team as well as for a major portion of the
 

technical assistance. It also funded, under a separate contract, 
third agency INCAP (Institutoa nutrition study done by a 

Salaries of the Nicarguan
Nutricional de Centro America y PanamaL. 
team members were paid by the government, which also provided 
logistical support. 



* 	 In Bolivia, USAID did not have to provide as much logistical
 
support since the Bolivian team members used their own offices.
 
Because the Government of Bolivia considered their work on the
 
project" to be part of normal operations, they did not receive
 
funds beyond. USAID also provided funds for participant
 
travel to the interior of the country, as well as for U.S.
 
consultants.
 

ACHIEVEMENT CF OBJECTIVES
 

HSA objectives are presented in Table 4-1; they were compiled from
 

the 	guidelines, AID policy statements, and conversations with AID 

officials involved in planning the HSA. The bullets indicate which 

objectives were held by the various parties - AID/Washington, AID/Missions
 

and 	the three host countries (the coordination objective is subdivided
 

by Mission and host country, since each had its own linkages with the 

various segments of the health sector). The information was derived
 

from participant responses to a question concerning their understanding
 

of what the HSA objectives were. Host country objectives were identified
 

by host country participants, USAID's objectives by USAID participants. The
 

information in the table reflects the opinions of respondents and does
 

not 	necessarily reflect official government attitudes.
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TABLE 4-1 

ACCEPTANCE/NON-ACCEPUA3CE OF HSA OBJECTIVES 

OBJECTIVE Corn 
mon 
to 
All 

AID/W AID/M Bclivia Dominican 
Republic 

Nicaragua 

A. AID Program Planning 
document as requirement 
for loan S 

B. Improved Host Country Health 
Planning capability 0 S S 

C. Institution-Building/ 
Irprovement 

D. Improved Coordination: 

(1) AID and Host Country 

(2) Private sector and 
AID M and HC 

0 

0 

0 

N/A N/A N/A 

(3) Host country government 
health sector 0 0 

(4) Other sectors and 
Mission 

Other sectors and HC 

(5) Donors and Mission 

Donors and HC 

(6) PVOs and Mission 

PVOs and HC 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

N/A 

0 

N/A 

N/A 

N/A 

N/A 

0 

N/A 

E. Attitudinal changes in host 
country 

F. Education (skills upgrading) * 

G. In-depth knowledge of 
health sector " 0 0 0 

H. Development of national 
health planning strategy 
including host country 
document from HSA 0 0 0 0 

I. Justification of 
health sector 

investment 
0 

J. Cost benefit analysis 0 N/A N/A N/A 
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Before discussing achievements, it is worth noting a methodological
 

problem in this part of the evaluation. First there is no standard against
 

which to measure accomplishments. In particular, host country and AID
 

criteria, as discussed in the issues section, are very different.
 

Second, it was impossible to verify exactly what had and had not been
 

achieved. Third,. it is perhaps unfair even to look at achievements,
 

given how new the HSA process was, and since many accomplishments will
 

take years to realize.
 

Nevertheless, the evaluation team felt that it had to address
 

accomplishments as one indicator of the effectiveness of the process.
 

-As a general observation, the team agrees with the overall assessment
 

that there were some achievements under most objectives, and with the
 

general sense that there could have been many more.
 

Given the difficulties outlined above, the contractor's purpose
 

in reviewing accomplishments was to identify the areas in which more could
 

have been achieved and why more was not, without getting into what specifically
 

could or should result. The recommendations address the procedural
 

weaknesses that contributed to limited accomplishments. It is left to
 

the planners of each HSA to define specific goals.
 

Objective A: USAID Program Planning Document
 

In each case, the HSA resulted in an USAID program planning document,
 

but these were not based on an analytic host country report containing
 

strategy and priorities as called for in the HSA guidelines. Nevertheless,
 

they were based in part on host country subgroup reports, and host country
 

officials were consulted. While host country recommendations were in­

cluded in many subgroup reports, no priorities were set and the recommendations
 

were not usable.
 

Except in Bolivia, where the family planning section of the report
 

was opposed by the government, the government and most participants seem to
 

have accepted the content of the AID documents, including the recommendations.
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voiced with some frequency.
Two criticisms of the AID documents were 


plan so much as a

The first is that the document really not a program 

The second that the plans were not
 justification of proposed porJects. 


based on an analysis of alternatives.
 

Planning Capability
Objective B: Improved 


Under this objective are 	several subobjectives. 
The first is
 

"improved skills," defined as institutionalized 
skills improvements
 

the evaluation team, this 
within the health sector. In the opinion of 

because the health 
was not achieved in the Dominican Republic, primarily 

involved in the 
ministry, including the planning unit, was not directly 

While there was some improvement in the health
 health sector assessment. 


planning skills of participants associated with the 
assessment simply
 

because they were not involved through the process, 
many were not then and
 

are not now involved in health planning.
 

In Nicaragua, team members were drawn from a number 
of health
 

Since most had little health planning background, 
their
 

agencies. 


planning skills were upgraded. However, many currently are not working
 

in that field, thus lessening the impact of Lheir training.
 

In Bolivia, team members 	also came from health organizations 
Lnd
 

Howaver, many participants said they
are currently working there. 


learned little, especially since they were involved 
only in the data
 

the areas in which they already had
 
collection and research stages, 


Nor did they feel they had benefitted from
 substantial experience. 

too fast. The

their involvement with consuitants, who were in and out 

consultants' short-term contracts clearly did not allow 
them both to
 

complete their tasks and to interact adequately with 
host country counterparts.
 

The second subobjective was to "develop/improve planning 
methodologies."
 

While respondents in two 	countries indicated that this outcome 
had been
 

achieved, their opinion is hard to justify. In neither case was the
 

existence of sound planning methodology'

kind of report that indicates the 
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produced, nor did they participate in the key analytic and strategy for­

mulation. While the team members said they had to develop their own
 

methodologies, that process does not seem to have been systematized and
 

hence repeatable. Nor was there any formal review of their work through
 

which they could learn or evaluate the strengths or weaknesses of the
 

procedures they followed.
 

Another subobjective was the "preparation of a national planning
 

document." In no country did the document prepared by host country team
 

members constitute a comprehensive, strategic plan nor did the HSA
 

develop the information necessary to prepare one. The Dominican documents
 

were described as primarily descriptive; they never were integrated
 

and contained little analysis. The Bolivia health sector assessment
 

team had little interest in producing an analytic document, since Bolivia
 

had already a national health plan. To an extent, the team viewed the
 

assessment as a duplication of its planning effort. While the Bolivians
 

produced a list of 161 recommendations, these were not prioritized and
 

could not be considered a plan. While many of the Nicaraguans were satisfied
 

with the document they produced, some judged it was weak analytically.
 

However, the Nicaraguans did produce a comprehensive 5 volume HSA document
 

with prioritized recommendations although it was done 6 months after
 

USAID's HSA. The USAID documents was never really intended to serve as
 

a national plan , since USAID's interests are much narrower.
 

It does not seem that the subobjective, "improve/create institutional
 

planning capability" was well achieved. The evaluation team felt, aside
 

from the problems discussed in the previous sections, there is an additional
 

one not raised by participants. Because the ultimate purpose was a
 

USAID program planning document, the scope for the HSA was never designed
 

in such a way as to produce a national plan. At best, it could result in
 

a national plan fo!r certain aspects cf the health sector. Here is a good
 

example of conflicting objectives and the need to define more clearly what
 

an HSA (or anir program planning process) is to be.
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Obj ective C: Institutional Changes 

In spite of the creation of new institutions and the expansion ot 

existing institutions in all three countries, a number of participants 

felt the results were too limited, and/or that changes could not be 

definitively attributed to the HSAs. In Nicaragua, .the health planning 

unit that evolved out of the HSA team existed only on paper. It was not 

established as a legal unit (though legislation has now been proposed), 

and operated primarily by agreement of the four primary health sector 

institutions. Thus, its role was limited, and it was effective only to 

the extent that the institutions represented were willing to cooperate. 

This in turn depended on the people in charge of them. At present, there 

is substantial cooperation, and in fact, just before the contractor's
 

team left Nicaragua, a major initiative in coordination of the health 

sector was proposed. 

In Bolivia, Mission participants noted that the health ministry 

planning office had been expanded from two to approximately 10 persons. 

However, they did not see a corresponding increase in activity or attention 

to the need for planning. Nevertheless, this too may be seen as a vital 

step in a change that is always slow. 

As can be seen in Table 4-2, all three countries claimed to have
 

initiated action in the area of reorganization of the health sector and
 

health institutions. This indicates that the countries are aware of the
 

need for this kind of activity and attitudinal change. However, most
 

observers felt actual achievements are still unnoticeable. Again, this
 

type of change tends to proceed slowly.
 

Objective D: Coordination
 

Coordination is :he objective where the HSA was perhaps able to
 

achieve the least. USAID's assumption had been that by having repre­

sentatives of various organizations work together on a team, coordination
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could be promoted throughout the health sector. Unfortunately it proved
 

to be almost impossible to get representatives of the different segments
 

o!g the health sector to join the team; when they agreed to participate,
 

it proved impossible to get them to do so consistently over the whole
 

process.
 

Efforts to improve coordination with the private sector were par­

ticularly unsatisfactory. Mutual distrust and the long-standing
 

independence of the private sector are u*nlikely to be affected by an HSA.
 

In the Dominican Republic, some linkage was obtained because the technical
 

coordinator had in the past been head of the medical association.
 

That link may have prevented the anticipated controversy with the private
 

sector over some of the paramedical and rural programs proposed under
 

the health sector assessment, but it was not strong enough to
 

improve overall collaboration.
 

With respect to other donors, the AID/Mission in Bolivia made a
 

major effort to coordinate them. It was not successful apparently due to
 

a lack of interest on the part of the donors. In the Dominican Republic,
 

USAID, the Dominicans and the Inter-American Development Bank (IDB) did
 

cooperate near the end of the health sector assessment when it was learned
 

that the Bank had been asked to fund the same kind of programs as USAID.
 

However, aven then, coordination was only at the project level and was
 

in response to a specific issue. Interestingly, several Nicaraguans
 

indicated that a major loan by the Inter-American Bank to the government
 

of Nicaragua for a health facilities program was based on information
 

and strategy developed in the HSA.
 

Attempts to coordinate with private voluntary organizations were 

not really a feature in any HSA.
 

Improved coordination within the'governmental health sector was fnot
 

really achieved in any country. Bolivia has a highly fragmented health
 

sector involving other ministries and the assessment was able to do little
 

to improve the situation. However, there are indications that the
 

government may now want to tackle this problem.
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As stated earlier the Nicaraguan coordinating unit was established
 

as an informal agency with no legal authority. Nevertheless, recent
 

initiatives have been undertaken to improve coordination through that
 

agency.
 

Because the health ministry in the Dominican Republic is highly
 

centralized and quite strong, coordination with the government was not
 

a major issue; rather the need is for administrative reorganization.
 

Multisectoral coordination -- both within AID/Mission planning and
 

progrpn'ming proce-ses and within the host country - was a specific 

interest of AID/Washington. Aside from the inherent difficulty of
 

overcoming a history of fragmentation, aspects of the regionalization policy 

at AID made it difficult to begin to tackle this objective. 

Despite this somewhat negative review of what happened with respect
 

to coordination, the recent initiatives in Nicaragua and Bolivia are
 

favorable signs of HSA impact. Again, because of political factors,
 

changes in this area would be virtually impossible to achieve in one year.
 

It is perhaps more realistic to see the HSA as a means of sowing the seeds
 

for future change.
 

Objective E: Attitudinal Changes
 

In contrast to coordination, a great deal seems to have been in
 

terms of attitudinal change. Participants' awareness of a cange of health
 

issues for a multi-sectoral approach to health programming, was expanded,
 

according to most participants. Greater understanding of the problems
 

involved in health programming was also attained. Acceptance of new
 

service delivery approaches,such as low cost rural systems, was generated
 

or reinforced. While the level of priority assigned to the health sector
 

does not appear to have been affected by the HSA,this type of change would
 

have a long lag time.
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In one important respect, it is possible that more should have 

been achieved - the institutionalization of attitudinal changes in the 
health sector. The degree to which the changes are institutional or just 
personal was something the evaluation team could not determine. Where
 
participants are no longer in the health sector, the impact of attitudinal
 

changes will obviously be lessened. 
The level at which the participant
 
now works in the health sector is also important to the degree of impact.
 
Policy changes will initiate from high-level officials; most of those
 
involved in the HSA; already had fairly broad perspectives on health 
programming. 
Actual policy changes in the three countries visited will
 
derived from the chief of state, and the extent of their interest in the
 
HSA is undertermined. 
It is perhaps the attitudes of technical staff
 
where - the most change was seen. The impact there will be delayed 

and depend on their rising to high level positions.
 

The evaluation team felt that this-objective did not receive the
 
formal atte.tion that it needed in order to maximize accomplishments, 
The approach to have beenseems to assure that by becoming involved in 
an effort which encompassed studies of new ideas, etc., participants' 
attitudes would automatically be changed and broadened. This in 

fact is happening. 

Objective F: Education
 

Education was never clearly defined by USAID, but seemed to refer
 
principally to skills upgrading specifically in terms of health planning.
 

This objective was a priority with the host country. 
 In general there
 
were positive accomplishments, but whether these were institutionalized
 

or just personal is not clear. 
 It is likely more could have been achieved.
 

This is also interesting that participants who cited educational benefits
 

never seemed to specify what were those benefits.
 

For this reason, and because many participants are not working in
 
the health sector, the evaluation team felt that educational accomplishments
 

were primarily personal and were somewhat more limited than is indicated
 

by the favorable interviewee responses.
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Again, this objective was inforamlly pursued - education was seen as 

an inevitable spinoff from participation in the process. No attempts 

were made to establish formal training programs or training goals. 

Further, host country participants were never part of the stagein the HSA
 

from which they could have derived the most benefit - that of the analysis 

and strategy development. 

Anothcr aspect uf the education objective is academic programming. 

Academic educational improvements such as changes in health curricula are 

achieved in both Bolivia and the Dominican Republic. In Nicaragua, where 

there has been considerable animosity between the universities and the 

national government there was no formal university representation to the 

- team. 

In the Dominican Republic, many key participants were from universities
 

and planned to return there after the HSA. Although there were no direct
 

ties to the institutions themselves, the fact that the participants were
 

planning to return to the university (and in some cases were still working
 

with the university while involved in the HSA.) enhanced the possibility
 

of achieving program changes there. There has been an indication that
 

entire new university programs in health are in fact being developed in
 

the Dominican Republic.
 

Objective G: In-Depth Knowledge of Health Sector
 

There were some accomplishments for all three subobjectives with
 

the exception of improvements to the information system in Nicanagua.
 

It is likely that this had to do with the disappearance, at the end of
 

the HSA, of the sector assessment unit as an operating unit, without ever
 

having transferred to any agency the information it had compiled. It
 

is also true that not as much data collection and analysis were done in
 

Nicaragua as in the other countries.
 

75
 



Despite their response citing accomplishments under this objective,
 

host country participants indicated dissatisfaction with the degree of
 

achievements. While new data had been obtained there were still substantial
 

gaps, and institutional improvements to information systems .;,re few. New
 

data were not being routinely updated, and some was still not analyzed.
 

It is worth aoting one achievement cited by many host country
 

participants to which they attached much importance. The HSA resulted in
 

a document that pulled together for the first time in one place the numerous
 

pieces of information and data on the status of health and the health
 

sector that had been accumulating over the years. It was also the first
 

time that much of that data had been adequately and systematically analyzed.
 

However, the scope of this achievement was reduced as a result of USAID's
 

failure to translate the doucments, combined with a very limited
 

distribution in all three countries.
 

In terms of the subobjectives of conducting cost-benefit analyses
 

and development of funding plan, two important components of a national
 

health planning strategy, none of the th -a countries were able to complete
 

either of these tasks. In Nicaragua and the Dominican Republic, they
 

were never even considered as objectives by either the Missiu-. Or the
 

government. In Bolivia, a cost-benefit analysis was an objecive of
 

the AID/Mission alone and then only becasue the Ambassador wanted it done.
 

USAID had also hoped to use the HSA as a means of promoting low-cost
 

rural health care and preventive health care delivery systems as specific
 

components of a comprehensive national health planning strategy. Thus, it
 

has been included as a subobjective. USAID has provided loans for
 

related projects in all three countries. It is unclear if the HSA
 

generated these new activities, or reinforced directions in which the
 

governments or AID/Missions were already moving. It appears that in the
 

Dominican Republic.at least, the health ministry had already adopted these
 

new approaches to health care.
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As discussed earlier under Objective E: Attitudinal Changes, the
 

HSA did not seem to be suitable tool for affecting priorities.
 

The subobjective of developing a methodology for their determination was
 

not achieved. Had the last stages of the HSA been structured to focus on
 

scrategy ormaulation, perhaps this subobjective could have been achieved.
 

However, because the HSAs were directed toward USAID's interest, it is
 

unikely a comprehensive national survey would have resulted.
 

Table 4-2 is a composite of the respondents views of achievement 

of specific objectives by country. 

77
 



TABLE 4-2. ACCOMPLISHIMENT.OF OBJECTIVES
 

[tol I v . Domin iI lean RepublIL Nicaraigua 

A. 	 Aid prelr;iri pl;innlnr diumeint 

II. 	 lmpro'vi,,lJhIt 	Ithpl;inning capability its IMIn. Ctiit ry 

I-llpryv" skills 

- ..v. i p ! li,l.,hiogylop/Ilip iI trill ti 

- I It'"lii,;l .1 icv.Ipiliet oont ry of ln.I l li(iilg 

Iilouiv'v/'.ilt.it! Instf iti.tioisil iilililng .. il:ll I itv 

C. 	 InsL Itil Ioni iliges ;inI rc form 

- Crt..t, ntw Inst I1 it Iii; (leal th/llul tt i.l/Iipit 

- R.'4t . ;..ii.iilou (,I I a(*:ltl sc.cttur 

- ,'0ir0lniT.itrig ll" Ili.o] Li ir.sLitu, luiis (1I(1ll,iti . 

II. 	 |P~l:iiv.* ,nsrorilin ition with: 

- Irlvut, s;ttr cit' liost :u;iintry 


- All) 


Dol)iis rv 

- pIVa 

- OI litp" I,,t ,llt it ry nect rli-s 

- (CUlthlti) lislit t'iit ry gmvcrnmen L W i nc or 

K. 	AttlLud lii ll lugi.iige cssliceri |lo.JLh spi-ceor
 

- RiIl- prinrlty of i lth sector 


- H.i 1!.! imigIt I-se,:tortl iwarcness 

Il*warntcne11 iL- Raln (if li,!;t ointry I.solils/proigi.ln ln 

F. 	 I:durt ion 
- l ' 'v l" 1./JlilIrot, he;ithli etirrictiliiin 

- Up-grade skills 

disliiol' flet 


ion) 

) 

il 

I 

3 

1 

1 

I 

1 

3 

1 

3 

3 

1 

1 

1 

I 

I 


2 


1 

1 

2 3 

1 3 

2 3 
1 1 

2 2 

I I 

1 1 

3 3 

1 3 

3 1 

3 3 

3 

3 2 

3 3 

1 

1 

I ] 

2 1 

http:I.solils/proigi.ln
http:0ir0lniT.it
http:Iilouiv'v/'.ilt.it
http:ACCOMPLISHIMENT.OF


TA111E 4-2. ACCO1II'LI SUMiNi' OF 08.1 CTIVES 

(coi inied) 

C. ptlVokup allIa is-d.iltpi kIjjuwljM&~ of lu tiu uatrY hiixlt.ii twetur 

* 1Dj)L(Ved data baiv 

- WprUvJ i forit i-ill UYflLC *1
 

- n~raed kawwIJia about hual Li uucLaio1
 

iir.1t eIf. U.Luttip sz n1.aL mliI Ii. IL PtJJI flIH~ .11 * 

-Luw-LusiL rural 11c.LI i uc~ar Jelivery :bytsLc1U:; 

-Vr&;V.31LlVc livailh care~ amphasfLm 

OODE; 	 I - Achlu.vteJ 

2 - xe 

3 - Not Achieved 

I 

http:hiixlt.ii


UNANTICIPATED OUTCOMES
 

Beyond the achievements relating to the stated objectives, there
 

were a few "unanticipated" outcomes noted by participarts. 
 By this is
 

meant that they were not specifically stated objectives. They are
 

summarized in Table 4-3. 

