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- FOREWORD

4'work1ng 0 encourage and promotepexpans1on of 1ntegratedi}

”fhealth delivery systems in which health nutrltlon and

fvfamlly ‘lannlngfplay important and even co-equal roles

,V_world-w1de;f Wlthln AID, however, professional and tech- o

“nlcal functlons are ‘dis-integrated into separate organ1-~e

' ,zatlonal entltles.. Thls volume represents an 1llustratlon

"lof5grOW1ng 1ntegrat1ve collaboratlon 1n wh1ch the Offlce"

LgofMHealth, the Offlce of Nutrltlon, the Off e of Populaff“

:tlon of A.I.D. and the Office of Internatlonal'Health of;;

.4.E JW. are work:Lng tOg&,ther for common purposes. Inte-

’igratlon at the fleld or operatlons leve"arelsometlme'J

fmore ea51ly brought about than at headquarters leve(

VDr‘lBaumslag‘andaher colleagues have produced the

" 'Donald C.E. Ferguson, Ph.D., M.P.H.
Chief, Health Delivery Systems - .
Office of Health Lo
Development Support Bureau . ;
Agency for International Development



PREFACE

One fourth of" the world's populatlon (one bllllon‘

* care whatsoever., Another bllllon have only the'

s rudlmentary and ineffectlve care. Less tha

'“several Afrlcan countrles 50 percenttofjall chlldrenfborn
contlnue to die before age 5.

Untll the advent of the ba51c"

7ldevelopment asszstance, health 1mprovement dldflot ave

w?a‘high”prlorlty 1nYdevelo;me’t:a1d to the Thlrd W»rl

j@L ss;than;S:percentﬁ fybllateral development a551stance
jﬁln ‘975}went for health 1mprovement projects. In 1976,

1ted States Agency for Internatlonal Development

”f(AID);spent $54 mllllon for health a551stance. a figure

1;wh1ch has incr ased to 5135 mllllon for flscal year 1979.

The;most,rapidly groW1ng category of health a551stance
fjls the development of low cost health dellveryudystems o

ffwhlch br1ng together health serv1ces, famlly planang and

_fnutrltlon 1nterventlons, areas nomlnally separate 1n AID o

'but 1ntegrated 1n these projects. Intﬁ r ted serv1ce: can'

be more effectlveithan separate health nutrltlon or famlly'
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para51t1c 1nfestatlon and contaglous d1seases w1ll show‘j;

ffllttle 1mpact.7 A second example of the eff1c1ency of'the{
:?1ntegratlon of health, nutrltlon and famlly plannlng,l

f;the fact that 1t now appears that the perceptlon5of

| proved chlld surv1val , ue;”o‘better health and nutrltlon;

;?lS a key precondltlon to'theiacceptance of famlly plannlng

on. the~part of the rural poor 'in developing countrles.

In 1977 1ntegrated low cost health dellvery system

‘hipro: cts accountedﬂfor”27jpercent of AID health funds.

fVThls{percentagﬂ‘has grownyto 43 percent for flscal year“'VI

;;1979; »t;‘u“"“

';fof all countrles whlch recelve»health asslstance:fromlAID,fj
ffbut Aslan countries will. rece1v4 only 45 percent of AID s gfr

»:;health assistance funds.¢ Relatlve to 1ts»populat10n,kAfr1ca

’Wlll recelve the 1argest proportlon (one th1rd) of AID
health funds.

The focus 1n 1ntegrated low cost health dellvery'l

_system pro;ects 1s on the rural areas of developlng coun-lﬁ
‘trles because med1cal serv1ces world-w1de, and partlcularly‘
1n developlng countrles, have grown malnly 1n urban centers

‘rather than 1n rural areas where the‘majorlty of the popu-nr

of doctors

11atlon 11ves. For‘the perlod71968 74:the rat:f.

to populatlon

In,urban areas of developlng countrles'ln e
'Afcha,,Asla js1c1an to

every 47 000 people. g
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‘Papers. About”2/3 of these projects were scheduled to_’i

f?whole. The assumptlon 1s that 1f the_value of low LOSt

'f>lat10J'ofu45 mllllon peopﬁe.hehlf‘

‘Volume Two w1ll examlne 1n more detail: the strengths

ﬁeand_weaknesses of the 1ntegrated;low‘cost ellvery system

W



{the educatlonal messages, or“how nutrltlon educatlon‘will

ybe carrled out.' Iron def1c1ency anemia, v1tam1n A deflc—

.i¢5¢yfb11héﬁess

and g01tre caused by a 1ack of 1od1nevin_j

‘the diet; :

‘are. common def1c1ency dlseases 1n many'developlngf'

1countries fHowever, supplementatlon of dlet w1th 1ron,

é,dlseases‘cause hlgh»mortallty among chlldrengln developlngl

Qcountrles.,,Immunlza 1on campalgns play a major'role 1n1


http:anemia.is

‘about two thlrds of the pro:ects summarlzed here.d,.

qhelnumber of tasks expected of the lowest leve

health worker seems dlsproportlonate, espec1ally 1n uh“f

\of the volunteer village workers. Most of thernu :
ftrltlon 1ntervent10n tasks mentioned in these pro:ecf
elegated to the lowest level worker with the leasti

eduqatlon'wtralnlng or pay. Beurdes lmpl 'ng"

priorlty te nutrltion lnterventlon}lthls ‘practice risks"

'health auxlllarles at the 1n1t1at1ve "L,governments, in a

§sett1ng where many of the personnel trainlng and organlza-“

ﬂtronal 1ssues remaln t ‘b rworked out.r On this large scale;

jmany of the progects descrlbed here represent bold new'

fattempts t° prov1de all people Wlth health care. .

vi



AID INTEGRATED LOW COST DELIVERY SYSTEM PROJECTS

INDEX

AF-RICA

' COUNTRY - - PROJECT TITLE AND NUMBER PAGE

‘-‘

1) Cameroon - MEDCAM I 631-0016

Bagic Rural Health Services 7

Z)EeCape Verde Ialania5f‘
e e 6350007

~3j;?é;ht:aifAf¥i¢Ahﬁwfpiiesf'“,Ouham Province rural Health ‘ 11

liDanf Rural Health/Family Planning
641-0055 o

Health Development
v 690~0058

688-0208

np ing Rural Health
e ‘ 683-0208

‘Rural Health Services Developmenté
; 685-0210 :

%fHealth Services Delivery System
(R L 650-0021

» Manpower Training Program for Materﬁal
l and 'Child Health Aides Lo LR
621—0121 “15;

Basic Family Health Servlces ik
' 660-0067




INDEX, continued
ASTIA

COUNTRY PROJECT TITLE AND NUMBER

1) Republic of Korea Health Demonstration Loan
489-0092

. 2) Nepal Integrated Health Services
: 367-0227

3) Pakistan - Basic Health Services

‘4if?éﬁi;i”§iﬂg¢? PANAY Unified Services for Health
Ty (PUSH) 492-0312

- BICOL Integrated Health,Nutrition
- and Population Ptoject

;G)Qgiﬁéiieﬁ&qﬂ t Lampang Province Project

931-0971

fﬂfRural Primary Health Care Expansion
P 439- 0291

MERICA

“PROJECT TITLE AND NUMBER

Eeﬁural Health Service Delivery
5 511-0453

f{Rural Health Delivery Services n
A 511-9483 o

“;ntegrated Health Delivery Systems
: 1 512-0089 -

EKHealth Delivery System (PRIMOPS)

i?Hedlth Sec:or Loan II
B 514-2046

;fﬁjeebeminieen Repebii§7 ”,ealt Seccor Loan

517-0107

; viii

PAGE
98

106

116

127

134

142

149

'PAGE

157

161

;172

177

18



INDEX, continued

COUNTRY PROJECT TITLE AND NUMBER PAGE

7) Dominican Republic Health Sector Loan II - ; 191
517-0120 '

8) E1l Salvador Rural Health Services Delivery 195
519-0179 ‘

9) Guatemala _ Rural Health Services Evaluation 200
: : 520-0230 R

lo)ficuyana  Rural Health Systems : 265.
- 504-0066 Koy
1;5iﬁﬂéi§i~f; " Rural Health Delivery Syatem fj'ZQB;
S - 521-0091 E

| Integrated Rural Health/Family Planning ZlZE
,Services 522-0130 o

iHealth Improvement of Young . féliﬂ
2 532-0040 S

fRural'Community Health Services }Zé3ﬁj
' 5240110 i e

ural Health Institutionel Developmenty:itﬁ?;
s 524 0014 Lo o

ura Health Delivery Systemsg 253f3
St 528-0181 e e

@%Basic Health Services Project‘f 3é59“
L 306-0144 P o

;ﬁImprovement of Rural Health 2268,
TR 0263-0015 = L

‘al Communitv Health }2?8
R 664 0296



AID INTEGRATED LOY COST
DELIVERY SYSTEM PROJECTS IN AFRICA*

TUNISIA

ALGERIA

WESTERN
SAHARA

MAURITANIA

ETHIOPIA

. CENTRAL AFRICAN
o, REPUBUC . ..

. V SEYCHELLESIS. .}
NaTIoNAL i
| S MAURITIUS
T BOTSWANA MALAGASY o
" Gaborone
v’
AFRICA ;
LESOTHN
*

PID’S HAVE NOT YET BEEN COMPLETED ON PROJECTS IN KENYA, ZAIRE
AND GHANA ST - |



CAMEROON

Project Title and Number: MEDCAM I, 631-0016 (PID Stage)

Project Cost : $14.9 million grané (Total Project Cost=--$9 99 millio

Project Life FY 1979 -~ FY 1983

Not Estimable

Target Population

National

Area Coverage

Project Purpose B

Extension of Rural Health Services through training and support
of middle level health workers and village health workers to
provide total country primary health care coverage.

Health Component:

MEDCAM I will primarily train MEDEX-type intermediate level
practitioners who will subsequently train and supervise village
level health workers. Directly related to the development of a
national training and support system will be the provision of health
manpower planning expertise to the Ministry of Health.

MEDCAM will help Cameroon establish a national, three-tiered
health manpower infrastructure of doctors, intermediate health
personnel and village health workers, who will apply a health

team approach. The Project willtrain intermediate workers at 2
centers in Yaounde and Douala. The’intermediate level worker will
have one year of training composed of didactic, practical, and
preceptorship. To capitalize on the increased availability of
physicians trained by the University Center for Health Services,
(CUss) MEDCAM will incorporute snpervisory training of inter-
mediate health workers into the University's curriculum.

Health facility construction, equipment and maintenance, trans-

portation facilities will be financed by the Project. 7 detailed
description of these activities is not outlined in the PID document.

Nutrition Component:

Intermediate level health worxkers will be trained_to pxpvidefpasid
nutrition services. o I S

Population Component:

Intermediate level health workers will be trained’to deliver family
-planning services. o



Project Qutputs:

(1) Collaboration in the developmi:nt of a comprehensive
national health manpower plan vhich will estabilsh
the civil service structure and long-range training
objecties of the health personne. infrastructure.

(2) Establishment of the training and support systems
for both intermediate and village level workers.

(3) Development of a full series of corpetancy based. .
training modules required by the iatermediate.and .
village level trainees as follows:

' T " Annual

11979 1980 1981 1982 1983 Total Rate

'Yaounde Province 25 - 50. 100 + :100 <’ff“.(,
i oA 3590 3 20

N

~M§d§8rybduala Province o0 ‘°25.

L
i

Village Health Workers (CHW) 125 375 .750 1000 - 2250 1000

.ﬁ (4)~ After area assignment, each‘intermediaté_level_ POt

: worker (Medex) will train and supervise approximatalyj
five village health workers.

(5)',Provision of the facilities and equipment necessary -
. to extend the impact of the present Cameroon health system -
~ to the rural areas. o

‘kS) 480 Person-Months of participant training in health
- planning, health services administration, epidemiology,
health education . .

Prbject Inguts:

The total estimated cost of the MEDCAM T project is $99,893,000.
AID's contribution of a $14,893,000 grant represents 15% of

the total. Of the total grant, $3,420,000 will be for U.S. o
direct hire or contract personnnel, $3,981,000 for commodities,
$3,672,000 for training, $3,610,000 for construction and -
$210,000 for other costs.

The host country contribution of $35,000,000 represents the Ministry

of Health's total five year budget'??B,OO0.000) pPlus the five year

input from the Ministry of Education through the University of

Health Sciences (cuss) ($7,000,000) over the lifa of the project. ‘
The GURC contribution includes salaries of local employees, investment and
and operating costs of the health system.

While other donors are making valuable r:ontributions to Cameroon in-
the health sector with which the MEDCAM Project will be integrated,
direct other donor input into the MEDCA! Project is not foreseen

at this time. a list of AID inputs fellows:

-2



Personnel: $ 3,420,000

(1) Contract Technicians for 5 years (7) 2,940,000
420 PM x 7,000 per PM
(2) Consultants (short-term) 60 for 480,000
1l month 60 PM x 8,000 per PM
Training: $ 3,672,000
(1) Long-term out of country -
20 for 24 mos. 408,000
(2) Short-term out of country - _
40 x 1600 per °M 64,000
(3) 650 intermediate level 1,950,000
heal*h workers - 1 year @ Z50
per PM x 12
(4) Village health workers - - 1,250,000

2250 for 2 mos.
4500 PM. x 250 par PM

Commodities: » $ 3,981,000
(1) Vehicles: 48 four-wheel drive vehicles

@ 12,000 each 576,000

(2) Motorcycles: 650 @ 740.each 480,000

(3) Medical Equipment (non-consumable)
for health centers and health posts:
218 @ 1,000 each 218,000

(4) Office Equipment (non-consumable),
typewriters and copying machines for -
training centers 217,000

(5) Garage Equipment and Supplies: 10
garages x 18,000 each

(6) Spare parts, petrol oil, lubrication for
48 vehicles and 650 motorcycles for 5
years: 48 vehicles @ 1,000 per year
(48,000) x 5 years

(7) Medical Eguaipment and A-V supplies,

training materials (books) for health 200,000
training centers 10 centers @ 2,000 per
centers

(8) Medical Bag and Diagnostic Equipment :
for 650 "Medex" (including microscope) 520,000
@ 800 ea.
-3-



(9) Village Health Worker Medical Kits:
2250 @ 400 ea.

Host Country and Other Donor Activities:

$ 900,000

Construction: $3,610,000 -
(1) Repair/construction of 116 Elementary B SRR
Health Centers (EHC) @ 10,000 ea. 1,160,000 -
(2) Repair/construction of 34 developed ERTLSRN
'~ health centers (DHC) @ 15,000 ea. - 510,000 -
(3) Repair/construction of 12 Divisional
- Center for Preventive Medicine (DCPM) e
@ 15,000 ea. ,1gg.poo:w
. (4) Repair/construction of 36 Maternal e
o Child Health Centers (MCHC) @ 10,000 ea. 360,000
” (5) Repair of 20 Divisional and Sub-Divisional - e e,
: Hospitals (rural) @ 40,000 ea. gﬂ39}900' 
 (6) Ten Motor Vehicle Maintenance Garages .
@ 6000,000 ea. : BOO)OQO
Other Costs: $ 210,000
"Medex" and VHW Conferences 4 @ 15, 000 ea 60,000
Health Education and Public Information':.
Campaign -(Multi-Media) 150,000
TOTAL: $14,893,000

Every activity undertaken in the health sector by Cameroon or

any of. the other donors relates directly to the MEDCAM Project
which, through addressing intermediate level and village level
health manpower development, will deal with every aspect of the
provision of basic health services in a low-cost system aimed
primarily at the 70-80% of the population who now do not have
access to the government delivery system.

™ addition to AID, WHO, UNDP, UNICEF, CIDA, IDRC, IBRD, SIDa,
EAC, FED, FRG, Switzerland, Belgium, China and many others,
including numerous private voluntary organizations, are pro-
viding support to the Cameroon health sector. MEDCAM will
capitalize on the current AID/CUSS project by creating a new
relationship between AID and CUSS which (a) wtilizes CUSS
graduates in directing the attention of CUSS's activities more
toward the provision of tezam delivered rural health services,
and (b) draws CUSS and the ' Ministry of Health into a closer
collaborative relationsnip. :

~4-



Issues:

The major assumptions upon which the successful implementation

‘of the MEDCAM Project depends are the capability of existing health
system in Cameroon to undertake, with external assistance, a ma‘jor
expansion designed to bring basic health services to all the people
of Cameroor. Related to this is the assumption that the

enthusiasm shown by government officials will be translated into
subsequent Cameroonian participation in the leadership of the
Project. -

It is assumed that the Ministry of Public Health will use the
MEDCAM Project as a key element in its effort to make basic

health services accessible to all Cameroonians. It is also

assumed that the CUSS training center will demonstrate its continued
support of the Project by serving as the institutional base for
MEDCAM.

The MEDCAM training personnel are to become part of the CUSS,
and the CUSS is expected to endorse the intermediate health ,
worker graduates. It is also assumed that it will be pessible
to work out a combined government subsidy and direct village
support system which will be able to provide village health
workers with a standardized financial incentive sufficient

to maintain them (while not placing an unacceptable burden

on either the government or the villagers).

Other basic assumptions, applicable to most health training
apply also tc MEDCAM. fThese include the assumptions that (1)
the host government will continue to place a priority on the
development of health services; (2) qualified candidates will be
available for training; and (3) hedical technology will advance
sufficiently to permit the system to deal with the ever-changing
pattern of diseases encountered in the Cameroonian people.

Realistic Alternatives:

The alternative approaches to the development of an appropriate
low~cost rural health services delivery system include several .
types of projects AID and other donors are currently trying
without the desired effect. These include development: of pilot
or demonstration projects which attempt specific or pan-sectoral
programs in a limited context. These programs usually benefit
from such high concentrations of personnel and materials that
whatever successes or realized cannot be expected to be reproduced
in other parts of the country. '



Another alternative is a vertical intervention, such as an
intense eradication project, aimed at a specific priority
health problem. BAgain, such projects usually require heavy
investment and externally supplied infrastructure to succeed
and have not usually created an indigenous capacity to deal
with other, similar, disease problems.

A third alternative is a large, multidonor effort which ad-
dresses all of the aspects of an irtegrated, comprehensive
national health services system simultaneously with each
donor dealing with specific, defined areas of the problem.
While this appears attractive in theory, the difficulties
inherent in achieving the necessary cooperation and coordin-
ation among donors have repeatedly proven to be difficult and
often insurmountable.

Thus, the MEDCAM approach of addressing the entire health sector
through a single peoint of entry offers an opportunity to make '
a major contribution to the development of health services in
Cameroon, while not interfering with the activities of other
donors nor depending upon them.

Source of Information:

Cameroon MEDCAM I Project Implgmgntagibn,nquﬁej;i5



Project Name and Title: lBasxc Rural Health Servxces
. ‘655-0007 (PID stage)

Project Cost: | en}l 5 million grant (Tcta V?aéjmillion)
Project Life: o *7:'py1979-mr1981 ’

Target Population: 'f240 000 (80% of. countryiﬁzgdéﬁigéiéat;i

Area of Coverage: : National . T

Project Purpose:

To help the Government of Cape Verde (3OCV) expand and improve its
capability to effectively deliver basic health services in rural areas.

Health Component:

a) Renovation, building, and staffing of basic rural health centers !
will be initiated. »

Basic health centers will emphasize basic preventive activities
using volunteer health educators. Immunization, basic medical
consultations and medicines, basic dental assistance, sanitation,
health education services will be provided. Additiocnally,

small pharmacies will be established for first aid.

b) Rural health posts/maternity centers Will be built and staffed
by trained nurses and assistant nurses. The health posts
will provide preventive and curative services. Traditional
midwives will be employed by the MCH centers. The MCH centers
will provide intensive short term health training for the
midwives.

c) A volunteer community health committee will be established
.~ in each target community to promote curative and preventive :
health services.

‘dlvbA transportation system for the delivery of medical supplies will
... be established in the health centers and posts.A hr

_é)i Health Planners/trainers (18) will be trained under this Project.. .

0:;7t33



Nutrition Component:

The health educators in the basic rural health centers will initiate
nutrition education within the community. :

Population Component:

The population component is not specifically defined although MCH
services will be deliveredin the health posts/MCH centers.

Project Inputs: See Table A=2

Project Outputs:

To attain the Project's purpose, appropriate technical) training,
community development and other activities will be undertaken to achieve
the following outputs:

- 14 basic rural health centers built and or renovatad and
staffed by trained paramedical personnel. These centers
will emphasize basic preventive activities, for instance,
using volunteer health educators to teach the population
in target communities the basis of nutrition and sanitation.
Additionally, small pharmacies will be established for first:
aid and treatment of easily identifiable illnesses.

= 40 rural health posts and maternity centers built and staffed
by trained personnel. These posts/MCH centers will be staffed
by a nurse or assistance nurse trained in curacive and
preventive medicine. The MCH centers would employ traditional
midwives chosen by the population. They will receive '
intensive short term training on basic¢ health matters.

= an established volunteer community health committee in each  ;€&
target community to support and promote the timely delivery of .
basic preventive and curative health services, o R

= an established system for the timely delivery of medicalf:
supplies and other supplies to each of the health centers.
and health posts in the target areas. -

- service packages that will be provided to the target communities
during the program period include: - ‘

= immunizations R
- basic medical consultation and medicines
~ basic dental assistance g :
self-help sanitation and health education::




_Téblé;A;2§ﬁ Fihahéial Requirements ($000)

Source ' e ' AID Grant Host Country

Technical Assistance ol
35 PM @ $10,000 per month 350

Commodities U .920
Health Centers 14@ $30,000 © o (420)
Health Posts 40 @ $5,000 -~ (200
Medical Supplies Ry - (300)

180

Training (participants)ig} le
18 - 1 PM @ $10,000 &

Other Costs

Total

350

15507




Host Country Activities:

The GOCV will provide the necessary administrative and field
supervisory personnel to carry out the project, in addition to the
salaries of health promoters, nurses, etc. (at least 25% of the total
project cost). The GOCV will contribute the land, personnel and
logistic facilities for the Project.

Cther Donor Activities:

The Spanish Red Cross has donated medicines, supplies and food-
stuffs to GOCV for a value of approximately $40,000.

Prior UNICEF assistance included aid to the two nursing schools;
vehicles for the health posts; basic equipment for seven first aid
stations, 30 health posts, three polyclinics and four regional hospitals;
materials, equipment and vrhicles for seven social centers and sanitary
education reproduction materials for the national health services. 1In
1977, UNICEF is continuing its assistance to *he Ministry of Health and
Social Affairs in community involvement programs. This will include
training costs for the midwives, local volunteers for the village
pharmacies and local health and nutrition educators. The supplies and
equipment will also be provided by UNICEF to complement GOCV contributions
for physical facilities and local personnel.

Issues:
Problem areas were not specified in the document.

Source of Information:

~gpe Verde Islands Basic Rural Health Services Project
Implementation Document =~ "




CENTRAL AFRICAN EMPIRE

Project Title and Number: Ouham Province Rural Health,

676-0002
Project Cost: $1.7 million grant (Total Project COS£--$1.7‘ﬁiilion)
Project Life: ?21977-F21980 |
Target Population: ‘Est. 350,000
Area of Coverage: ?Regional

Project Purpose:

To develop a health management system at the prefectural level,
maximizing effectivness of available public and private health resources.
The management system will involve planning, administering, training
for, and executing a program of rural health education, sanitation, and
basic village health care.

Health Component:

To address the problems of limited administrative and planning
capabilities the Ouham Province Project plans to initiate a prefectural
(or province) administrative system for rural health planning, training,
implementation, and evaluation. This will be achieved through the support
and reinforcement of the newly established Prefectural Base Health Office
(PBHO) which coordinates, designs and conducts training for Ministry
of Health (MOH) personnel such as village health agents. In order to
enhance the administrative/managerical capabilities of the new system,
three candidates will receive master's level training in public health
administration. Additionally, MCH personnel will participate in local
and international ccnferences and receive managerial, administrative,
and nonclinical outreach training.

!

The PBHO proposes to train personnel in the procurement and management of
medical supplies, and will improve the drug distribution system. The PBHO
will also implement a relevant health data collection and analysis system
as an evaluation and information tool.

Responsibility for the development of a prototype rural health care
delivery system, using village level health care agents (VLHCAS), rest with the
PBHO. These voluntary agents (traditional healers or other villagers) will be
chosen by the village or village development committee. The agents, once trained,
should be capable of completing limited health tasks in the area of health
education, MCH care, sanitation and basic preventive health services. Traditiocnal
birth attendants will receive training in MCH services.

-11-



PBHO coordinates the development of village health centers and health
posts which will be the physical setting for many VLHCA activities.

All in-country training will be conducted at field locations, at
community development centers, and the villages. Instructors are taken
from the ranks of Peace Corps volunteers, AID technicians, and province
personnel involved in the Project. Long-term health administration and
health education training will be initiated in the Project for seven persons.

The PBHO is charged with the responsibility of developing health
education techniques which facilitate community development programs
including water supply, latrine construction, poultry and fisheries develop-
ment, and related school curriculum development. :

Basic community health education will be provided by primary school
teachers. Workshops will be provided to groups of teachers from various
schools over a 2-3 day period. Materials necessary to the community's
instruction will be distributed in the prefecture. Additionally, to
facilitate the continuous source of technically trained staff, four health
educators will be trained.

A system of vehicular maintenance and repair is to be established through
a satellite maintenance center and central garage. This program will be
organized so that three mechanics and one supervisor are trained each year
at each center (a total of 18 garage mechanics and six supervisors) .

Nutrition Component:

The VIHCAs will be capable of providing MCH and nutrition services. .-
The Project will fund two training programs for traditional birth attendants
in infant and child care and feeding practices. : :

Population Component:

Since the current government and traditional values emphasize fecundity
the introduction of contraceptive practices aimed at reducing the birth
rate would be socially inappropriate and politically unacceptable. However,
health post nurses and assistant will be encouraged to attend Community
Development Centers in order to maximize the dissemination of birth and
MCH care techniques and information.

Project Qutputs:

The Project's Logical Framework document defines the project ouﬁputéfas
follows: ’ T

faif A prefectural administration system for support and sugefﬁigidﬁVf
g {f of rural health planning and evaluation with; T ,

S administrative manuals developed; R
- data collection and analysis system established; and:

= health development plan for Ouham completed. ‘j,{fﬁ( Vi
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'b) A system for the delivery of village level health education
and rural sanitation with;

- 60 active village health committees established;

- 50 primary schools with health education programs
established; '

- distribution system for the health education materials
established; and

- at ‘least 40 village health committees will have completed
water source protection tasks.

c) A system for delivery of village health care services with;
- 1,000 birth attendants and traditional healers attending
MCH workshop; and
= 20 VLHCAS identified by community and trained.
- d) A system for vehicle maintenance with;

= 10 mechanics trained.

Project Inputs:

AID project inputs include long term and short term technical assistance;
training (participants, long and short term); commodities (vehicles and
medical supplies and equipment); construction materials (health posts and
centers); educational tools, and vehicle maintenance.

Peace Corps project inputs include ten volunteers (two mechanics and
eight health workers). Other activities of the Peace Corps will be explained
in the section "Other Donor Activities ", See Table I.

Host Country Activities:

The GOCAR's involvement in this Project will heignten with the establish~
ment of the PBHO, which will coordinate the administration and management
of the Ouham health care system. Through PBHO clinical services, training,
and pharmaceutical management and administration will be enhanced, as
well as, the service delivery capabilities. These responsibilities will
be carried out over a three-year period with the aid of an AID technician.

Other Donor Activities:

The Peace Corps is providing two volunteers to facilitate the work of
other volunteers at the village level, and to provide logistic and technical
support as neeied. For example, the Peace Corps volunteers could help
local health post personnel develop community health behavior and practice
surveys. The volunteers could be used as mobile coordinators between
project sectors and locations to address field communications problems.
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AID and the Peace Corps are contributing to a UNDP-financed Community
Development Program under the Ministry of Social Affairs. Community
development agents are trained in the Program during FY 1976 - FY 1978
and 24 of these agents will work in the Ouham Province. The AID/GOCAR
Ouham Rural Health Project will work closely with these agents in the
establishment of village health committees and the initiation of sanita-
tion projects and health education activities. In addition, project
personnel will provide continuous in-service training in health estension
work for the agents.

AID and the Peace Corps have also initiated a well-drilling program
in Ouham Province to alleviate the water shortage situation. The AID Rural
Health project will complement the well project through its health education
activities which are partly directed at the value of potable water and
sanitation.

AID and UNDP are jointly financing a seed stock production project to
facilitate GOCAR efforts to increase food production. In Ouham agricultural
extension agents, community development agents, and project health educators
will work together to maximize the village's acceptance and utiliration
of the new seed types.

In addition to the many AID-financed projects in Ouham Province, PAHO
and the Peace Corps maintain a fish station in Bouar, which will be
expanded later to Ouham Province. The health education element of the
AID/GOCAR Project in Ouham Province will enhance the impact of the availabi-
lity of new sources of fish protein upon the population's nutritional
status.

UNICEF has tentatively agreed to reequip the Bangui vehicle maintenance
facility and to create satellite facilities in tha cities of Bossangs
and Bombari (the latter in Basse-Kotts Province). Peace Corps or possibly
another United Nations volunteer agency will supply a master machanic for
Bungui and two other mechanics for the satellites.

The Ministry of Education and UNESCO have activated schools for the
promotion of collective project activities, of which four are located in
Ouham Province. The objective of these schools is to establish curriculum
relevant to the village environment. Two community development agents
are currently in Sumbre Commune of Ouham Province promoting nutrition and
agricultural programs. Because of these programs, Sumbre Commune would be
an ideal setting for the development of VLHCAs.

Issues:

The Project Paper suggests several problem areas: (a) continued
availability of host country and donor funds; (b) continued cooperation and
support of Project by GOCAR; (c) availability of participants qualified
to meet VLHCA and other paramedical training qualifications; (d) the
feasibility of linking this Project with other project activities planned
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+ by foreign donors; (e) continued acceptance of the rolas of th2 traditional
birth attendants and VLHCAs; (f) continued recognition of the unique
contributions of the traditional healers in the village; (g) the community's
continued use and maintenance of the necessary managerial/administrative
communications and feedback to insure Project success once donors funds

are withdrawn; (h) appropriate professional challenges offer to the auxiliary
workers which will continually renew their dedication to the rural areas
(i.e. upward mobility); and (i) availability of Peace Corps volunteers.

Source of Information: Central African Empire Ouham Province Rural Health
Project Paper




GHANA

Project Title and Number: Danfa Rural Health/Family Planning, 641-0055.
This Project is a three-year grant extensicn
of the Danfa Rural Health/Family Planning
Project funded in FY 1970-FY 1975.

Project Life: FY 1976 -~ February 1979.

Project Costs: $3.03 million (Total Project Cost for FY1970-79 equals
$9.1 million) See section‘Project Inputs

Target Population: Not defined

Area Coverage: Regional

Project Purpose:

1. Investigate factors associated with health and family
planning.

2. Strengthen institutional capacity of Ghana Medical School to-
conduct ressarch and train health workers.

3. Demonstrate several cost-effective health care systems to
include family planning as an integral component.

4. Transfer research informatiorn to operating agencies.

Health, Population and Nutrition Components

Many activities undertaken in the original five-year Danfa Project have
been under way since 1970. Some demographic and survey activities are
nearly complete (in fulfillment of Purpose (l)). During 1970-1975, the
Danfa program in the field has provided some health services and trained
health workers at various levels, but rrimarily it has focused on training
staff and carrying out research in rural health and family planning
delivery. The final three-year period which is funded in this Project
grant will peimit additional training, data gathering and analysis,
operational research, and institutional development. In this phase of
the Project AID contract technical servicss wich the University of
California at Los Angeles (UCLA) will be provided to assist the Depart-
ment of Community Health in carrving cutc its research into the factors
affecting the delivery of health and family planning services, training
of Project personnel, and manpower development.

The operational research and epidemiological investigations implemented

in the Project are planned to take place in three separate geographical
areas of Ghana. Models which represent a realistic situation in significant
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sectors of rural Ghana are planned. In each of the three model areag
surveys, studies and other data gathering activities continually add to

the existing data base on health problems. Model I is an area served by

" a health center (the Danfa Rural Health Center) with a staff of community
health nurses, nurse midwives, sanitarian, dispenser, and midwife assistants.
The health center is headed by a superintendent and supported by a cadre

of craftsmen and laborers.

The health center runs an outreach program consisting of three satellite
clinics, operating once a week. The Project paper indicates that the

center and satellite clinics provide curative and preventive care, including
well-baby clirics and disease prevention. Community-based health

education assistants are trained in environmental sanitation, family
planning, nutrition, first aid and community organization.

Each participating village within the Model I service area selects

the village health aides to receive training in the basics of

midwifery, child care and development, sanitation, first aid and family

planning. The health center staff and health education assistants

serve as technical resources and medical suppliers for the health aides.
Traditional birth attendants have been trained to provide midwifery '
services (including antenatal and post-natal care) and family planning
services. o

Family Planning Component (Model T)

Family planning is a major component of the comprehensive service

program in Model I. This service, off=red on a weekly basis at the
health center, is one aspect of the MCH program at each of the satellite
clinics. As previously stated, traditional birth attendants (TABs) are
encouraged to promote family planning. Selected TABs under supervision
distribute contraceptives.

The existing program of fixed clinics with wayside village stops operated
by the mobile family planning team has been continued, but at a later
point the clinics will be phased out. A further effort to increase the
availability of contraceptives is planned through the use of commerrial
outlets and petty traders.

Model II (Masaman Rural Health Post) represents those geographical

areas in Ghana which are served by small health posts operated by

local authorities. These posts have limited outreach programs and
concentrate on curative services. The post operates with two paramedical
staffs. The Danfa Project adds a team of health education assistants
based in the villages who administer the same services described in

Area I (plus first aid). The TBA training program is also to be added

in Area II. A different scheme for resupply and supervision is planned
in Area II, since the health infrastructure is not complex.
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Family Planning Component (Model II)

‘Daily family slanning services are planned at the health post in
) Area II.. Villiage-based contraceptive supply systems employing
volunteers are to be established to distribute contraceptives. The
volunteers will be supervised and supplied by the health education
assistants. Commercial sales of contraceptives will be through
commercial outlets and petty traders. The mobile family planning
team continues to operate initially, but will be gradually phased out.

Model III (Obom Rural Health Post) examines an area which relies on
a Ministry of Health operated health post. A system of community
health aides similar to Area I is proposed for Area III. A health
education assistant or similarly trained person acts as a permanent
technical consultant to the post. The health education assistant
is based at the health post rather than the villages as in Models I
and II. .

Family Planning Component (Model III)

The health post in Model III offers daily family planning services.
Community health aides are trained and encouraged to promote family
planning. The aides also resupply the community with contraceptives.
As in Models I and II, a mobile family planning team continues to
operate, but will be phased out as the village-based program starts.
Experimentation continues in all models with simplified drug lists,
task analysis and allocation,and staff composition to determine
systems of cost effective health care.

Institutional development (as outlined in Purposes 2, 3 and 4) is a
continuous process of the Danfa Project through formal training of
personnel and demonstration programs. Specialized formal training is
proposed to develop skills in health and family planning program design
and implementation. Overseas training at the Masters level is planned
for 6 persons during 1976-1978, in addition to the staff previously
trained at the Department of Community Health. In-service training for
Ministry of Health (MOH) and National Family Planning Program (NFPP)
personnel includes managjement and administration of rural health programs
curriculum. Project stzff will lecture and develop training curriculum
for professional, para-professional, and auxiliary personnel. Family
planning, nutrition, environmental sanitation are subject areas to be
included in the curriculum designed by the Project staff.



The actual production and dissemination of lnformatlon to principal
operating agencies (Project Purpose (4)), e.g., Ministry of Economic
Planning, Ghana Medical School, Ministry of Health, National Family
Planning Program, will be conducted by a newly established Danfa
Project Information Unit. The maintenance of formal links with these
operating agencies will facilitate the flow of lnformatlon. ;

Project Outputs:

l. Outputs related to Project Purpose I:

definition of health and health-related characterlstics
of rural population for purposes of olannlng -and ’
evaluation/

identification of the characteristics and determlnantS'ﬁ;
of health and family planning-related behavior; - o

examination of the physical and social environment and
interpretation of the relationship of these factors
to health and health-related behavior.

- Outputs related to Project Purpose II:

d. ‘_

~in rural health care;

expanded awareness of medical students and post-graduate
physicians on the special problems of delivering health
care and family planning services in the rural environment,

| doctors and other professional personnel trained for

effective management of a rural health district;

development of strategies for training professional, \
paraprofessional, traditional and volunteer health workers v

“in-service training program for health workers from outszde'
.-the Danfa area; and - : :

trained specialists in the field of competence requlred to
develop the full range of capabilities needed in the -
long-range teaching/research programs of the Department
of Community Health.

VOutputs related to Project Purpose III:

g "ao

systems for increased accessibilzty of health and family
plannlng servzces, o
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.'b. . methods which demonstrably increase community

participation in the health care system,

..C. service models which increase the effectiveness of -

human, physical and financial resources,
d. methods for improvemeunt of health care,
e. methods for improvement in environmental sanitation;“andy

f. methods for improvement of nutritional status in
rural communities.

'2p0utputs relatad to Project Purpose Iv:

ja;_ systematic information flow to appropriate Government

“agencies,

rb. established Danfa Pro:ect Information Unit, and

=o§ production of monographs, professional articles,

book chapters, operational planning guides, ete.
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Project Inruts-

F rY 77

————

-2

[AY] I.Qo‘

S (WM S (kM) 5 (um)

I. U.S. Inputs ($000)
A, Personnel
1) Salaries of UCLA o —
(Perscnnel at UCLA) 128(108)  44(27) 140( 88) 244(102) 127(36)
2] Saldries of UCLA ' '
(Persormel in @ana)  161(62) 34{11) 117 39) 15C2) -
3] Local Hire in Ghana (=) _2(=) _s({ =) =) 1
Sub-Total 296(170) 80(38) 264(122) 25C(104) 128(36)
4) Personne] Allowancas/ |
Fringe Benefits 135 28 1o _50 2
Tetal Personnel 40 1m0 a3 W 149
8. Equipment/Supolies 59 - | ‘ '
C. Travel/household storage
and removal excense 49
0. Local Currency Costs
iravel, gas, equipt. .
maintanance, etc. g6
E. Qther Direct Project ,Qfﬂ S
Costs 109 : 92 3 760
F. Participant TrainingT:;fgdfhas)17?3(12)fﬁ‘20( 28)*3150(353)' ,50(>53)5 
6. Indirect Costs T T m a9
TOTAL U.S. BUDGET . g77 205 801 665 377
| FY 76-79 Cumulative Tota] 3,05
FY 70-75 Direct Project
Costs
FY 71-75 PLdgo Titte s -
. 104(h) Local E
| Cuirrency '
~FY 70-75 Contract R
. “ Expenditupes 2,788 3,352
?ofa] U.S. Costs
»Untversity of Ghana acministered. 36,387

+ Refers to work-months
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GOG Inputg** 75/76

l. staff budget
of Community

Heatlh g 125

2. Reocrturring
Danfa
Operational
budget

3. Maintenance and
transport

Total budget: ‘¢4§§i;
. %428)

Other Donor Inputs

UNICEF

In-service Training,(géﬁ})

Commodity Supportk(Eéé.i

** Does not include such';téﬁ§1éswsta“f;é&larieéjfor,
government agencies.

26/77 . IU/78 . 18/79

#1130 fu0  gi1s0

300, ‘310 ‘350

83 _8 e

2513 2539 g 464
($446)  (469) . ($403).
Prior years

¢ 2.008
($1.746)

( 0.765)

($2.511)

S § 300

personnel seconded from



Host Country Activities:

The Project is administered by a joint arrangement between the University
of Ghana Medical School and University of California at Los Angeles (UCLa),
The Danfa Ghanian co-director is responsible for technical direction of
all activities including those undertaken by UCLA and GOG staff who work
on the Project.

The University of Ghana provides matching and complementary staff
personnel to the UCLA staff with a view toward carrying on the research
as the UCLA staff is phased out. Emphasis is placed on strengthening
the framework of research and training for internal expansion and
improvement of research capabilities and training capacity. Ghanian
personrel are being trained either locally or abroad to carry out the
research programs.

The Ghana Medical School will be ready to assume responsility for the
pharmaceutical and other supplies (a storekeeper will bu appointed),

The School also assumes the administrative functions and budget concerned
with the Project when UCLA is phased out, The Medical School will also
appoint a person to be in charge of vehicle maintenance. The Project
Paper indicates that the medical school has taken over all other functions
except those related to UCLA personnel and support in Fiscal year 1977.

Other Donor Activities:

The UNICEF (United Nations Childrens Fund) in FY 1976 provided in-service
training and commodity support for the Project, See the section on
project inputs for financial data, :

Issues:

1. The GOG (Government of Ghana) will assign‘high priority to
improving health services in rural areas and is prepared to
- allocate the necessary resources and skilled manpower,

, 21' Experience and data from the Danfa Project will provide
. sufficient flexibility to test a wide range of alternative
interventions and is applicable to other parts of Ghana.

,,3' Improved rural health will result in greater acceptance of
family planning.

4. The MOH, NFPP and other agencies will assist and support the
- testing/demonstration activities in the Project and will follow-up
(after Project completion) with appropriate activities which
would facilitate the development of low cost health delivery
systems,



S. The principal foreign and national operating agencies will
coordinate among themselves,the health, family planning and
other research activities important to the administration and
management of the Project.

6. Financial inputs from foreign and host country agencies_ﬁiii“,
continue throughout the Project. -

- 7. Socioeconomic and cultural biases against health/family planning
interventions will be negated in such a way as to facilitate
community acceptance of the Project and Project personnel.

8. Sufficient professional and financial rewards will exist in the
- rural research areas to motivate the auxiliary personnel to
perform their assigned tasks.

9. Supervision of health/family planning personnel exist at all
- levels of the health system.

~10. oOther issues impcrtant to the effective delivery of health
L services in the Project's research models could be delineated.
However, since this is primarily a research endeavor, tHese
issues can be better identified with site visits.

Source of Information:

Dénfa Rural Health/Family Planning Project Paper.
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LESOTHO

Project Title and Number: ﬂgRural Health Development, 690 0058 i

Project Cost

;is_ 2jm11110n grant (Total Pro:ect COst--$4 9 million

",(«FY 1977-FY 1981

Project Life

Target Population T3  ;1 1 million (based on 1978 population
: "projectlons) rural inhabitants-

Area Coverage ' National

Project Purpose:

- Phase I - To upgrade the planning, administrative and management competence
of the Ministry of Health (MOH) to the level required to develop and
maintain a national health services delivery system.

Phase II - To establish and institutionalize new health worker cadres
(MEDEX and Village Health Workers) required for the rural component
of a national health services delivery system.

Health Component:

Phase I of the Project will (a) develop the general systems necessary to
establish and maintain the health services delivery network and (b) set
the stage for the initiation of the Nurse Clinician Training Program.

At the end of Phase I an external evaluation will assess the value of
continuing to Phase II. If the evaluation indicates continuation to
Phase II, the Project technicians will continue to work in the technical
areas they concentrated on in Phase I. If the evaluation suggests that
the Project technicians do not proceed to Phase II, the evaluation team
will determine whether (a) further Phase I develcpment continues; (b) if
the project should be modified; or (c) the Project should be terminated.

Paramedical Training Program

The training of physician-extender personnel such as Nurse Clinicians (NC)
Nurse Assistants (NA) and Village Health Workers (VHW), using the MEDEX
concepts, will commence in Phase II. Generally, the Nurse Clinician

is able to diagnose and treat the health problems of the rural patients;
provide and supervise the preventive and promotive aspects of health
care; and provide direction and supervision for activities for the

Nurse Practitioners, Nurse Assistants (NA) and VHWs. The NA .

carrysout basic nursing procedures; provides curative services for

10-15 uncomplicated problems commonly present in outpatient facilities;
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and performs essential preventive and promotive activities. fhe 10-15
problem illnesses were not specified.

The VHW provides preventive ard promotive services, but will also

be capable of providing curative services for 7 uncomplicated problems
common to outpatient facilities. Again, the 7 problem illnesser were
not delineated. The proposed VHW will service the Rural Health

Center (RHC) and cover 5-10 villages (of 1,000 persons or less). The
RHC, either a government or non-government facility, is peripheral to
and operated by a Health Service Hospital (HSA). The VHW will refer
patients to the RHC for higher levels of service delivery. The RHC

is staffed by a Nurse Clinician and Nurse Assistant. The NC technically
supervise¢ the VHW and NA.

A model of the proposed three-tiered health delivery system appears
below:

Level Supervisory Personnel Population Coverage
Level 3 ‘ Primary Care Physician 50,000-~100,000

(HsA Hospital)

Level 2 . Nurse Clinician : ”'5,000—10,000
(Rural Health Clinic) - ) S

Level 1 Village Health Workers 1,000 or less
(Villages)

Upon satisfactory completion of Phase I preparations will begin on the
- development of paramedical training programs in Phase IT. Short-term
consultancies will be financed by the Project to facilitate curriculum
development and tutor training. Queen Elizabeth (I Hospital will serve
as the training center for the NCs. Physicians are the initial NC
tutors in Phase I, but Murse Practitioners will later serve in this
capacity.