In all three countries, new health programs were undertaken after the
 

health 	sector assessments. It is not entirely certain whether interest
 

in these program preceded the HSA or resulted from it, and whether it was
 

the HSA or subsequent loan which had the most affect. 
Some participants
 

in both Nicaragua and Bolivia indicated that the decision to 
undertake
 

rural 
health projects was solely because of the possibility of AID funds,
 

an indication that the projects resulted from the healrh sector
 

assessment. However, Bolivian participants did not seem to link the Montero
 

project to the HSA.
 

In the case of the Dominican Republic the basic health service
 

program which involved the training of village health workers and community
 

health 	services had already been suggested by the government.
 

TABLE 4-3 
UNANTICIPATED OUTCOMES
 

BOLIVLI DOMINICAN NICARAGUA 
REPUBLIC 

Impact 	on other sectors 3 1 3 

Benefit USAID 
 1 
(image, programs, etc.)
 

New programs 1 	 1 

CODE: 	 1 - Achieved
 

2 - Mixed
 
3 - Not Achieved
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One area -which is often included in health programming but is
 

not strictly part of the health sector is nutrition. Here the HSA did
 

.3er';e to increase interest in nutrition and provided a better under­

standing of nutrition and nutrition problems.
 

Whether or not the HSA was a casual agent in changes, it no doubt
 

reinforced them, an important achievement in itself.
 

In the Dominican Republic, one respondent noted a spillover effect
 

from the health sector assessment into the education sector, where a
 

similar effort is now being contemplated. In neither Bolivia or 

Nicaragua was there any impact outside the health sector.
 

While USAID, of course, hopes to benefit from the HSA, that has 

not been an explicit objective. It appears, however, that the
 

health sector assessments did benefit the AID/Missions in terms 

of their image in all three countries. One respondent indicated that 

the HSA showed that USAID really was interested in the health sector. Anot
 

said that lad a health loan emerged for Bolivia, the HSA would have 

greatly .increased its chances of acceptance. by the government because 

it "proved" the strategy USAID was proposing. 

Nevertheless, there were also people in each country who indicated
 

negative feelings toward UADID as a result of the HSAs. In Bolivia, 

for example, many persons were very disappointed because no loan or project 

was forthcoming after the assessment. They felt cheated, after all the 

effort and energy they and the government put into the project. 

AID/WASHINGTON PROGRAM PRIORITIES/EMPHASES 

Table 4-4 presents a number of AID/Washigton program priorities or
 

emphases that formed the parameters for the USA and subsequent loans. They
 

are currently factors with which a host country will have to deal, if it
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agrees to participate in an HSA or to accept a loan. 
A dot indicates
 

that a particular priority was actively supported, an asterisk that it
 
was actively opposed, a blank that there was no real action. 
The purpose
 

of the table is to provide an indication as to the acceptability of AID's
 

program interests.
 

Based on respondents' comment about AID program interests, these
 

did not seem to have had much impact on the HSA, except in Bolivia
 

which opposed family planning. However, as mentioned earlier, a focus
 

on these areas may have conflicted with a host country's interest in
 
taking 
a broad look at the health sector, and with the objective of developing
 

a national health plan.
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TABLE 4-'
 

AIDANASHINGTON PRIORITIES/ DPHASES 

COM-
MON 
TO 
ALL 

AID/W AID/M BOLIVIA 
DOMINICAN 
REPUBLIC NICARAGUA 

.iral Health Emphasis 

arget Populations 
(poor majority, pregnant, locating 
women, children, infants) 0 0 

pulation/iFP ?riority 

Tutrition Priority 0 

0 

0 

* 

0 

Low Cost Rural Health Care Delivery 
i Systems 

ocio/Culcural/Economic Analysis 

6 

0 0 

0 

tultisectorJi Analysis & 

Cost-Benefit Analysis of Health 
Investment 

Host Country Participation 0 

* This particular priority was strongly opposed by Bolivia. 



V: COUNTRY REPORT: BOLIVIA
 

The Westinghouse Health Systems team for the evaluation of Health
 
Sector Assessments conducted a field visit in Bolivia from 4 March through
 

17 March, 1978. During that time the team interviewed 17 persons
 
associated with the Health Sector Assessment 
 of 1973-1974. One additional..-­
interview was held in Washington, D.C. after the team's return. The team 
also reviewed the documents files relating to the Health Sector Assessment
 
at the USAID Mission in Bolivia and at the Office of International Health
 

(OIH) in Rockville, Maryland.
 

Of the people interviewed, three are currently with the AID/Mission
 
in Bolivia, one is a consultant to an USAID project in Bolivia, and one is
 
an employee of AID/Washington. Among the Bolivians, one is retired but
 

works as a special consultant to the government, six are employeell of
 
the Ministry of Social Welfare and Public Health, one works for the
 

National Council for the Economy and Planning, one works for the National
 
Institute for Social Planning, and two are associated with schools or
 
universicies. One interviewee works for the Pan American Health Organization
 
(PAHO) in Bolivia. At the time of the Health Sector Assessment, inter­
viewees associated with USAID served in the following capacities: two
 
were employees of .USAID, one was hired as USAID's-technical coordinator-for -­

the Health Sector Assessment, and one contributed short-term technical
 

assistance to the USAID Mission and.the Bolivian team. 
(The fifth USAID
 

interviewee joined the staff after the assessment and has been involved
 
in implementing the projects that grew out of it). 
 All Bolivian interviewees
 

were participants on the HSA team. One directed the Bolivian effort; 
the
 

other 10 were either leaders of team subgroups or were subgroup members.
 
The PAHO representative was a member of the Bolivian team. 
 Most participants
 

were involved throughout the assessment.
 

BACKGROUND FACTORS
 

AID/Mission representatives, Bolivian participants, and the
 
documents all indicated that there was little activity by the Mission
 

in the health field prior to the HSA. USAID had attempted to start
 



a maternal and child health program which included 
some family planning,
 

but it was opposed by the gcvernment. It was involved with PAHO in a
 
malaria eradication program in the lowlands and had cooperated with PAHO
 
ano UNI CEF to start a rural health program in one region.
 

The Bolivian government, on the other hand, 
was quite active in
 
the health sector, although not very extensively. Most programs had an
 
urban orientation or 
were related to the military, mining and other
 
key 1:;custri-:s. 
 The health sector itself was quite fragmented because
 

of services was the responsibility of many different institutions. 
Zrif' the Ministr of Public Health was active in nost areas of the public 

sector, specific sectors were handled by their corresponding ministry--

Defense for the tary, agencies of the Bolivian Social Security
 

Institute, and other institutions.
 

Tlhe most notable program gap in public health activities was
 
family pianning. 
 Bolivia had a positive population growth policy at 
the
 
time of 
the HSA because large segments of the country were underpopulated.
 

This policy became 
a major issue and stumbling block between Bolivia 
and USADt because a high Embassy official felt that a population prograq had
 
to De instituted alon- with health programs to prevent a rise in 
the
 
Doouation growtn rate, 
a -resumed result of improving health conditions.
 

ost
.. resondents Cid not answer 
questions about the factors which, 
in 197-, 7.1aht have been influencing the Mission or Government of Bolivia 
hea:h setaor cti-vities. Due to the time elapsed since the HSA, a large number 
respondents hav, fogotten the details.. 
Of those who did comment, two
 

remembered a low level of coordnation among the institutions in the
 
Boli'oian health sector and 
some political instability (the average
 

term of office for a ministry of health was nine months). 
 One res­
pondent also mentioned that the public health was held in low esteem and
 
that salaries within the government were not very high.
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On the positive side, Bolivia had been pursuing public health
 

activities for a long period. There was a School of Public Health,
 

as well as various training progtams and other health educational insti­
tutions. Both AID and Bolivian respondents commented on the extent of planning
 

activity in Bolivia. There was an active planning unit in the Ministry
 

of Health, and representatives from the health sector worked with the
 

Planning Council. While USAID people felt that the planning was not
 

detailed enough and was too narrow in its persepctive, one saw the
 

planning unit as a resource. Two indicated that it was inadequate. Of
 

six Bolivian respondents, two indicated it was good and four that it
 

was adequate; none said it was inadequate. PAHO had been working with
 

the unit for a number of years, and it had produced several national
 

health plans, the most recent published the year before the Health
 

Sector Assessment.
 

While the planning unit, as well as the Ministry of Public Health,
 

are highly centralized, there is a network of public health offices and
 

facilities throughout the country, with major centers in each of the
 

department (state) capitals.
 

HSA PROCESS
 

The reasons for undertaking a health sector assessment in Bolivia
 

were not entirely clear. It appears that some health staff in the AID/
 

Mission wanted to begin a majo. health program. However, Ewbassy policy at
 

that time required that a population program be implemented prior to any health
 

program, for reasons described earlier. The USAID staff saw the HSA as a way,
 

among other things, of demonstrating to the Ambassador that health
 

projects in Bolivia need not create population growth problems. Thus,
 

while the HSA was designed to carry out the objectives stated by
 

AID/Washington at that time, it was also a tool to convince a high
 

Embassy official of the merits of health programs.
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Scope of Work
 

Because the assessment in Bolivia was one of the first,
 

there were no real guidelines, and the Mission relied heavily on
 

assistance from AID/Washington. Two technical assistance officers
 

from there, with a consultant the Mission public health officer, and­

other Mission staff, wrote the HSA Scope of Work. There was some Bolivian
 

involvement in the later stages of the effort by high-ranking officials
 

in the ministry of health. According to some respondents, the scope
 

(f work was used by the Bolivian team initially.
 

Start-Up
 

The scope of work identified a number of topics to be studied,
 

and eleven subgroups or commissions, were set up to develop information
 

on each. A twelfth was added later.
 

The commissions were to be headed by people from the health and
 

other ministries wuiere appropriate. Bolivian participants in the work
 

scope process identified people from the Ministry of Health or others
 

who would be available as chairmen. Once selected, they in turn used some
 

of their own staff to carry out the technical work. In some cases persons
 

from outside of the government, such as PAHO or USAID, sat on the commissions.
 

The commissions were quite small,with a number of people simultaneously
 

heading up a commission and participating on others.
 

As executive committee made up of one member from each of the
 

commissions plus participants from some other ministries or agencies
 

such as the National Planning Council. It was set up to coordinate
 

the team ov-rall. The chairman, a former health minister had overall
 

responsibility for the Bolivian effort. Through him the team was able
 

to call on the resources of the Ministry'of Public Health, and he
 

also provided access to high level people.in other Ministries and naticnal
 

Counciles.
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USAID identified the need for a technical coordinator to work with
 
the head of the Bolivian team. A consultant with knowledge of Bolivia
 
joined the HSA in early 1974. 
USAID also ideritified a number of short­
term consultants to work with the Bolivian team. 
They provided technical
 
assistance during 1974 as needed. 
Relations between the two groups
 
were good, in part because relations between the Mission and GOB were good.
 

One of the interesting aspects of the overall organization of the
 
team was the way the commissions used existing government staff to carry
 
out the assessments. Their ability to do that is demonstrative of the
 
resources available within the govern ent to cope with such a planning
 
effort and of the existing planning capability with the government, in­
cluding the Ministry of Health. 
Further, although government activities
 
in the health sector were dispersed among a number of agencies, those
 
responsible for health activites were.accustomed to working together
 

in certain ways. 
 This was evident from the cooperation that was obtained
 
from the number of people outside of the public health sector who
 
c 
,ntributed to and participated on the commissions. They included people
 
from the Bolivian Social Security Institute, the mining ministry, the
 
universities, the School of Public Health and the National Institute
 

for Social Planning.
 

Implementation
 

As indicated earlier, because this was the fitat health sector
 
assessment ever undertaken, the material for briefing and guidance
 
was limited. 
Most host country respondents indicated that they did not
 
receive any sort of guidelines or written guidance, but few did say
 
that they had received iome assistance in early health sector assessment
 
planning. 
Principally these were people who had participated in pre­
paration of the work scope. 
 On the other hand, AIDAission participants
 
felt that the guidance provided through the workshops and meetings with
 
people from AID/Washington ha1 been excellent.
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Many Bolivians indicated that it was left to the commission to
 

plan their work, others that it was done in general by the executive
 

committee and then left to the commissions to define in detail. There
 

appears 'o nave been little :oordination among the commissions once the
 

work got started.
 

;hen the respondents were asked to describe what they felt were
 

the objectives of the HSA, the following answers were 


respondents' remembrance of what was most important.
 

TABLE 5-I
 

RESPONDENTS' VIEWS OF THE OBJECTIVES 
OF THE HEALTH SECTOR ASSESSMENT
 

Total 

Resoondents 


(N-17) 


Compile best information for
 
rational health planning 8 


Provide overall study of health
 
.conditions in Bolivia 
 7 


Develop data base for justi­
fying AlD programming 4 

Extend health services 
rural areas 

to 

3 

Draw attenti on to conditions 
in communicable diseases 1 

Training in health planning 1 

Meet AID Washington require­
ments 1 

Collect data for policy 
decisions 1 

Develop coordination between 
the Ministry of Health and 
the Social Security Institute 1 

given, based on 

No. of Responses 

Mission 

(N-5) 

3 

2 

2 

Host 
Country
(N-12) 

5 

5 

1 
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In response to questions concerning data collection and analysis,
 

there was considerable difference of opinion. 
Of the'12 who answered
 

the question concerning the existence of useful data five Bolivians
 
said there definitely were good data, one USAID person that they were adequate,
 

and four Bolivians and two USAID that :that they were not adequate.
 

No significart quantity of new data was collected during the HSA.
 
However, one consultant and some Bolivian counterparts did conduct
 
limited ad hoc health surveys in few rural regions in order to fill
 
in some gaps and verify existing information. Their data supported
 

existing data.
 

In terms of data analysis, again opinions were divided as to its
 
effectiveness. USAID people felt the analysis had not been in-depth enough 
for their needs. On the other hand, the Bolivians felt it was sufficient
 
and ac the same level as that in past health planning exercises.
 

Al~hough there were not many responses to the question conce-:ning
 
use of data after the Realth Sector Assessment, the evaluation team
 
got the impression that much of the data had become a part of the larger,
 
ongoing health information system in the Ministry of Health.
 

One interesting aspect of this data collection stage is worth noting. 
The Mission- arranged trips to the interior of Bolivia for a number of high 

level Bolivian officials. Many were familiar only with the capital and 
"altiplano" regions. USAID felt that if. it were to sell the government
 

on the need for a rural emphasis to health programming, those in decision
 

making positions needed to be familiar with the other areas. 
Most officials
 

responded very enthusiastically to the trips.
 

It was intended that each Bolivian commission would produce a
 

report and that the 
team as a whole would prepare a final, integrated
 

document to be turned over to USAID as 
the basis for its report.
 

The Mission hoped to use the Bolivian report almost intact, just adding
 
a section describing USAID's strategy and the prcject proposed for funding.
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However, as work progressed, it became evident that some commissions were
 

not going to meet USAID's deadlines. In addition, the quality of some of
 

the work fell short of USAID's expectations and needs, particularly with
 

respect to analysis. Some commissions did turn in draft reports to
 

the executive committee for its revision, which were in turn transmitted
 

to USAID. In other cases USAID consultants wrote the reports for their
 

commissions. In still others, the commission report submitted to USAID
 

was not useful, and additional USAID effort was required to modify it.
 

An integrated Bolivian report was never produced in time. The
 

onlv "summary" received was a list of 161 recommendations, prepared
 

by the commissions. At one executive committee meeting, these were grouped
 

by Bolivian participants into 10 categories; priorities were set by
 

voting on the 10. This information then went to USAID.
 

In the end the Mission had to put together its own team for the
 

final writing effort. Its Public Health staff, supplemented by USAID
 

Washington advisors and consultants, produced a report using the draft
 

material of the Bolivian team and consultant reports, as well as new
 

material which they gathered. (Ultimately the Bolivian team did produce
 

a lagerly descriptive summary report containing the 161 recommendations).
 

Their report was submitted to Washington in December 1974.
 

Two key problems emerged after USAID Washington's review. First was
 

the conflict over the population section. As mentioned earlier, the
 

6olivian government was strongly opposed to any population program aimed
 

at limiting growth rates. Nevertheless, the Embassy officials demanded
 

the inclusion of a populatio.i section. The second problem resulted from
 

the opposition of a high embassy official to a health sector investment. He wanted
 

to see an economic justification and insisted on a cost-benef't analysis
 

to that effect. In his opinion, that section of the report was un­

satisfactory and needed to be redone. (The second and third attempts
 

were also unsatisfactory and AID/Washington is still grappling with
 

this problem).
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Despite these two problim, the Bolivian Health Sector Asessment
 
was approved pending one chapter. However, that reservation resulted
 

in a delay of the loan, a situation that created 111-will and cynicism
 

(n the part of Bolivians toward USAID.
 

To the question concerning the participation of the Bolivians in
 
the HSA process, USAID people 
 generally answered' that thair counterparts 
had little involvement with the final document, although it was reviewed 
by a few Bolivian officials. However, they felt the document was based 
on inforantion that the comissions had supplied to USAID and therefore 

reflected Bolivian interests and priorities
 

Chapter 10 of the USAID document, which discussed USAID strategy
 

for pursuing health programing in Bolivia, was translated into Spanish 

shortly after the assessment was completed and was circulated to a 

number of participants. 
However, the entire document was not translated.
 

The evaluation team found that only two of the 12 Bolivians could read 

English and thus were the only two people who had read it. Thus a good 

the data and it was todeal of analysis contained not available Bolivians. 

While several others indicated that they had read the translation of
 

Chapter 10, they found it of little use since it dealt only with USAID
 

strategy. 
 (The Mission is currently updating the data and translating
 

the HSA; it is to be distributed mid-summer 1978).
 

Information on the cost of the HSA was extremely skimpy. 
No
 
participant recalled anything concrete about the budget, and documentation
 

was incomplete. 
The only financial files available for examination were
 

at the USAID/Mission.
 

Based on the limited information obtained, the budget for fiscal
 

year 1974 appears to have been $82,000. However, the fiscal year only
 

ran through June,.-and that figure would therefore not reflect subsequent
 

funding, whereas the assessment continued until December. 
Nor was there
 



The $32,000
any indication of whether or not all the money was expended. 


By looking at the duration of consultant
figures seemb much too low. 


visits and their contracts or PIO/T's, it was possible to come up with
 

too, may not be complete.
a figure of $130,000 for this item alone, and it, 


Further, a number of people who worked on the assessment were government
 

employees paid through interagency funding agreementst they were also
 

unaccounted for. Finally, there was no indication of resources supplied
 

by the Bolivian government, either funds or in-kind.
 

It is important to note that relations between USAID and the Bolivian
 

government during the assessment were extremely good. Much of the
 

reason lies with the Mission public health officer, who had been in Bolivia
 

than 20 years, and a key AID staff person who was Bolivian.
for more 


In general, most Bolivian participants spoke highly of USAID participants.
 

PARTICIP.NLT EVALUATION OF OUTCOMES
 

The following table identifies the positive outcomes indicated by
 

respondents. Open-ended responses have been categorized and tabulated
 

by frequency of response. These frequencies are further broken down
 

by respondent category (Mission and host country).
 

The responses to questions on outcomes of the HSA revealed two
 

First, with respect to outcomes related to recommendations,
interesting things. 


six people, all Bolivian, indicated that they either did not know which
 

recommendations had been implemented or what the recommendations were be­

cause they had not seen the reports or could not read English. Second,
 

three .URAID people and 10 Bolivians failed to mention the rural health
 

delivery pilot project at Montero in connection with theHSA.
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TABLE 5-2 
POSITIVE OUTCOMES IDETIZIED BY RESPONDENTS 

No. of Responses 

Total Mission Host 
Responding ! Cour.try 

General educational impact for 14 
participants 14 4 

Specifically menticued:
 

Exposure of Bolivians to their 
own rural problems; 

Impact of team efforts and taam 
data gatherlng; 
Excellen: training exercies; 

Exposure to global perspecrtve; 

Rural health interst 4 2 2 
Specifically mentioned: 

Coordination of rural health 
activities with rBSS;
 

Establishment of a rural 
demonstration project; 

Integration of the rural 
health delivery system 

Development of a Department of

Humn Rsources 1 2 
Data Improvement-attonal Center 
for Biostatistics •1 1 
Influenced Strategy In the 
Ecology Dl tsiai--progrm
changed 1 1 
Changes in the Department of 
Comulcable Diseases 1 

Rl t orced cooperation among
health facilities 1 
Nutr tiou policy/progr ms
uadergoing major changes 1 1 
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Lack of knowledgr: nf the recommendations may partially expalin
 

the failure to relate Montero to the assessment. It is also true that
 

a rural demonstration project had been proposed prior to the HSA, so
 

in a sense it may not have seemed a direct result of the assessment.
 

However, the location of Montero for the project was decided at the
 

executive committee meetings, which a number of respondents had attended,
 

and the assessment did involve considerable planning for the project.
 

Respondents were also asked to identify outcomes that they felt
 

should have been accomplished, but were not.
 

TABLE 5-3
 

NEGATIVE OUTCOMES IDENTIFIED BY rFESPONDENTS
 

No. of Responses
 

Tota. 
Responding 
(N-17) 

Mission 

(N-5) 

Host 
Country 
(N-12) 

No major program recommendations 
irplemented 8 3 5 

No change in the Office of 
Planning/MOL 3 1 2 

Not educational for participants 3 . 2 

Did not contriltte to Montero 
rural project 1 1 

Data not used much for 
planning 1 1 

No impact on Bolivian Social 
Security Institute system 1 1 

The lack of follow-up was a deficiency noted by respondents.
 

They did not, however, indicate what type of follow-up they wanted nor
 

which parties should be responsible. (One Bolivian felt that there was
 

no need for follow-up since Bolivia already had an established health
 

planning process).
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All Bolivian respondents said that they believed a loan was tu follow 
the Health Sector Assessnient. Negative responses about follow-up night 
have inwolved that perception, since a loan was not imiediately forthcoming. 

No respondent independentl,, observed that the BSA wa; a duplication
 
of the Bolivian health planning process. However, when the question was
 
reised by the evaluation team, 
 several then said it wes duplicative. 
One ezplanation my that thebe assessment was seen by many as directly
 
related to U3SAID progrmixng, thus duplication vas not a relevant issue.
 

Since education was a priority for the Bolivians and USAID, i. is
 
worth comenting 
on the responses relating to education. 

The positive outcomes table shows a favorable perception of educational 
benefits in general. To the direct question of whether the HSA was
 
personally educational, 
 four persons from USAID and-eight Bolivians responded
 
in the affirmative, two Bolivians the negative.
in Most who responded 
positively beli*Ted the process had- benefited other participants as ,iell.
 

Many specifically commented on how they had learned more about their
 
country. 
Despite this favorable response, the evaluation team -repeatedly found
 
that people felt the process had not been as educational as it could have
 
been. The dissatisfaction seems 
to involve skills upgrading primarily,
 
with most Bolivians feeling that their skills had not been iLproved.
 

PARTICIPANT CONCLUSIONS
 

Respondents were asked a number of questions in order to ascertain
 
what they thought of the HSA overall, of certain specific aspects, and
 
of the causes of the subsequent outcomes or process issues.
 

Unfortunately, because many were unfamiliar with the document,
 
there were very few responses to questions dealing with findings,
 
recommendations and conclusions. 
Only seven persons chose to comment
 
on the findings. Of those, three from 
USAID felt they were good, one that
 
they were poor. Three Bolivians felt they were good; none indicated
 

they were poor.
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To questions on the impact of the HSA, the majority of interviewees
 

made no comment or indicated that they did not know of any impact. Of
 

the five (four Bolivian and one USAID) who answered the question concerning
 

changes in the health sector attributable to the HSA, all five indicated
 

that they saw no correlation between the assessment and any subsequent
 

changes.
 

Respondents listed a great many factors which they felt would be
 

essential in order to implement an HSA successfully (implicit is the
 

word "successful" are positive outcomes). The following table lists
 

some of the major ones.
 

TABLE 5-4
 
FACTORS ESSENTIAL TO POSITIVE OUTCOMES
 

No. of Responces
 

Total Mission Host 
Responding Country 

(N-8) (N-2) (N-6) 

Capable staff 4 4
 

Agreement with the HSA 
objectives 3 1 2 

Continuity of the process 
and broad awareness of the 
need for coordination 3 3 

Acceleration of the HSA process 2 2 

More funds 22
 

Attention to administration
 
and management of the HSA 2 1 1
 

Improved data for the HSA 1 1
 

Synthesis of analysis 1 1
 

Translation into spanish J. 1
 

Information.useful to
 
decision-makers. 1 1
 

Education (training) 1 
 1
 

Change in structure of MOH 1 
 1
 

Greater interest in pulic health 1 
 1
 

Follow-up loan 1 
 1
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All interviewees responded when asked whether ,-,a SA had genrally 

been "worthwhile." Thirteen felt it was (five from USLUD,'eight frou 

Bolivia); four had no strong opinion one way or another. Of those 

persons answering positively, several indicatid the proctes should be 

cmgoing, one saying that it shwuld be repeated every five years, a 

long enough period for changes to be observed, another every three years, 

two others at least every two years, and two every year. Yet another 

said the process should be institutionalized within the Ministry of Baalth. 

Beyond the above items, respondents uade other evaluative cinents 

worth repeating. Several expressed a sense of discontinuity since t1Ie 

USA was not followed isediately by the loan. As indicated earlier, 

several people mentioned being frustrated at not knowing the outcomas 

of the process, which in turn related to their not have a Spanish report. 

Respondents were asked to assess and couent on the impact on 

the HSA of' certain process-related variables. Following is a sunary 

of these variables and respondent consents: 

Variables 	 Coments
 

" Funds 	 Among the USAID people there was a strong 
feeling that there were enough funds to 
conduct the BSA. However, among the 
Bolivians, only one person felt they were
 
adequate; three felt neutrally, and two
 
that they were inadequate.
 

" Time 	 Opinions were meded. Of the 13 persons 
responding, five (two Mission and 
three Bolivian) indicated that time was 
a negative factor, five indicated no 
problem, and two that it was a positive 
factor. 

* 	Staffing Opinions on the adequacy of stffing
 
were divided. Among USAID respondents,
 
slightly more USAID felt they were negative.
 
Additional skills identified as
 
desirable were: anthropology/sociology,
 

economics, and geography. For the most
 
part respondents judged the consultants
 
as 3dequate
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Variables 


* 	USAID Support 


OGOB Support 


* 	Leadership 


* 	Team Structure/ 

Organization 


* 	Contact with the 

Private Sector and 

Donors 


* 	Problems in Data 

Collection and 

Analysis 


" 	Logistical Support 


PARTICIPANT RECOMMENDATIONS
 

Comments
 

Slightly more participants felt
 
positively about support than negatively.
 

Only one or two USAID persons found
 
GOB support inadequate. Interestingly
 
Bolivians were only slightly more
 
positive than they were negative.
 

USAID leadership was considered good, as
 
was Bolivian, though some respondents
 
suggested the latter could have been
 
stronger.
 

Respondents had mixed feelings concerning
 
the effectiveness of the team structure
 
and organization. Both AID and Bolivian
 
respondents divided quite evenly pro and con.
 

Before the HSA, coordination by the
 
government with the private medical
 
sector in Bolivia was minimal. The
 
HSA did not affect this one way or
 
another. However, during the early
 
stages of the HSA, USAID did try to
 
coordinate with PAHO and other donors.
 
Only PAHO actually participated in the
 
HSA. Since the HSA, even that coordination
 
has diminished.
 

Proportionately as many USAID as Bolivian
 
respondents said there were problems.
 
Overall, Bolivians felt more positively
 
than negatively (Problems were described
 
earlier).
 

Slightly more respondents answered
 

negatively. Many of the problems occurred
 
during the start-up period, given that
 
this was one of the first HSA's. However,
 
in spite of the negative feelings, no
 
one indicated that logistical problems
 
caused any delays.
 

The last few questions in the interview solicited recommendations
 

on improving the HSA process. The following is a list of suggestiong
 

(* denotes that more than two respondents mentioned it):
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* iSA must be integrated with all sectors. ProvIde or stimulate 
coordination with all institutions in the health sector. 

*S Must provide follow-up. Output must be structured so that 
follow-up and continuity are automatic. 

*o Formal presentation of outputs at the end of the BSA, posisibly 
at a conference or meeting. 

*o Specifically, follow-up in the area of data, in order to test 
particularly. the effectiveness of new strategies and policies. 

0 Identification of needs in the Bolivian health sector. 

* Translation of documents into Spanish. 

0 Periodic updating of BSA. 

EVALUATION TEAM SUMMARY 

T is section sumarizes the Contractor's interpretation of the data 

and inforamtion obtained during the evaluation. It is based on an 

overview of questionnaire responses, the document review, and discussions 

with people knowledgeable about the current status of the health sector 

and situation in Bolivia. 

In general the HSA was viewed favorably by participants, particularly 

in terms of personal educatioinal benefits. Many also stated that the BSA 

provided them with an opportunity to pull information and data together in 

a way that would not have been otherwise. Even the national health plans 

did not do this., The presence of an USAID consultants, with analytic.. 

capabilities not often necessarily available in Bolivia, was appreciated by
 

several participants.
 

Nevertheless, the impact on the health sector and health seems slight. 

Few changes were noted attributable to the HSA. To an extent that result 

is due to the lack of follow-up after the BSA, most specifically to the. 

failure of AID to provide a loan for health programs. Although Montero 

eventually was funded, the delay between completion of the HSA and its 

start-up was long enough that mary people did not connect the two. 

Further, Montero was proposed before the HSA.and cannot really be called 

a direct outcome. The nutrition projects which eventually were funded 

are apparently different in important ways from those recommended. 
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It also appears that the HSA created a certain ill-will on the part
 

of Bolivians, though how strong or important their feelings are is difficult tc
 

assess. Many Bolivians felt and feel cheated by AID's failure to provide
 

a loan. They suggest that the process may have been a waste of time because
 

of the lack of continuity. When it was called to their attention, many
 

wondered why they had gone throngh the process when they already had
 

an operational health plan.
 

USAID's failure to translate the document may have contributed to the
 

negative feelings, as may have their exclusion from the final stage of the
 

HSA. Because most do not read English, they do not even know whether
 

the material chey traed in was ever used.
 

Educational benefits do not seem to have been as great as they
 

might have been, principally because there was no formal or systematized
 

training and because participants were excluded from the analytic phase,
 

from which they could have learned the most.
 

The Bolivian HSA had certain features that seem to be appropriate
 

lessons for future HSA's. T1he Bolivian HSA planners made a strong effort
 

to ocnduct a multi-sectoral HSA, and to an extent were successful.
 

Representatives from ma!iy other ministries and institutions and donor
 

agencies were invited to participate, and many accepted and assigned staff.
 

Unfortunately few participated consistently. Perhaps with more
 

support from higher level officials, this effort could have been more
 

successful.
 

Bolivian comments about cousultants were helpful. Participants
 

were extremely appreciative of consultants who spoke Spanish, knew something
 

of Bolivia, and were culturally aware and had strong technical capability.
 

It appears that the consultants were chosen carefully and perhaps were
 

screened with the'help of some Bolivians.
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Also of note was the success of ad hoc rural health surveys,conducted
 
by siet of ithe 
MArican consultants with their Bolivian counterparts.
 
The funding of trips to the interior for Bolivian officials was a feature
 
-
 the BSA praised by many. Fittally, the willingness of the governient 
to consider the BSA as a necessary task and to allow the team to use health 
ministry staff to assist their v)rk was important. 
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VI: COUNTRY REPORT: DOMINICAN REPUBLIC
 

The HSA evaluation team worked in the Dominican Republic (DR) 

January 15-30, 1978. During that time interviews were conducted with 

six AID/Mission staff and 12 Dominicans. The former head 

of the OIH office for Health Sector Analysis, who had been extensively 

involved, was interviewed in Washington, D.C. Numerous documents were 

reviewed, including the scope of work, the final HSA document, consultant 

reports, subgroup reports (principally the work of Dominican team members), 

and correspondence files. Unfortunately, some months prior to the team's 

arrival some from AID/Washington had visited the Mission to clear the 

files of excess paper and had disposed of a great deal of HSA material. 

Of the people interviewed, four are currently with the AID/Mi3sion, 

one is with AID/Washington, four are policy*,making level Dominican Officials 

three are technical staff in different government agencies, and six are 

in the private sector (primarily doctors and/or university professors). 

At the time the HSA was conducted, they served in the following capacities ­

one was a technical advisor and administrator from AID/Washington, five were
 

.with the AID/Mission, one was an AID/Mission consultant, two were
 

Dominican policy makers, eight were working at the universities and one
 

was working at the Secretariat of Public Health and Social Assistanc"
 

(SESPAS) and was consulted by the team. Of the total, five were involved
 

throughout the HSA, 13 at variois stages.
 

BACKGROUND FACTORS 

Both AID/DR and Dominican participants indicated that there was
 

little activity in the health field prior to initiation of the HSA. The
 

Mission's involvement was principally with Public Law 021 construction
 

loans and the P.L. 480 supplemental feeding programs, and was coordinating
 

on some water projects. There was no Public Health Officer, and little
 

formal health planning was taking place. The common opinion was that
 

the Mission was coordinating only with the private voluntary organizations
 

and the Population Council, and with the sponsors of the water projects.
 

A factor that favored the HSA was the considerable interest within the
 

Mission
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A factor that favored the HSA was the considerable interest within
 
the Mission for developing some new loans. The 021 loan was almost at
 
an end, an agriculture loan had just been negotiated, and the Mission
 
Director was actively interested in getting other programs started.
 
The Dominican Government (GODR) had turned down an education loan
 
proposal, and the Director saw health as the next area for an AID
 
initiative. This corresponded with the then-recent Congressional
 

mandate for AID involvment in health sector projects that did Dnn
 

involve construction.
 

In order to make a health loan the Mission had to present AID/
 
Washington with a plan and justification for proposed projects. Whether
 
the Mission would, of its own accord, have undertaken a program planning
 

effort as major as the HSA without that requirement is uncertain.
 

Respondents were asked to comment on background factors which in
 

1974 were influencing the Mission's or GODR's health sector activities
 

and which might have an affect on the HSA. With respect to AID, positive
 

factors were AID/ashington's and the Mission Director's strong interest
 

in health and the Mission's good relations with the GODR. Negative factors
 

cited were AID/W administration (red tape and delays), the difficulty
 

of working with Dominicans, AID's strong bias toward family planning,
 

and tension with the universities and private sectors.
 

With respect to DR, respondents 3aid that the GODR had not shown
 

much interest in the health sector. Existing programs tended to involve
 

construction and curative services and were highly urban-oriented.
 

(However, some indicated that the situation might be changing, as
 

evidenced by a health regionalization plan and some new rural service
 
delivery programs). Many of the then-current activities were supported
 
by donor loans. Half the respondents named the Pan American Health
 
Organization (PAHO) as the principal planner; the other half mentioned
 
the GODR itself. Several plans had been prepared, it was noted, but the
 
consensus was that none had been implemented and that the quality of
 
planning was low. While health was the third largest item in the budget,
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that figure apparently meant little since funds could be, and were,
 

frequently transferred to other sectors. Only one respondent rated
 

coordination with other institutions as having been good; another res­

pondent described coordination as poor and non-existent. When specifically
 

asked about GODR interest in developing or improving its planning
 

capability, respondents were evenly divided among high, average, and
 

low interest categories. Three felt that whatever interest was then
 

beingshown was probably attributable to interest in an AID loan for
 

which the HSA was a prerequisite.
 

Positive and negative DR background factors listed were as
 

follows: on the plus side, DR was seen by some as being a state of
 

transition, with an interest in constructive changes; part of that
 

involved an interest in health. On the negative side, several probelms
 

were mentioned repeatedly: GODR administratire weaknesses, political
 

instability, excessive centralization, lack of priority for health and
 

an inadequate health budget, a fragmented and weak health sector in
 

general, a lack of analytic and other skills, and the number of jobs
 

held simultaneously hy professionals.
 

HSA PROCESS
 

The impetus for an HSA began when the Mission Dirertor asked
 

two staff members to prepare a Development Assistance Proposal for a
 

health program. After several initiatives AID/WashLngton requested
 

that the Mission undertake an HSA. 

Scope of Work
 

During the early stages of the HSA, a team arrived from AID/
 

Washington, to prepare the scope of work. Some weeks earlier, a member
 

of the Mission's Public Health Office had approached the head of the
 

National Council for Population and Family Planning (CONAPOFA) about
 

the possibility of doing an HSA as a prelude to an USAID health sector
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loan. 
That official referred him to the Secretary of SESPAS, who agreed
 
with the project and expressed the GODR's intention to support it. The
 
USAID team hald extensive'discussions with the GODR and others to establish
 
the design and content of the HSA. 
According to several key participants
 
at this stage, the -scope of work planning effort was consensual, involving
 
numerous Dominicans, including high ranking officials, and a broad-based
 
USAID group. The team also visited and consulted with a number of key

institutions throughout the country. 
While AID/Washington had defined
 
the parameters of the study (i.e. the overall focus), the Dominican
 
group identified a number of specific issues for study, such as the
 
social factors that effect change. 
 In fact, the GODR, concfrned about
 
the availability and quality,' of its health data, decided to capatilize
 
on the HSA and to conduct a major health survey. AID/Washington
 
approved the project, with funds to come from another source. 
That the
 
planning process was open and consensual is further indicated by the
 
evolution of the content of the health survey. 
USAID had intended to fo.cus
 
on population data only, but the Dominicans objected to such a narrow
 
focus. 
 The s'irvey was then expanded to provide more general health
 
data. 
 The scope of work was subsequently approved by AID.
 

Start-Up
 

During and subsequent to the Scope of Work effort, the key
 
participants began to identify and contract with team members. 
Neither
 
USAID nor GODR seem to have formulated a detailed criteria beyond
 
noting the skills required by the study areas identified in the scope
 
of work. 
 A principal factor was availability, of particular importance
 
with respect to Dominican team members. 
Most of the best qualified
 
people there often hold three or four jobs simultaneously and are not
 
free for even part-time assignments. 
Many people were identified through
 
the personal knowledge of the key team members or through recommendations
 

from others.
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The Secretary of the SESPAS, who had asstuad overall responibility 

for the Dominican effort, had decided that the Dominicans should not come 

primarily from SESPAS, as this would involve officials in evaluating 

their programs and work.' He also questioned whether SESPAS had the 

capability to undertake the HSA. He thus decided to look outside SESPAS, 

princiaplly to the medical profession and the universities. As technical
 

coordinator he selected a former Secretary of Health, who was practicing 

physician and university professor with considerable prestige and 

credibility. Alhtough a majority of the team was from outside SESPAS, 

some were drawn from within the Government, including the administrative 

coordinator, who was head of CONAPOFA, an autonomous branch of SESPAS. 

On USAID's side, it was clear that the Mission would need to be 

in a Public Health Officer. AID identified a physician with a public 

health and administrative background. Other Mission Staff were also 

assigned to the project. 