NC training will consist of 4 months of didactic, problem-oriented
curriculum followed by a practical prwceptorship of 8 months. General
management of the RHC will be one of the curriculum components stressed
in the program.

The VHW will be selected by their respective villages based on advice
from RHC and HSA personnel. The 3-month training period (didactic and
preceptorshin) for the VHWs will take place at the RHC and will be
carried out by the NPs. 1In the field the NC will be responsible for
supervision of the VHW.
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This AID/COL Project will provide one year of funding to the Private
‘Health Association of Lesotho (PHAL) for the continuation of their

NA training program in 3 mission hospitals. The PHAL's program ,
in practical nursing provides presently employed ward attendants and aides
with additional skills to carry out nursing procedures usually performed
by trained nurses.

To prevent the deterioration of skills and increase the competencies
of the paramedical personnel, a program of continuing education is
included in this Project. The MEDEX modules to be employed in the
Project set the stage for the methodclogy to be employed in continuing
education.

Planning/Administration Activities

In response to the Ministry of Health's (MOH) planning needs this Project
will train one additional planner to be assigned to the MOH Planning Unit.
An Administration/planning technician will also be assigned to the Project
to assist the Assistant Secretaries for Administration and Planning.
Training will also be provided to these agencies. Consultants, on a
short-term basis, will be provided in technical areas.

During Phase I the MOH Planning Unit will specifically (a) assess

the basic record collection system; (b) take an inventory of existing
health personnel and facilities; (c) complete a health personnel and
staffing analysis. At the end of Phase I, the evaluation team will

assess the progress made, and if successful the MOH in Phase II will
initiate an epidemiology survey at the village level (target population is
not specified in Project Paper). The MOH Planning Unit will culminate

its activities with the completion of the health sectwr portion of the
Third Five-Year Development Plan in 1980.

The Project will also provide a Management Specialist on a long-term
basis. The key output in Phase I will be the completion and adaptation
of organizational and operational recommendations which will define the
supervisory relations of MOH personnel. Similar management systems
evaluation and development activities will be undertaken in the areas
of transportation and communications, accounting, and records manage-
ment. To address the MOH shortcomings in administration, in-country
participatory training will be given to MOH personnel in management,
health administration, health manpower, training, procurement, accounting,
and sanitation sciences. In Phase II support systems development will
largely consist of continuing and refining efforts to upgrade those
initiated in Phase I.

Nutrition Component:

A. The Village Health Worker will be trained in basic MCH
preventive tasks such as the weighing of children to
detect clinical malnutrition and methods of safe food
storage.
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.. ‘The Nurse Clinician, as a result of MEDEX training, will be
. capable of gathering baseline nutrition data from the

community. Community health education duties of the NC
will stress the development of kitchen gardens, proper
weaning diets, usage of existing wild foods, diets of
pregnant women and preschool children. Often MCH program
responsibilities of the Nurse Clinician include the
development of infant and preschool clinics to assess Chlld
growth and development patterns.

fPopulation Comporent :

A. The Vvillage Health Worker, in conjunctlon with other
health related duties, will be capable of dlspensing
family planning materials.

B. The Nurse Clinician (NC), as a result of MEDEX training,

: will be capable of providing family planning education °
and counseling. The NC will gather data on family
planning practices, plan and implement family planning
programs, and dispense contraceptives.

szoject Qutputs:

Phase I -- Trained Administrative and Management Personnel 3.2

1.3 Basoths will have initiated long or shqrt-term
training in health related administration and
management. They will be assigned to MOH.

~ Organizational/Operational Support Systems Recommendations

'MOH adopts support systems recommendations.

‘MOH Planning Unit

Development of MOH PlanningkUnit, staffed'By two
Basotho trained in this project.

Five-Year Development Plan

Completion of the Health Sector portion of the MOH Third
Five-Year Development Plan. Basic data collection,
research and preliminary analysis will be undertaken durlng
Phase I. -
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Phase II -~ Training Program -

A. Development of Nurse Clinicians in a i2-month training
program who are capable of using a modularized, problem-
oriented curriculum to train the village health workers
in preventive/promotive tasks.

B. Nurse Assistants (130) in a training program sponsored
by the Private Health Association of Lesotho (PHAL), will
replace those nurses being trained and upgraded to the
new role of Nurse Clinician. Nurse Practitioners (55)
and Village Health Workers (104) are developed, capable of
health promotion and providing curative health in the
rural areas by the end of Project funding.

Project Inputs and Host Country Activities

The following inputs are required to produce the outputs outlinel
above:

U.S. AID

A. Technical Assistance/Field - $1,411,000

The Project will provide 15 staff years of long-texrm
technical expertise and 48 staff months of short-term
consultants as described in Table 1. Job descriptions
of the long-term technicians are included in Annex VIT
of the Project Paper.

B. Technical Assistance/Backstop -~ $ 705,000

As this project will award an institutional contract, backstop
support will include the services of a director, coordinator,
administrative assistant/secretary, staff trips, and adminis-
trative overhead. Job descriptions of the Director and
coordinator are alsc included in Annex VII of the Project
Paper.

c. Training - - ---= 3 411,000

Training will include 19 study years of long-term and 24

months of short-term in-country courses in health planning

and administration, one year of funding for the Nurse Assistant
Training Program (PHAL Contract), and observation ’ours to
Korea, Thailand, and other countries for key MOH officers

to examine the operation of similar rural health delivery
systems.
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D. Commodities =—=—mmemme e $ 504,500

Commodities include three vehicles and training and office
supplies and equipment and contraceptives.

E. Local Costs --- - -- § 213,000

Included under Local Costs are housing (3), secretaries,
in-country travel, vehicle operations and office expenses.,
Again, the financial "Explanatory Notes" provide more
detailed descriptions of these items (see Project Paper) .

Total: $3,245,000

Government of Lesotho (GOL)

The GOL will provide 14 percent of total project costs during the life
of the project. The local costs indicated below represent largely
trainee salaries and other training program costs. Contributions

will also be provided for participant trainees, office space for the
U.S. technicians and two houses now occupied by U.S. technicians on

a closing out project.

A. Local costs of the Nurse Clinician
Training Program —--- - $ 234,000 

B. Local costs contribution to o
Nurse Assistants Training Program —===w==-- . §:

- C. Local costs of the Village Health
Workers Training Program

' D. Support to Part:icipant Trainees

" E. Office space and housing

F. Distribution of FP Supplies ,  \f,;,M,,‘,‘én?iSQ}OOOi:‘
Total: § 681,200

Private Health Association of Lesotho (PHAL)

PHAL will continue to support the Nurse Assistants Training Program
until the end of the project. The Association's total estimated
inputs will be $94,000, representing largely the costs of trainee
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allowances, personnel, and training facilities. AID will contribute

to the program during the first project year, and the GOL will continue
to fund the program at about the same magnitude as that of AID until the
end of the project.

Other Donor Activities:

Aside from PHAL, other donor agencies were unable to make firm
commitments to this project at the time the design team was in
Lesotho. However, a number of activities are planned for the near
future which will complement this project's efforts. Principal
contributors and a brief description of their proposed activities
are presented below:

A. African Development Bank

Consideration is currently being given to the constructibngi
of a modern 800 bed hospital complex to serve as a national
- referral center for the health delivery system.

" .'B. World Health Organization (WHO)

Two nurse tutors for the Queen Elizabeth II Hospital School

of Nursing in the fields of psychiatry and general nursing are
being provided. Fellowships for sixteen public health nurses
over a period of four years are being financed by WHO.. Other
assistance provided includes grant-in-aid, supplies and
equipment and vehicle maintenance.

- C. U.N. Capital Development Fund (UNCDF)

Three hundred thousand dollars for sanitation improvement
to 600 primary schools. The project is presently awaiting
" , the recruitment of a sanitation supervisor.

~ Do ‘Uhited Nations (UN)

~ The UN is financing one hundred and ninety thousand Rand

~ for building rural health clinics in four districts. It
is expected that Nurse Clinicians trained under the

- Lesotho Rural Health Development Project will help
supply nurses for the clinics (UNFPA). A physician is S
expected by December 1976 to monitor the rural health clinic -
building program and the UNCDF primary school sanitation e




project (UND?). Recruitment is under way for a health -

statistics advisor to upgrade the biostatistics unit in
the MOH (UNDP).

U.N. International Children's Educational Fund (UNICEF)

In the past, UNICEF has been one of the main suppliers of
equipment, drugs and miscellaneous supplies to the health
service. In a recent survey UNICEF, through the combined
effort of various GOL and other donor agencies, identified
rneeds amounting to $296,000 over the next 5 years to meet
the ongoing requirements of the rural population within the
UNICEF focus of specialization, the mother and young child.
Should these funds, or any part of them be forthcoming,
effective utilization of the funds will be tied into

some of the considerations of this Project.

Oxford Fund for Famine Relief (OXFAM)

OXFA4 plans to install piped spring water in several
districts. Volunteers will train villagers to maintain

the system after installation under a cooperative self-

help program. The Village Development Committee,headed

by chiefs or head men, will coordinate this activity with
OXFAM and the Lesotho Community and Rural Development Agency.
OSFAM is also active in supporting the Lesotho Flying Doctor
and in upgradlng rural clinics.

United Kingdom -

The United Kingdom's major efforts in Lesotho are directed
towards rural development. Of two million Rand available,ffg
R300,000 or $345,000 is earmarked for investment in

~building or improving rural health clinics.

European Development Fund (EDF)

. &n unspecified amount of EDF funds.is designated for rural

infrastructure development. These will likely be used,
in part, to construct new rural health clinics or improve
existing ones.

Total

‘The roughly estinated other donor total is $900,000.
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Issues

A. , GOL Commitment

‘Cl

Over the project period a number of health sector activities
are planned, most notably the construction of an 800 bed
modern hospital complex in Maseru to replace the facility at
Queen Elizabeth TI Hospital. Reaction to this proposed
hospital is divided. On the cne hand, it is seen that this

" facility could place strong demands on Lesotho's financial

and personnel resources, and would likely detract from the
government's objectives to expand and improve rural health
services as envisaged in the Second Five-Year Plan.

However, GOL officials are adamant that there would be no
dimirution of inputs and active concern in reference to

the Rural Health Program. It has been pointed out that the
new facility would not be supplementing the Queen Elizabeth II
Hospital, but would replace the Queen Elizabeth II, en toto,
with the old facility to be converted to non-medical uses.
Moreover, expansion to the proposed bed facility would

be phased over a period of several years with no direct
demands being put on the outputs of this Project.

Assuming that tche development of a new hospital complex in
Maseru would he compatible with the availability of resources,
and consistent with the health needs of the entire Basotho
people, it is felt that this does not pose a serious threat
to the success of the Project. Nevertheless, it is

important to insure that the glamour of a new modern

hospital complex does not overshadow the more demanding needs
of the Government to provide health services to the rural
areas where the great majority of the population lives.

MOH/PHAL Coordination and Cooperation

Recognizing the significance of PHAL in providing health
services to Lesotho's rural areas, it is essential that

close coordination and cooperation exist between the

MOH and PHAL in all phases of project development and
implementation. The valuable knowledge and experience

that PHAL personnel have gained over the years cannot be dis-
counted and must be utilized to the maximum extent possible.

Availability of Personnel

Although hospitals and clinics are presently understaffed.

and overworked, it is essential that nurses be released:
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from their present duties to enter the Nurses Clinician
. Training Program. Training Programs have been scheduled
in order that Nurse Assistants trained through the PHAL
Nurses Assistants Course can be available to relieve
nurses released for NP (Nurse Practitioner) training.

D. Professional and Social Acceptances

' Closely linked with issue C above, is the need for physicians,
administrators, and other health personnel to accept the
short-term sacrifices resulting from personnel being sent off
for training and appreciate the long-term benefits that
the "physician extender® training program entails. The social
and cultural acceptance of the new health worker cadres will
also be critical to project success.

E. Willingness to Work in Rural Areas

The GOL must insure that adequate financial and professional
incentives exist to encourage all health workers to work and
remain in Lesotho's rural areas. Steps are being taken now

to provide salary incentives to workers in rural areas and

other donors plan to build new clinics and upgrade existing

ones in the near future. It is also important that rural clinics
and volunteer Health Workers receive adequate support from the
district and central levels to enable them to perform their
duties and derive the personal satisfaction necessary to promote
improved performance.

;fSéﬁféé’ot_;ggg:mg;;gn; Lesotho Rural Health Development Project Paper "




LIBERIA

Project Title and'NumbefS}%ZBfa*C&uhtyragutaifwéélﬁh}f“

1 6RA-0125 .
92,89 Wiiiten Gran (1ot Profect Caste-5.6 million
Eroject Life . FY 1975 to nr1979 | - "
Area Coverage jRégionai o

(Lofa County has an estimated 155,000 residents)

Project Purpose

The purpose of the Lofa project is to develop, test and institutionalize

in Lofa County a network of health posts, health centers, country hospitals
and ultimately the JFK National Medical Center, to deliver improved health
services to the residents of Lofa County through the utilization of
trained paramedical personnel.

The Problem

While malaria and gastrointestinal diseases are the most common in
Liberia, the Liberians are victims as well of the full range of diseases
associated with unhygienic conditions, lack of sanitation, and poor diet.
Liberia's public health system is severely strained to meet even the
most basic demands of the population. In rural areas such as Lofa
County, where there are fewer physicians, facilities, Grugs, and access
to health services, even basic health care, is denied to most. The
following are indicative facility/personnel statistics comparing the

U.S. and Liberia: '

U.s. Liberia Lofa cOuntxfﬁ.
Beds Per 13.5 per thous.. 1.7 per thous. .Oozsypgr.théhs,"
Population o ’ R
Physicians Per 1/613 :fl/QSQQE  11/38,750 -

Population

Nurge/Dress Per
Population

2,200 0

* ()
Estimated



.- Even these statistics, however, do not give a clear picture of the

- true health situation in Liberia. They fail to reveal the

government hospitals and clinics throughout Liberia operated at

~ substandard level due to limited manpower resources, inadequate :
financial and logistical resource, and a maldistribution of personnel. ;
and facilities. Among the major disease problems are malaria, S
intestinal worms, dysenteries, diarrheas and enteritis of infancy, =
filariasis, schistosomiasis, avitaminosis and anemias. ‘

It was estimated in'1970 that 43% of all deaths were children under
one year of age, giving an infant mortality rate of 137 per

thousand live births. Rural infant mortality was computed to be .

158 per thousand versus 82 per thousand in urban areas. In summary,
the health conditions of the Liberian population are substandard.
Infant mortalitv is high and the resistance of the human hosts to
disease is low as a result of malnutrition and poor diets.

Climatic conditions favor disease vectors. Poor hygiene contributes o
to the health problems of the country. S

Health Component:

Some health activities in the Project are outlined below. The current .
status of the activities is not known. ' ‘

(1) Training of administrative paramedical skilled and semi-
skilled personnel to operate the rural health posts and
centers and hospitals in Lofa County. Curriculum concentrates
on preventive medicine, e.g., health education, immunization,
environmental sanitation, nutrition, and family planning, and
curative services. A task analysis prior to the initiation
of the training program determined the specific tasks for
which the paramedics would be trained and utilized.

Specialized training programs were proposed in the Project
Paper for senior positions in the health centers, midwives,
empirical midwives, health education and private Liberian
physicians.

(2) On=-the-~job training for counterparts of AID-provided
advisors. ’

(3) ‘'Development of a medical record system for the NMC (National
Medical Center). A

33(4);,Development of health-related sample surveys at health posts,
. centers, and hospitals, « SR 8 ' e

- (5) Development of a supervisory systemkin all unit components |
: of the Project. = , B T SR
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(6) Establishment of a systematized immunization program at the
health post, center and country hospital levels of the Project.
Emphasis is on children less than 5 years of age.

(7) Development of potable water supplies and sanitary latrine
facilities in all health posts and centers and in villages
through self-~help programs.

(8) Construction and rehabilitation of medical facilities,
participating in the Project (establishment of 10 new
facilities and renovating 20 existing facilities).
Previously, there were 43 health structures designated
as "clinics” which are being revamped into 53 health
centers and 20 health posts in Lofa County.

(9) Design of new supply and transportation networks reportedly
includes: (a) radio communications between NMC, MOH, health
centers and health posts to handle medical communications;
(B effective commodity procurement and distribution; and
(c) transportation for Project personnel and non-ambulatory
patients.

- (10) Implementation of an evaluation system which provides for:
(a) annual evaluations to permit Project adjustments;
(b) end-of-project evaluation; (c) long-term evaluation/
measurement of Project impact; and (d) on-going Project
evaluation through an effective feedback mechanism.

 fThe following discussion outlines the proposed health delivery system:

The health posts (30) service 4,000 to 5,000 people and is staffed
by 2 health assistants. The training for the health assistant is a
24 month program. They are capable of diagnosis and treating
certain common illnesses and emergencies and providing preventive
health education, family planning information/education and non-
clinical family planning services. More critical health problems
are referred to health centers. One health assistant concentrates
on preventive services at the village level; the other works at the
post in providing curative services (these positions ar.: rotating).

A health center (5) exists for every 4-6 health posts and is staffed
by 9 professional paramedical personnel! 1 health team
leader (medical assistant with administrative training), 1 medical
assistant (registered nurse with practitioner - oriented training),
2 midwives, 1 health assistant, 2 nurses (practical nursing train. g

plus public health orientatio@, 1 Lanitarian, and 1 laboratory
technician. These centers provide comprehensive services and supervise
the health posts. The centers provide outpatient medical care, health
education sanitation education, immunizations, limited minimal in-
patient services and family planning education services. The center
has other personnel such as lab technicians, administrative clerks

and drivers.
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The county hospitals (2) supervised the operation of the health
centers and handle cases referred by the centers. The hospital
maintains a diet section and a group of midwives in addition to
regular staff.

The NMC is the source of specialized medical services not available
at Lofa County hospitals. The NMC through the newly established
radio cormunications network can communicate with field health
personnel in the health centers and posts. The storage facility
for the drug supplies required in the Project is located in the
NMC -~ operated supply warehouse (the two supply stores will be
segregated) .

Population Component:

The Project Paper indicates that family planning services are in
place at all Lofa County health units once specialized training and
commodities have been made available. The Project provides a Family

Planning Eeneralist to introduce family planning information/education,
contraceptive services, training and family planning survey techniques

to all levels of the Project.

The Project also furnished family planning training Sor health center
midwives. These midwives function as the more technically competent
local workers.

Nutrition Component:

The paramedical workers in the Project have been trained to provide
nutrition services and nutrition education.

Project Qutputs:

Six specific project outputs have been identified in the PROP.; They;
are: oo LT Lodant

1. Personnel sgstem developed and paramedical personnel
o trained ' e S S .

JZ;_fBirth, death disease reporting systematized
a3;« Increaeed numbers of 1ocal country residents immunized.;

‘4; Sanitary water and sewage facilities available at health
'~ posts and centers., s

5. Medical, health and family planning education and services

available to Lofa County residents and all mothers deliver-
ing at health centers and count" hospitals. T
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6. Measurable declines in fertility and mother and infants'
mortality and morbidity rates.

In addition, it is implied that a project output w111 be a demonstrable
pilot rural health project for Liberia that is replicable throughout
the country. .

Project Inputs

Four major categories of project inputs by USAID are anticipated They
are: four full-time advisers plus a part-time systems analyst and
additional short-term consultants as required.
A. Four full-time Advisers
1. Health administrator

2. Teacher/trainer as counterpart to director of school
- of physician assistants

ti}3' Family planning generalists
;3;4. Supply and logistics specialist.

«1.5. Social science research/systems analyst
i on scheduled intermittent basis (14 man months)

,dté,k Short-term consultants (4 man months)
fﬁ;:dfarticipant training in the U.S. a“d‘thi?é,q??9?5§§§5
5&,? Vaccines
~D,‘ Equipment and Supplies
In’ addition, the Government of Liberia is expec ed to supply counterparts
to the four full-time advisers, in-country training, drugs, offices

and warehouse personnel, gasoline, and oil.

Exhibits A and B provide a detailed listing of financial project inputs
and commodities to be used in the Project. , i

Host Country Activities:

The MOH (Minstry of Health) is responsibleiuorlthefProject in its entirety,
including recruitment, assignment andfpr otion” all program personnel in




the country, ccordination of donsr inputs, periodic evaluation and
adjustment of the program and securing the operating budget.
Administration of the Project is the responsibility of the MOH's
Bureav of Medlcal Sexvices.

QOther Doncr Activities:

.Other donors such as CARE, UNICEF, and others will supply vehicles

and maintenance, well drilling rigs, vaccines, construction materials
and supervisory assistance in construction. Extensive lists of the
supplies to be included with the project are contained as an Appendix
to this Report. It should ke noted that it would be more useful

to obtain information on the spzcific functions of the rural health
workers as opposed to obtaining information on the specific functions
of the rural health workers as opposed to extensive lists of the
number of trash can liners and sutures available.

The Peace Corps and MOH ar2 developing a similar pilot rural health
care delivery system. The Peace Corps' project is not in Lofa
County, but regular exchange of project data and information should
occur.

The Curran Lutheran Hospital at Zorzar provides support services to
the Project.

Issues:

Some assumptions and issues pertinént to the design and implementation
of the Project are:

(1) Continued financial and logistical support By GOL (Government
of Liberia), AID,and other foreign donors.

(2) Family planning services must remain a priority and receive
support at all Jevels of the GOL.

13)‘ The Project task analysis identifies the appropriate levels
of personnel and tasks to be performed.

(4) The GOL will be capable of assuming responsibility for
the provision of all funds necessary to support the continuing
costs of the Project, once foreign funding is withdrawn.

(5) The local residents of Lofa County will have continued interest
in the services provided by the Project.

(6) Cooperation and coordination of the various activities of
foreign donors and GOL Ministries exist in the Project.
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1.
v.
VI,

VII.

VIII.

IX.

XI

XIT.

,CONSTRUCTION AND RENOVATION

. CURRAN LUTHERAN HOSPITAL
. CARE
PROJECT CONTINGENCIESf

EXHIBIT A -~ FINANCIAL SUMMARY: TOTAL LCRH COSTS
Year 1 Vaar 2
DRUGS : | $ 91,000 $ 97,400

EQUIPMENT AND SUPPLIES 135,660 . ° 46,493

III. VACCINES 1{_% ,1f{f7 - 43,000 50,000

PERSONNEL SERVICES o 292,305 ,321 536

- ADVISORS AND CONTULTANT SERVICES 320,000 ‘352 000

1VEHICLES AND MAIVTENANCE - 113,900, :”s,ggo

TRAINING

FAMILY PLANNING

| TOTALS Years ' $1,355,095

TOTALS Years,35 "ff$I;288,119

TOTAL PROJECT cosr;%f $5,608,135




LIBERTA

‘Project Name and Title: Integrated National Health System Support
669-0144 (PID Stage)

Project Cost: $4.1 million grant (Total Project Cost =--$4.1 million)
Project Life: FY1978-FY1982 | |

Target Population: Not Estimable

Area of Coverage: National

Project Purpose:

Establish a rural directed, integrated national health system assisted
by an institutional linkage between U.S. medical center and Liberian
JFKNMC (John Fitzgerald Kennedy National Medical Center) supported by
a National Health Council ensuing coordination and effective utilization
of all health services in Liberia.