With respect to outside consultants, the scope of work team had 

agreed that a consultant should be available to each study group. 

The Dominican technical coordinator request. some additional consultant 

in areas where he felt Dominican capabilit.'es were weak. Consultants 

were identified by AID/Washington and through the personal knowledge 

by team members. All candidates were reviewed with the Dominicans. 

USAID also recognized at an early stage it should also have a
 

full-time manager be its liaison and to work with the DR team members.
 

Two U.i. consultants who were then completing a job in the DR were hired.
 

Ultimately, a team of 45 full-time and part-time members was 

selected, along with 12 consultants. Other than one or two, none had 

been involved in a HSA previously, and most had never been involved in 

such a large reseirch and planning effort. Mo" "-'^' . 
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involved with health were represented, though not necessarily formally
 
or as part of the day-to-day team operations. For example, a number of
 
university professors participated, but the universities as inistitutions
 
did not. Likewise, SESPAS had close ties through the Secretary, but
 
were not directly involved. Among others donors, only Pan American
 
Health Organization (PAHO) was respresented, despite efforts to obtain
 
their assistance. One respondent said 
 that the PHAO had agreed to provide
 
a population expert and then failed to do so, causing some problems
 
with that section of the study. The private voluntary organizations
 
were also not involved. The private sector -- principally the Dominican
 
Medical Association -- had expressed reservations about the venture and
 
did not participate. 
One reason for the choice of Technical Coordinator
 
was that he had once been president of this Association and still main­

tained close ties to it.
 

The team as a whole was divided into eight subgroups, each focusing
 
on a specific study area. 
 Each was headed by a team leader responsible
 

for its work and a consultant counterpart. Both the Dominicans and
 
USAID felt that the HSA should be principally a Dominican effort, with
 

technical assistance from USAID.
 

in terms of management, the picture is somewhat complicated, and
 
most respondents could not clearly identify bw it
was organized. Most
 
named the Dominican technical coordinator as having day to day responsibility
 
and stated that they were to report to him. Some recognized the Secretary
 
of Health Ministry as the ultimate authority. However, much of the
 
day-to-day administrdtion was said to have been handled by the USAID
 
manager, who was seen as counterpart to the Dominican Technical Coordinator.
 
One AID/Wa3hington technical assistance officer was regularly in DR and
 
was seen as a technical advisor and head of the U.S. team. 
The Mission
 
Public Health Officer, perhaps because he was not visibly active until
 
the writing phase, was not usually mentioned by the Dominicans. Some
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cited a second mission staff member as head of the U.S. team members 

contact point. Those fdiliar witb the administrativeor as the USAID 

side of the HSA were aware that both UgAID and the Dominicans had assigned 

When
people specifically as coordinators of that aspect of the HSA. 


questioned about such matters as ultimate responsibility, day-to-day
 

reporting, etc., most respondents were vague. Some could not answer
 

Very few could explain the rationale for
any management questions. 

the team's organization. 

Because
Administratively, the team was placed under CONAPOFA. 


it was to be a Dominican effort, funds were to be channeled from USAID
 

through a Dominican agency. CONAPOFA was selected because it was
 

restrictions and
autonomous and could disburse the funds with fewer 


less paperwork and because of the authority of its leader.
 

Implementation
 

The HSA began in February 1974, with the goal of producing a
 

report by September of that year.
 

Member3 of the DR team had little remembrance of any briefing/ 

Some recalled only informal meetings headed by AID/Washingtonorientation. 


and Mission staff. Similarily, most did not remember any formal guidelines
 

or written documents. Some mentioned the availability of miscellaneous
 

HSA documents such as a draft of the Bolivian HSA, but indicated that they
 

Most described the development of methodologies
were not important. 


as ad hoc, something that each group developed as it went along, and
 

according to one participant, strongly rooted in local experience.
 

One respondent volunteered that initial planning was inadequate and the
 

start-up disorganized and hasty. Another remarked upon the number of
 

times methodologies were changed during the early stages.
 

When asked to describe the objectives of the HSA, respondents gave
 

the following answers (each objective is followed by the number of
 

respondents who cited it; if it was cited more frequently by one category
 

of respondents, that is also noted):
 

• 1"1
 



" 	AID program planning - (13) - AID and DR
 

" 	Analysis of DR health conditions, resources and needs and
 
strategy development - (10) - mainly DR
 

• 	Promote improvements in the DR health sector - (6) - AID 
and DR 

* 	Need for new AID program - (5) - mainly AID
 

* 	Improve DR planning capability and promote institutional
 
change - (4) - only AID
 

" Congressio.aal mandate for AID - (2) - only AID
 

Several respondents also noted USAID's strong family planning'bias,
 

implying it was a motivating factor. A major part of the HSA effort
 

involved the collection and analysis of data. However, most answers
 

to 	data-related questions were very impressionistic. In general, res­

pondents felt that there was very little useful data on which to build.
 

It 	was for this reason that the GODR requested a major survey.- Some
 

participants did feel that data was available; it simply needed to
 

be 	located, tabulated and analyzed.
 

Opinions on the outcome of the data collection effort varied.
 

Many Dominicans felt that useful data was obtained in most areas;Mission
 

personnel were less positive. Areas noted as weak %ere nutrition;
 

causes of mortality/morbidity; economics; and the private sector (i.e., the
 

pharmaceutical industry or private services). 
 I 

In reply to queries about data analysis, the collective opinion,
 

was that very little of the survey data was analyzed. Some -­

that which was needed for immediate use for the HSA report -- was
 

handled manually. According to one participant, much of the analysis by
 

the groups was based on "brainstorming," intuition, historical precedence
 

and educated guesses. Mission participants mentioned on occasion the
 

Dominican analysis had not been adequate, and that the consultants had
 

to 	redo the work.
 

The most common reasons given for the difficulty with analytical
 

tasks were: lack of skills, insufficient funds (specifically for the
 

survey), insufficient time, and lack of computer facilities and capability.
 

Also mentioned was poor formatting of data sheets and inadequate interest
 

on the part of either USAID or the Dominican government in the data after
 

the HSA was completed.
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With respect to the national survey, it is worth noting some of the
 

specific problems encountered with it. The effort was a household survey,
 

carried out by a trained team of 100 students, supervised by several
 

student coordinators who iad experience with previous surveys. The
 

statistican in overall change of the work experienced frequent frustration
 

to the extent that at one point be threatened to resign. A primary 

problem was the failure of the GODR to deliver the trucks needed for 

field work, the survey was also disrupted at the midpoint by the 

national election, during which time it was difficult to obtain public 

cooperation.. (The GODR suggested as a solution that interviewers have
 

a policeman accompany them). The urvey effort was also affected by
 

delays in paying the interviewers and by other administrative problems.
 

Once thz data was collected, there were insufficient funds with which to
 

pay for its tabulation. As mentioned, analysis of the information re­

quired by the HSA was done by hand. The remainder of the data was
 

ultimately sent to the U.S. Bureau of the Census, which completed
 

the analysis in late 1977. The analysis has yet to be interpreted
 

or incorporated into the health information system.
 

It was assumed by USAID that each subgroup would prepare a report
 

which the team leaders would integrate into a single report which would 

constitute a national health plan and stargety, presumably with priorities. 

The USAID team would use that document as the basis for preparing its HSA 

report for submission to Washington.
 

According to interviewee responses, the process seems to have
 

worked as follows (again, recall was weak). Each team did prepare one
 

or more drafts which were reviewed by the Technical Coordinator.
 

Ultimately, in fact, the Dominicans turned in over 1000 pages of material
 

which, for the most part, were late. The reports were never integrated
 

into a single docizment.
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The USAID team found the material to be of varying quality. The
 

Technical Coordinator, never accepted the population report and ultimately
 

gave it to the Mission Public Health officer for revision. Many participants
 

(bothUSAID and DR) felt that the drafts contained too much description
 

and not enough analysis. In several instances, AID consultants were asked
 

to revise the drafts. One report -- considered to be a key one-- was
 

judged by Dominican officials to be too sensitive to release. It was called
 

the Dynamics of Change and dealt with the social, political and institutional
 

factors affecting health activities and the health sector. Its suppression
 

was ironic, for the government had been extremely cooperative on this issue
 

throughout the study.
 

It became evident to the USAID team managers as the AID deadline 

approached that the Dominicans were not going to produce an integrated 

and analytic document in time for Mission use. A decision was made to
 

form a special working team to prepare the USAID document. This team
 

sequestered itself in wing of the Embassy for more than a month and
 

turned out its report, largely based on the subgroup reports (where useable)
 

or on consultant reports. The draft was reviewed and edited by the
 

AID/Washington technical assistance officer and then submitted to the
 

Public Health officer for review and editing. The final draft was turned
 

over to the Mission Director and Assistance Mission Director for review.
 

It appeared that the Mission Director was dissatisfied with a
 

number of sections of the report and made some substantial revisions,
 

including the addition of a recommendation that USAID fund a project to
 

reorganize both the health sector and SESPAS. Since the submission
 

deadline was immediate, he did release the document to Washington despite
 

some reservations but classified it so that access would be limited.
 

With a request for some minor changes, the document was accepted by
 

the Development Assistance Executive Ccmmittee (DAEC) review. The Mission
 

made the changes,and the report was subsequently declassified and released
 

in English.
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Perceptions of respondents regarding dissemination of the 
report
 

Almost all Dominican participants except those
 were highly divergent. 


in high level positions stated that they did not recieve 
either a full
 

or partial copy of the HSA document ( a number said they 
never got
 

copies of their draft reports). Most Mission participants reported
 

Of those few Dominicians who did obtain
 that they had received a copy. 


copies, one thought it was only a partial copy, and two 
respoudents
 

obtained theirs through unofficial channels. Most believed that the
 

distribution had been very limited, i.e., several mentioned that only
 

seven copies were made available, and these went to the 
Secretary at
 

One or two respondents understood that the document was classified.
 SESPAS. 


Whea AID/DR participants were questioned about dissemination 
of
 

the report, several recalled that over 100 copies had been 
sent out,
 

alhtough none could remember a distribution list. (The evaluation team
 

to clear up this matter, but it proved impossible).
tried 


Two closely related aspects of the document preparation process
 

were of particular interest to the evaluation team; responsibility
 

for final content, and the nature of GODR participation. It appears
 

that each sub-group was free to determine the content of its draft
 

There was no way to ascertain
reports, including the recommendations. 


to what extent content was actually dictated or revised by the high-level
 

With respect to the content of the AID document,
Dominican participants. 


there appear to have been several levels of decision-making, but
 

he was open
final authority rested with the Mission Director. While 


the nutrition proposals, his was the
 to discussion some points, i.e., 


last word.
 

Although USAID set up a special writing team, the Dominicans were
 

A number of participants
not excluded from the USAID decision-making process. 


indicated that Dominican participating had been more than adequate,
 

and only three respondents (one Mision, two Dominicans) felt it had
 

been inadequate (however, a fairly large number expressed ignorance 
on this issue).
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One Dominican policy maker said that he was in continuous contact with
 
the USAID team throughout and that all decisions were consensual. 
One
 
person mentioned that the Technical Coordinator was responsible for
 
selling some recommendations to SESPAS, pri-!cipally through discussions
 
with the Secretary. 
No respondents suggested any substantial differ­
ences of opinion between the USAID and Dominican team members, since they

had been consultint with one another throughout. 
A number of respondents
 
said that they believed the USAID document was based to a large extent
 
on the subgroup reports. 
 (While it seems clear that there was participation

by Dominican policymakers, it appears that the technical members of the
 
team were excluded from the analysis and formulation and strategy
 
and recommendations).
 

Information on the HSA budget was extremely scarce. 
No participant

recalled very much about it., 
 and the documentation was not particularly
 
helpful. 
Based on the limited sources available, the Mission may have
 
spent approximately $338,000. 
It is believed however, that this amount
 
does not reflect total expenditures and probably does not include GODR
 
funds. 
The team had heard that the original budget had to be increased
 
across-the-board, but did not know the causes, or size of the increases.
 

Following are some other questions and responses of individual
 
respondents which are worth noting:
 

* Were additional items added to the scope of work?
Only one person answered, in the affirmative
 
* 
Were changes made in the team structure?


One respondent mentioned personnel changes, but nothing significant
 
" During the HSA 
how wouldyoucharacterize coordination


between the team and the Mission, GODR and other donors?
In general, respondents reported little or no coordination with
donors, despite early efforts to work with them. 
Although relations
were good between the team and the health secretary, there was
3ome friction with the ministry. The principal problems
seem to have been territoriality -- the team was doing wiat
SESPAS was to do, and jealousy --
the study was viewed as some­what threatening. 
The Technical Coordinator was also the
principla link to the private sector, which was reasonably
cooperative; little of the anticipated opposition arose. Finally,
a few people mentioned some friction between the DR team and
the Mission. 
To the extent it existed, it stemmed in part
from the administrative nroblems such as pay delays, and in
part because of a specific incident involving AID's desire to
add a consultant to a subgroup which was preceived as "Interference."
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?ARTICIPANT EVALUATION OF OUTCOMES 

Mhe following table summarizes the oositive outcomes identified.
 

Open ended responses have been categorized and tabulated 
by frequency
 

of response. These frequencies are further broken down by respondent
 

:,roe (Mission or host country).
 

TABLE 6-1
 

OLITCOMES tDENTFIED BY RESPONDENTSPOSITIVE 

No. of Responses
 
total Hission 


Responding
(Nz17) ( ;-5) 

0 Institutional and attitudinal changes 12 

Specifically mentioned: changes in the
 
university medical program; the establish­
ment of a NutritionCoordination Office in
 

SESPAS and a Planning Office in SESPAS­

impetus to organizational reform in
 

•SESPAS and the health sector; more aware­

ness of nutrition-related health pro­
blems; greater interest in auxiliary 
health professions; greater awareness
 
of the need for health programming; in­

creased awareness of the need to inte­
grate social medicine, research, etc.,
 
,withpublic health; end to the "con­

struction mentality;' new attitudes
 
among the technical staff.
 

10
* Education 


Specifically mentionted: participant
 
skills upgraded, cor s of people
 

who can be used in the future;
trained 
process and documents useful for
 
teaching.­

6 5
* Personal benefits 

8 6* ?rogram changes 

Specifically mentioned: r.egionali­
zation of health services; more comnu­

nity health services through the basic
 

health services program; upgrading and
 
greater use of local health promoters;
 
rural health care delivery emphasis; 
increase in.preventive health services;
 

inczea in maMs l4irm*&ti=n 

Host
 
Country
(N-_=12) 

8
 

1 

2 

8 



Host
 

Total Mission Country
 
0 Improved planning capability 5 1 4
 

Specifically.mentioned: upgraded planning
 
skills; a document and information to
 
serve as a basis for the formulation of
 
health policy and planning; increased in­
terest in health planning; improved nutri­
tion planning; availability of a more speci­
fic detailed plan; development of a
 
methodology applicable to DR
 

* 	Improved information 1
 

Specifically mentioned: increased data;
 
greater understanding of the health
 
situation in DR; confirmation of exist­
ing information ; greater interest in im­
proved information; people continuing to
 
analyze data
 

Other outcomes:
 

" Use of HSA as basis for USAID loan 
 4 1 3
 

" Mission learned more about health.planning 2 2
 

" Possible impetus to Ministry of Educa­
tion to do an education survey I 1 

" Produced useful document 1 1 

" Gave credibility to loan 1 

" 	Improved image of USAID as positive force 1 1
 

* 	Greater awareness of the survey work 1 1
 

* 	Better coordination with DR 1 
 1
 

* 	Mission learned more about DR 1
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On :he ocher side, many respondents listed outcomes that they felt 

been achieved but were noc or ones they felt were negatives:should have 

TABLE 6-2 

IDrENTTIED 3Y JESPONDLTS1EGATIVE OUTCOMES 

No. of Responses 
Tocal Host 

Respondents Mission Country 
("-15) (N-5)-- (N-10) 

Document not translated 7 1 6 

Hore participation by Dominicans Jn the 
analysis and writing of the final document 7 2 5 

Incomplete analysis of data, especially 
causes of mortality/morbidity 7 2 5 

Dominicans did not produce a final docu­
ment; draft reports coo descriptive, not 6 4 2 
analytic enough 

Little follow-up on the HSA process 6 3 3 

Few positive results 5 5 

Inadequate dissemination of the report 5 

Inadequate use of the HSA in preparing loan 3 3 

Little in-depth study 3 1 Z 

Little use made of document 3 1 z 

Nutrition study considered one of the 
weakest parts of the study 3 2 

No institutional changes 2 	 Z 

2Little new information obtained 	 2 

2 1 1Few educational benefits -

Data collection was inadequate I L 	 -

New planning office in SESPAS was accorded 
1little influence 

People in postions qf authority were not 
Involved or trained 1 1 

No imprgveients in progrilng L L 

Few recomendations in USAID dacmmnr L I 



PARTICIPANT CONCLUSIONS
 

Respondents were asked a number of questions in order to ascertain
 
how they rated the HSA overall, and in ceitain aspects of it, and what
 
they though to be the causes of the event or outcomes.
 

When asked what they thought of the findings and recommendations,
 

interviewees responded as follows:
 

TABLE 6-3
 
RESPONDENT OPINIONS OF HSA FINDINGS AND RECOMMENDATIONS
 

No. of Responses
 

Total Mission Host
 
Country
 

FINDINGS:
 
" Realistic 8 3 5
 

* Unrealistic 2 1 
 1
 
* Did not know 2 2
 

RECOMMENDATIONS:
 

Mentioned as Realistic
 

* Recommendations in general 8 2 6
 

• Basic health service program 2 2 

Mentioned asUnrealistic 

" Administrative reorganization 6 3 3
 

* Planning reform 1 1 

" Food supplements 1 1 
" Coordination with the 

private sector 1 1 

A second judgement question was he extent to which respondents felt
 
that changes in the health sector and the nature of thie 
subsequent Mission
 
health loan were a result of the HSA. Many respondents found the first
 
difficult to answer since it is hard to attribute change to a single
 

cause; the latter elicited few responses. Many felt that the HSa had
 
defniitely been influenential, contributing but not causing changes.
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Two Mission respondents however, said tie HSA was necessary to change;
 

and a third indicated that DR might not have accepted the health loan 

without the funding of the HSA. One Mission participant stated that 

the HSA was weak in the area of recommendations and that the loan went 

well beyond it. Dominican responses ranged from the belief that health 

planning would have improved anyway to a belief that theHSA was an 

agent of change. 

Respondents listed many factors which they felt were essential
 

in order to implement an HSA successfully (implicit in "successful"
 

is positive outcomes).
 

lax.
 



TABLE 6-4
 

FACTORS ESSENTIAL TO POSITIVE OUTCOMEE
 

No. of Responses
 

Total Mission Host
 
Responding Country 

(N-18) (N-6) (N-12) 

A realistic assessment of the resources 
and capabilities available for carrying 
out an HSA 7 1 6 

Host country participation, with 
training if necessary 6 1 5 

Consultants fluent in Spanish, good 
at human relations and knowledgeable 
about DR A 1 3 

Adequate follow-up, including loan 4 1 3 

Capable staff 4 4 

Adequate planning in the early 
stages, especially relating to data 
and methodologies 3 1 2 

Adequate and favorable timing 3 1 2 

Full-time team manager/coordinator 3 1 2 

Participatin by people in positions of 
influence 3 1 2 

Team spirit/motivation 4 2 2 

Good team organization 2 2 

Adequate salaries 2 2 

USAID's leverage as a loan agency 1 1 

Publicity after the process is complete 1 1 

Adequate funding 1 1 

Release of documents 1 1 

Multidisciplinary team 1 1 

Smooth contractor processing 1 1 

Interest in conducting lHSA (Mission 
and Host Country) 1 
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"ihen the interviewees were asked whether the HSA had been generally
 

"worthwhile," 14 responded. Of the Mission respondents, 3 felt it
 

just "adequate." Among the Dominican
had been "worthwhile," 2 .felt it was 

respondents, 8 felt it was "worthwhile," only one 
felt it was just 

"adequate." Four persons did not respond to this question. No one held 

a negative opinion of the Dominican HSA.
 

Apart from the specific reasons mentioned earlier, 
more general
 

that it:
 
reasons cited for the usefulness of the HSA were 


Allowed the country to identify problems and define
* 

rational solutions and plans 9
 

* 	Confirmed or denied commonly held but untested 
beliefs about
 

health conditions
 

Acted as a catalyst to positive change by raising 
levels


" 

of awareness and motivation
 

Showed that the U.S. interest in health was sincere.
" 


Respondents made some other comments about the process which are
 

worth recording. Some expressed a sense of feeling cheated when they
 

A number were bothered by
did not or could not get a copy of the report. 


not having been more
 
the team's not having produced a final report or 


involved in the USAID writing process. One frequent problem with the staffing
 

(discussed below) was that many DR professionals on the term held more than 

Thus they were unable to devote full attention to the HSA.
 one job. 

diminished


Some people felt .that the Technical Coordinator's role was 


by this situation. (It was observed by one participant, that it is
 

up his practice for a short-term job

unrealistic for a doctor to give 


the medical profession should not be considered
 
and that perhaps people in 


one respondent expressed
for the role of coordinator). Finally, U.S. 


little consideration
 
strong concern over the methodology used. There was 


was identified and a single

of alttirnative solutions; rather, a problem 


solution identified and proposed.
 

also asked to assess the impact- of a List of
Interviewees were 

process and to coent as necessary. As will be
varaibles on the 


a number of problem were cited, but interestinglY none were felt
 
seen, 


to !ave had a negative inflience on final outcomes.
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Variable Comment
 

" Funds Generally considered adequate by the Mission. 
DR Participants felt they were inadequate, 
especially for the survey. 

* Time All respondents cited problems with time. 
However, many felt that the time should 
and would habe been sufficient if the 
process had been better planned and im­
plemented. Scheduling was said to have been 
unrealistic, especially the time required 
for report preparation, the survey, and 
bringing people up to speed. There was no 
flexibility for dealing with problems 
such as the national election in mid-summer. 

" Staffing Respondents identified a number of problems 
relating to staffing. The issues of par­
ticipants holding more than one-job was­
mentioned earlier, as was the difficulty 
of getting good people to take on short­
term assignments. While both g:oups expressed 
concern abcut the lack of experience of 
many Dominican participants (proportionally 
more Dominicans held this view), most 
agreed they were the best available people. 
One or two respondents in each category 
also mentioned the general academic back­
grounds that the Dominicans brought to 
this type of study -- their training had 
stressed descriptive rather than analytic 
research and did not emphasize the preparation 
of written documents. It was suggested 
that the following skill areas should have 
been represented: administrative management; 
economics; health planning (at the beginnig); 
surveys/statiE.tics; systems analysis; 
research methodology, and nutrition planning. 

As far as any personnel problems affecting 
the HSA effort, few were noted. As is 
true with any group some members did not 
get along, but this did not have a negative. 
impact overall. While the AID manager 
apparently had an unduly heavy workload, 
he did not appear to be a bottleneck. 
Some Dominicans were bothered by pay problems -
in some cases dalays, in other cases the 
refusal of Dr. Fabra to pay any thing in 
advance of tasks being completed. Again, 
none of these was considered to be a serious 
problem. 
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0 

Variable 


AID Support 


" 	GODR Support' 


" 	Leadership 

* 	 Team Structure/ 
Organization 

& 	Orientation/ 
Briefing 

a 	Disrupton of 
normal operations 

Comment
 

Dominican respondents were divided as to adequacy
 

of AID support; the Mission felt it was adequate
 

or a positive factor. The Mission did provide
 

or arrange for a great deal of logistical
 
support which was supposed to have come from
 

the GODR - office equipment and space, etc.
 

Nevertheless, AID was said to have been slow
 

sometimes in delivering, leading Dominicans
 
to question AID's sensitivity. One person felt
 

that AID was more concerned with getting its
 

document out than in helping the DR.
 

Most Mission respondents felt that GODR
 
had done as much as it could, given the demands
 

on 	its limited resources. The main criticism 
was over the inadequacy of the office space
 

provided and the GODR's failure to deliver
 
transport to the interviewers when promised.
 
A number of interviewees praised SEPAS for 
its cooperation in the data collection effort;
 

others felt it should have been more involved. 
Two Dominicans said that AID got far more 
work from some participants than it paid for. 
Two others and one Mission participant said 
that the HSA had really been a DR effort. 

Respondents had mixed feelings. Some considered 
the lack of coordination between the technical 
and administrative coordinators to have been 
a negative aspect and that the initial dis­
organization indicated structural problems. 

A number of respondents indicated problems,­
among them: initial disorganization; no 
clear lines of responsibility; the tendency 
of each group to operate in isolation; and 
the size of the team. Neverrheless, not many 
people considered this variable as disruptive. 

A number of resondents viewed th s as a 
a weak aspect of Cie process. Generally, 
participants (especially Dominicans) felt 
they had not adequately understood the prupose 
of the BSA or their tasks and methodology 
to 	be followed.
 

The sole respondent said that while the HSA 
imposed a heavy burden on the Mission, an 
HSA this should be considered a part of 
normal operations, since it was required for 
program plaM n 
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Variabli 	 Comment
 

" Problems in data Numerous problems were noted in this area, 
collection and most discussed previously: inadequa'te skills; 
analysis lack of computer facilities; ladk of funds; 

insufficient planning; unclear objectives; 
insufficient methodology; and others. However, 
in a related question, no one felt the data 
problems had had any negative impact on the 
HSA overall. 

* 	Logistical As mentioned previously, the primary problems
 
support 	 were office space, pay problems, transport
 

for the survey, and scheduling. While these
 
caused delays, no one felt they affected
 
the overall outcome of the HSA.
 

PARTICIPANT RECOMMENDATIONS
 

The last series of 	questions dealt with how participants would
 

improve the HSA process. Following is a list of respondent suggestions
 

(* denotes more than one respondent mentioning it):
 

*0 Better planning and handling of the data collection and analysis 

tasks, including better evaluation of the availability and use­
fulness of existing data. 

*@ Better planning, orientation, guidelines, methodology and 

shceduling (with some means of enforcement). 

*0 More full-time supervision and management.
 

*0 	Greater coordination within the team and between the team and
 

other groups.
 

*0 	More training of Dominicans and greater attention to the educa­
tional aspects of the HSA.
 

*0 	More follow-up in terms of process and outcome evaluation, data
 
updating, continuous planning, and defining.
 

*0 Translation and 	dissemination of the documents.
 

*0 Periodic updating of the HSA.
 

*0 	More Latin American technical assistance consultants with
 

sensitivity to Latin America with country participating in
 
their selection.
 

* Closer ties with key institutions and involvement of influential
 
people, including those in the private sector.
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" 	Emphasis on future implementation.
 

Use of BSA specialists (individuals with HSA experience)
* 

Conduct HSA with a broader national perspective that enccupasses
" 

the various sectors such'as agricutlure, education and 

housing.
 

More open process with more publicity.
* 


More attention to institutionalization.
* 

" 	Better definition of roles.
 

AID had expressed a special interest in the type of guidelines
 

'that might prove useful. Unfortuantely, few respondents addressed this
 

Those who did emphasized that the guidelines should be loose
 question. 


so that they could be adapted to different countries. In other words,
 

they should be flexible and serve to 'guide," not dictate.
 

EVALUATION TEAM SUMMARY
 

This section sumarizes the Contractor's interpretation of data,
 

based on an overview of responses to .the questionnaire, a document review,
 

the health status
and discussions with people knowledgeable about current 

in 	the Dominican Republic.
 

Overall, it seems clear that the USA did accomplish a number of
 

things, although not to the extent that was desired, and perhaps 
at too
 

It should be noted, however, that many accomplishments
high a cost. 


are hard to quantify and that some results will probably take more time
 

to 	emerge, as change is always slow.
 

to 	have been attitudinal'changes,
The -predominate outcome seems 


Institutional
 an 	achievement that is difficult to quantify or "cost out." 


res­changes also resulted, but these appear to have been pro forma, i.e., 


ponses to a USAID requirement and thus not fully supported. Educational
 

benefits accrued-to participants (interestingly,apparently more to Mission
 

Since they tended to be personal
than to DR staff), but were limited. 


benefits, they were not firmly institutionalized. ..
LTe-e were some
 

important advances in low-cost rural service delivery and preventive
 

medicine, and an increased awareness of the importance of allied health
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professions, but it is unclear if these can be attributed to the HSA.
 
Rather, the HSA seems to have reinforced existing trends. An opportunity.
 
to 	improve the data base substantially was missed, although it is
 
possible that progress will be made in the future. 
 There are still some
 

serious gaps in data such as accurate mortality or morbidity data.
 

Respondents also cited a number of outcomes that were anticipated
 
but unfulfilled. 
Overall, most felt that more could have been achieved.
 
These outcomes include: educational benefits, improved data, and the
 
preparation of a useful planning document. 
A number of Dominicans
 
expressed frustration over USAID's and the GODR's failure to let them
 
know the results of their work and to provide them with a copy of the
 
report in Spanish. Not having the zeport, they also could not see the
 
relationship between the USAID loan and the HSA, thus causing them td feel
 
that the HSA had had minimal impact. Participants were also very much
 
bothered by not having been able to take part in the final stages of
 

analysis and report preparation.
 

With respect to the causes of the impact, of the HSA, a number of
 
areas or variables emerged as critical factors:
 

* 	Host country participants had inadequate backgrounds for the
 
type of analytic study contemplated by the HSA. Because many

had more than one job, they were unable to devote full attention
 
to the work. Often the best people were unavailable for short­
term assignments.
 

* 	Inadequate planning (in terms of a realistic assessment of data
 
needs and availability), failure to develop a useful methodology

and unrealiscic scheduling caused delays, disorganization and
 
missed deadlines, as well as confusion.
 

" Orientation did not adequately define the HSA objectives, the
 
expected products or a methodology.
 

* 	Despite separate funding, the Health survey was much too
 
ambitious given the available time and resources. Moreover,

it was impeded by logistical problems.
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The team structure did not encourage coordination among the
* 

subgroups nor linkages with the various elements of the health
 

sector, private and public. Leadership was not as :onsistent
 

or as strong as was needed to maintain schedules ati ensure
 

satisfactory output.
 

* 	Consultants, while generally considered to be good, did not
 
members.
spend enough time in-country to be of adequate use to team 


Some co-mments on other factors:
 

Time, cited by many as a negative fector, should and would have
* 
been adequate had there been better initial planning and
 

smoother implementation.
 

There seemed to have been a genuine interest by teh GODR in the
" 

HSA and a willingness to support it to the extent resources
 

permitted. This situation certainly contributed to the accom­

plishments. Similarly, despite the lack of experience, most
 

participants seemed to want to do a good job and were dis­

tressed that more was not achieved. However, the highly
 

centralized nature of the GODR and the low priority assigned
 

the health sector imposed limitations on possible outcomes,
 

such as far-reaching institutional changes. One of the
 

more interesting and novel tudies, the "Dynamics of Change,"
 

was not released due to political seasitivities.
 

* 	 AID/Mission support was considered to be quite adequate. 

A close tie to a high-level Embassy official provided some 

flexibility to respond to unforeseen problemswhich Missior 

resources might not other wise have been able to handle.
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VIII. COUNTRY REPORT: NICARAGUA
 

The Westinghouse Health Systems Health Sector Assessment evaluation
 

team was in Nicaragua from 20 February 1978 through 14 March 1978. 

During that period the team interviewed two USAID/Mission staff, nine 

Nicaraguans, and one consultant from a third country. All had paritcipati 

in the HSA. One interview with a Nicaraguan, the former Minister of 

Health, never took place as he was unavailable. Interviews were also 

conducted in Bolivia with the former USAID technical coordinator and in 

the United States with two American consultants who had also participated 

in the HSA. In addition, the team reviewed documents and reports 

on the HSA, obtained from the files at the USAID/Mission and the Office 

of Intdrnational Health, Washington, D.C. 

Of the people interviewed on the USAID side of the HSA, three
 

were USAID staff at the time of the HSA and three were consultants to
 

USAID. Of the Nicaraguans interviewed, seven were participants and two
 

were outside the BSA process, but involved in either health planning or.
 

implementation of USA recommendations. Three Nicaraguans at the decision
 

making level were interviewed; only one is still in the health sector . 

All other participants are still in the health sector and actively involved 

in public health. 

BACKGROUND FACTORS 

USAID had been involved in the health sector in Nicaragua since
 

the earthquake in 1972. However, until the HSA, activities in this sector
 

were piecemeal and directed at scattered programs, primarily in the area
 

of facilities construction. There were some health activities in other
 

sectors: 

.Agriculture Nutrition 
Environmental Sanitation 

Reconstruction Water Systems 
Urban Systems 

SNEM Malaria Eradication 
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Prior to the HSA,USAID had shown very little interest in health
 

and health planning. For a number of years, proposals for major health
 

projects had been tabled. The impact of the earthquake of 1972 and
 

the need to recover from that catastrophe may have been a large factor
 

in postponing major health programs. In addition, agriculture was far
 

more of a priority. In fact, the Mission had conducted an agriculture
 

sector assessment in 1973-74.
 

During that period prior to the HSA, relations between USAID and
 

the Nicaraguans had been somewhat strained, USAID officials were concerned
 

by Nicaraguan political situations. On the other side, Nicaraguans
 

harbored long-standing anti-American and anti-USAID feelings, and there
 

was general distrust of any activities which involved USAID.
 

For its part, the Nicaraguan government was quite active in pro­

viding services in many areas and in general supported health activities.
 

Most services were, however, curative,and there was not much interest
 

in preventive medicine or health planning. The planning unit in the
 

Ministry of Health was regarded as weak.
 

The Nicaraguan health sector was and still is divided into five
 

principal segments:
 

" The private sector
 

" The Ministry of Public Health (MSP)
 

* Junta Nacional de Asistencia y Prevision Social (JNAPS)
 

" Junta Local de Asistencia Social (JLAS)
 

* Instituto Nacional de Seguridad Social (INSS)
 

HSA PROCESS
 

The impetus for starting any major program, including'health, would
 

normally come from the Mission Director. However, the head of the
 

Nicaraguan HSA team, a highly placed government official close to the
 

President of Nicaragua, claimed that the idea originated with him.
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He had been in charge of the agriculture sector assessment and felt the 
same analysis should be carried out in the health sector. In any event,
 
the ESA did have support at the highest government levels.
 

Scope of Work 

Initial discussions concerning the HSA were conducted in the fall 
of 1974 by the Mission Director and the Secretary to the President, who
 
assumed responsibility for the Nicaraguan effort. In order for the 
AID/Mission to conduct the assessment, the effort needed the support 
of such a high official was essential. 

This official worked with the Mission Director, an USAID staff member 
and an AID/Washington consultant from OIH in developing the scope of work
 
for the assessment. At that time, the need for a 
professional health
 
planner on the USAID side was also identified, and a doctor was sub­
sequently hired as the Mission's Public Health Officer.
 

In the course of preparing the scope of work, a number of items
 
were negotiated by USAID and the Nicaraguan government. These included 
the formation of a Nicaraguan team to carry out a large portion of the
 
sector assessment, clarification of USAID's role and relation to the
 
Nicaraguan team, and use of USAID short-term technical assistance consultants 
to supplement the Nicaraguan team. Also at this time, it was agreed 
that Nicaragua would pay the salaries and expenses of its team, while
 
USAID would cover the salaries of consultants and provide some logistical
 

support.
 

In spite of a detailed scope of work and specific agreements between
 
USAID and the Nicaraguan government, there was still a great deal of
 
ambiguity about what was to be done. 
This lack of clarity pervaded the
 
whole assessment and caused a number of organizational problems and
 

numerous delays.
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The identification of objectives for the HSA in Nicaragua occurred
 

over a long period during the strat-up. While an early consensus on
 

objectives was probably achieved between USAID and the Nicaraguan
 

team, they were actually in flux for a long time after work started.
 

Respondents indicated their respective understandings of the objectives
 

grew divergent as the HSA developed. This was true among the Nicaraguans,
 

-as well as between their team and U!7AID. Table 7-1 indicated the overall
 

recollections of respondents about the major objectives of the HSA.
 

TABLE 7-1
 

RESPONDENTS' VIEWS OF THE OBJECTIVES Of
 
THE HEALTH SECTOR ASSESSME'TT
 

No. of Responses
 

Total 
Respondents 

(N=8) 

Mission 

(N=2) 

Host 
Country 
(N-6) 

Establish health sector 
priorities 5 1 4 

Develop reliable health sector 
data 4 2 2 

To rationalize USAID 
programming 4 2 2 

An AID/Washington requirement 3 2 1 

To build support for health 
sector programs (policy) 3 1 2 

Unify the health sector 3 2 1 

Build a health planning 
capacity 2 2 

To get a USAID loan 2 2 

To get an overview of 
health sector 1 1 
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Start-Up
 

The Nicaraguan team was selected Principally by the Secretary to thePresident, according to most participants. There were no formal criteria;it appears he wanted young, intelligent, apolbtical (but politically acceptable)government enployees interested in the work. Final. selection wasbased on friendships and people known or recomnended to him. There werealso, however, nome political and personal appointments to the team. 
According to the interviewees, the selection process was not clearto the HSA participants themselves. Most were chosen without kncringhow or why; they simply received written notice froma a high official;e.g., the Minister of Health, to report a certain place at a certain
 

time on a certain day.
 

In general, the team did not have a health planning background;
some had 
no prior involvement in the health field at all. 
 There
were only two trained *.iealthplanners in Nicaragua at the time, one 'of
 
whom was part of the team.
 

USAID foresaw the need for short-term technical assistance under
this project and put together a list of experts in skill areas needed.
The Public Health Officer requested the assistance of AID/Washington
in locating and contracting with these people. 
Many proved to be
unavailable, and a second list had to be developed with AID/Washington's
assistance. 
It then became the task of AID/Washington, with the support
of OIH, to obtain and secure the needed technical assistance.
 
Early in the project, AID identified the need for a full-time
technical coordinator, since the Public Health Officer did not have enough
t1me. However, it took over six months to get a person on board.; he


finally arrived in June 1975.
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The Head of the Nicaraguan Health Sector assessment effort set up
 

an independent, apolitical team in order to avoid the political complications
 

and pressures inherent in Nicaragua's network of highly fragmented and
 

competitive health institutions. His own policical power and position
 

were important in terms of securing autonomy for the team. His direction
 

to the team was to produce a technically competent, objective analysis.
 

Although the team's close tie to him later proved a disadvantage, it was
 

considered positive at the time.
 

Day-to-day responsibility was assigned to a technical coordinator,
 

beneath whom was a loosely structured set of study groups, each with a
 

number of researcher/analysts. The study areas had been determined
 

during the work scope stage and were not altered significantly after that
 

time. In the beginning, some team members continued to be active in
 

their other jobs, but as the work developed all became full-time. Team
 

leaders met regularly with the Secretary to the President according to
 

some almost weekly. He also met regularly with people from USAID, in
 

particular with the USAID technical coordinator.
 

The team began meeting in December 1974. One of the major problmes
 

from the beginning was the technical coordination. There were a total
 

of three technical coordinators over the course of the health sector
 

assessment. The first team leader did not have a health background and
 

evidently was appointed for his administrative capabilities (and possibly
 

other personal reasons). He apparently 3pent little time with the team,
 

abrogating his leadership responsibilities. Early in the process and
 

under pressure he resigned. Not much significant work had been done
 

to that point.
 