Health Component:

This project proposes the establishment of a contractual institutional
relationship between JFKNMC and a major U.S. medical center and support
for a National Health Council to integrate the components of Liberia
National Health System. The exchange relationship will prepare NMC to .
enhance its "outreach" function by increasing its capacity to provide
supervision, training, and management skills and resources.

The cooperating U.S. institution and NMC will technically gain from
the exchange of students and faculty. Score and specialized experts in
all phases of hospital educational and research areas will be available
to Liberia on a short and long-term basis.

It should be stated that in the past U.S. assistance for the NMC has

consisted of construction of the JFK Memorial Hospital plus technical assistance
in administration, management, clinical sexvices, nursing services, engineering

and maintenance, pharmacy and health manpower training, and the provicion of
supplies and equipment.

Nutrition Component: Not Defined.

Population Component: Not Defihéd;
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Project Qutputs:

The National Health Council will be the mechanism through which the
GOL (Government of Liberia) will establish its national health policies.

The sister institution relationship, by providing a demand responsive
source of technical assistance, will be the means through which the
GOL can implement these policies and achieve the project purpose.

Starting from the resource foundation already laid by the earlier NMC
project endeavors, the major outputs summarized below will provide additional
subsistence to national health manpower resources which support the national
health system, and independent operation of the system. These outputs
will faciltate the: )

a) upgrading of health teaching through exchange instructors,
more public health-relatad curriculum, and closer ties to
the rural health delivery system;

b) operational logistic system through the consulting of advisory
services of procurement, purchasing, storage, distribution, -
accounting, transport, disbursement, and improved overall
management expertise;

c) strengthen national health outreach by creating a two-way flow
of support and supervision from the national center to the
country's centers and clinics and the referral of the most
serious cases back to the national center;

d) trained professional personnel through the in-country and U.S.
on-the-job training resulting from the exchange of skilled
personnel between *he U.S. and Liberian sister institutions.

Examples: Specific health marnpower trained as project output:

- public health officers

= environmental health officers
- paramedical workers

- nurses

- financial management officers
- physicians

= laboratory technicians

Trained middle management personnel

- equipment operation

=~ equipment maintenance

= supply and logistics

- laboratories

- housekeeping

- supervisors

-~ in-country in-service training programs

- exchange in-service and post-graduate programs
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Project Inputs:

Through an AID-funded contract with a U.S. medical center, the U.S.
inputs would include (See Table A-1):

Long-term technicians

- financial management/hospital administration.
- maintenance
- engineering

Short-term visiting field technicians to conduct annual in-service
training programs

= laboratories

- medical records
- housekeeping

- dietary

= procurement

- nursing

U.S. on-the-job training to build on NMC in-service training

programs

= laboratory
- medical records

U.S. specialized professional training of trainers, one year program

to develop cadre of trainers to assure continuous supply of health
professionals

- public health

- environmental health
- financial management
- physicians

- technicians

Commodities (modest and limited - see budget)

-~ audio-visual training aids

- medical education equipment (lab and classroom)
- hospital equipment

= transport vehicles

- laboratory and limited research equipment

- limited specialized diagnostic equipment

- specialized drugs and medication
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Table A-l

 ESTIMATED LIFE OF PROJECT COSTS

Ce Total
United States assistance ($000) FY 78 FY79-82 all Years
l. Contract
T ] (] . y
long-term 442 2,160 2,602
short-term o o122 367 489
Sub-total " - Ted - 2,527 3,001
Training
U.S. on-the-job 10 -39 49,
Academic-sister 31 175 206
institution T e PR

Sub~total
2. Commodities

s. Evaluation
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Host Country Activities:

.he GUL will continue to cover the tull operating costs of JFKNMC,
medical training institutions, and existing health care systems from
its annual budget. 1In addition, it will pay the transportation and salary
costs of participants.

The GOL will also take the necessary steps to establish and support
the National Health Council. These steps were not specified.

The GOL contribution will be well in excess of the minimum required
25% of total Project cost.

Other Donor. Activities: Not Defined.

Issues:

1. The possibility of encouraging a further commitment to
JFKNMC by responding affirmatively to the GOL'‘s current
request must be weighed against the need to xeep the WMC
complex viable and supporting the national health system.

2. An agreement must be reached by all parties to extend a
 full range of activities and effort to communities and
facilities outside of the larger Monrovia and Montserrado
Counties at the beginning of the Project. A true sharing
: of all the rescurces provided or generated by the Project
.. must be a prime raquirement for operatlon, performance,
and evaluation. A

',-3; Qualified Liberian trainees may not be available.

'*. 4, Transportation and communications system must 1mprove during the};
"Q~,life of the Project. v g

‘Additlonal health manpower generated by the Projectfmust_b
effectively absorbed into the national health g

6. §The National Health Council must have the authority to resolve:
‘s inteminstitutional conflict.

7. No interruption in U.S. or Liberiantfinancial and philosophical o
support of the Project.

8. Smooth, non-competitive interacting functioning between the
major institutions of this Project will be a major management
requirement of the National Eealth Council. A minimal managerial
style will be necessary to permit the autonomy and independence
demands to the member institutions while at the same time
applying sufficient direction and regula‘:ion to coordinate their
roles to achieve the overall objectives of the Project.
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9. The benefits of the exchange between the Liberian and U. S.
- institutions must be clearly delineated and actively pursued
to maintain equilibrium of effort.

10. The U.S. institution and NMC will be capable of providing the
mutually desired technical expertise.

Source of Information:

Liberia Integrated National Health System Support Project Implementation
Document.
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MALI

Project Cost: $3. 89 million grant: (Total Proj t Cost--$4.8 million)

Project Life: FY1977-FY198 |

Target Population: ,4*v?7

;:L’into ‘three
,opulation has been’identified.‘

This project will be ‘targeted on-a demc
of Malis six regions.t No specific leve :

Area of Coveragety

In each of the three regions selected, full demonstration project
services (i.e., training and supervision of village health workers) will
be developed in all villages within one Arrondissement (20 to 40 villages).
However, medicines and supplies will also be provided to all of the other
Arrondissements within the same Cercle (of which there are 6-8 Arrondisse-
ments)

lProject Purpose'_”

The projects purpose is:

f&jTo design, implement and evaluate”mx'w‘““
f’fiﬂzhealth system which wzll .

'fpa{bering health services to the village level, emphasizxng'
g health promotive and disease preventive activities, t

f3 be integrated with other community and economic develop-
‘}fment activities, especially agricultural production ‘and: ;
o education; st , L S &

k“have annual operation costs of US$2 or less per: capita‘
. (in order to makz GOM expansion and replication offsuch
'kgserv1ces financially feasible); and LR i

iTo achieve GOM adoption of the demonstration project as the basiS;
or a national, rural health system and to assist the Ministry . .
..of Health in preparing to implement such a system on a nation- o
" wide basis. L o 8
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The Problem:

" The health problems of Mali are typical of those of other Sahelian
West Africa. There are high levels of morbidity and mortality from
infectious and parasitic diseases, especially in combination with early
childhood under- and malnutrition. These are reflected in the most
recent estimates of infant mortality (rate of 188), and a crude death
. rate of 25.9. 1In addition to nationwide major diseases burdens from

gastrointestinal and respiratory/skin infections other problems include
childhood communicable diseases, Malaria, Tetanus, Schistosomiasis, and
Leprosy. Further, some of Mali's most potentially productive better
watered areas are a major foci of onchocerciasis.

Nutrition Component:

The village health worker will perform the following nutrition andéi
nutrition related functions: :

a) Community diagnosis and evaluation (ongoing).

‘1. Continuious census of births, deaths,'migrations, marriagee}f

2. Birth Weights.

3. Age speczfic death and;fertility rates.{

fj4;§§Parity and gravidity of pregnant females.

o fWeight and/or arm circumference of infants°and“‘oung
-.;jchildren by age and sex. L EEEEE R

‘i6;T1Feeding and weaning practices.i

w_ .

.B)f{Health p*omotion and disease prevention.

"fﬁsimple 1nfant and newborn care. o

‘Wﬁanigg and transition foods.

fchildaepacing and family planning advic

;Improved food production. rolﬂ

ron upplements in pregnancy.

B abnormalZpregnancies;‘“1

b) failure to thriveuinfants;
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.C) Direct diagn051s and treatment (Also includes Health Education)
' l.f Simple early treatment of diarrhea.{

2. Home treatment of early malnutrition.

Health Components:

In addition to the nutrition and health activities listed above the
village health worker will also perform the tollow1ng functions-

A) Community Diagnosis and Evaluation (ongoing) o

1. Health and family planning utilization by age,
sex and type of service.

2. Simple diagnostic categories byvage and sex, (for example
diarrhea, fever, respiratory or skin ailments, abnormal
delivery, trauma, hemorrage, tetanus, etc.)

~ 3. Vaccination status.

‘) Health Promotion and Disease Prevention.

Safety in'the home, fields ‘and villages.

”Village hygiene (water and*excreta, vector control)

7Vacc1nation.

["Nivaquinization” of infants, youn‘?children, and pregnantf
'_2omen (Malaria supression). RSN L )

VTetanus vaccination of pregnantbwomen in Third‘Trimester.
terile.razor_blades and cord ties for village midwives.‘
1so refers_tonArrondisement or Cercle leve1= |

) sever ,Qacute and‘chronic'illnesses; |

V;h) trauma; and

e) contraception.jf}v-p’%*"
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~VC)Q_pirectlDiaénosis;andiTreatmentfialsoﬁincludes'Health;Education)

5' Follow-up and assure treatment of chronic diseases.;;
6;‘ Distribution of appropriate mediCines.l

Population Component :

Population activities are integrated to both health and nutrition
activities specifically health education and demonstration of: ;_

' f;é)f health education and demonstration of child spacing and ;
R family planning advice,

"hlpfdiagnosis and evaluation of health and family planninﬁ?f
' "_iutilization by age, sex, andftype‘of service-y'“ T

'Hreferrals for contraceptive_treatment; and

" dif,fffollow-up cont:::ace.r?tiVe supplY-;;-{,f

Project‘Outputs-

- The major project output of the Mali'Rural Health Service Developme
Project will be:

"a) ‘establishment of demonstration pro;ects,

bbb)'{the training of health workers at the village, Arrondissement,
""‘Cercle and regional level; S

cfl’five persons trained and returned to. key Ministry of Health
: positions (trained in U.S. for one year each at: ‘Master of

- Science and MPH levels; P :
d)L‘community diagnosis reports for project zones;

ve)rJreplicable initial and continuing interventions, and

‘ffihreports‘on_progress.»'
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Demonstwration projects will be established in one Arrondissement
(40 villages, 20,000 people) in each of the three selected regions.
In addition, two health workers will be trained at the village level,
three at the Arrondissement or sub-district level, one at the Cercel
level and one at the regional level for a three year total of 240 village
workers, nine sub-district workers, three district level workers, and
one regional level worker.

Project Input:

Host country activities and other donor activities:

The present technical assistance gfant will provide a total of 3.89
mlllJon dollars in AID health funds over the life of this pilot pro:ect.
U.S. contribution by year (subject to the avazlabzllty of funds) is as
follows: . . , , .

FY 1977: $460,000

FY 1978: §1,126,000
FY 1979: §1,415,000
FY 1980: $889,000

TOTAL $3,890,000 -

The project agreement will contain Malian counterpart contribution of _
$870,500 (18%) of the total project) which consists primarily of personnel
costs and present level medical supply costs. (In addition, the purchase
of $90,500 worth of seven land rovers and 30 mobilettes.) Other donors
are not interested in providing funding because of their heavy involve-
ment in other sectors or other geographic areas in Mali.

‘Issues:

P Among the issues that must be addressed in a rural health service;
'{delivery project of this variety are the following:

'miSelection and training of health workers for the rural health
. system.

?blffsupervision of village health workers.

forfiSystems required for the back-up and support of. rural health
‘.. workers, (i.e. inlurmation system) .

‘d)?'Central level pro;ect activities (i.e. infrastructure support):.
e).  Personnel requirements of the project.<

f) Integration of the project activities: with other rural
development activities.
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g) Evaluation and measurement of the project effecté,
h}fﬁThé féaéibi1ity of nationwide expansion.

ffﬂéchlbf:these issues must be planned accordingly'foffbptihai'implemen-
tation of the program. -

Additional Information Required:

It will be necessary to investigate the logistical and geographic role
of the village health workers in delivering health services. Whether the
worker is stationed at a health post, community level, home-visiting or
regional outpost is not clear from the project paper. The level of
education for the village sub-region and regional health workers has not
been adequately defined. The amount and level of training as well as
specific task analysis needs to be addressed.

Source of Information: Mali Rural Health Services Development
Project Paper R R
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NIGER

Project Title and Number: Improving Rural Health,QGQ?;ngsfﬁf;

Project Life: FY1978-rv1982
Project Cost: $13.5 million grant (Total Project Cost--$105 million)
Target Pooulation: 3,500 villages (est.

39% of rural population)

Area Coverage: Regional

Project Purpose:

To establish a viable rural health delivery system which demonstrates the
value of prevention, early diagnosis, timely curative intervention and proper
referral.

Health, ‘Nutrition and Population Components -

This Project proposes to assist th~ Ministry of Health (MOH) to develop its
voluntcer village health team (VH-) program. The VHTs are composed of 2
health matrones (midwives), 2 secouristes (villzge leader, . - -holy man,

etc.), and an administrative committee. The comunity-selected VHT

members are trained and supervised by dispensary nurses. The secouristes

and matrones provide minor first aid and disease prevention services. The
matrone performs her traditionzl midwife role with the addition of new medical
techniques. The dispensary nurse serves as the technical consultant and
resupplies their pharmacies.

The Project in collaboration with the GON (Government of Niger) over a five-
year period will concentrate on the training of these previously described
VHT members. The necessary support, physical, and personnel infrastructure,
will be provided to the VHTs. Project activities that will be carried out
include:

(1) Third country training in theory and technology of rural health
delivery systems for ministerial level personnel, medical
instructors and health logistics/maintenance personnel.

(2) In-country training and retraining for prospective and bona fide
VHT members. These workers will provide simple preventive,
promotive, and curative services. For example the VHTs will
establish village health/nutrition education programs in the
health centers and rural dispensaries.



http:volunt.er

(3)

(4)

(5)

(6)

(7)

(8)
(9)

(10)

(11)

In-country academic training and continuing education for health
personnel at all levels of the delivery system.

Training of certified (1 year program) and state (3 year program)
nurses from ENICAS (National School for Certified Nurses and
Social Aides) and ENSP (School of Public Health) respectively.
These nurses will be responsible for the treatment, training,
and superxvision of village health workers.

Field training experience in rural medicine for medical students
from ESSM (National School of Medical Science) to facilitate the
development of skills in non-urban health serxvices delivery.

Environmental health worker training programs (1 year program )
in the ENICAS.

Instruction and technical consultation in the areas of auto
mechanics, medical equipment repair, manpower development,
environmental sanitation, health administration and planning,
and epidemiological surveillance.

Procurement of vehicles for supervisory purposes and other
supportive activities (such as distribution of goods).

Construction and renovation of health renters and rural
dispensaries.

Upgrading of medical supply distribution system.

Mobile health units staff by VHT members will enhance cneir
diagnostic and communicable disease prevention Capabilitivme

Project Qutputs:

1)

(2)

(3)

Training

1,500 VHTs trained (total of 6,000 persons) and 13,500 VHWS -
retrained.

Academic health training for 25 teachers, senior MOH officials,
and logistic/maintenance personnel (at a rate of 2 teachers,

2 MOH officials, and 1 maintenance person per year of the Project).
These new teachers will be stationed in the ESSM and NICAS.

1,100 persons participated in MOH continuing education conferences
and seminars.
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(4)

(5)

(6)

(1)

(2)
(3

s

8

M
8

40 certified nurses, 20 state nurses, 35 medical students, 15
environmental health workers in technical training each year of
the Project.

5-10 trained MOH specialists in specific health or related areas
(using American Consultants as short-term teachers).

25 medical equipment tachnicians and 50 automechanics trained
by short-term consultants.

Institutional Support

200 mobylettes for supervisors and 42 functioning 4-whecl

drive vehicles for better supply distribution which also facilitates:
(a) a 45% increase in supervisory visits in health centers and
dispensaries; and (b) a 10% increase in operational efficiency in
all vehicles.

2,700 VHTs equipped with drugs, supplies and educational materials.

250 functioning health facilities with sanitation improvements.
220 existing health facilities with new equipment or furnishings.

57 new dispensaries and 2 new department health centers in Zinder and

Agadez which are functioning.

Health/nutrition education programs provided by 2,700 VHTs and
220 health centers and rural dispensaries.

Mobile health units immunizing 100,000 persons per year.

-:At least 35% oy rural population provided with sanitary education -
. programs. . o

Projécf?iﬁgd£§§j

e

Training ($4.7 million)

"Funds will facilitate fetraining for all VHTs every two years

in addition to: (a) specialized training for senior MON personnel;
(b) continuing education for MOH personnel (120 persons for

10 days per year) and 2 departmental conferences per year (100
persons per department for 4 days per year), and (c) academic
training for 100 state nurses, 200 certified nurses, 75 environ-
mental health workers, and 175 medical students.
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TABIE

L

Budget - Imrroving Rural Health

(In $CCO)
Cazegory Mo s _
1 2 1 31 & 5 Total
Human Resources
l. Training
8« 3rd country participant 50 55 60| 6€| T3 3ck
b. In-comtry continuing edu- '
cation for MOH persormel| 57 63 63| 76 8L 3ks’
c. VAT - training 180 | 18| 218 240 | 264 1,100
VET - retraining 150 | 231y 32b k29| su6 | 1,680
d. ENICAS 80 88 97 ( 105 115 L85
e. ENSP - *5Q 55 60 €5 73 3ch
f. ESSM - Rural Health 50 55 60| 66 73 30k
8. Eovironmeatal health - _ L |
ENTCAS 30 33 6| ko W 183
2. Tecknical Assistance
a. Auto Mech. Trainers 130 | 288 316 1,270
b. Med. Equirment Repair R
rairer ' 65 | 1k | 158 173 g5 635
c. Sanitary Engineers 130 288 316 | 346 120 1,270
d. Short term consultants 100 55 O 66 73 __354
Sub-total - Human Resources 1,072 11,5531 1,774 2,019 | 1,820 8,236

Best Available Document
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Budget - 2

Institutional Supvort

1,

2e

Transport

‘Venicles -~ lewheeZ drive

Mobylettes

Zauirment & Surolies.

Disyensary & Healih
Center Equipment

Drugs for VIIs

Vaccines

Educational & Audio Visual
Equirment

laboratory and Cold Chain
Equirment

+ Local Office’

Construction Z Recon-

struction

Departmental Hdgs.

Bauirment foxr Med,
Squirment Repair &
Garage

Dispensaries

Sanitation Improvemsuts

(§CC0)

1 2 3 L 5 Total
158 .92 326 112 438 ‘ 1,126
110 22 145 27 29 333
L1 116 60 60 - 377

65 99 126 158 157 65

- 220 Lo ols 293 1,200

20 .| 36 32 28 L4 162

- 100 - - - 100

3L 19 20 21 21 115
T e A B )

";?Z} - - ‘ ?#6;
. 289 | 33 ) 609
87 28
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Technical Assistance for Institutional Support System
(3.5 million)

%(2)’?Long and short-term technical assistance in the following areas

‘ is funded by the Project: (a) 2 MOH auto mechanics to establish
garage maintenance and repair services; (b) 1 medical equipment
technician per year in the Zinder and Agadez department centers;
(c) 2 sanitary engineer teachers per year to develop MOH environ-
mental health programs; and (d) short term consultants to provide
logistical, administrative, etc. support.

Institutional Support System ($5.3 million)

(3) This Project funds: (a) all VHT drugs and equipment for medical
kits and educational and autovisual materials , and (b) materials
to renovate 220 health facilities, environmental sanitation
improvements in 250 health facilities, 7 new dispensaries, and 2
new departmental health centers.

Resources to Link Various Levels of the Health System
(est. $2.4 million)

(4) = Vehicle (48 four-wheel drive vehicles and 100 mobylettes) will be
. 'used to transport goods and provide transportation for supervisory
. visits from departments to health centers, rural dispensaries,
and villages.

(5)5‘two garages and medical repair workshops at the‘department'heaith
. centers will be developed. B o R I e )

fS){ The Project also funds.mobile;heaith}ﬁﬁiﬁégéitﬁﬁvégdigé;gdffiéiéﬁt
+  for 100,000 persons per yea:}andf1§b §p§;¢pId;chaihf‘quigmehtl;i1

See | o . Table L for a detail time frameof ' projectinputs =

e

Ho§£7éountry Activities

The MOH and other GON agencies have been deeply involved in Project

- design and implementation. Daily supervision of activities are responsibil=-

ities of the MOH. The Project Manager will be responsible for the annotation
and apprcval of all U.S. inputs into the Project.

Other Donor Activities:

Forsign aid in the health sector plays aniimpoftant role in the Nigerian
budget. In 1976 an estimated $13.6 million was derived from external aid = -



fo Niger.

‘Rbout one-half of the $13.6 million was allocated to projects

affecting rural areas. Many projects being financed by external donors
will require coordination with the activities of this Project. For

example,

the assistance of France to the Mobile Medicine program

in Niger will mean that France should be consulted about any equipment
purchases which are designed to maintain the cold chain. The Peace
Corps involvement in nutrition education could be extremely useful

in assistance with designing visual aids and development of a nutrition
program for viilage matrones, A detailed analysis of foreign donor

activity
.Issues

(1)

2)
- (3)

@

(5)

is outiined in Table M.

Continuous financial support and interest of AID and GON
in the Project are essential elements. R

The extensive financial input of other foreign donors in the

‘national health budget indicates that their support influences

the programming direction of GON in rural health development.

The varied foreign donor interests in health development
must be coordinated at the national and regional levels to
avoid duplication of programming efforts.

GON health services for the Niger nomads is practically
nonexistent. The VHT concept with some changes could be ex-
tended to the nomadic zone; however the GON is opposed to
"special treatment" for the nomads. Thus, an important
section of the rural population will not be fully integrated
into *he Project.