A second team coordinator was selected by vote in January 1975
 

from among the team members. He served almost six months, but his
 

term was marked by turmoil and disorder. He tended, according to many,
 

to work in isolation of the team and his overall leader, and apparently
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also minimized the interaction between USAID members and consultants 

and the Nicaraguan team members (a factor in the negative feelings of 

many participants toward the consultants).
 

A third and final team coordinator was selected after the second
 

resigned, apparently also under pressure. Just prior to th.s several
 

AID consultants and"the AID technical coordinator had arrived. Following 

these changes and vv,,nts, the effort began to move somewhat more smoothly 

and rapidly. However., as Is discussed below, the third Nioaraguan 

technical coordinator facad a number of difficulties as a result of 

his having joined the project six months into its operation. Overall,
 

the weakness in leadership and frequent turnovers left the Nicaraguan
 

team without direction and resu.ted in considerable disorganization, 

delay and frustration.
 

There was a general feeling among the Nicaraguan team members,
 
especially those in non-leadership positions, that they had not received
 

adequate guidance or briefings early in the project. They did not recall
 

seeing any guidelines. One premise beyond those mentioned previously,
 

is that the Nicaraguan team leaders filtered much of the USAID infor­

mation,' prestna'Sly to make the team seem autonomous of USAID.
 

As a result of these organization and planning problems, the
 

subgroups spent a large part of the early months of the project
 

developing their own scopes of work and methodologies. This task was
 

difficult since they did not fully understand the objectives, nor did
 

they have the experience required to formulate what was needed. In
 

fact, some participants said they did not R.unw of USAID's role until the
 

last six months. They were not aware of the requirement for a USAID
 

loan planning document to be prepared by December 1975 until the end
 

of the project. When the .USAID Coordinator appeared on the scene in June
 

of 1975, many members were completely baffled by his presence.
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One of the interesting questions about this early period concerns
 

orientation. The Mission staff stated that they had some workshops
 

and meetings on the health sector assessment and that they also prepared
 

written documents iu Spanish. The Nicaraguan team members, particularly
 

the non-leaders, have virtually no recollection of this. Some Nicaraguans
 

participants indicated that they received assistance and guidance from
 

the USAID coordinator in June and July. However, this direction came
 

too late inthe process to enable them to meet its deadlines.
 

Some USAID participants likewise had no recollection of the guidelinqs.
 

The Public Health Officer relied on notes left by the AID/OIR consultant
 

from the work scope effort and on copies of draft versions of assessments
 

done the year before.
 

Throughout the HSA, the PHO kept Washington apprised of the progress
 

of the health sector assessment. He also served as liaison with the
 

Nicaragua team leaders about things the USAID staff needed for their
 

documents.
 

Implementation
 

Data collection began early in 1975 and continued through the summer.
 

The availability of health sector data was, of course, of major importance
 

to the HSA analysis. USAID felt that much of the existing data was
 

weak, but indicated that it would have accepted its dse with some
 

selective updating and improved analysis. However, the Nicaraguan team,
 

because of the atmosphere of distrust that prevaded the country at that
 

time, decided it had to collect new data, if for no otherreason than
 

to verify existing data. The approach-was not to conduct a massive
 

survv, but to do a number of small sample surveys in specific areas.
 

The early months were according to a number of participants,
 

characterized by much floundering around as the subgroups tried to develop
 

methodologies in the absence of any technical guidance. AID was presumably
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reluctant to step in, given the team's desire for independence.
 
Nor did USALD have, at this point, a technical coordinator. 
 The first 
Nicaraguan team coordinator, as mention'd previouhly did not provide much 
technical assistance.- One Nicaraguan participant described the first 
few months as an exercise in futility, rith long hours spent

talking about how 
 to proceed, without ever proceeding. Because of the 
delay in identifying and hiring the consultants, they were also
 
wiavailable during most 
of this period. Many respondents concluded that 
most of the period from January to June was wasted, although eventually 
the groups did develop what thdy felt were-suitable methodologies. 

In June, as mentioned, there were a number of changes. The third 
technical coordinator took over, and although he did not have a planning 
background, he apparently was better at human relations, a key need at
 
that point. USAID consultants were also available with. increasing 
frequency. 
Finally, the USAID technical coordinator arrived.
 

While operations did improve, there were still old problems that
 
limited what could done.be Much of the prior work was felt to be 
technically weak. 
Some members still had only a hazy understanding of
 
the relation of USAID to the HSA, and they resented the arrival of both
 
USAID's coordinator and the consultants. They were seen as outsidors 
particularly after six months of struggling and finally coming up with
 
what the members felt were workable methodologies, there was little
 
appreciation for consultants coming in and telling them it should be
 
done a different way.
 

Although Nicaraguan members felt it was never clear, they
 
were supposed to submit a final, integrated, analytic report to AID
 
in early fall in time for the Mi.ssion to use it in writing its final
 
report. 
Realizing. that the Nicaraguans were behind schedule, the Mission
 
got an extension to December 1975. 
 Even that deadline could not 
be
 
met, 
the Mission realized. Therfore it formed a special writing
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team composed of some USAID Mission staff and consultants available
 

at the time. For example, one USAID consultant who was in Nicaragua for
 

another assignment indicated that, because of the workload
 

he was relieved of his original scope of work and asked to help on
 

the final document.
 

The division between USAID and the Nicaraguan team became evident
 

when USAID asked the Nicaraguan team for its data. *The team-would not
 

make it available to USAID. One Nicaraguan suggested that it was
 

withheld for security reasons, but most Nicaraguan team members had no
 

knowledge of this. (On the other hand, many did not know that a USAID
 

document was even being prepared). Eventually the Nicaraguan team did
 

make available a draft summary of what was to be its final report.
 

The document arrived too late for USAID's use and was not found to be
 

really useful since it contained only descriptive information, with no
 

indication of priorities or strategiEs.
 

Because of the difficulty in obtaining the data, the USAID document
 

was written principally from information available before the assessment.
 

The writing team analyzed it as best they could in order to produce
 

their document. While this approach was not ideal, the general
 

consensus is that it was ddequate for the task at hand.
 

Thus the final USAID document was produced almost completely
 

internally. One respondent speculated that USAID may have benefitted from
 

not being a part of the final Nicaraguan effort. The Nicaraguan document
 

became a total Nicaraguan effort without USAID activity, and the-USAID
 

document was done relatively free of Nicaraguan political pressures.
 

On the other hand, one Nicaraguan expressed resentment over not having
 

known about the USAID document, especially at the time it was being produced.
 

Before the final USAID document was submitted to Washington, it
 

was seen by the. Secretary to the President and Presidefit Somoza
 

himself. Nobody else in the Nicaraguan health sector apparently saw it.
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The Mission completed its document on time and sent it to Washington 

for the DAEC review.
 

About a month later the Mission in conjunction with the Secretary
 
conducted an interesting follow-up activity. 
They held a conference at
 
the rural city of Chinandega. The 22 participants were high-level
 
Nicaraguan officials from all major ministries and institutions,
 
representatives of donor agencies, and AID/Washington and Mission 
staff.
 
The purpose was to introduce the report, with its proposals for an
 
USAID losm, in order to get feedback and generate support for the
 
recommendations. 
While every one agreed that it was a good conference,
 

its impact did not seem long-lived.
 

Between December 1975 and June 1976, the Nicaraguans continued
 
to work on their own report. 
In June 1976 they finally finished 21
 
volumes, of which five were a summary. 
The material included reconendations
 

concerning the health sector and ultimately a list of priorities for
 
intervention. 
The report was produced by an editorial team of five
 
of the Nicaraguan team membersa, 
two team leaders and the Secretary,
 
to the President. 
The actual writing took place in his office, under
 
his close supervision, and he had sole review and approval power.
 
Members of the editorial team who were interviewed unanimously thought
 
they had been selec Led because of their technical capability and political
 
neutrality. The team used as 
the basis of its report the draft documents
 
of each of the study groups.
 

Neither the USAID nor the Nicaraguan document were widely circulated.
 
USAID's was never,translated, and apart from the AID Mission, it was sent
 
to only a few high level Nicaraguan government officials, who were
 
to be responsible for distribution. Very few Nicaraguans have seen the
 
American Document. (though few could have read it since many do not
 
know English). Despite curiosity as 
to what the USAID document said,
 
the Mission reports that there have been few requests for copies.
 

141
 



For reasons which also remain unclear, the Nioaraguan document
 

also had very limited distribution, and many participants saw only their
 

own section
 

USAID partizipants made a number of comments on the HSA'S implementa­

tion. One addressed the difficulty the Nicaraguan team had in conducting its
 
business, which stemmed from distrust and political fear among the Nicaraguan
 

team and the lack of leadersh.p and guidance. In the beginning, the
 

team attempted to do everything together because of the fear that people,
 

if left on their own, would in some way subvert the effort. A story
 

was told of one team member who went to Paris for a week - having locked
 

all the data up before leaving.
 

Only after a good deal of time was lost attempting to work in
 

this way did the team finally admit that a new approach was needed.
 

At that .,oint, they began to work seriously as subgroups as originally
 

planned. However, adequate coordination among the subgroups never
 

developed. Another interesting problem affecting team operations were
 

the class differences among members.
 

With respect to the Nicaraguan report itself, USAID and the
 

Nicaraguans had opposing views. Some Nicaraguan team members felt
 

it was a useful document, while USAID on the whole found it to be shallow.
 

Eleven respondents indicated that the data collected was not useful
 

because of its structure, format and gaps. For example, under the
 

disease indicies, the largest single category was "undefined," almost
 

three times the size of the larges iiesase category known or labeled.
 

ThE main weaknesses appear to have been the data on morbidity and
 

mortality, finances,and use of resources. While, all three USAID
 

respondents felt the Nicaraguans had analyzed the data credibly, among
 

Nicaraguans views,varied widely." The majority stated that it had not
 

really been analyzed and that the report was only descriptive. One
 

Nicaraguan said that the HSA had still been an important educational
 

process no matter how the final product was judged.
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With respect to subsequent use of the newly collected data, five
 

respondents, feuir of them Nicaraguans, believed that the data have since 

been used. A couple indicated specific areas, including the rural 

health program. 

PARTICIPANT EVALUATION OF OUTCOMES 

This section sumarizes the outcomes of the 15 respondents
 
idnetified. Where Important, the number of respondents or their 

institutional attachment (six were AID Mission representatives and nine 

were affilated with the Nicaraguan government) is indicated. The 

number responding to a particular question was generally less than the
 

total interviewed. 

All USAID recomendations were included in the loan paper that 

was funded following the assessment. It was generally agreed by the
 

AID respondents that this was a totally positive outcome. Some 

shifting of mission health priorities had resulted from the assessment,
 

but nothing of major nature. It had been anticipated this kind of
 

shifting would occur as a consequence of the HSA, since one of the
 

objectives was to produce data enabling better and more detailed planning.
 

The health sector assessment document was essentially the only source
 

of health planning for AID, and particularly the only source of information
 

for a loan at that time.
 

The following Table (7-2) shows the respondents' identification
 

of positive outcomes of the J!SA. It is interesting that two personally
 

oriented outcomes top the list, instead of' insittutional ones. This is 
consistent with Table 7-3, which indicates lack of institutionalization 
of HlSA reconmendr, bons as a major negative outcome. However, this 

does not diminish the value of the strength of the personal ben fits. 
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TABLE 7-2
 

POSITIVE OUTCOMES IDENTIFIED BY RESPONDENTS
 

No. of Responses
 

Total Mission Host
 
Respondents Country
 
(N-14) (N=5) (N-9)
 

Personally benefited from
 
HSA 10 3 7
 

Human resources (training) 8 3 5
 

Developed new data for
 
health sector 8 3 5
 

Strengthened rural health
 
programs 6 4 2
 

Improved health planning
 
and programming 4 4
 

JNAPS reorganization
 
(bid loan) 3 3
 

New motivation and change
 
in health sector 2 2
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USAID participants indicated unanimously that there were no un­
anticipated outcomes from the health sector assessment. 

On 	 the Nicarguan side, it was generally noted by respondents 
that many recommendations were made by the Iicaraguan team, but only 
a few were implemented. The team produced a very lengthy list of
 
priorities, knowning that only a limited number would probably 
ever be 
implemented or achieved. Because of the insufficiency of its resoucres, 
the government had to rely on USAID and Inter-American Development 
Bank (IDB) funding to implement many of the changes it wanted. 

The following positive outcomes were noted by Nicaraguan
 
respondents. Those mentioned most 
 frequently are listed first and 

.were generally felt to be 
a direct result of the assessment.
 

* 	 Establishment of a human resources institute 

" 	New data
 

* 	 Nutrition program 

" Improved planning and programming for health in Nicaragua
 

" Junta Nacional de Asistencia Social loan from the Inter-

American Development Bank 

" 	Rural health care delivery system
 

* 	Improved coordination within the Nicaraguan health sector
 

" 	Motivation and changes of attitudes among personnel within
 
the health sector
 

In addition to these outcomes, a few Nicaraguan participants
 

identified som- additona, unanticipated accomplishments. The conference
 

at Chinandega was clearly one,which many Nicaraguans believed that it
 
was a product of the Nicaraguan work.
 

Although one person indicated that an important unanticipated
 
outcome was the exposure of people thorughcut the health sector to new
 

data, others indicated that there really had not been very much or very
 
wisaspread exposure to that data. 
One respondent noted an increased
 
interest in the Nicaraguan health sector by other donors,but this
 

interest probably was developing independently.
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Additional comments were made about recommendations felt to
 

be important and not implemented. The failure to retain the sector
 

assessment team as an autonomous operational planning and evaluation
 

unit was noted by many. Such had been the intent at the start of
 

the HSA. Presumably its ties to the Secretary of the President were a
 
factor in its downgrading; when he left office in 1976, the sector
 

assessment unit was absorbed in the the Ministry of Health.
 

Also mentioned as a failure was that JNAPS was not reorganized.
 

Because this institution is a major provider of health care in rural
 

areas and is a major source of power in the health sector, its re­

organization of this unit was felt to be absolutely necessary for
 

effective implementation of rural health care delivery systems. It
 

should be noted, however,that recently a new initiative has been taken
 

to reDrganize the health sector, and there is hope it will be successful.
 

(This recent initiative illustrates the difficulty of evaluating.HSA
 

outcomes so soon after their completion, since major changes may
 

\take several years to get underway).
 

A number of respondents commented on factors that affected
 

outcomes. Principal among these was, as mentioned above, the Secretary
 

leaving office somewhere near the end of the assessment. He had been the
 

only individual really committed to the HSA or its results. Much of
 

what he started was more or less forgotten or ignored by his successor
 

and by the Ministry. The HSA did not get very wise exposure, even
 

within the health sector.
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Apart from the Nicaraguan participants, very few people knew 

of the recommendations or of the information contained in the document. 

Table 7-3 indicates respondents' views of the negative outcomes of 

the liSA. 

On the positive side, an overriding and unanimously held viewfamong 

the Nicaraguans and USAWD personnel was that the people who participated 

in this project benefitted from it. Among the respondents, 10 indicated 

that they had personally benefitted; 9 that others had benefitted. 

However, one respondent stated that the changes resulting from the 

Nicaraguan assessment were only personal and not institutional. 

TABLE 7-3 

NEGATIVE OUTCOMES IDENTIFIED BY RESPONDENTS 

-. No. of Responses 

Total Mission Host
 
Respondents Country
 

(N=14) (N-5) (N9) 

Low institutionalization
 
of changes 7 2 5
 

Almost no knowledge of
 
USAID reccmmendations among
 
Nicaraguans 7 7
 

Political down-play of
 
HSA outputs 6 3 3
 

No update of data 4 1 3
 

No significant negative
 
outcomes 3 3
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Also, on the positive side, it was felt that the USAID document
 

based on the HSA, had created an interest in the initiation of some
 

Nicaraguan rpojects that might not otherwise have been initiated.
 

In contract, in response to the question about whether participants 

knew of the Nicaraguan document, four answered positively, 11 negatively. 

Given the same question about the USAID document, 2 answered positively 

and 12 negatively. 

PARTICIPANT CONCLUSIONS
 

A number of the quescions in the evaluation sought to obtain
 

information on how participants and people knowledgeable about
 

the process judged it, as a whole and with regard to some specific
 

areas, including the relationship between the process and subsequent
 

outcomes or events.
 

As indicate earlier, when questions concerning outcome or impact
 

were raised, many Nicaraguans did not have detailed information
 

because they had not received either the USAID or the Nicaraguan document,
 

and therefore were not familiar with the rerommendations. However,
 

others felt they had a good deal of information as a result of their
 

involvement.
 

The 10 respondents to a question concerning the overall value
 

of the health sector assessment were unamiously favorable. Despite
 

many problems, the health sector assessment had made people think.
 

However, several peoplenoted that wider distribution of the report and
 

more follow-up would have resulted in an even broader impact; The
 

technical value of the health sector assessment, especially to those
 

who had participated was also widely noted.
 

From USAID's point of view, the produce of the HSA -- its final
 

document-- was seen as an important summation and snythesis of information
 

on the Nicaraguan health sector. It was a first and major step at
 

getting a comprehensive picture of the health sector chat could beused
 

by USAID in its health programming and hopefully by the Nicaraguans as well.
 

148
 



The Nicaraguans, as indicated before,
the USAID 

had almost no knowledge ofdocument, and therefore had'no significant "opinions asconclusions. to itsHowever, the 22 participants at the Chinandega conference,when they became familiar with the report, shared USAID's opinionits usefulness. as toIt was universally felt to be an important first step
despite its shortcomings. Further, the process itself was considered to
have been very important for the Nicaraguans, perhaps mdre so than the 
results.
 

In response to questiona concerning the impact of the HSAon changes in the health sector, while it resulted in only minor changes
in planned programs, it 
was the development of a capability to make
those refinements that was one of the express purposes of the assessment.
 
Four Nicaraguians believed the assessment probably hastened changes


for two reashon:
 
" The impetus provided by 
 *the USAID loan that was based on the HSA" 
Changed attitudes among health sector personnel.
 
On the other hand, there was a unanimous feeling among 10 respondents
that the liSA did not produce all that it could have. 
A lot of time had
been wasted in the early stages greatly limiting :he possibility
of re~ching potential goals. 
Areas in which accomplishments 
were genreally


felt to have been insufficient were:
 
" Data information 
* Weakness of the planning unit that grew out of the healthsector assessment team
 
* Failure to integrate health services
 
" 
Lack of coordination in the health sector
 
In response to a question concerning factors which are absolutely
essential for successful implementation of a health sector assessment,
 

the following were noted:
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TABLE 7-4
 

FACTORS ESSENTIAL TO POSITIVE OUTCOMES
 

People with health planning
 
knowledge 


Adequate planning prior to
 

implementation 


Leadership 


Institutional support 


Commitment of host country
 

government 

.Group/team relations 


Budget/financing 


Autonomy of team (apolotical
 
organization) 


Full-time/full allegiance of staff 


Long-term USAID coordinator 


Release of the final report 


Political climate 


Donor/outside participants 


Conference 


Personal incentives 


Use of exibting data surveys 


More time and recognition
 

of time contraints 


On-the-job training in
 
health planning 


No. of Responses 

Total J Mission Host 
Respondents(\'=13) (N-4) 

Country
(N-9) 

8 4 4 

5 3 2 

4 3 1 

4 1 3 

3 3 

3 1 2 

3 1 2 

3 1 2 

2 

1 1 

1 1 

1 

1 1 

1 1 

1 1 

1 

1 1 

1 1 
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A number of questions were posed relative to the impact on the 
liSA of a number of process variables. 

Five of nine respondents felt that the assessment had suffered 
from very severe cost limitat.ons. Another three felt that funding was 
a neutral factor, while one felt it had been sufficient and was therefor 
a positive factor. In a similar pattern, six of eight respondents felt 
time was a negative constraint on the Nicaraguan effort, one felt it 
was neutral, and one though that time was sufficient and therefore a 
positive factor. 