Local community interests in the delivery of rural scrvices
through the VHT concept must be maintained for Project
success. This is particularily significant since the
volunteer village health workers in the Project are selected

‘by the community.

The recurring costs of the Project are quite high and are

‘of major concern to Niger where donor assistance and large

numbers of expatriate personnel are necessary to sustain

B ‘the health delivery system.

There are certain qualitative and quantative restraints with

central MOH personnel which limits the necessary daily

~“technica1 support which are MOH responsibilities in the Project



TABLE M

" '(TEER DONOR ERCGRALS - FEALTH SZCTCR

in Pural Areas

Project Actirity

Amount

Mdins
1976 ($)

Source

Total Amount

/Funding Fericd/

Lescription

Dasic Health Sexrvices
Lelivery Project

Stonsorship of Conference -
on ramily Haalth Ca.re_ .

Pripary hﬂa.l*'h Ca.'r."=
Del.'f.ve*'y' ol

Rural Health

Tekoua Dept. - -

Be-it Availabls Decumens

Project: © Fed, Rep:

Africare 118,000

4
T4

ofc.emy bt s

62

2,800,000
[FY 1977-797

25,000
[ an. 19777

(1974-1579)

7,500,000

Personnel to te pro=-
vided include 1L
epidemiologist, 1
surgzon, l public
health physician,

1 CB/GYN, 1 auto-
mechanic specialist,
and 1l medical equip.
rezair techrician.
The surgecn, O0B/GLI,
autemechanic spec.
& Med. equip.
trainer will be
based in Diffa.

Cornfarence held in
Niamey focused cn

how to effactively
deliver health serrices
to rural areas, |

Two nurse educators,
ins latoratory
technicians, 16
nealth rmutrition
educators

P°rsonre L (S doctors

! Toawmms mme e
- 78

ia.in_y -obﬂ 1o mm‘*cwﬂ\
stalf, eguin., tech.
a.,sista.nce, scholar-
..n_“s, construction




TABLE M (Continued)

UTHER DONOR FRCGRAMS - HEALTH SECTCE

1. Health Projects in Pural Areas

Ao 2ilat eral

Mundicg

Apount Total Amount -
Project Activity Seurce 1976 ($)  [Funding Periody Description
Rural Health Care Belgiux - 185,486 1,087,42L A medical team, 3
Assistance (1976-1282) doctors, one auto-
mechanic trairer, and
drugs for rural
_ dispensariss in Icszo
Asst. to m.nistz-y o:? - Netherlands - b7,000 - 80,000 Medical perscnnel
Health = R - consisting of two
doctors proviced For
the Niamsy Dept.
(working in rural
areas only)

Medical Asit. in | CXFAM 36,080 Two nurse/midives
Tchintabaraden/ PR (1976) provided for training
Tahcua Dept, in Tchintararaden

Arrondissement

Assistance to Jed, 'f?ﬁﬁdi 998}896 3,999,856 Tahcua Devt. Two

Cenger, Z¢nder ARG R (1976-1979) rurse =ducators, 1
S lab techniciar,
-cormodities,
T%a_n_ng o s&couri BtES/ m‘h{ 30,080 30,080 .?inaﬂCing pars of
Matronmes - I (1976) training costs for
VHIs

Assistance to Galmi SmI 305,868 . 2 doctors, b rurses,
Hbsnita. RS T ‘f(indefinite). 1l dﬂnt‘st/orn’

‘ - surgeon, 1l dental
hygeinis:

Asst, to: Lenv-osy Hos'oita... SDI 15,570 A. ‘
in Maradi ’ B ;Q(;ndefinite) Persomnel (L);

o equip, for operating
rooms
,{SIﬁll % ;§§5?§§§A, N A. Four nurses, equip.

Assistanc= to Gueschene

hnsn*tal

(‘ndef nite)

for cperating rooms



Fealth Projects in

A. Eilateral

TABLE M (Continued)

Funding Amount Total Amount _
Project Activity Source 1976 ($)  /Funding Period/  Description
Dispensary at Goudel EEM 6,056 17,866 1 rurse, drugs,
N.A. & supplies
Dispensary at Xarma =M 3,750 .A. 1 mirse, dzugs
and supplies
Sub-total 14,310,560, 122,756,216












SENEGAL

Project Title and Number: Rural Health Services Development, 685-0210

Project Cost $3.3 million grant (Total Project Cost--5.0 million)

Project Life FY 1977 - FY 1980

Target Population 2,884 villages (in the Sine-Saloum Region)

Area Coverage Regional

Project Purpose :

To create within the Sine-Saloum Region a network of staffed village
health posts supported by local communities and to strengthen a
backstopping system for secondary health posts supported by the National
Government (GOS).

Health Component:

The project in general proposes the creation of low cost community supported
rural health delivery system instituting the following directives:

(1) completing the infrastructure for the delivery of health
services;

(2) training a new health worker (village health workers) and
recycling existing MOH personnel;

(3) establishing a comprehensive supervisory system:

- among the existing personnel of the Region;
- through technical supervisory links between health posts
and villages;
= through civic and financial supervision of the village
health worker (VHW) by the villages and their representatives;

(4) providing health supplies, storage facilities, and establishing
A resupply system supported by the villages

(5) providing transportation mechanisms for the technical support
system;

(6) obtaining budget support and investments from external sources
on a diminishing basis.
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More specifically the Project is designed to:

= Create a cadre of village health workers (VHW's) and a network
of village health huts (VHH), where basic health services
{first-aid , environmental sanitation, (latrines, refuse pits
drainage) simple health and nutrition education, and preparation
for vaccination campaigns) will be provided and vital statistics
collected. Cases requiring medical attention will be referred
to the health posts and department health centers. MOH personnel
will also train VAW's at these posts.

= Upgrade and expand the secondary health posts (HP) in the Region
(rehabilitate 58 existing posts and constructing 15 new ones) so
that the NHW's will be adequately backstopped and there will be
one secondary post per 10,000 to 12,000 inhabitants (or 9-14 VHHS) .

= Organize a system of monthly surveillance and technical super-
vision of the village health workers by incerporating an
"Itinerant Agent" to work out of secondary health posts.

= Establish the capacity within the rural community to maintain
needed stocks of drugs and medicines.

- Provide technical assistance to the Governments of Senegal (GOS)
Ministry of Health in project planning, implementation and
evaluation.

= Coordinate the establishment of VHH's with UNICEF's creation of
village pharmacies and rural maternity centers.

= Develop Rural Community Councils to assure community involvement
in the Project through their selection of VHW's, construction of
VHH's, and management of the drug resupply system.

= Develop a transportation system for the health posts workers.

- The major emphasis of the Project will be placed on the training of VHW
and the in-service training of the HP staff. Additional training will be
provided via the Khombole School and others to increase skills. :

Nutrition Component:

Nutrition education and related MCH services are provided by the village
health workers in the health huts. The health posts will offer additional
services and education activities through the health post matrons and
itinerant agents.

Population Component:

The village health workers, health posts matrons, and itinerant agents
offer promotional services in the area of family planning. The posts and
huts will also provide related MCH and midwifery services.
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Project Qutputs:

At the end of the Sine-Saloum Project the following activities
will be completed:

(1) The Rural Community Councils will have selected 1800
village health workers and installed a functioning
mechanism for their remuneration by the villagers;

(2) 600 health huts will have been constructed by the rural
communities; .

(3) Village Health Workers (1800) will have received preliminary
) training and refresher courses; EEREIETETE O

"(4) A total of 21 new heatth posts (including 6 programs by
. GOS) will have been constructed, staffed and equipped;

(5) a1l Health Post Chiefs and itinerant workers will have

o received in-service training or recycling which will
enable them to instruct and monitor VHW's, a total of
237 medical and paramedical pPersonnel;

3(6) Supplementary equipment will have been purchased and
. provided to health posts and health huts;

(7) Horses and buggies (76) will have been provided to 3
health posts for transportation purposes and will be
maiqtained by villagers; i

(8) Regular medicine and drug re-stocking, as well as f;;
the maintenance of horses and buggies will have beeg*
undertaken by the Rural Community Councils; R R

(9) The Khombole Sanitation School will havef‘been;sﬁé§i§iﬁéffﬁ
at least 18 graduates per year; Sk

A baseline survey of the health conditions in the villages
. to facilitate project eva%uatién;  Eff1ifl;f 5

B ﬁéﬁ§§gtibn'df 58 Health ?dstésﬁill havé"5§éhfédi§ie§§ﬁ;é

‘ha” Training manuals for VHW prepared in 3 languages; =~

, vj]f§egiona1 MOH supervising and teaching team in ope:a£i§d;
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Project Inputs

Table B provides a summary of AID and host country project input costs.
Appendix D in the Project Faper thoroughly defines U.S. costs for construc-
tion, training, equipment and supplies, staffing and operational support.

AID project financing provides the following:

Construction, Equipment and Supplies
(1) Construction of the renovation of 58 existing Health Posts:

(2) Construction of 15 new Health Posts, including housing
for the chef de poste and the itinerant worker.

(3) New construction and renovation of the Khombole School.

(4) Equipment for 79 existing and new Health Posts.

(S5) Equipment and initial stocks of medicines for 600 health huts.
(6) Financing of the purchaseof 17 light vehicles.

(7) Financing of the purchase of 76 horses and 76 buggies.

(8) Financing of the purchase of 6 audio-visual kits.

(9) Financing of the purchase of cement and materials required
for construction of 600 health huts.

| (10) Financing of the precduction of 1800 VHW manuals.
(11) Financing of literacy manuals and teaching materials.
Logistics
(1) PH animation travel expenses.
(2) PH literacy travel expenses.

Training

(1) 1In-service training program executed by Superviso:y Team
based at Kaolack.

(2) PH literacy training
(3) Short-term contract personnel (2-3) in: Trainlng Design,
Training Extension Work, and Curriculum Development

These inputs are for the Khombole school. s

(4) Training stipends for 20-30 students for Khombole.

(5) Expense for VHW's during training (Meals).
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Evaluation

(1) Financing of sociological survey at project inception
to gather baseline data.

(2) Funding of independent Evaluation Team.
Starfing
(1) Funding of project manager 3.5 person-years

(2) Funding of public health advisor to be based in Kaolack
3.5 person-years.

Host Country Activities

Host Country activities are described below in terms of the

functions of the participating governmental agencies. In accordance

with the GOS "Administrative Reform" policy, the project will be initiated

and evaluated at national level but implemented and controlled at the

regional level. The first preposed step is to organize a Regional Execution
Committee at Kaolack for the implementation of the Project. The administrative
procedures will be established by the Governor of Sine-Saloum and national
agencies' representatives. The routine administration and implementation will
be performed by the project management or delegated to appropriate regional
level governmental agencies.

Promotion Humaine (PH)is the Senegalese ministry responsible for community
development artivities. Promotion Humaine will have the following roles
within the Project:

- animation of Rural Community Councils to assure their
active participation in the Project;

- literacy courses for Rural Community Counselors;
- demonstration in nutrition concepts.

The animation of Community Councils will Le performed through a series

of assemblies spread over 2-3 months according to a program established by
project management. To this end, Promotion Humaine will field in eack
Department a full-time itinerant team consisting of *wo adjoints de animation,
who will visit each Rural Conmunity Council at least twice a month and

will visit village assemblies as required, under supervision of the PH
Regional Inspector. As a result of the PH animation each Rural Community
will accomplish the following actions before the start of the Village

Health Worker training proaram.

- indicate to the project their health priorities and
expectations of what the VHW are to do:
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Because these support functions are essential in all
health prugram activities, they are considered to
be "horizontal" in nature, berefiting each of the
categorical (vertical) programs noted in l.a.(4), as
well as the PHCP. '

b. Project Outputs

Assistance in developing selective support components,
. such as manpower training or logistics and supplies,
would have distinctive outputs for the selected
components, such as:

(1) improved management capability for the national
health program,

(2) well-trained manpower for all or selective
program compcnents, depending on the scope of
the inputs,

(3) efficient data collection/analysis system
capable of serving all components of the national
health program, '

(4) at least minimally adequate training service
facilities.

The weakness in this approach is that although it would strengthen the
MOH Capability to conduct operational activities in cne or two areas,

the program could r»t become functional for lack of other viable program
components. For example, construction of service facilities would be

of little value without trained personnel to man the facility, or without
the drugs and supplies essential for delivery of services.




and staff 6 new HP's which it has previously programmed for the
Region. The Project framework envisions the construction of 15
additional HP with housing, financed by AID, to be staffed by
the MOH. The implementation of the renovation and construction
activities are to ke carried out by the Rural Engineering Service
(Genie Rural) of the Sine-Saloum Region.

The MOH will facilitate and authorize the purchase of medicines
by the Rural Community Councils for restocking of the health huts.

The MOH provides a Prouject Co-Director who collaborates with the
AID financed project manager and cther appropriate regional
authorities. ' The MOH will also provide and employ a Kaolack-based
Regional Teaching and Supevvising Tean composed of 1 graduate nurse,
1l trained midwife, and 1 XKnombole trained sanitarian. The Regional
Supervisory Team will implement the in-service traiuing or the HP
personnel.

The MOH health post personnel will train the VHWs selected by
the villagers. One staff member of each health post will be an
Itinerant Worker (usually the Khombole graduate sanitarian) or
in some cases a matron. The itinerant worker's job will be

to travel at least twice a month to the 9-14 village health huts
in a radius of 3-15 kms to supervise VHW activities.

In each of the six departments in the Project, the MOH will provide

a Deparmental Supervisory Team composed of 1 male Registered Nurse and
1 feuiale Registered Nurse or midwife. These will be assigned from

the existing staff of the MOH Department-Level Health Centers.

The Departmental Supervisory Team will assure (1) correct training

for VHWs by the Health Fost Staff (participating in the instruction
themselves as necessary) and (2) adequate monitoring of the VHWs

by the Health Post itinerant workers.

The Khombole Sanitation School, provides one year training in
sanitary engineering. The renovation and expansion of the Khombole
School is an inseparable part of the Project and will train a
sufficient number of itinerant workers to staff the Health Posts

in the project area and insure effective training and supervision
of the VHW. Furthermore, without an increase in the number of
itinerant workers, there will be little possibility of expanding
the Rural health system initiated by the Project to other regions
of Senegal, one of the Project goals. The Khombole School was
designed for 76 students, but never equipped for that number. With
relatively minor construction (two additional classrooms),
renovation, and furnishings, it will be able to house 40 students.

The expansion of Khombole will alleviate pressure on St. Louils School
enabling it to produce annually about 10 additional auxilary nurses,
which are equally necessary to assure staffing of the new health posts
to be constructed by the Project. The two~-year curriculum will be
designed to produce individuals optimally trained to fulfill the role
of the Itinerant Worker in the Project.
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The Khombole student body of 40 will consist of a first year
intake of about 22 students and a second year intake of about 18
students.

No inputs will be invested in any community unwilling to shoulder
the responsibilities of arranging remuneration of the VHWs,
construction of a health hut, and a village medical sales operation.
Each village to be provided with a Health Hut will select:

(l)_ A First-aid man who will dress wounds and administer
medicines for the more common ailments .(malaria,
diarrhea, eye infections, anemia);

(2) A women who will assist village women during pregnancy,
at delivery and with family and child care;

- (3) A young man who will organize sanitation activities
(latrines, refuse pits, drainage, ditches, etc.)

~ The initial stock of medicines provided by the project to the

~Health Huts will be sold to villagers at cost (25 FCFA per visit).

The Rural Community Council will collect the monies thus obtained and
once or twice a year shall place (through the Sub-Prefect and Prefect,
with approval of the Regional Medical Officer) a restocking order with
PHARMAPPRO, the national medicine distribution agency. PHARMAPPO has
a plan for installing regional ouclets, including one in Kaolack to
facilitate the distribution of medicines. 1In case the required
medicines are not available at PHARMAPPRO, the Rural Community Council
willbe free to purchase from private pharmacists. The Council may
vote monies obtained from rural taxes to augment receipts from Health
Huts. The Rural Community Councils will assure the follow-through of
their constituencies of the activities they are expected to undertake,
such as the renuneration of the VHWs, the maintenance of the Itinerant
Agent's horse, and maintenance of the VHH.

k Other Donor Activities:

The Peace Corps plans to provide 6 volunteers (one per Department).
Each volunteer will collaborate with the PH animation team and

the MOH Supervisory Team of the Department to assure the effective
animation of the Rural Community Councils, training of the VHWs
and organization of the VHH restocking supply channels.

This project will be coordinated with other rural health projgcts;‘;
in Sine-saloum: el

(1) UNICEF-‘completihg,projectsbin:coqpe:aticnvwith!ﬁﬁogﬁﬁatf

strengthen basic health services atthe health province
Cdevel. e A T S e B e e
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(2) Ecumenical Project (Nganda) - Catholoic-financed
project, local in scope, which aims at general health
and sanitary improvements as well as a variety of
homemakers skills. -

(3) TCIDA (Gossas) - Provides technical adviscrs and doctors
to health centers in the Gossas Department.

Issues:

Issues raised about Project inputs and outputs'by the Project
Logical Framework include: '

= Willingness of MOH to assign to the Sine-Saloum Region
newly graduated nurses and itinerant agents to complete
the Project staffing;

= Medicines are always available from PHAEMAPPRD or private
pharmacists;

=  MOH capable of allocating ibudget to complete staffing of
existing health posts, for staff of new posts, regional
supervision team, and expanded Khombole operating costs.

= Rural communities capable and willing to compensate VHWS
through monetary or other means;

= Promotion Humaine is effective in its motivation and
training of rural community counselors in basic literacy;

= -Peace Cofﬁ-vblunteerlare available as requested;

- Other issues pertinent to the initiation and completion of

~ the Project involve the (a) availability of qualified applicants °

- for the paramedical training programs; (b) continuous AID

funding; (c) continued interest and motivation .ithin the rural
communities to participate in the Project and to follow-up

with appropriate activities when donor funding is withdrawn;

(d) prevalence of adequate supervision at all levels of the
delivery system; and (e) managerial and administrative capabilities
of the regional infrastructure in the area of health system develop-
ment.

- Source of information:

Senegal Rural Health Servicgs.Péyg;pgmegtirgqjéét;?;pe:, ~i




SUDAN

Project Title and Number: Health Services Delivery System, 650-0021
(PID Stage) B I LR RS co

Project Target Population Covered: th:défiﬁéé”;?

Project Life: Fleéij

Project Costs: ‘f$21.8;ﬁiliibn étant (Total Cost42§:1 million)

Project Purpose:

The purpose of the project is "to improve/strengthen the rural health
delivery system of the Sudan by provision of basic health care services

to the rural population of Sudan on an expanded and more equitable basis."

Area Covercd:

Rural population nationwide.
Problems

The health care system in the Sudan suffers from many of the problems being
experienced by other developing countries. There are high mortality and
morbidity rates, high endemic disease incidence and prevalence rates,

severe shortages and a maldistribution of health manpower, and inadequate
health facilities ard services. Currently the financial and human resources
are not available in the Sudan to respond to the increasing demands being
placed upon the health care system.

Communicable diseases emanating from poor environmental sanitation comprise
the principal health prcblems of the Sudan and absorb the bulk of public
health expenditures. Other avoidable diseases account for the next largest
~category of health sector burden. The total incidence of these conditions
constitutes a serious drain on productivity, output and development.

Malaria is the single most prevalent communicable disease, afflicting upwards
on one~-quarter of the population. An increasing portion of it is man-

made. Gastroenteritis accounts for over one-quarter of the most common
non-accident hospital admissions. Its true incidence, both alone and as a
complicating factor of other diseases, is several times greater; and the
economic cost of treatment and lost productivity from gastroenteritis,

while difficult to determine, is certainly considerable. Man-made bilharzia,
a by-product of irrigation and careless sanitation, is spreading rapidly
with development - as is the cost of efforts to control it.

Malnutrition and anemia account for one-fifth of the ten most common non~
accident admissions to hospitals to hospitals in 1974. Malnutrition
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~afflicts mainly infants and children. In Khartoum Providence, which has

the lowest reported rate of malnutrition in the Sudan, one-third to one-half
the pre-school children examined in a recent survey suffered observable
protein-calorie malnutrition. The indirect economic burden of infant
malnutrition is evidenced in irreversible impairment of mental develop- .
ment affecting motor functions. and sensory perception, physical retardation,
learning difficulties, and complications with normally controllable '
infections which can render them lethal.

The health resources available to improve health and nutrition status are -
qualitatively mixed, most often inadequate, and in any event maldistributed.
While the physician/population ratio for the Sudan is higher than in

most African countries, half the physicians reside in Khartoum and Gezira
Provinces. Southern and western provinces are disadvantaged in every
category of health resource. The south particularly lacks infrastructure,
planning and administrative expertise, and logistical support necessary

even to absorb enough resources to bring that region to the level of
northern provinces.

Health, Population and Nutrition Components:

No specific breakdown of the health, population, and nutrition components
of the Sudan Rural Health Delivery System project are identified. Only
2 very general and vague description of the problems encountered in Sudan
- that may be ameliorated are given. These are addressed by the specifics
of AID financing as shown below: (See alternative plans, Appendix A.)
a. Technical assistance in:
1. Administrative planning/management
'2;¥«ﬂanp§wer5tfaining
;'TSQ*ﬁﬂgéifh{inféfmafion/data”SYsﬁgﬁétf
,é;ffibéiéﬁics‘and S§ppiies}jpf&éﬁféﬁéﬁ#/diéﬁ?ﬁ@ﬁ##@ﬁi
5. Health education

6. MCH/Nutrition/Family Planning .

]ﬁﬁdémib*diséaéélcdﬁg?bl;12 
;Eﬁ?irbhmental heélth
‘:p@moditf support for: .

ffl,, teaching materialsiahdfgﬁéi@f&isﬁﬂw

2, drugs and‘pha:ﬁaﬁeﬁﬁicéiSf;

3. transport and spare parts
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Bldtk Grants for:

‘71.' the north, to cover costs to construct and equip

specified training/service facilities, and storage
facilities for drugs and pharmaceuticals; and to
pProcure transport and spare parts, drugs and
pharmaceuticals.

2. the southern region to renovate or construct and equip
10 or 12 Primary Health Care complexes.

The exact number of facilities to be constructed or
renovated and their utilization will be determined
during Phase I for actual construction in Phase II.