Four out of nine respondents felt that the team skills were a 
positive factor, two that they were neutral, three that they were
 
inadequate. Five respondents indicated that additional skill areas
 
should have been included with two specifically identifying social and 
cultural expertise. 

Reactions to the consultants were mixed: three people felt they
 
were useful, two that they were neutral, and three that they were negativ
 
Some participants noted the general distrust of consultants. In
 
addition, several Nicaraguans felt they know as much as the consultants
 
and hence learned little. 
 Both USAID and Nicaraguans stated that short­
term technical assistance is 
not nearly as useful as longer-term technica
 
assistance.
 

Three Nicaraguans commented that personal agendas of team
 
members were detrimental to the operations of the Nicaraguan team,
 
although they did not elaborate on that.
 

A large number of persons (eight) indicated satisfaction with
 
USAID Mission support for the HSA. Two people had no opiinon. One
 
indicated that the Mission's role was not clear until the Chinandega
 
conference. 
Two people Indicated a positive view toward AID Washington
 
support, while two.*indicated a neutral view and one spoke negatively
 
of it. The Public Health Officer in particular noted that Washington
 
had worked closely with him on the health sector assessment, especially
 
in the early period when more guidance was required.
 

In terms of Nicaraguan support, five people saw it 
as positive,
 
two as neutral, and two as negative. The decline in support that
 
came with the Secretary of the President's departure at the end of the
 
sector has been noted several times.
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In response to the question concerning participation by Nicaraguans,
 

six people (two USAID, four host country) felt it was adequate, three
 

(two USAID, one host country) inadequate. However, the question was meant
 

to probe Host Country participation in the USAID process and for the
 

most part Nicaraguan participants did not know about the USAID process
 

Therefore their positive responses to participation
or the document. 


tells little about Nicaraguan involvement in the lSAID process.
 

On the issue of leadership of the-Sicaraguan team, no respondent
 

saw it as having been postive; two felt neutrally; and four saw
 

it as a negative. On the other hand, both Nicaraguans and USAID res­

pondents felt that USAID's liadership was good.
 

Of the 10 people who responded to questions concerning the
 

effectiveness of the team organization, two felt it was acceptable,
 

two that it was a neutral factor, six that it was inadequate.
 

Of the 8 who responded to the data questions, in retrospect
 

six felt negatively and two neutrally; no one was positive. A major
 

problem was that data was not shared because of the distrust of
 

Nicaraguan team members for one another. Personnel were also considered
 

to be inadequate for conducting surveys and carrying out the analysis.
 

Of the 9 people who responded to the question concerning the
 

adequacy of logistical support, none felt it was positive, two felt it
 

was adequate, and seven felt it was ngeative. The majority recall in
 

particular the early period when there were numerous logistics
 

problems, in particular, difficulties with salaries and office space.
 

In response zo a question about the time constraint placed on the
 

health sector assessment by the AID funding cycle, there were no positive
 

The three negative responses
responses, two neutral, and three negative. 


were from USAID people. (For the most patt the Nicaraguans were total y
 

unaware of this constraint since they were unfamiliar with USAID operations).
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PARTICIPANT REcomMDATIONS 

In response to a question as to how the health sector assehhmentprocess could be improved the following were noted(*denotes that more thantwo respondents mentioned it):

*s More planning'of the health sector assessment process
 
*o Longer technical assistance
 
* Assdrance of loan follow-on
*o More/closer collaboration between ubAID and the host government
*o Distribution of the document
 
* Guidelines for data collection 
* 
Less time to conduct study
 
0 Team leadership
 
e 
Personal interest by high goverment officials
 
* 
More inputs about health sector
 
* Politically neutral location for team
 
* 
More planners
 
* 
Full-time USAID technical coordinator
Finally, to a question concerning the desirability of repeating
the health sector periodically, 12 of 15 respondents said yes. 
Three
indicated they would repeat the assessment 
every two years, one in­dicated every five years, and another that it should be cont.nuous.
The remaining seven did not specify how frequently.
 

EVALUATION TEAM SUMMARY
 

This section presents observations by the Westinghouse Health
Systems evaluation team as 
to the HSA process, outcomes, and key variables.
It summarizes the colttractor's interpretation of information derived
from interviews ari 
 the investigation of the relevant documents.
 
An ironic aspect of the Nicaraguan HSA concerns the objective of
host country participation. 
Consistent with that objective, the Mission
encouraged Nicaragans in their effort to conduct the HSA on their own.
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The only extensive USAID involvement prior to writing the report was
 

in the initial orientation; in meetings with team leaders (where
 

USAID's role was often passive_; and through the U.S. consultants who
 

worked for short periods of time with the Nicaraguan team. As a result,
 

most Nicaraguan members at the technical level (and some of the leaders)
 

were unaware of the relation of USAID to their work. They were also
 

unaware that their reports were to form the basi.s of the USAID report.
 

Many did not understand or appreciate the presence of USAID personnel
 

and consultants -nd refented USAID's questions and inquiries. Many chose
 

not to share much of their data with USAID. Even today, many participants
 

still do not understand the relationship of their work to the USAID
 

loan which ofllowed.
 

While the Mission did achieve a high level of Nicaraguan parti­

cipation, the price was far lower level of accomplishment in terms of
 

other objectives, i.e., transfer of skills and possibly in terms of
 

USAID's image, since it seemed to many to be meddling. Further, the Mission
 

had to prepare its document largely from its own sources because the
 

Nicaraguans did not see working with .USAID as an objective.
 

Clearly, much of the team's automony resulted from its being
 

closely linked to the Secretary to the President, who had a great deal
 

of political power at the time. He felt that he could use his position
 

to protect the team from outside pressures so that it could carry out
 

an objective study, and at the same time guarantee implementation of
 

its recommendations. Theoretically,a sound approach that appeared
 

to have a high probability of success, it suffered from a major weakness
 

If the person loses political power, the effort will suffer concomitantly,
 

as the case in Nicaragua. Thus the advantages of tying the Health
 

Sector Assessment to someone high in the political structure were out­

weighed by the disadvantages associated with political change.
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This weakness was compounded, in the opinion of the contractor, 

by the teem's failure to coordinate with outer units of the health sector. 

A base of support could probably have been developed without compromising 

the integrity of the work. In any event, a totally objective, neutral 

study, may be unrealistic, since it will have to be implemented in a 

political environment and must account for that. 

The contribution of the consultants to the Nicaraguan HSA appear
 

to have been negligible, even when filtering answers for an undercurrent 

of anti-American feelings. The evaluation team does not feel this was 

because of the quality of the consultants so much as a combination of 

several other factors, including teamautonomy, distrust of USAID and 

poor management. Still another factor was the short time that consultants 

spent in-country - many Nicaraguans co-mmented that consultants were 

in and out too fast. Team members said they were often unaware that 

consultants were arriving, presumably because the team or group leaders 

failed to pass on that information. Finally, there was a feeling that 

consultants did not know enough about NicaraguaL. Some respondents 

felt the HSA proved to be a greater learning experience for the consultants
 

than for the team.
 

The first six months of the health sector assessment process in
 

Nicaragua suffered from a lack of direction and disorganization. The
 

Nicaraguan team apparently had no knowledge of what it was supposed to
 

do or how to do it. It had to struggle with defining goals, objectives,
 

ard tasks and developing methodologies. While the Mission said that it
 

spent a good deal of time early in the project on orientation and
 

workshops, few Nicaraguans recall any such meetings, and the evaluation
 

team was unable to resolve this contradictory information. A number
 

of subgroups were set-up which because they centered on specific disciplines,
 

tended to work independently oi each other. The group leaders provided
 

little coordination. This fragmentation was reinforced by the absence
 

of a common base of similar objectives or goals and a work plan.
 

Additional time was ultimately needed for completing the work.
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Much of the problem could have been avoided had additional time
 

been devoted ;o initial planning and to a comprehensive orientation.
 

Better supervision and team management would also have prevented the
 

situation from getting so far out of hand. However, much of the
 

problem relates to an apparently, insoluble conflict between having
 

to accept the Nicaraguans desire for autonomy (actually a political
 

necessity) while at the same time providng direction of the HSA in an
 

acceptable manner. Such sitations are often no-win. Perhaps the solution
 

is to forego this type of program planning experience where such a situation
 

exists.
 

Almost all participants indicated the personal educational benefit
 

made the effort worthwhi.le. Two people said they were continuing to use
 

the skills they developed (although one person is no longer in the
 

health sector). On the other hand, the HSA created very little additonal
 

awareness or understanding of health issues on the part of persons who
 

did not participate, nor is it clear that educational benefits were
 

institutional as.well.
 

For the most part, the Nicaraguan participants had inadequate
 

backgrounds for the type of analytical study contemplated by AID,.
 

although they were young, well-educated, and certainly willing to work.
 

These qualifications are not necessarily substitutes for specific technical
 

konwledge in the areas of planning or analysis. However, their inexperiencl
 

could have been countered by focused training or guidance, which was
 

not provided.
 

The failure to translate and disseminate the .USAID-HSA document into
 

Spanish was a major reason for some of the negative attitudes toward the
 

HSA. Very few copies seem to have been distributed (itis unclear why).
 

In any event, since the report was in English, it would not have been
 

very usefyl to the Nicaraguans even had it been disseminated. As mentioned
 

earlier, because the Nicaraguans were not familiar with the report, they
 

did not see its conncection to subsequent funding. Had that relationship
 

been evident, the Nicaraguans might have felt more positively about the HSA.
 

http:worthwhi.le
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APPENDIX A
 

METHODOLOGY
 

The core evaluation team was composed of Dr. Lawrence Smith,
 

Mr. Nicholas Fusco (Westinghouse Health Systems staff) and Ms. Whitney
 

Watriss, consultant to Westinghouse Health Systems. Dr. Gordon Brown
 

and Ms. Monteze Snyder (consultants to Westinghouse Health Systems)
 

participated in the development of the methodology and assisted in
 

analyzing the data and developing the recommendations.
 

The AID Scope of Work for the evaluation of the HSAs called for
 

a series of tasks, including the following:
 

0 	A review of documents relating to each HSA to be evaluated
 
* 	Interviews with selected HSA participants and donor agency
 

representatives
 

* 
Discussions with AID and Office of Internationl Health (01H)
 
staff (under an interagency agreement with AID, OIH staff
 
provide technical assistance on AID projects such as the HSA)
 

0 	Development of recommendations on ways to improve the
 
HSA process
 

* 	Preparation of a report-to include: descriptions of the
 
HSA process in each country evaluated, comparison of the
 
HSA and the recommendations
 

BACKGROUND RESEARCH
 

The first step in carrying out the evaluation was to review
 

three successful sets of HSA guidelines to determine objectives
 

and recommend process procedures. (A number of guidelines bearing
 

an HSA have been issued by various agencies, for example Program
 

and Policy Coordination and the regional bureaus). Those reviewed
 

for this study were developed by the Technical Assistance Bureau for
 

Health/USAID. 
The final HSA reports and selected correspondence and
 

other document:s on the three countries 
to be evaluated were also reviewed
 

in order to gain an understanding of the procedures followed, the
 

content of the assessments, the type of problems or issues which
 

emerged, and the outcomes.
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QUESTIONNAIRE DEVELOPMENT 

Using the information obtained from the background review and 

the questions posed by AID in the contract scope of work, two
 

questionnaires were developed: one for use with AID participants, 

the other for host country personnel (see Appendix B). The host 

country version was modified slightly for interviews with donor 

agency representation. 

In developing the questionnaires, considerable effort was spent­

in determining whether or not to make the questions open-ended since 

these might cause difficulties later with respect to tabulation and 

analysis. Ultimately it was decided that open-ended questions were 

more appropriate since the process had been conducted as much as four
 

years earlier, detailed answers would probably be difficult to obtain.
 

Answers undoubtedly would be somewhat impressionistic. More 

importantly much of the information to be sought was to be judgemental 

(e.g., effectiveness of team orgar.ization consultants, education 

value - personal and institutiona, description of the HSA process 

etc.). To develop precoded answers for this type of information
 

would have been virtually impossible.
 

Upon their completion the questionnaires were reviewed by AID 

and OIH staff, who suggested certain modifications. A final draft 
was then prepared and pre-tested in Washington. To a degree the initial 

interviews in the Dominican Republic also served as trial runs - some 

questions were made more structured for the sake of comparison with the 
open-ended ones. The results confirmed the original suppositions. Many 

details were lacking and responses tended to be non-quantifiable. In 
some cases, respondents were suspicious or reluctant to be critical.
 

They appeared to be more comfortable with open-ended questions and often 

provided useful information which the team felt would not have been 

forthcoming with structured questions. The questionnaire was subsequently
 

organized so that broad "opinion" questions were asked first, with
 

specific follow-up questions to be used as required (see Appendix B).
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RESPONDENT SELECTION AND INTERVIEW PROCEDURES 

Prior to visiting each country, a list of potential interviewees 

was developed, derived from the document reviews and recommendations of 

AID and OIH. 

The objective was to speak with a cross-section of participants 

including all higher-level host country and AID/Mission team members
 

and key consultants, with key officials in the ministries of health, 

with representatives of donor agencies. Key AID and OIH personnel 

were also interviewed. In addition to speaking with HSA participants, 

the contractor spoke with other knowledgeable individuals, including 

current host country officials, Pan American Health Organization personnel 

tAD policymakers, and other consultants in the health field.. The 

purpose was twofold: to ascertain the impact of the HSA on government 

policies, priorities and programs; and to develop a framework of current 

AID and host country conditions within which to develop the recommendation 

so as to make them as realistic as possible. 

Upon arrival in each country the team reviewed the list with
 

the public health officer in the missions and with other knowledgeable 

persons such as the individual who had served as host country technical 

coordinator. A final list was developed and interviews scheduled. 

In most cases, two members of the team were present at each 

interview: one member to ask questions, the second to take notes. 

On occasion, two interviewees were available at the same time, in which
 

case the team split up. All interviews with host country nationals
 

were conducted in Spanish.
 

Participants were informed that their responses were confidential 

and would not be directly attributed to them, but would be aggregated i 

the individual country reports. When the interviews scheduled for each 

site were completed, the team reviewed its notes and met again with the 

public health officer to go over questions and issues which had arisen. 
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The team was able to speak with about 80 percent of the participants 

selected (see Appendix C,). A good cross-section of participants were 

reached. 

Although the tam had been conctrned about the length of the 

interview (approximately two hours), with very few exceptions, res­

pondents in all countries made themselves available for that period. 

Generally the questiomaires had to be adjusted to focus on the questions 

a respondent could answer which sometimes shortened the time needed to 

administer the questionnaire. 

The contractor visited three countries - Bolivia, Dominican 

Republic and Nicaratus. A fourth country, El Salvador, had not 

completed its BSA at the time of the scheduled contractor visit, and the 

trip was cancelled. 

DATA TABULATION AND ANALYSIS 

Upon completion of the site visits, the data were tabulated and 

analyzed for each country, and country reports written up. These were 

then aggregated to provide a summary across countries. Finally the
 

recommendations were developed. Following are descriptionr, of the pro­

cedures used in tabulating and analyzing data for developing the
 

recomnendations. 

BSA Descriptions by Country 

Sections V-VII of the repcrt contains descriptions of the HSA 

process in Bolivia, the Dominican Republic, and Nicaragua respectively. 

The information in all but the final portion of each section is a summary 

of the responses of participant interviewees and information obtained 

from the document reviews. The last portion contains the team's in­

terpretation and ponclusions. The information is organized as follows:
 

0 Background Factors - Existing conditions or activities at the 
time the HSA was implemented which might have affected the BSA 
or which served as a base against which to identify change;
 
awareness of HSA objectives. 
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" 	HSA Process - Key steps and elements of the HSA process which
 
would affect outcomes, impact, and efficiency of the process;
 
covers the process from the scope of work through release of
 
the final USAID document
 

" 	Participant Evaluation of Outcomes -- Direct and indirect
 
outcomes, achievements and impacts of the HSA, as well as those
 
which were anticipated, but did not occur as identified by
 
participants.
 

* 	Participant Conclusions -- Participants' evaluation of the value
 
of the process and its efficiency, as well as Obtervations about
 
those variables which contributed to outcomes.
 

* 	 Participant Recommendations -- Recommendations made by 
participants with regard to improving or changing the process. 

* 	 Ealuation Team Summary -- Conclusions about the effectiveness 
of terms of USAID objectives and host country expectations. 

The intent was to provide an idea of how the process was conducted
 

in each country and of participant opinions as to the process, more 

or less in their own words. The evaluation team's summary section 

addresses some of the contradictions in participant responses and the 

reasons for some of the procedures and outc6mes. 

The data was handled as follows. The responses to questions were
 

aggregated to show the range of opinions and according to category of
 

respondent in order to determine whether any patterns of opinions emerged.
 

This would give an indication of any biases or of different perceptions
 

attributable to USAID or host country affiliation. Those responses which
 

appeared with frequency or which indicated patterns were noted and
 

written up.
 

COMPOSITE SLU1ARY AND ANALYSIS 

The HSA process and outcomes for the three countires were then
 

aggregated. This analysis was designed to look at:
 

1. The effectiveness of the processes in terms of USAID and
 
host country objectives.
 

2. 	Unanticipated outcomes associated with the processes.
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3. 	 Similarities and dissimilarities in the process that might 
have a bearing on effectiveness and achievement of objectives; 
process strengths and weaknesses. 

4. 	 Problems which the recommendations should address. 

'5. 	 General conclusions which could be drawn on conditions which 
favor or mitigate against HSAs on the feasibility of objectives, 
and other broad issues. 

6. 	 To place HSA in USAID and host country programming cycle 
for health.
 

To do the comparison, the summaries "of responses prepared for each 
country were prepared. Both content in and of itself and in terms of
 

respondent affiliation were examined. Where differences were noted, 

effort was made to trace its impact or cause. 

Issues and Background Factors 

The composite stmnary and analysis revealed some issues and back
 

ground factors which, in .the contractor's opinion need to be addressed 

with respect to AID policy toward program planning in general, and with 

respect to the selection of .a suitable program planning model given 

certain country conditions. These issues and factors form the backdrop 

for the reconnendations.
 

Recommendations
 

In developing the recommendations, the contractor found it necessary
 

to go beyond addressing just the HSA. Because of respondent coments,
 

proposed future directions in health sector program planning as indicated
 

by USAID and OIH officials, and tremendous variations among regions and
 

countries within regions; Westinghouse Health Systems felt that one
 

type of program planning process was not realistic. Therefore this section 

begins with a broad look at a spectrum of program planning alternatives 

of which the HSA with modifications would be one. 
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Because of the feasibility of pursuing various objectives will
 

depend in part on the nature of the model selected, these which looks
 

specifically at them.
 

Next is a section on process variables. Recommendations address
 

those elements in the process which emerged in the composite analysis
 

as problems. Where these would probably be part of other program planning
 

models that is noted. 

Finally a number of specific actions are proposed realtive to
 

improving the process.
 

DATA LLMITATIONS
 

As with any evaluation particularly of activity carried out
 

some years ago, problems were encountered in obtaining information. These
 

did not affect conclusions or recommendations included in this report
 

but are worth noting since they may indicate a need for further study
 

before definitive course of action is taken. F-prther, some of the
 

limitations could have been avoided had the process been designed so as
 

to facilitate evaluation.
 

One obvious difficulty was the time that had elapsed since the
 

HSAs were undertaken. The team had hoped to also work in more recent
 

HSA countries, such as El Salvador or Guatemala, in order to have a
 

control against which to ascertain the quality of participants' responses.
 

Internal evidence suggest that reactions were tempered by the passage
 

of time -- problems came to be viewed as less severe. Many details
 

had been forgotten; the team was unable to obtain answers to all items
 

in the questionnaire. Further, as mentioned above, evaluation had not
 

been "built into" the process, so that needed information was not readily 

available.
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Another problem was the difference in respondent perceptions about 

the HSA resulting from their different roles, levels of involvement, 

ezpectations, and affiliation (USAID or host country). Those per­

ceptions sometimes led respondents to different conclusions anjjudgemei 

about the process. When conflicting responses were received, the team 

rarely was able to verify an answer. However, definitive answers did 

not seem as important, in many instances, as the perceptions themselves, 

since these are what USAID must deal with. 