- Project Qutputs:

Project outputs will include~

a. trained health workers in the Primary Health Care Progranm,
especially at the intermediate and village levels;
b. participant training completed for key health personnel;
‘e. a cadre of qualified trainers for long-term assignment to
' basic and refresher training activities;
‘d. facilities constructed in proje~t target areas and
adequately equipped/supplied to provide basic rural
health services and to function as field training areas;
e. an operational logistics/supply system providing cold chain
facilities and adequate distribution of vaccines, drugs,
and pharmaceuticals; :
v:f. integration of appropriate components of endemic dlsease
‘ " control activities in the PHCP; = S
?tq;i~immunization p:ogram in operation,; iiif
,ﬁh. .a reliable transport malntenance system.
7Pf6ject Inputs:
AID has proposed a six~year health sector program estimated to cost

$21.8 million. AID will provide 171 persons-years of technical
assistance, $2.8 million for participant training, $1.05 million in
commodity support and $4.5 million for construction and equipment.
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project will be carried out in two phases. Phase I covering the first
two years, will concentrate on strengthened health infrastructure,

on manpower training and first stage expansion of the integrated rural
health delivery system. Phase I activities will provide lead time to
develop appropriate techniques and methodology needed for effective
conduct of Phase II years three through six.

Of interest are the following quantitative indicators of proj.ct
achievement:

a. increased number of people utilizing peripheral health
facilities;

b. number of children 1mmunlzed agalnst preventable
childhood diseases; s

c. improved nutritional status of mothers, infants and""'
pre~school aged children;

d. decreixse in cases of severe diseases, such as malaria,
- bilharzia, sleeping sickness, gastroenteritis;

’é;( better collection of vital statistics -- birthsand deaths -
and reporting of communicable disease outbreaks;

“f; number of PHC units constructed by the GOS and dispensaries

~ . constructed or renovated measured against phased proqram
targets.

fasves:

"' ‘see’Appendix A.

,f‘ébﬁfce of Information:

' Sudan Health Services Delivery Syst M ime\ﬁi;mv;f;hﬁéﬁibﬁféééﬁﬁé:”*



APPENDIX A

Alternative Approaches

The alternative approaches described below represent a broad spectrum
of intervention, from a highly complex, comprehensive health sector
approach to a less complex, highly specific categorical approach.

l.

Comprehensive health sector approach .

a.

Definition/Description

A comprehensive health sector approach would identify and
address the priority health needs of the Sudan. It
would strategically support all components of the
National Health Program and thus move the Program at

an accelerated pace toward health goals established

by the Government for its third development period,
1977-1984. The Ministry of Health would be in a much
better position by 1984 to maintain and operate the
infrastructure required to meet the continuing rural
health needs of the Sudan.

Program Components would include:
(1) The Primary Health Care Program (PCHP) designed]€o .

expand basic promotive, preventive and curative -
services to the rural population. -

 (2) Endemic Disease Control Programs with administrative,

and operational direction from the national level

for control of major diseases such as:
(a) Malaria
(b) Bilharzia .

‘Z(c) _OnchbcerciaSi§ 

the national level. for diseases preventable through '

(a) Measles -

(B) Polio
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(c) Diptheria
(d) Whooping cough

(4) Maternal & Child Health/Nutrition/Family Planning
Services directed by the MOH as a vertical national
program. This approach would use national resources
to address problems of malnutrition in mothers and
children, prenatal care and family planning.

(5) Development of national and regional health infrastructure,
and supportive services; e<g., manpower training,
logistics/supply, information/data systems, essential
for efficient/effective implementation of components
of the comprehensive health service programs,

The comprehensive health sector approach would require comparatively large
inputs of AID health sector funds. Technical assistance would be needed
in the disciplines of:

l. administrative planning/management

2. manpower training

3. health information/data systems

4. *1§Q;S£icskand supplies: procureménﬁ/giéﬁ#gﬁﬁﬁiéhﬂ
'§S;fgﬁ§§l£h education

6. maternal and Child Health/Mutrttlon/Failly Plamning

entenic aisease control

fén?irgﬁﬁenﬁai.heélth;

,B. " Project Outputs

The comprehensive health sector approach would be the
most demanding of the various alternatives in donor
inputs, but could be expected to produce maximum outputs,

(1) A strong health infrastructure at national, regional
and local levels, characterized by: s

(@) good administrative/management capabilities

* f(b) well trained health personnel
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(é) efficient transport/logistic/supplies systems

(d) functional information/data base, useful in
program planning/evaluation

(e) adequate facilities for training for delivery
of rural health services, and for required
supportive services (lab/X-ray/dental).

'(2) An efficient Primary Health Care_delivery system,
: expanded to reach the rural poor in all areas of. the

Sudan (a goal given top priority by the Government).

(3) Effective endemic disease control programs for:

(a) Malaria

(b) Bilharzia

(c) Onchocerciasis

a.

[Z,fﬁPrimary Health Care Approach

Definition/Descripticn

As noted in (1), the PHC Program is designed to expand
basic promotive, preventive and curative health services
to rural areas of the Sudan, using a network of
dispensaries and rural health units manned by para-
professionals (medical assistants, nurses and village
health workers), with patient referral, as necessary,

to rural/district hospitals.

The PHCP would require essential infrastructure and
supportive services, but would exclude categorical,
nationally directed programs; e.g., malaria, bilharzia,
onchocerciasis control. (Basic elements of communicable
disease control, MCH/Nutrition/FP, and environmental
health/water supoly activities should be viewed as part
of the PHCP; i.e., services the PHC complex should be
able to render routinely in a village~based health
delivery system.)

Project Outputs

(1) An infrastructure necessary for conduct of the
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(a)‘ Manpower trained to deliver basic rural health
' services (medical assistants, nurses, village
health workers) :

(b) Training/service facilities required for
' Preparation of PHCP health workers and for
delivery of basic rural health services.

(c) An efficient distribution system for drugs and
pharmaceutical supplies within the PHCP.

(d) An efficient system for collection/analysis
of program data/vital statistics.

(2) A properly staffed/strategically placed PHCP could
‘ be expected to have certain immediate/short-term
benefits reflected by:

(a) better attendance at PHC facilities of rural
poor in need of health/medical care,

(b) better reporting of morbidity/mortality
statistics, and

() nore adequate referral of patients needing
‘ hospital outpatient/inpatient care.

- This apprbach”wbuld not assure strengthening of infrastructure at the',‘
-national, MOH level and thus might result in a weakened, less effectiveﬂ'
infrastructure for the PHCP.

This approach would result in little if any outputs in the vertical . -
brograms; ¢.g., malaria/bilharzia contvc., and environmental health.

3. Geographic/Pilot Area Approach

a. Definition/Description

In this approach, AID would support one or two health
delivery s:arvice areas of limited size, such as one Province
in the north and one in the southern region, for the

planning and implementation of comprehensive rural health
services. This apprmach would include elements of the
Primary Health Care Program, plus endemic disease control and
other vertical-type national programs.
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The pilot area approach would be implemented as a

health sector activity alone, or could be developed

in a broader integrated rural development scheme,
involving tne agriculture, education and/or other sector
prograns.

Project Outputs

As a micro-scaled version of the country-wide Primary
Health Care Program, the geographically limited -
approach would be expected to result in the same kind/
quality of outputs described for the PHCP.

If this approach were developed as one component of an
integrated rural development scheme, it could have
further outputs such as:

(1) better planning for broad family oriented
services that would improve socio-economic
status

(2) more efficient use of limited rational resources.

However, the geographic/pilot area approach could
be ineffective unless it were to have access to
adequate support services such as logistics/
supplies procurement .d distribution, information/
data collection backstop services, or lacking such
support, could develop its own systems.

4. Categorical (Vertical) Approach

a.

Definition/Desrcrip’.ion

In this approach, AID would assist in the planning,
implementation/evaluation of one or two so-called
categorical (vertical) programs, national in scope,
such as:

(1) malaria control

(2) bilharzia control

(3) onchocerciasis control

(4) communicable disease control - childhood
immunization campaign
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(S) MCH/Nutrition/FP services

(6) environmental health -~ water supplies,
and waste disposal) programs.

Project OQutputs

For the categorical programs assisted, outputs would
include:

(1) Dbetter technology/methodology for conducting
the programs chosen,

(2) manpower trained to provide efficient services,

(3) decline in number of cases (e.g., endemic
' disease, communicnble diseasz, and malnutrition).

The categorical/vertical approach would strengthen
the infrastructure required for a specific program,
but would have little, if any, impact on MOH
capability to deliver rural health services in

the PHCP or cther unassisted program components.

mf} Functional (Horizontal) Approach

d.

Definition/Description

In the functional approach, AID would limit its’
assistance to development of one or two selective
support components, such as:

(1) administrative planning/management

(2) manpower training

:1‘3): transportation/loglstlcs/supp]_ies _;ﬂ,

- procurement, distribution

7?}4), information/vital statlstics/program data:

base

1‘{5) facilities construction; i.e., Lralning/service

centers, PHC complex dispensaries and .
satellite units in villages.
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TANZANIA

Project Title and Number: Manpower Training Progfamffor?Métefﬁa;fandfchild'
Health Aides, 621-0121

Project Life: : FY1973-FY1982

Project Cost: $10.8 million for FY1973-FY1982
AID project inputs ($3.5 million for FY1978-
FY1982 project inputs).

Target Populaticn: 13 million (90% of rural population)

Area of Coverage: National

Project Purpose:

This project is to assist the Government of Tanzania to achieve an
institutional capability to provide comprehensive maternal and child health
(MCH) and spacing services to the rural population as integrated parts of
the Ministry of Health (MOH) rural health program.

Health, Population and Nutrition Components

Through FY1976, obligations under this Project financed the construction
and equipment of 18 MCHA (maternal and child health aides) training schools,
technical assistance, training, and equipment for rural health facilities.
Fourteen of the eighteen training centers planned have been opened and are
Presently training MCHAs. Six schools have graduated a total of 161 MCHAs
who are presently delivering health services in comprehensive MCH services.

The MCHAs have been trained to render services in health education
including child spacing; organize and deliver MCH and child spacing services;
and provide instruction in nutrition. The training curriculum in the future
will concentrate on skill development in delivering preventive and curative
services for mothers and preschool children. Immunization and child spacing
techniques will be significant elements in the new training curriculum.

A simplified clinic service statistics system has also been incorporated into
the MCHA curriculum.

The 18 MCHA training centers are located in regional or district head-
quarters where adequate housing for training staff is not available. Three
professional staff members are assigned to each center. Original plans for
the Project indicated that 64 housing outstations would be built; however
this number has been reduced to 49, The difficulty in finding adeguate
housing has created a major problem.
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Fourteen of the 18 training centers have started regulax 18 month
training programs in 1976. Six of these centers have completed a short,
upgrading program for village midwives in 1975. The remaining four centers
will be operational in 1977.

Curren*ly the AID funds for the Project will involve the provision of
expert ass:stance in MCH/child.spacing planning, teaching and service
delivery with the MOH. These technicians will assist the MOH in the super-
vision of the training centers. Short term consultants will be provided in
various MCH and child spacing related areas including clinical service
delivery; data systems, medical records, management information systems, and
supply distribution systems.

Participant training will be increased in the second ohase of this
Project to reflect the need for trained MOH personnel. Emphasis will be on
training nurses and health administrative personnel. This training will be
primarily in the U.S. and will stress practical concepts that can be applied
to Tanzania.

Commodities will be provided for use in service delivery aspects of the
Project, such as classroom equipment including various visual aids; transport
vehicles; contraceptives; MCH/child spacing kits including child and adult
scales, kerosene refrigerators, sterilization equipment, needles, sphygmono-
meter, obstetric stethoscope, stethscope, syringes. The Project will also
fund at a decreasing rate the recurring costs for the 18 training centers.

A survey conducted by AID and University of Dar es Salaam of the knowledge,
attitudes and practice of child spacing is proposed for each of the MCH training
centers now in operation. A study of this type would be useful in making
future plans for the expansion of child spacing services. Other studies of
the Project's impact on the death and birth rates, as well as infant and
maternal mortality, would be appropriate.

Project Outputs:

In general terms the Project outputs to be achievgéfaggjg;,

. MCHA Training Centers built and.ﬁCHAs‘trainéd;' 

fféctive logistics/supply system in place.

3;F5foﬁr MCH Zonal Centers for professional training established at -

-~ the consultant hospitals (and regional and district MCH positions
established). '

4. Returned participants working in Project.

5. Effective training program for MCHAs developed for training centers
and field training‘prqgrams,ﬁg
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More specifically, at the end of the Project the following conditions
will have been achieved: ‘

1. 18 training centers have been completed with each site consisting
of a classroom, demonstration clinic, student documitory, and .-
three staff quarters. These centers will comprise the MCH = .
training infrastructure for initial and continuing education in
MCH and child spacing. ' .

‘;2;f~A training staff of MOH personnel has been identified ang placedt
~in the training sites (and training curriculum developed). T

~3;f Over 2,200 maternal and child health aides (MCHAs) will havéfbéﬁwﬁi
" trained and placed in the Government of Tanzania rural health:
delivery programs. ‘

4{£TAn MCH and child spacing supply distribution nevworkiﬁiilﬁbéff
~* operational throughout the country. . B R

5, The MOH will have completed survey studies whi@hgyilinfBVidéf
.. @ firmer data base for further development an . improvement ‘c

the MCH and child spacing programs.

6. Comprehensive MCH and child spacing services.wiiiibéiéVaiiablé?
to 90% of the country's rural population. LT e

7. 21 professionals have received long term U.S. participant
: training and have been placed in teaching, supervisory and .
planning positions in the medical school, MOH, and Ministry of
- Finance. ‘ ‘ o

Project Inputs:

"AiD:has provided contract technical services, participatory training,
commgditiES, capital construction and administrative services. Tables
W and Y outline the AID and host country inputs.

Host Country Activities:

By 1980 the Government of Tanzania will have full financial responsibility
for the operation of the 18 MCHA training centers. 1In addition, the Covermment
of Tanzania will have assumed the recurring costs for the MCHAs after they
have been placed in the field.

Other Donor Activities:
Other foreign donors will not financially contribute tovthiSTPeréct,

However, contributions from foreign donors constitute the major portion:of
the Government of Tanzania health budget.

%0



TABLE W:

o ! TS

(in $000 or equivalent)

‘Project Inputs Project Cutputg  (Years)

. 1 2. 3 A 2 TOIAL
- AID Appropriated 6232 3053 686 834 48 10853
Other U.S. - - - - - -
Host Country 236, | 77000 - 165 - 79529
TOTAL 8556 | 80053 | 686 | 999 | 48 | 9032
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TABLE Y: SIMMARY COST ESTINMATE AND FINANCIAL PTAN

(Us $000)
AIDH» Host Country
Source TOTAL
FX " ZC FX IC
1,0, Personnel 970 - - 21311 22281
2.0, Participants 625 - - 165 790
3.0. Commodities 2433 - - 15000 21433
4.0, Other Costs 6825 - - 39053 45878
"Inflation Factor - - - - -
Contingency - - - - -
TOTAL 10853 - - 79529 90382

*Indicates actual obligations for FY 73-76 and planned obligations
for FY 77-80,
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Issues:

l. Since the Project's recurring costs are quite high ($901miiiionf
there is some doubt as to the Government of Tanzania's ability to fulfill
its future financial obligations.

2. The Government of Tanzania's ability to make developmental improve=-
ments in the health sector is based primarily on huge foreign contributions.
Thus, payment of recurring costs in this Project and other financial obliga-
tions in the social sector are based on external sources. The continued
success of activities initiated by this Project may rely on the future
financial interests of external donors.

3. The continuous support of the Government of Tanzania, and AID are
important to the implementaticn of the Project.

4. The MOH has indicated that it will be able to absorb the newly
trained MCHAs into the health system. Yet, the construction program for
health centers and dispensaries has had financial problems thus limiting
the number of field MCHAs positions. Funding by other donors may help to
resolve this problem.

5. The MCHAs must maintain continual moral support from the community
in order to function effectively. A

6. The development of a viable transportatiprsystem,-superv;sofy"éystem,

management information system, and supply distribution system are essential’
to the delivery of services by the MCHAs.



ZAIRE

Project Title and Mumber: Basic Family Health Services, 660-0067

Project Life:

This review is based on a PRP rather than a PP since it has not yet been
completed. However, based on talks with the Public Health Officer in Zaire,
it appears as if the project will start in late FY 1979 or early FY 1980
and run for three years.

Target Group Coverage:

The.project will provide basic family health services, including child
caré, family planning/maternity care, .communicable disease control and primary
medical care for about 1,250,000 people in areas that now have little or no
h?alth services. Project emphasis is on fertile women and children under
five years of age. Other segments of the population will also benefit

sub§tantially from general health services available close to home and at low
cqQst. .

Project Purpose:

To develop basic family health services in five (5) zones_cover;ngaa“
population of about 1.2 milli°n.a57@‘tesﬁingijdél“f¢r a country-wide health
delivery system. St e : A .

Project Inputé:

USAID input of $2,685,000 includec< approximately $1.4 million for
tachnical services, S1 million for commodities, and $285,000 for other costs,
including training. Local costs or GOZ inputs of $1.5 million includes
approximately $400,000 for construction and/or renovations, $715,000 for
operating expenses, $385,000 for other costs including in-country training.
Start-up costs for each zone are estimated at $200,000 (equipment, transport,
and initial supplies), $150,000 for construction/renovations and one year
operating expenses. After one year, services will be self-financed from fees
for services and drugs. By the end of FY '79 or early FY '80, the project
will be operational in two zones; one urban and one rural.

Project Qutputs:

By the end of FY '79 or early FY '80, there will be zone level basic health
services in two zones. In all years, there will be five zone level basic health
services. By late FY '79, there will be one zone level referral hospital
renovated,equipped and a staff trained. There will be five in all years. By
late FY '79, there will be twelve community health centers established or
dispensaries renovated, but in all years, there will be 35. By the end of
the first year of the project, it is expected that 100 Zairan staff will have
been trained in-country and that in all years 500 will have been trained. It
is also expected that there will be two professional staff trained in the U.S.
by the end of the first year and six in all years.
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Health, Population and Nutrition Activities:

There is very little description of nutrition/health/population activities
per se. Population is discussed within the context of naissances desirables,
the government program for wanted births. This is a somewhz2t more passive
role than normal for population activities as it involves little outreach
and consists mainly of making contraceptives available.

Nutrition activities are not discussed in detail either. There is
currently an AID nutrition project being implemented in Zaire entitled
Nutrition Planning. From talks with various AID officials and Government
officials, it was ascertained that components of that project would be
incorporated into the health activities at the village and dispensary
level.

Integration in this project embodies three elements:
1) a mix of preventive and curative services;

52)  a system of referral from the lowest level of care to
“5*“qthe -zone level hospital and;

3) coordination and 1inkage with other development activities .
such as agricultural projects.

The project plans to achieve integration as defined at manpower,
structural and funding levels. The project will provide manpower training,
assistance in reorganization of the system, and the funding source is a
single one covering all aspects of the project.

Host Country Activities:

Discussions with the Public Health Officgr indicated that the Government
of Zaire would match the inputs of USAID. .EOllowing are the estimates of
‘AGOZ inputs in one of the zones: S

1) construction and renovatibh;i~é§pfpximétely $170,000;

2)  for training: the cost of tiaihing supplies, equipment, and

: materials, travel and per diem for cadres of health personnel,
salaries for Zairan trainers approximately $55,000;

'3} commodities: beds, matresses, maintenance and repair on two vehicles
for the life of the project and kerosene sterilizers come to about
$35,000 - $40, 000: :

'4) . salaries: about $ao 000;
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' '5) administrative costs: The Government oI Zaire will pay the
' administrative support costs of personnel in the zone -
about $23,000;

6) recurring costs: The Government of Zaire will pay the normal

' recurring costs of the health system such as “or fuel,
maintenance, and building and equipment depreciation, etc. -
$66,500.

Other Donor Activities:

The area of health and family planning in Zaire is beginning to receive
attention from other donors. The World Health Organization (WHO) has a
program in Zaire and concentrates its efforts on five areas of activity -
development of health services, cormunicable disease control, smallpox, training
of nealth personnel and manpower, and fellowships. The proposed WHO budgets
for Calendar Years 1975, 1976, and 1577 are $1,370,000; $1,430,000; and
$1,481,000 respectively. There are a total of 44 WHO personnel positioned
for Zaire for the period of 1974-77. Approximately $25,000 per year is spent
on fellowships. The IBRD carried out a water supply survey with WHO with
selected areas of Zaire in 1973 and is currently considering a project in this area.

Source of ;Information: (a) 2Zaire Basic Family Health Services Project
Review Paper R

(b) Steve Lucas HEW/OASH/OIH
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REPUBLIC OF KOREA

Project Title and Number: Health Demonstration Loan, 489-0092, ;

Project Cost

$5.0 million loan (Total Project Cost--$6.7 million)

Project Life : FY 1975 - FY 1981

Not Estimable

Target Population

Area Coverage National

Project Purpose :

(1) Establish a Korea Health Development Corporation (KHDC)
to plan, conduct, and evaluate low cost integrated
health delivery projects directed primarily toward
low income families.

(2) Initiate and manage successfully a multi-gun (country)
low cost integrated health delivery demonstration and
evaluation project(s), suitable as a model for
subsequent replication. This project(s) should
illustrate the principles, procedures, and benefits of
health planning, service rationalization and cost-
effectiveness, manpower optimization and assessment.

(3) Conduct research on national health development ‘'subjects
relevant to expanding delivery capacity to low-income
groups in order to assist the Government in formulating
policies, plans, and programs in the health sector.

Health Cocmponent:

In fulfillment of Project purpose (1), the Project will assist in
the creation of: the Korean Health Development Corporation (the
semi-autonomous body to research and field test low-cost delivery
systems); the National Health Council (a top level, interministerial
group which will promote program evaluation and assist in the HKDC in
Project development) and the Mational Health Secretariat (a pro-
fessional staff concerned with macro-research, planning, and the
overall project evaluation.) These government agencies will be
concerned with the planning, implementation, and evaluating of
low-cost health projects on a regular basis. The Economic Planning
Board, the Ministry of Health and a U.S. AID Project Development
Team will implement the Project.
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The Korea Project, as outlined in Project purpose (2), will initiate
and manage a multi-country low-cost intergrated health delivery
demonstration and evaluation project. Basic health services

provided in select villages and township will include, education
health, and promotion, maternal and child health (MCH) as well as
environmental health (i.e. sanitation) services. Cost-effective mixes
of health personnel will be utilized to provide health services. The
Project proposes that newly-trained or retrained primary health care
workers (physician extenders) deliver these public health services.

Beginning in 1976, 12-15 candidates for physician extender training
shall be selected for one year of training. These candidates will be
placed in a single gun (Countxry) of some 200,000 population (13-15,000
persons per phsycian extender.)

According to the project paper, a feasibility study of the types of
auxiliary workers needed to perform these health tasks will initially
be developed (at least 3 auxiliaries per township is proposed.)

The Project also suggests the establishment of a health prepayment
or an insurance scheme will be initiated in at least one demonstration
area. Specific details of several prepayment schemes were provided.

Research on national health development, Project purpose (3), issues
will be useful in assisting the Korean government agencies in formulating
policies, plans, and programs in the health sector.

As an example of the type of health service to be provided in the KHDC
demonstration projects is outlined below:

Problem Alleviating Services

(1) High rate of common commun=- (1} A minimum coverage of 80%
ible diseases preventable of target group via immunization
by immunization. for diseases prevalent in demon-

stration areas.

(2) High rate of infection and (2) Combination of (a) providing
neonatal tentanus accompany- instruction and sanitary
ing childbirth. "delivery kit" to mother and

attendant, (b) increasing access
to professional pre-natal and
midwivery service and (c)
immunization (where appropriatej.
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Problem Alleviating Services

(3) High incidence of water/air (3) Combination of (a) promulgation and
borne diseases enforcement of improve environmental
sanitiation laws, (b) increase
availability of potable water (e.g.,
via Sae Maeul or Wew Village Movement
activities), and (c) increased educational
effort on personal hygiene. :

(4) Malnourishment among pre- (4) A combination of (a) instruction on
schoolers. increased home production/consumption
or more nutritious foods (e.g. soybeans)
(b) breastfeeding instruction, and
(¢) urging child spacing (where
appropriate).

(5) Undesired pregnosicies and (5) Increase quantity and qualiity of
births. family planning services at village
level.

(6) Cost of professional health (6) Combination of (a) training and

care too prohibitive for utilizing paramedics to reach more

low-income families. families and treatment at lower levels
of health care system, (3) spreading
of risks and costs via health
insurance, (d) giving attention to
preventive measures (by the individual
and by health care providers) and (e)
establish refeirral system to make
better utilization of public hospital

system.
(7) Emergency treatment not (7) Develop first-aid and emergency
available at village level. referral centers in ccoperation with

Mothers' Clubs, New Village Movement
or other local groups. Upgrade
training and practice standards of
local druggists.

These basic services would constitute the key elements in the P2V (Primary
Care Network) established in each demonstration area, although the delivery
channels could be varied to test public-, private~ or cooperative-based
alternatives. Once the actual sites are chosen, the target population,
the health resources, etc., can be assessed and specific performance
standards and annual output targets established.
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Population Component:

Basic services provided by the auxiliaries in the demonstration areas
will include family planning and MCH services.

Nutrition Component

Basic services provided by the auxiliaries in the demonstration areas
will incorporzte nutrition and MCH services.

Project Outputs

The implementation of the Health Loan agreement will lead to these
expected outputs:

l. A new semi-autoncmous unit (KHDC) chartered, staffad.
and furcr.ioning.

2. The creation of a National Health Council to guide the
KHDC, and to engage Korean multi-sectoral decision-
makers in the formulation of national health policy.

3. The establishment of a Mational Health Secretariat under
the aegis of the Economic Planning Board (EPB) to
perform staff functions for the Council, conduct health
research and planning, evaluate the progrmmatic
experiences of the KHDC, and distill policy-relevant
materials from the KHDC and similar demonstration
projects for the Council.

4. Primary health care workers trained or retrained and
deployed equitably throughout project demonstration
area(s).

'Project Inputs

United States inputs for the Project Loan will include technical
assistance (korean and external), project start-up and operational
costs, and participant training (U.S. and third country). See
Tables A-3 and A-4.

Host Country Activities:

The Ministry of Health (MOH) is the national agency responsible
for national health planning, programming, and policy. However,
other key government agencies will cooperate with the MOH in this
Project endeavor.
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Table A-3

Korea Project Budget Summary
(000's or equivalent)

102

(1) AID Appropriated Dollars FY FY,£ FY | FY ! FY K Al
by functional Appropriation o ' i Years
Category ! ’

1976: 19771 1978 1979 1980°

(A) Health and Population: 370f 702{ 1249 1334| 1345( 5000

~(B)' Total AID Appropriation

e Dollars:

‘1. Dollar Expenditures 111) 285| 277] 121] 66| 862

‘2. Dollars Converted to
Local Currency 257] 417|972} 1213| 1279| 4138

Total Loan: 370 702| 1249] 1334| 1345/ 5000

(2) Host Country, Total: 123| 235| 4l6| 445| 448| 1667

(3) Other Donors, ,‘ T§£§i§§ - - - - - -

(4) Total Project Costs: $494| $937|$1665| $1779| $1793| 56667




Costs of Korea Project Outputs

Project Costs

Direct Hire
Personnel U,S.
(Non~Loan Funded)

Other Technical
Services (U.S. and
Host Country
contract services)

U.S. Commodities
Construction of
small treatment
facilities
External Training
Other Costs
(Local Currency

Costs)

Total

Table A-4

(000's or equivalent)

Project OQutputs

KHDC Demonstration National Health .~ Total
Project - Secretariat '

(240) (240)
337 62 5 404
30 450 8 488
120 120

67 67
947 4254 387 5588
S$1381 $4886 $400 $6667
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The national government w:ll initially institute Presidential
Proclamations necessary to the establishment of the new national health
agencies. The KHDC, National Health Council, and the National Health
Secretariat will participate in all phases of Project Planning and
programming. The MOH will create a health planning section and provide,
training, abroad or in-country, for health planners. As the MOH
develops its planning capabilities, it can expand its scope and range
of activities and absorb certain planning and research activities of
the Health Secretariat.

QOther Donor Activities

The World Bank is presently negotiating a $20 million loan to the

Ministry of Education for business and health education and training,

of which approximately $4 million will be utilized for training allied
health personnel. The latter is thus a complementary activity to the
purposes of the AID health loan, since the Corporation will also seek

to train and utilize these types of personnel in the demonstration area(s).
However, there is no other involvement of foreign donors in the Project
but there is considerable financial interest.

Issues:
The following is a list of issues raised by the Project Paper:

1. A detailed description is needed on the nature and :
frequency of reports required of each of the institutions
involved in the design, implementation, evaluation '
and monitoring of the Loan Project.

2. The staffing of the KHDC should be proceeded by a
thorough search for qualified Korean health workers
who are not employed by the ROKG or providing health
services to the people of Korea at this time. This
search should include workers who have received advanced
training abrozd. Lo

3. Additional clarification about the role of the KHCC in.
both the designing and implementation of the demonstration
site(s) activities should be required.

4. Since certain activities relating to the AID Health

" Planning Project have been incorporated under the
health 1loan, care must be taken in the final planning for
the KHDC to insure that functions, i.e., training components,
adminsitrative and clerical support staff, space
requirements, and seminars are not significantly duplicated.
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5. It is imperative that one full-time, direct-hire AID
staff professional be secured for at least the first three
years of the Project. The presence cof such a professional
on a day-to-day basis can make the difference in effective
cooxrdination and participation among all interested
parties in the health sector.

6. It is expected that the KHDC will be successful in its
endeavors to conduct demonstration project(s). This.
will probably attract domestic and international grants/
loans for similar projects within the Corporation. -

Adequate legal provisions have to be made in the corporate charter
to allow funding external to this loan, with the provision that
the Corporation can undertake such activities to the extent that
they are not detrimental to its central purpose.

A. The physician extender concept to be developed in.the
demonstration projects must emphasize the formulation
of competent, (new and existing) workers trained to perform
a mix of creative and promotive health tasks.

B. 1In the employment of the physician extenders allowances
must be made for their continued need for supervision,
referral rescurces, financial regards, and continuing
professional growth (through continuing educatien,
upward mobility, etc.)

C. The demonstration projects should be sensitive to the
‘health needs and demans of the local communities.

Source of 1nformation:

Korea Health Demonstration Loan Project Paper.
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NEPAL

Project Title and Number: Integrated Health Services,

367-0227
Project Life: FY 1976 -~ FY 1979
Project Cost: $2.2 million grant (Total Project Cost--$27.9 million)
Target Population: The project is expected to cover the entire .

population of the country through organiéation
of the basic health services (approximately
10 million persons)

Area of Coverage: National

Project Purpose:

This technical assistance project comprising approximately fifteen person
years is to assist his Majesty's Government of Nepal (HMG), develop the
management, control, and training capacity so as to organize and operate
an effective Integrated Basic Health Services (IBHS) equitably distributed
to the rural poor majority.

Health, Nutrition, and Population Components:

No specific delineation of health population and nutrition components is
possible using this Project Paper.

The broad concepts which will be the future foundation for Nepal's
national health program development were conceptualized in a Project
Formulation (PF) planning exercise. The PF document was the result of
a health planning workshop with participation from AID, GON (Government
of Nepal), WHO (Wecrld Health Organization) and other donors in 1975. The
PF dccument describes in detail an operational plan to phase health
services into 810 equitably distributed health posts. It covers every
aspect of program design, from the selection of health posts to staff
recruiting, training and supervision; logistics, supply distribution;
information systems; technical inputs; management and health outputs;
evaluation; budget considerations; relationship to traditional healers;
ard inter-and-intra Ministcy relationships.

The basic concepts developed by the formulation workshop can be sum-
marized as: phased integration of vertical project activities (family
planning/maternal and child health, malaria, leprosy, smallpox,
tuberculosis) and staff (at field and district supervisory levels); thus.
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emphasizing high payoff interventions for high risk groups on an outreach
basis with community support. Planning and implementation of these health
activities are to be decentralized to the region and district levels.

(1) Each rural health post performs some range of vertical
project activities plus some primary health care depending
upon the complexity of sexrvice needed. Multipurpose
workers recruited directly to the IBHS (Intzgrated Basic
Health Service) and vertical project staff perform vertical
project activities. Health care services have a preventive
focus emphasizing family planning/maternal and child care,
rehydration of diarrhea, health care, surveillance,
recording of vital events, tubeirculosis/leprosy treatment
and followup, only minor first aid, environmental
sanitation and nutriton education. District level
supexvision and control of health pests would begin with
the health inspector.

Specifically, this AID Project concentrates on (1) technical assistance
to HMG to develop its capacity to manage the previously discussed IBHS;
(2) supervision and training of rural health workers; (3) development

of relevant curricula and training of personnel trainers; and (4) evalua-
tion or programs. Some of the Project activities include:

(1) Participate training in U.S. and third world countries
for 12 health educators, 12 public health nurses, 3 health
planners and 6 masters level professionals in public health.
In-service training of personnel is also a feature of the
Project. Local and U.S. currency fund these activities.

(2) It should be stated that IOM (Institute of Medicine of
Tribhuvan University) trains much of the manpower required
by the MOH (Ministry of Health). This Project will continue
to work closely with the MOH in providing technical assistance
in curriculum design, trainers ‘“raining, and teaching
methodology for the multipurpose paramedical werkers in the
areas of health, population, and nutrition.

Appendix A outlines the current and proposed relationships

of the health workers in the IBHS. Within the rural health

post the auxiliary health worker , auxiliary health midwife,

health assistant are capable of planning motivation,

contraceptive distribution, health/nutrition services,
oral-rehydration, education -and treatment, protein-calorie
surveillance, smallpox surveillance and vaccination, malaria detection;




tuberculosis and leprosy control, recording of vital events,
environmental sanitation, community involvement activities,
minor ailment treatment, maternal and child services and
school health services. A more illuminating breakdown

as to which worker would perform these tasks is not
available in the Project Paper.

The relationships between the proposed workers and their
.newly defined tasks and the areas of curriculum design
and trainer training (to be Junded in this Project) are
not fully explored in the Project Paper. This makes it

difficult to specific what type of health, population,
and nutritior. components are funded by AID.

(3) Cammodities for transportation, systems (vehicles),
management informaticn systems, and training.

(4) Technical assistance for the MOH in management areas
such as drug procurement, training, survey techniques,
systems analysis, budget information systems and
program management and planning.

(5) Development of supervisory and evaluation systems for the
IBHS.

Project Outputs -
Two principal outputs from the project are:

(1) basic health servies management and control
systems developed, and

(2) training of health workers meeting integrated basic
: health system (IBHS) needs.

Teagetb?eutputs have been identified:
(1) Establish supervisory guidelines.
‘(é’ Establish management information systems.
j}éf Detelop logisitics and supply systems.

,(4) Increase Planning Cells (of MOH) capacity to program, track,
plan, and do research. e
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(5)
(6)

N
(8)
(9)

(10)

Analyze budget and personnel needs.

Facilitate recruitment and training of health workers at
IOM and in-service training.

Technical assistance in curriculum design.
Technical assistance in trainer training.
Technical assistance in establishing teaching metholdologies

Establish evaluation procedures.

Proiject Inputs

The AID inputs necessary to achieve the outputs include technical assistance
from the following:

1.

A management systems analyst to work with the
Planning Cell and the Community Health and
Integration Division (CH/I)of the Ministry of Health
in developing management tracking systems.

A public health physician to work with CH/T
in developing and testing IBHS management
systems, survey designs and programs
evaluation

A management training specialist to work with CHI

in training of supervisory staff in field management
systems, and to assist in their implementation and
evaluation.

A paramedical training specialist to work with the CH/I
training cell in curriculum design, trainer training,
and teaching methododolocies and to:cordinate USAID
Contract, short-term and other donor inputs in these
areas.

In addition to thesa personnel requirements, commodity and other direct
assistance go towards implementation of the management and training program
with funds for printing of forms and manuals, training, surveys and

researxch.

experience.

Participant training emphasizes regional short-term practical
All assistance has been closely tailored to complement that of

other donors. { Se.: ™Talue Ay
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TABLE A

PROJECT COST ESTIMATE *

TECHINICAL ASSTSTANCE

) Lezel Tetnl |
Long-Term (Szlarv & Differentiel Currency U, S. Doller
& Assigrment Costs) Person/months ($§ ecuivelent) Dollars Value
Chief of Party 36 157,€C8
Public Heslth Officer 36 149,995
Management Training Specialist 36 138,575
Paramedical Training Specialist 36 146.200
Sub-totals 1l ' 592,378
Short -Term
Logistics/Suprply 6 27,764
Management Information 6 27,764
Survey Design 6 27, 7ek
Drug Supply L 18,5¢8
Curriculum Design, Trainer Training,
and Teaching Methodology 18 73.2C0
Sub-totals ko 175,000
Backstcouing 54 8o.480 80,480
Overhead (€ 65% of Salaries) — 374,445 374,445
Total, Technical Assistance 238 1,222.X3
PARTICIPANIT TPAINING '
2 MFds - US 2k 23,000
3 Johns Hopkins Health Planning-US 9 23,210
Sub-totals 129 139,543
12 Diploma in Health Education
- India 1b4 36,000
12 Diplema in Public Health Nursing '
- India bl 36,Cc0
Sub-totals 288 72,0C0
Total, Participant Training Ei; 211,543

* 10% inflation factor tuilt into all costs.
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OTHER DIRECT EXFENDITUBES
Invitational Travel
In-country Travel
Post-Precject Evaluation
Other

Sub-total

Special Studies and Research
1. Models for Ccmmunity Participation
2. Role and Status of Health Workers
3. Cultural Modules for Cemmunication
4, Changing Traditional Authority
Structures :
5. Public Administraticwn and CH/I
Requirements
6. Staff (Social Anthropology Expertise)
7. Contingency Fund
Sub-total

Management/Sugervisory Network Training
Menagement and Informaticn Contrcl
System Develcrment
Management Control System Training
HManagement Information Systen
Training
CH/I In-service Training and Research
Incentives for Surgical Corntraception
Contractor Support
Sub-total

Total, Other Lirect

COMMCDITIES
3 Vehicles
O0ffice Ecuirment
Sub-total
Supplies, Marmals, and Printing for
~ Management Informetion System
HYW. Manuals, Teaching Aids
Sub-total

Total, Ccrmoditi=s

CAPITAL FE{PENDITURES *
Construction of two AKY Schools

GRAYD TCTAL

Locel
Currency

($ equivalent) U.S.Dollars Value

2k,870
6,826
1,149
1,149

1,149
4,469

120,215

80,430
71,002

71,002
30,00

10,000
128.c00

88, coo
30.0C0

1,560,767
$2, 306,028

* Approved separately as Capital Project.
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‘Dollar
10,000
20,000
20,000
6,700 g
56, 70!
1,612
510, 6lc¢
611,961
27,CC0
3,700
30, 7CC
118.0¢c0
148, 7c0
1,560,767

$1,449,246 $3,755,274




Host Country Activities:

The Project is coordinated within two agencies. The techniczl assistance
component is carried out with the Ministry of Health (usually the Planning
Cell and the Directorate of Health Services are involved). Project
control, implementation, integration and coordination of all inputs

and evaluation is facilitated by these two agencies. The AID capital
assistance program to construct two Auxiliary Health Worker Training
School is a separate project administered by the IOM.

Other Donor Activities:

The participant training compcnent of the Project supplement similar
inputs from WHO and UNFPA (United Nations Family Planning Association).
Extensive participant training offered by other donors are mostly in
categorical fellowships (chemistry, tuberculosis, etc.) or observational
tours.

In support of IOM paramedical training, the other donors in particular WHO,
CIDA (Candian International Development Agency), UMN (United Missions

of Nepal) and the Dooley Foundations are providing over 25 person-years

of technical assistance in curriculum design, training of trainers,

course content field training, and teaching methodology. IOM and IDRC
(International Development Research Centre) is currently doing research

in health worker task analyses, establishing the basslines of health

care delivery, to determine the impact of health worker training on

health care. IDRC also funds the health services delivery in three
districts to be covered yearly.

The UNICEF, World Bank, AID, and UNDP (United Nations Development Program)
fund a panchayat (province) based water program which increases access to
safe water supplies.

Several donor programs to promote village health workers and community
involvement in health are functioning in Nepal. The International Health
and Development Trust has an MCH (maternal and child health) clinic in
Dhorpatan. The UMN has established the Latipur Community health Program
which trains unpaid women health aides to act as social links between
professionals and villagers. :

In addition, WHO funds a diploma level program offered 1977-1980 in medical
sclences and general medicine. The program is intended to provide doctors
trained to serve and lead Basic Public Health in Nepal, but with a lower
academic level than candidates in other countries.

Other donor inputs will complement AID's commodity inputs. WHO provides

commodities to the Planning Cell for their functions (wall charts,
calculators, *‘ypewriters, etc.). UNICEF (United Nations Children's Fund)
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UNFPA, Dooley Foundation and others are contributing drugs and
equipment directly to health posts and district health offices.
UNICEF supports refurbishing of the in-service training center at
Pathlaiya and the furniture and equipment for the IOM auxiliary
health worker training schools.

Issues
(1) Continued AID, GON and other donor financial support
of this Project and other complement activities

are essential.

(2) A better aspecification of the tasks to be performed
by the paramedical health workers is necessary.

Additional Informaticn Needed

Further detail would be desirable regarding the specific roles and
components of health, population, and nutrition activities tec be
conducted by the various levels of health workers within the EMG
health sector. As this project seems to be one of the furthest
advanced in terms of integrating basic health services into already
existing vertical programs, it would seem to be a prime candidate
for field evaluation within the scope of this particular project.
It would, therefore, be useful to obtain a copy of the project
formulation document which contains much of the detail nct contained
within the project paper. Discussions might be initiated with
individuals who have been involved with the planning process of the
Nepal Integrated Basic Health Service project.

Source of Information: Nepal Integrated Health Services Project
Paper
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APPRENDIX A

Mannower Trainins for IEES

1. Catezories of Workers and Sources

The following is a scorecard of health worker categories and their
current and/or projected relationships: : :

a. M.0. - Medical Officer. Most wark for Government since a
legal limit on consultation fees {aeven'rupees per visit)
makes full-time private practice less or a lure. Medical
Officers will play a curative and administrative role at
District and Regicnel offices and hospitals, curative at
Zonal or Central hospitals, and administrative roles 2t
the Central DHS office.

~b. H. I. - Health Insvector. Recruited from the district
supervisory staff of wvertical projects; this verson plays
the key role in supervising and assisting healih posts'
staff frem their inceotion. Some Hezltna Assistants may
tecome Hls. :

c. H. A. - Health Assistant. A tenth grade finisher,
certificate-level graduate of a two and a hal? year course freoa
the Institute of Medicine. This person will be in charge
of the health pcst providing curative and preventive
services and supervision of the field workers. A dozen
women are in the first ICM class of 1C8.



d. A.N.M. - Assistent Nurse Mdwife, All are wom:n, and eighth
grade graduates. They are trained in cpe of saveral ICM ANM
campuses. Currently most are serving in hospitals, and thei:
curriculum reflects thig, When ready to move to health post
work (stage C and B), chareroning during field worle Wwill be
needed according ta local culturel rules. Culitural
resistances to women becoming ANMs is lessening but slowly in
the more conservative rural areas. The ANM +ill provide a
large portion of FP/MCH activities, and surervises JAHWs in
this aspect.

e. AJH W, - Auxiliary Health viorker. An elghth-tenth grade
finisher, en auxiliery certificate-level greduate of the
Institute of Medicine, Currently trained by a twe-year
curriculua which is being reduced to 18 ang rossibly 12 months.
In the design of integrated heslth posts the AHW is a swing worker,
putting in curative work at the heelth pcst end field work in
communicable diseases. -This person Supervises the JAMW in the
field. 1In a few areas, AhVs are distinguished with a
parenthetical (C) for curetive ang are IOM trained, or
perenthetical (P) for Preventive and are experienced former
malaria field workers with e higher salery. They ergue about
sneiority.

f. S.A.H.W, - Senior Auxziliary Health Ylorker. An AHW or
experienced compounder/dresser who has received a fey months
upgrading training in public health at IoM and 1s carable of
ectinrg as health post in charge.

8. J.A.H.W. « Junior Auxiliary Health Worker. 1In the initisl
development of integration, this worker was recruited whnolesals,
on a temporery basis at Tirst, from the field level nealth
workers of the vertical Drograms; but for a reguler government
rosition at lowest rank (non-gazetted officer, Class ITI) the
Public Service Cormission rules require an eighth grade
education; many of the vertical pregram recruits have had only
third to fourth grade training, Also, recruitment from HME0
end FP/MCH is blocked until at least the late 157Cs, or 1980
as these pbregrams expand, Hence, direct recruitzent from
local panchayats will be necessary. Thig T2y be an advantage
as recruits will serve their fome zreas, The JAWY is to be the
backbone of the outreach, contact Fhilosophy of IBHS (success-
fully demonstrates by the INMED workers who reached nearly 1CC4,
of their clients on a zonthly or bimonthly basis). Training is
provided by CE/I exclusively,

in the rast decade about 5,009 peramedical heslth woriers have been
trained, But, disturbingly, a nhigh attrition rate exists at all
levels of training, The Princiral causes eppear to te: insufficient selary,
posting and trensfer diff‘iculties, end lack of opportunity for advancement,
Yany of the attrited eng up In nrivate clinies,

115



PAKISTAN

Project Title and Number: Basic Health Services, 391-4150

Project Cost: $25.3 hillion including $15 million AID loan
during Phase I

Project Life: Phase I: FY1977-FY1979. (Phase II represents
a program life of eight years)

Target. Population: Phase I: 4 million persons (Phase II: 28
million persons)

Area Coverage: Phase I: Regional (4 provinces)

Project Purpose:

To develop a functioning system of operational Integrated Rural Health
Complexes .(IRHCs).