One unforsen problem (not serious but worth considering in 

future evaluations) was the location of many of the interviews. Since 

the team preferred not to use USAID offices, the only alternatives 

were hotel rooms or the interviewees offices. The latter were often 

used in order to minimize inconvenience to the respondent; however, 

constant interruptions from telephones, secretaries, and other staff 

resulted in a loss of time and some what disjointed answers. 

The area in which the team had the most difficulty obtaining data 

was that of the HSA budget. No complete sets of financial information 

existed for any HSA. While the Missions can account for ost of their 

direct expenditures, the team was unable to trace AID and TDY expenses. 

OIH estimates that on the average OIH/TDY advisors spent 25 percent
 

of their time on the HSA and made about four to six site visits. Probably
 

about one-quarter of the Public Health Officier's time was also spent
 

on the HSA.
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APPENDIX B
 

AID 	MISSION
 

NAME:_
 

How 	to contact if we need further information?
 

Write: Interviewer will describe project, its personnel and 

state appreciation of interviewer's time. 

(Explain we don't expect answers to every question) 

1, 	Who we are
 
2. 	Purpose of AID contract
 

. Identify ways to improve HSA process and impact
 
" Develop guidelines
 

" Develop descriptions of process
 

3. 	Not a performance evaluation
 
4. 	Confidential
 
5. 	No need to answer every question
 
6. 	Realize hard to remember, since HSA was a while ago, to the
 

best of your ability.
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PREFACE
 

1. What is your current position and title?
 
2, 
What was your position and the nature of your involvement in the HSA?
 
3, How long were you involved (at what stages)?
 

BACKGROUND
 

4. a. What do you think was the purpose of the HSA? (If no mention 
is made of other AID/W objectives such as host country education, 
improved coordination, AID/M education, etc., draw out awareness 
of these other objectives, stated and unstated) 

b. Did you think the goals were realistic (in terms of time, 
money, staff, political factors, other resources)? 

M 5. a. Prior to the HSA, what types of health activities were being 
carried out at the Mission? 

M b. What priority was given to health relative to other sectors? 

M c. Were there health components in projects in other sectors 
(agriculture, water, sanitation, nutrition, education)? 

M d. Was any health planning being carried out? (IF NOT, GO TO 5d (3) 

(1) If so, who was responsible for the planning?
(2) How do you feel about the level of competence? 
(3) If not, had you done a DAP report? 

M e. Was there any interest in the Mission in developing or improving 
its health planning capability? 

6. What do you think were the main factors at the Mission (i.e. poli­
tical, social, religious, economic, personal preference or cultural)
which influenced the nature of health activities? 

M/HC 7. a. What types of health activities were being carried out in (the 
host country) prior to the HSA? 

M/HC b. Was there any health planning going on? 

M/HC c. If so, who was responsible for the planning? 

d. How do you feel about the level of competence? 

M/HC e. As far as you could determine, was there an interest in (the host 
country)in developing or improving its health planning capability? 

M/HC 6. What do you think were the main factors (in the host country) (i.e. poli
social, religious, economic, personal preference or cultural) which 
influenced the nature of health activities? 
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M. 	 9. a. To your knowledge, were any of the Mission's health activities,
 
including health planning, being coordinated with other donor
 
agencies? 

b. 	 Was this also true for (the host country)? 

10. How 	would you characterize relations between (the host country
 
(Lead with specifics as necessary.)
government) and the Mission? 


SCOPE OF WORK
 

11. 	 a. Were you involved in the preparation of the Scope of Work?
 

(Ifnot, skip to 16.)
 

b. 	How were you involved?
 

How was the Scope of Work team selected?
c. 


d. 	Who wrote the workscope for the Scope of Work team?
 

Who decided what the content and-priorities of the Scope of
 

Work for the HSA would be?
 
e. 


f. 	Who approved the Scope of Work?
 

g. 	In what way did (the host country) participate in the preparation
 

of the Scope of Work?
 

h. 	In the course of conducting the HS&, were additional items
 

added to the Scope of Work?
 

PARTICIPANT 	SELECTION
 

Do you recall how the team members were selected (U.S. and host country)?
M/HC 12. 


13. 	 a. In your opinion, did the key participants have appropriate backgrounds
 

for the HSA?
 

b. 	Were there other people or skill areas which should (or could)
 

have been included?
 

Had 	any member of the team been involved in other sector assess-
M. 	 c. 

ments?
 

M/HC 	14. a. Which institutions were represented on the team?
 

Were there others which should have been included?
M/HC b. 


Was there adequate contact with other donor organizations and
M/MC c. 

with the private sector?
 

"'AM 	ORGANIZATION AND MANAGEMENT 

Could you describe how the HSA team was organized?
15. a. 
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Team 	Organization and Management Cont'd,
 

b. 	Were subgroups set up?
 

c. 	How were they organized (i.e. around disciplinrc, issues,
 

power groups, etc.)?
 

d. 	Was there any special reason for structuring the team this why?
 

IMPLEMENTATION
 

Orientation
 

16. a. With respect to the briefing of the team, how was it carried out?
 

b. 	Do you think this briefing gave the team (host country and U.S. - an
 
adequate understanding of the purposes of the HSA, of their
 
specific tasks, and of the procedures for carrying out the process?
 

17. 	 a. Were you given any guidelines for conducting the HSA?
 

b. 	What did you think of them, i.e. did they serve as standards/norms?
 

18. 	 Do you feel there was adequate planning for the HSA process prior to
 
actual implementation?
 

TEAM 	MANAGEMENT
 

19. 	 a. Who had overall responsibility for the HSA?
 

b. 	Who had responsibility for the day to day work?
 

c. 	To whom did the team as a whole report?
 

d. 	To whom did the subgroups report?
 

20. 	 Was the team structure effective in terms of efficiency, accomplishment
 
of goals, minimizing conflict, enhancing communications, smooth
 
operations?
 

21. 	 a. Were changes made in the team structure during the course of
 
the HSA?
 

b. Were they effective?
 

(Host Country) Participation
 

M/HC 22. a. Was (host country) participation adequate (in terms of what it
 
agreed to provide, overall support to the process, number of
 
nationals participating, cooperation of the ministry of health
 
or other key institution)?
 

M/MC b. If not, why not?
 

M/HC c. What could have been done to improve it?
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Coordination 

23. 	 During the HSA, how would you characterize the coordination between
 
the team and the Mission, (the host country) and other donors? 

Logistics 

24. 	 As you know, from time to time projects such as this are affected 
by a number of logistical situations and problems. These may involve 
housing, 	office space, scheduling (of consultants and other team
 
members), clerical support, copying, translating, editing, trans­
portation (international and local), comunications (local and with 
Washington), and general backstopping and troubleshooting. Were 
any of these particularly noteworthy in terms of their positive or
 
negative impact on the HSA process?
 

Data
 

25. 	 a. Of the data needs identified for the HSA, how much was available 
prior to the HSA that was reliable and hence useful? 

b. In which of the following areas did data need to be collected?
 

23b. 23c. 23d. 

Gathered Not Useful Updated
 

1. Health manpower 

2. Facilities
 

Type
 

Utilization
 

13. Population 

Mobidity/Mortality
 

Growth/Fertility 

14. 	 Social/economic status
 

!5. Nutrition
 

6. Legal 

,7. Institutional
 

8. 



a. Were 	you able to collect useful data in all these areas?
 

d. 	Where there were gaps, what was the effect on the HSA?
 

26. a. 	To your knowledge, were all the data analyzed?
 

b. 	Do you know why they were not?
 

c. 	Who analyzed the data (host country vs. AID)?
 

d. 	Do you have any idea what analytical techniques were employed?
 

27. a. 	Do you know if the data were ever used?
 

b. 	If so, by whom azid for what purposes?
 

c. 	If not, do you know why not?
 

d. Have data been updated in any of these areas?
 

28, a. Loojcing bacX, were any problems experienced in the data collection
 
and analysis?
 

Preparation of the final documents
 

29. 	 a. Were you involved in preparing the final documents? (If not,
 
skip to 30)
 

b. What 	documents were prepared?
 

c. 	Who prepared them?
 

30. 	a. Could you describe the processes used for preparing the final
 
documents?
 

b. 	For example, was a special writing team formed?
 

c. 	Were different people or groups responsible for different sec­
tions of the report?
 

d. 	Who decided what would go into the different sections?
 

e. 	Did drafts of the section contain alternatives/choices or
 
reco iendations for review?
 

f. 	Who reviewed the various drafts?
 

g. 	How were decisions made as to final content?
 

h. 	Who was responsible for reviewing the entire final report
 
prior to submission to the Mission Director?
 

M/HC 30. What was the nature of (host country) participation at the various
 

stages of the drafting process?
 

M/HC 31. a. Were the final documents translated?
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M/HC b. How were they disseminated and to whom?
 

c. Did you receive the final report? (If not, skip to 34)
 

32. 	 a. What did you think of the findings?
 

b. 	Of the recommendations?
 

c. 	Have you used the report?
 

M. 33. a. Were you involved in the DAEC review? (If not, skip to 34)
 

b. 	 What did the DAEC issue paper say? 

c. 	 Why? 

d. Do you know who contributed to it?
 

Impact Questions
 

34. 	 We are interested in identifying what changes occurred as a result*
 
of the HSA process and whether those changes are still in effect,
 
To the best of your knowledge: 

a. 	In general, how would you characterize the impact of the HSA on
 
the status of health in (the host country) and on the delivery o:
 
services?
 

b, 	What has happened with respect to the recommendations contained
 
in the final HSA report (in AID/M, (host country)?
 

c. 	 Are there recommendations which haven't been implemented or 
addressed? 

d. 	 Why not? 

e. 	 Are there plans to do so in the future? 

35. a. Has the status of planning or planning capabilities in the
 
Mission changed? 

b. 	Do you feel that health planning is now being conducted more
 
effectively by the AID Mission?
 

c. 	Has the status of planning or planning capabilities in (the
 
host country) changed?
 

d. 	Do you feel that health planning is now being conducted more
 
effectively by (the host country)?
 

36. 	 a. Do you feel there has been any institutional/attitudinal
 
changes in the Mission?
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b. If so, 	what has been their effect?
 

c. Do you 	feel there have been any in (the host country)?
 

d, If so, 	what has been their effect?
 

M/HC 	37. Do you feel there is better coordination now between the Mission and (the
 
host country), particularly with health units of the government, and with
 
other donor agencies?
 

38. 	 Do you feel there is better coordination of health activities
 
within the (host country) government?
 

39. 	 a. Do you feel the HSA process was an educational one?
 

b. 	Do you feel that you personally benefitted from participating
 
in the HSA?
 

M/HC 	 c. Do you know if people who participated in the HSA are.now work­
ing in positions where they can apply what they learned?
 

40. 	 a. Are you aware of any spin-off or unanticipated outcomes that
 
occurred as a result of the HSA (i.e. institutional changes in
 
other agencies, training programs established, greater awareness
 
of health problems, etc.)?
 

Process Questions
 

M 41. a. Was the HSA process affected by the AID funding cycle?
 

M/MC b. Was it affected by the (host country) funding cycle?
 

M c. What was the effect of the HSA process on normal mission
 
operations?
 

MiHC d. What was the effect on normal (host country) operations?
 

42. 	 AID has asked us to look at a number of factors that may have
 
influenced the HSA process. 
We would like to get your impression
 
of the effect, positive or negative, of the following factors.
 

You 	may feel that a factor had no effect; if so, please note that,
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_ 0 Pos. Neg. Coment
 

M/HC a, Cost limitations
 

b. Time constraints
 

M/HC 
 ic. Time at which team
 
members are available
 

i. AID/M support
 

M ie. AID/W support
 

f. Host country support
 

M/HC 	g. Convergence of AID
 
and (host country) goals
 

h. Leadership
 

i. Workload distribution
 

M/HC j Use of consultants
 

M 43. a. As far as you know, was the HSA completed within the available 
budget? 

M b. Were funds added to the budget during the HSA process? 

M c. If so, why? 

M d. Do you feel the cost of the HSA was reasonable given the outcome 
of the process? 

Evaluative 2uestions
 

M 44. 
 Do you think that the AID Mission health project would have been
 
the same had there been no HSA?
 

45. a. 
Can you estimate the extent to which the changes mentioned earlier
 
are a result of the HSA?
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u. Do you think the changes which have taken place in (the host
 

country) 	would have occurred without the HSA?
 

c. 	As soon?
 

46. a. 
Were there results that you felt could have been achieved but
 
were not?
 

b. Specifically, do you feel more could have been done to achieve
 
the other objectives of AID/W (i,e, education, coordination,
 
(host country) planning, etc,)?
 

47. 	 a. What factors do you think are absolutely essential for the success­
ful implementation on an HSA (logistics, political climate,
 
leadership, etc.)?
 

b. Are there ways in which you feel that HSA process could be improved?
 

M 48. a. 
Do you think a single set of guidelines can be appropriate for
 
HSA's in 	different countries or regions?
 

b. 	What sort of guidelines do you think would be most helpful for
 
conducting an HSA?
 

M/HC 49. 
 Do you feel that the HSA should be updated periodically?
 

50. All 	in all, do you think the HSA was worthwhile?
 

51. Do you think an HSA is appropriate for every mission?
 

CLOSURE:
 

Do you have any additional comments you wish to add about the HSA proces
 

Any comments on our questions (key persons only)?
 

Can we get back to you. if need be?
 

* You can reach us at 
 , should you have some additional 
comments. 

Thank you for your time/trouble and cooperation and your useful
 
commentary.
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BOLIVIA 

AID 

Amadee Landry 

Dr. Alberto Gumiel 
Nancy Ruther 

James Becht 


GOB 


Ing. Luis AraosQuiroga Vllnuv 
Lic. Walter 
Dr. Cecilio Abela 
Dr. Antonio Brown 
Dr. Jorge Quinteros 
Dr. Francisco de Urioste 
Dr. Rodolfo Mercado 
Dr. Adolfo Peredo 
Dr. Cons tmtilno Cuevas 
Lic. Abelardo Valdez 
Lic. Carlota Ramirez 

Lic. Jose E. Mallea
 
Dr. Julia Elena Fortun
D.GieoRos*Robert 
Dr. Glicero Rojas*Lic. Sergio Iriarte* 

Lic. Eunice Zambrana 
Lic. Edinee Merett de Valdivia 

OIH/Consultants
 

I)r. John Daly, AID/W 
Representatives of PAIIO/Bol1.
 

*Interview not Completed
 

DOMINICAN REPUBLIC 

AI D 

Eva 1yers (Bumpas) 

Dr. Donald MacCorquodale 
Gladys De Guzman 

Arturo Valdez 
Henry Welhouse 

DR 


Dr. Victor SueroC.Lc esrGacaDr. 

Dr. Manuel M. Ortega 
Dr. Luis Gonzales Fabra 
Lic. Mejico Angeles Suarez 
Dr. Inocencio Diaz Pinero 
Dr. Amiro Perez Hera 
Dr. Hector Pereyra Ariza 
Lic. Rolando Perez Uribe 
Lic. Milagro de Maldonado 


Lic. Sandra Mancebo de Cross 


OIH/Consultants 


Dr. John Daly, AIDIWD . A t n o U a d
 

Dr. Antonio Ugalde
 

INTERVIEWEES - By Categories
 

APPENDIX C
 

NICARAGUA GENERAL INTERVIEWEES 

AID 01I1 

Bruce Blackman Dr. Kenneth Farr
 
Edward Kadunc Karen Lashman 
Dr. James Sam Scott Loomis
 

GON AID 

Lic. Wl1ma Jimenez Maura Brackett
 
Dr. Pedro Saenz Edward Parfrey 
Dr. Edr aecz Edwbad Pafrey
Edgar Casco Barbara Sandcal 
Dr. Orantes Aviles Barbara Herz 
Lic. Ricardo Parales Emily Leonard 
Dr. Aldo Aguero Dr. Joe Davis 
Dr. Gilberto Perezalonso 

Uic. Guillermo AcostaM. PAHO 
Dr. Carlos Dubon 
Ing. Adan Cajina*
 

Dr. Juan Jose Barrenechea 

OIH/Consultants 

APHA 

Lic. Leon GallardoEmery Patrick Marnane 

Robert Bradbury 



APPENDI D
 

FINANCIAL ANALYSIS 

One of the contractor's tasks was to investigate and analyze the 

funding of each Health Sector Assessment. This p;roved to be extremely 

difficult. The financial records were usually located in the Mission
 

Controller's offices, but in each case, the files had been cleaned for
 

storage and were incoplete in detail. Most of the records had been
 

moved to the dead file areas, and only the summary documents were available
 

for review. These files were relatively unattended and probably had not
 

been used since the conclusion of the Health Sector Assessments. An 

attempt to locate the appropriate PIO/Ts was not succesful, although 

these would not have provided all the necessary financial information 

since a good deal of money was spent under the HSAs from sources other 

than direct Mission funds. One example of this was the salaries paid 

to other U.S. government employees who worked on TDY in the Mission on
 

the HSAs qnder a PASA or similar type of inter-agency agreement. The 

Mission paid only their travtl and per diem and no records were kept of 

the time that these persons spent working. It is thus impossible to 

determine the actual labor value of these individuals. The Mission, 

moreover, was involved in supplying a goodly amount of in-kind support 

in the form of logistics, space and equipment. While some efforts were 

made to track this support during the HSA, the mechanisms fell apart 

during the final report writing "crunch" when logisitcal support and 

expenditures may have multiplied several times over. 

Bolivia
 

In Bolivia financial records were virutally non-existent. The 

files only contained information concerning the contracts of personnel 

who came to Bolivia on short-term assignments to work on the Health 

Sector Assessment. There is no indication of any logistical support 

or other costs beyond that spent on these personnel. The only indication 

of the total fiscal picture of the Bolivian Health Sector Assessment is 
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a budget projection for early 1974 which sets 
the project at approximately
 

$82,000. However, this is a fiscal year budget and the records kept are
 

for an annual year. All of the contractor and short-term technical
 

assistance funding totals somewhere in the neighborhood of $130,000.
 

This is the only figure available for the Bolivian sector assessment.
 

Dominican Republic
 

In the Dominican Republic where summary records concerning the
 

PIO/Ts and project agreements were available, the documents indicated
 

that USAID expenditures were approximately $338,000 during the period
 

in which the sector assessment was conducted. However, ti~is amount
 

does not include a large portion of OIH personnel time. It is also
 

unclear how much of this money (if any) was counterpart funds. While
 

counterpart funds are indicated in the program documents there is 
no
 

record of how or when they were spent. There is some correspondence
 

which indicates that the Dominicans may have spent as much as $269,000
 

of their own funds in adaition to the USAID money. This is understandable
 

in view of the large hctusehold survey. However, the condition of the
 

files and the number of conflicting pieces of information led to the
 

suspicion that the total amounts of money spent, 
as indicated in correspondence,
 

by the Dominican government or the USAID are, in fact, inaccurate due
 

to overlapped figures.
 

Nicaragua
 

In Nicaragua, which had the most complete information on project
 

expenditure, the accumulated PIO/Ts and similar documents indicate that
 

USAID spent a little over $152,000 of Mission funds. In a separate letter
 

from the Mission Director to the head of the Nicaraguan team, dated
 

January 1976, there is an indication that'USAID and the Nicaraguan
 

government had together spent approximately $288,000 on the Health Sector
 

Assessment for the period April through December 1975. However, ex­

penditures were made both before and after this period. Thus this figure
 

is probably incomplete as a total cost. No other information was available
 

which zould serve to clarify or qualify this sum of money.
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