Health Component:

During Phase I, the ground work will be laid for rapid expansion of rural
health services which will take part during Phase III. Phase I of the
project calls for the development of an integrated, three-tiered health
delivery structure referred to as an Integrried Rural Health Complex
(IHRC) and required infrastructure. The IRHC's are composed of: 'a) a
Rural Health Center (RHC) staffed by be:l: a male and female doctor as
well as support staff to cover a catchment area of 50,000 to 100,000
people; b) a Basic Health Unit (BHU) staffed by two mid-level workers

(8 months training), serving 5-10,000 people; and c) Community Health
Workers (CHW) who will be under each BHU and serve in villages of
approximately 1,000. To support these health complexes, the project will
emphasize development and operation of required management and operations
support systems, training personnel, planning, budgeting and accounting,
communications, and supply and logistics.

RURAL HEALTH CENTER
The RHC is the home base for four other mid-level workers deployed on a
floating basis to the BHU's to provide coverage when regular staff are
on vacations or leave for illness or continuing education. The basic

activities for the Rural Health Complex are:

= to provide primary care for its immediate surrounding area
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- .to serve as a referral center for all BHU's within its
catchment area

- to function as a center for all local planning and
management of preventive/promotive programs for its
catchment area

- to provide first-line technical and administrative
supervision for all the workers

= to be the first-line collection and collation paint
for information systems data including data on curative
care, case finding and vital registration, immunizations,
nutrition, ante-natal care and family planning activities

- to sexve as the first-line drug and equipment warehouse
for the BHU's.

Each RHC is linked with the district health officer through managerial
control, technical supervisory ralationships with district level people

in personnel supervision, inventory control and information system manage-
ment. Very little is mentioned about the specific activities that the
RHC is capable of performing, i.e. primary care is mentioned as the
activity but not the extent of care to be provided.

BASIC HEALTH UNIT

The BHU, serving 5-10,000 people, is staffed by two mid-level workers as
well as support personnel (guard, sweeper, etc.) They are trained in
curative and preventive care, perfcrm disease-specific diagnoses and
prescribe between 25 and 30 drugs. It is estimated that this worker can
.competently handle 90% of a doctor's routine case load. BHU staff
activities are:

- to provide primary care for its geographical catchment area

- to serve as a referral point for the community health workers
who live in the villages

- to plan and supervise curative/preventive activities of CHW's
= to supply CHW's with drugs and equipment
COMMUNITY HEALTH WORKER
The Community Health Worker (CHW) is the individual who brings the preventive
and curative medical system to the village level. It might be noted here

that this is the only category of worker in which the job delineations are
more specifically defined. The CHW will be living in the village and will
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be trained in basic preventive tasks such as seeking out pregnant women
and carrying out simple "high risk" assessments as to which women need
to see mid-level workers or doctors. She/he will be taught to recognize
and treat some simple problems and taught to refer other problems.
Through this, the CHW will gain credibility in the village and also
reduce the work load on the Basic Health Units.

It has been determined that the support of the CHW workers would be an
undue strain of the GOP's (Government of Pakistan) non-development budget.
Therefore, several options have been developed and will be field tested
in Phase I to determine the most feasible and easily administered method
of community support for this type of worker. These include:

capitaticn with the possible use of stamps to eliminate transfer
of money at the village level;

= a revolving inventory scheme with initial medications being
provided by the GOP and the worker selling these for a small
profit; ,

fee for service for curative care and piece work payment from
the government for preventive care;

a ‘'small area of direct government salary support;

a totally volunteer system with medication and supplies
provided by the government

The most successful scheme will be adopted widely during Phase II.

Throughout the IRHC, workers will employ risk analysis for establishing
and treatment of their case loads. This involves concentrating energies
on clients with more severe medical problems. For example, they would
devote themselves more to the child who is the most severely underweight
than the cnewhc is marginally underweight. Daily visitation will provide
both the child and mother with intensive curative and preventive care,

Preventive care in the IRHC consists of family visitations to those
familieswith children 0-5 years of age and/or married women of childbearing
age three times per year. The CHW, after 80-90 minutes of curative work,
visits two houses a day where he/she does the following preventive tasks:

- weighs all children 6 months to 3 years with a portable scale
to detect early malnutrition and refer cases to the BHU.
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- ask if married women have missed their menstrual periods
to detect early pregnancy (pregnancies are referred to the BHU)

- ask if there have been births or deaths in the family during
the last four months and records these

= ask women if they would like to avoid pregnancy in the next
four months and offers family planning services if desired

- gives DPT and BCG immunizations to children (possibly also
polio if a thermus is available)

- ask if known tuberculosis cases are taking their medicine

The CHW also talks to mothers about feeding of young children, food
storage and handling, child care, child spacing and personal hygiene and
sanitation. The educational aspect of the CHW's work is supported by
suitable materials. Other preventive work carried out by the BHU
includes organization of a special care file where underweight children,
mothers with high risk pregnancies, tuberculosis, and others are noted.

. The CHW and the mid~level workers are recordkeepers. The supervisor

at the IRHC has major collation and report generation responsibilities
and spends about half of each day on them. The supervisor prepares
reports on quality of care, health activities carried out (actual

versus planned), drug and equipment status, and certain outcome such as
number of family planning users, number of malnourished children who have
improved, immunizations given, etc. These are reviewed by the doctor
and certain information is forwarded to the district level.

TRAINING AND SYSTEMS SUPPORT

Currently curriculum materials are not available in Pakistan for training
mid-leval or community health workers. The project proposes the
adaptation of model materials through the development of modularized
competency~-based training programs, in accordance with GOP wishes. These
modules will be translated into Ordu as well as major dialects. After
completion of curriculum development, there will be a tutor training
program that will develop adequate numbers of capable tutors to staff the
training schools. This will be carried out in two or three major cities
in Pakistan. Exporure to modern pedegaggi, particularly the use of
modularized curriculum materials, active participatory learning, and
self-instruction will be given as well as work evaluation and quality control
and competency certification.

The tutors, after their training, will then be employed in training units.

There will be approximately 12 training units by the end of the first
project year using the new modular curriculum developed and adapted
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during the first six months of the project.

The period of training for mid-level health workers will be 18 months -
class size will be 25 and new classes will start at 6 month intervals

so that the output per training unit will be 50 mid-level health workers
per year.

The community health worker training will take place at the Basic Health
Unit and the Rural Health Center. Primary responsibility for training
of these workers will be assumed by the mid-level health workers as one
of their first tasks when stationed in the BHW. Since the major emphasis
of these workers will be prevention/promotion, their initial training
will provide them with the simple skills.

This project will attempt to strengthen the infrastructure to faciliate
an expanded role in health delivery by:

= establishing within the Federal Ministry of Health a national,
basic health services cell to provide overall coordination
for the expansion of basic health services, for the development
Oof new manpower, and for the strengthening of the support program;

= increasing technical skills through technical advisors and formal
management training in primary school planning and operations as
well as specialized technical support functions such as lingistics
and supply, personnel, supervision, information system, communications
and budget and financial control;

- developing simplified and appropriate manuals for primary health
care management and operations, inventory control, and supervision,
and developing an information system that aids decision making;

= using cost reimbursement financing based on mutually-agreed mile-
stones to provide incentives for completion of critical project
activities.

The functions of the MOH health services previously mentioned will
include a) implementation of Federal policy and assisting the provincial
health service cuordinators in planning and programming all phases of the
project; h) overseeing provincial progress in meeting all project targets
including those for training, physical facilities and management infra=-
structure and c) communicating provincial progress and meeting targets to
senior Ministry of Health (MOH) officials and to the AID project officer.
The training functions include a) conducting training for mid-level
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health worker teachers; b) conducting all training in primary health care
system management; c¢) setting national standards for graduation for
mid-level health worker schools; d) developing and adopting curriculum
for mid-level health worker, community health worker, and primary health
care systems management training; e) supply audiovisual and other
educational support materials and providing technical advice and

support to the provinces. MOH activities in operational research include
a) conducting an ongoing manpower inventory for primary care and evaluating
pProject progress through analyses of basic health services operations,
including utilization patterns and determining efficiency of various
manpower mixes; b) effectiveness of various program activities; c) an
innovative support and managerial methodology; d) conducting ongoing
economic analyses of current cost in revenues and developing forecast of
future costs and revenues; e) developing a national health information
system; and f) conducting research to set standards for activities of the
primary health system.

The MOH communication functions will include a) planning and conducting
mass media campaigns to support activities of basic health services
system; b) conducting seminars on rural health for federal and provincial
government and health officials; and c) developing support materials for
communications campaigns. The MCH will become the focal point for
long-term, sustained development of basic health services.

Seven major functional support areas have been identified as requiring
special attention in strengthening the support capacity of the health
system. These areas are operational, planning and management, logistics
and supply, personnel, supervision, health information system, communica=-
tions, and budget and fiscal control. Tecbhnical advisors will be
provided in each area to develop methods to alleviate these problems.

For example, to strengthen the logistics and supply system, the following
activities will be accomplished: development of a simplified standard
drug and equipment lists for health centers; training for logistics and
supply specialists; inventory managers; and establishing standard
operating procedures for the activities of the health centers and
workers. Activities such as revising the personnel record system and
training of personnel specialists are proposed to enhance the personnel
system.

Nutrition Component:

The CHWs will be capable in Phase II of such tasks as weighing of
children to detect subclinical malnutrition and keeping growth charts.

No other data is provided..

Population Component:

The CHWs will dispense family planning materials including oral contra--
ceptives and ccndoms.
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No other information on population activities is provided .

Project Qutputs:

Table A provides a detailed outline of project outputs in Phases I and II.

Project Inputs:

During Phase I technical ascistance is a substantial component of the
Project. Long-term and short term consultants assist in training and
management aspects of the Project. The AID loan finances all technical
assistance except for two long-term advisors provided by the World Health
Organization.

The remainder of the AID loan funds a percentage of all other project
costs. This includes the financing of the upgrading of existing health
facilities, training, recurrent costs and administrative costs of the
NBHSC (National Basic Health Services Call). Table B provides a detailed
accounting of the Project imputs and costs.

The ability of the GOP to finance an expanded rural health system over
the next five years depends on its commitment to establish and maintain
rural health as a priority item in its budget. Over the FY1977-FY1980
periods, $770 million has been budgeted by GOP for the-health sector.
Annual Government health expenditures will increase from 3.1% to 3.6%
of the total budget. A sufficient proportion has been allocated to
finance both the development ana non~development costs of an expanded
rural health system. If the funds are not channeled into other areas,
financing should not stand in the way of project implementation.

Over the first three years of the GOP's five year programming period
(corresponding to Phase I of the project) about $106 million is budgeted
for development expenditures; $83 million for construction and $23 million
for training. Phase I of the Project calls for corresponding expenditures
of $20 million and $1.8 million which are about 20% of the GOP health
budget. When development expenditures required over the full 8 years

of the project are compared to the GOP health budget for 5 years. GOP
allocations are still more than sufficient to meet Project needs. Total
project construction costs are $171 million (86% of the GOP health

budget $200 million) and training costs for $24 million (or 53% of the
bugeted $45 million).

Host Countiy Activities:

As a precondition to project support the GOP will establish the National
Basic Health Services Cell, directed by the Deputy Director General of
Health. The NBHSC maintains the responsibilities for Project implementation.
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TABLE A

Project Butputs for Phases I and II

1.0 Training Capacity PHASE I PHASE II
1.1 Operational Training Division in MOH 1 1
1.2 Operation Training Units in Provinces 36 18

1,0 Training Outputs
2.1 Trained tutors 108 144 _
2.2 Trained mid-level workers 810 9720
2,3 Trained CHW's 1350 43200
2.4 Trained Sxecutive Managers 24 24
2.5 Trained DHO's, ADHO's 48 96
2,6 Trained Personnel Managers 65 €5
2,7 Trained Drug and Supply Managers 65 65
2.8 Trained Budget and Financial Planners 65 65
2.9 Trained Information System Supervisors 60 108

.0 Management Infrastruciure
3.1 Training Material

1) Pakistan-adapted competancy-based curriculum

for mid-level workers 1 1
2) Pakistan-adapted simplified competancy based
curriculum for CeVW's 1 1

3.2 Operations Manuals '

1) Preventive medicine operations at the RHC 1 1

2) Handbook of curative care for mid-level workers 1 1

3) Management of the RHC . 1 1

4) Inventory and Supply Manual 1 1

5) Personnel Management Manual 1 1
3.3 Operational Research and Development

1) Performance standards set ~

2) On-going manpower inventory v v/

3) Utilization research study v

4) Cost analysis study v’

5) Information System Design Study v/
3.4 Communications Support Not

1) Minutes of radio time 945 vet

2) Pamphlets produced 100,000 quanti-

3) Postars nroduced 40,000 fied

0 Physical Outputs o

4.1 BHU's completed 329 2758
4.2 RHC's completed 36 363
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TABLE & (C.Xinn2\)

PEASE I ' PHASE II !'

TRAINING CAPACITY OL :02 ;03 ; Phase |04 : 05 : 06 :07 ;08 ; Fhage,
OUTPUTS 1 L eiT
Total Tatal

Operational Training
Division within
Federal Ministry of 1 l l
Eealth Cell
Operational Training
Units for mid-level
waorkers within
Provincial Ministries 12 112 |12 36 ' ' 48:
of Health A ‘ ' '
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1.

Technical Assistance
Long term: USAID
WHO
Overhead
Caovchimator
Short term

National Center

Start-up Coats
Salariss

Rent

Office Supoliesn
Transporiation
Conminunications
Tralning

Contingencies (10% total)

Recurrent Cosats
RE: Ty
BHUs

: SUMMARY OF PROJECT COSTS

Equipment Repiacement

Total i1 ard 1U
Training of lHealily
Workers

MILHWag
MLIW Continuing Ed.
CHWwsg

CHWY Cont, Ed,

Consiruction

R}ICs
Blitis

Total V and VI

Evaluation

. Total I+I1+{1+V+V]I+VI)

TABLE B’ B .
{u. S. $ 000s '
Phage 1 Phqae 11
01 02 03 01 - 03 % Tolal ’ 04 .05 01 - 05 08 01 08 Total % Total
587.3 607.7 571.9 1766. 9 -1,0 12,2 1779.1 1778.1 .7
320.0 320,0 320.0 860, 0 * 960,0 960. 0
160.0 160.0 160.0 480.0 480.0 480.0
32.0 32.0 32.0 96.0 96.0 86.0
15.0 15.0 15.0 45,0 45.0 45.0
80.3 80.7 44.9 185.9 12.2 198, 1 198. 1
123.3  11i.8 110.6 345.7 1.4 97.8 87.1 530, 6 78. 6 140,7 71.2 820.5 .3
69.5 - - 6,5 - - 69.5 - 89.5 139.0
25,2 31.3 320t 89.7 29,68 29.8 148,80 29.5 29.5 29.5 237.4
3.9 7.8 7.8 19.5 7.8 7.3 35.1 . 7.8 7.8 7.8 58.5
1.5 3.0 3.0 7.5 3.0 3.0 13.5 3.0 3.0 3.0 22.5
5.4 11.6 i1.¢6 29.1 1i.8 11.8 52.3 11,6 11.8 11.8 87.1 vy
1.1 11.4 12.8 25.3 . 12.8 12.8 50.9 12.8 12.8 12.8 89.3 N
10. 4 36.3 23,2 1%.9 24.1 14. 4 113. 4 6.2 - - 124.6
4.9 10.2 . 0.1 25,2 8.9 7.9 42.0 7.1 6.5 6.5 62.1
- - 975.0 875, 0 3.0 3112 s 6000.0 10907.8 12150.0 17p03.8 23572.8 64519, 2 25,9
292.5 202,5 o 833.8 2070.%  1206.3 3G45.0 5366.3 7020.0 19327.6
- - 682.5 6852, 5 7178.8  1840.0 i601.3 8505.0 12442.5 16380.0 45018. 8
172.8 172.8
123.3 111.6 10u5.6 1320.7 3210.4 6987.1 :1513.2 12228.0 17940.5 23644.0 65339.7
127.0  447,0 1209.5 1783.5 RIS ¢ 2401.?_ Isnz2. 0 7772.7 4626. 1 §476.8  6001.0 23876.6 8.0
127.0  447.0 900.0 1474.0 ’ 1420, 0 iB1C.9 4707.9 2013.0 2080.0 2080.0 10880.0
- - 39.5 38.5 136.7 301,35 477.1 532.4 781.6 1027.3 2819.0
- - 270.0 270.0 810, 0 1350.0 2436.0 1890,0 2160.0 2160.0 8640.0
- - - - 40,5 117.5 158.0 190.7 455.2 733.7 1537.6
576.0 ©268.0 13548.0 203Y2.0 80,1 23270.0 31402,0 175064.0 33691.0 33296.C 29413.0 171458.0 65.0
576.0 2172,C 4569.0 17317,0 7361.0 9355.0 24033.0 10065.0 9664.0 8466.0 52228.0
- 4095.0 B89792.0 13075.0 15009.9 22047.0 51031.0 23626.0 23626.0 20947.0 115230.0
703.0 6715.0 14757.5 22175.5 25677.3 34084.0 82835.% 38317.1 38766.8 354140 195334.6
11.7 11,17 0.5 . 5.9 17.6 - 5.9 - 23.5 -
_ : _
1425.3 7434, ¢ 16415.0 25274.8 100.0 23889.0 41876.9 B6151.5 58545.1 56722.2 59059.0 262476.9 100.0

Best Availahls Documans



The NBHSC will become the focal point for the long-term development of
basic health services. The Cell will contain three divisions, training,
operations research, and health education and communications.

At the regional level the provincial ministries and health departments
will actively participate in project implementation. These provincial
officials will assist the NBHSC in all phases of the Project such

as construction of RHCs and BHCs; operating training units for mid-level
workers; training of CHWs on a trial basis; establishing continuing
education programs for workers; development of cost analysis studies,
and standards setting for health facility management. '

A major role in project implementation li.s with the District Health
Officer (DHO). Under policy directives from the province the DHO will
implement the Integrated Rural Health Complexes in his/her district.
The DSO will be responsible for drug and equipment maintenance,
ensuring worker supervisory visits occur, data collection and analysis,
and quality control for health services.

Other Donor Activities:

The World Health Organization will provide two technical advisors on
a grant basis to the Project. B

Issues:

(1) Continued AID and GOP financial support are essential elements
to the implementation of Phase I and II.

(2) At the end of Phase I (prior to Phase II) and evaluation is

: advisable to gage the progress in reaching project goals.

(3) Coordination of project implementation activities performed
by the MOH and provincial level officials must be maintained.
The establishment of the NBHSC remedies this problem at the
national level.

(4) The upward mobility prospects of the CHW and mid-level workers
are not defined. The CHW and other health workers may leave the
Project, if there are no chances for promotion.

(5) The development of appropriate educational materials and teaching
methodology in Phase I for the health worker should be a pre-
requisite to the continuation of the training component in
Phase 1I.

(6) The extensive recurrent costs to the GOP for this Project post
a serious threat to the financial support of Phase I. Unless
some effective type of payment mechanisms is designed in Phase
I (with regard to the CHWS), financial solvency of the Project
is questionable.
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PHILIPPINES

Project Title and Number: Panay Unified Services for Health (PUSH),
492-0312

Project Cost: $5.4 million loan and $.32 million grant
(Total Project Cost=-$9.7 million)

Project Life: FY1978-rY1982
Target Population Residents (est. 340,000) of 600 barangays (villages)
Area of Coverage: Regional

Project Purpose:

To strengthen the regional health sYétems Eo“deliﬁe:’integrated services to
the barangay level. ' ‘

Health Component:

The Project regquires the recruitment, training, equipping and deployment
of 600 Barangay Health Workers (BHWS). The BHW must be a resident of the
barangay, between 18-45 years old and have at least six years of formal
education. The BHW must participate in a 6-week basic training course
and a 2-week refresher course every six months to enable him/her to
respond to simple medical problems and undertake preventive activities.
The BHW will be ider the technical and administrative supervision of

the RHU (Rural Health Unit). Additionally, the BHW will be a salaried
employee of the provincial government.

The BHW will -be nominated by the barangay, endorsed by the Rural Health
Unit and tha Provincial Officer,and appointed by the Provincial Governor.
These rucal workers will be barangay contact points and facilitators for
existing technical personnel such as sanitary inspectors, social workers,
municipal population officers, nutrition workers, and general health
workers in carrying out their responsibilities. Coordination of the use
of BHWs in this manner will be maintained at the municipal level through
the Rural Health Unit.

The cControl of the phased training effort will be handled by the training
staff working under the supervision of the DOH's (Department of Health),
regional training staff. The Regional Training Center will develop and
operationalize a system for monitoring the training of BHWs and their
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performance in the field in order to develop more effective training
strategies. BHW training during the Project will take place in a training
center to be established in Iloile province. Curriculum will emphasize
practical skills. During the first year of the Projeci, 50 BHWs will

be deployed. The BHWs will be placed in.clusteys--one BHW to each of several
neighboring barangays--to facilitate supervision, control, and evaluation.

Specific duties of the BHW are:

(1; The BHWs, with technical assistance from the sanitary engineer
and the Provincial Engineering Office, will identify areas in
the barangay where sanitation facilities need to be constructed
or improved. They will organize the community, catalyze the
efforts to obtain the commodities and expertise to construct
or improve the water facility, and promote proper water
handling and utilization practices. They will periodically
monitor water quality and apply simple water treatment procedures,
when necessary.

. They will campaign for sanitary water disposal and organize
the community to obtain basic commodities and expertise for
the construction of water-seal toilets for every household
in the barangay. They will likewise provide practical advice
on the proper handling of household refuse, fly and mosquito
control, and other disease-causing nuisance in the barangay.

(2) The BHW s will identify and prioritize the targets of the
barangay immunization program. They will spearhead the
efforts to obtain technicians and supplies to achieve the
objectives of the immunization campaign. Furthermore, they
will identify the signs and symptoms of notifiable diseases,
report and refer them for treatment and follow up these
cases regularly. They will provide barangay level
assistance to whatever disease~control campaign the REU may
be conducting in the barangay.

(3) The BHWs will be the first person to be consulted in the
barangay if medical problems arise. They will screen
patients and identify those that need immediate care and
refer them to the nearest medical facility. They will follow
up patients who are undergoing a prolonged treatment regimen
to insure that medicines are being taken regularly and proper
patient care is provided.

(4) The BHWs will keep records of vital events in the barangay

like deaths and births and submit periodic reports of these
to the RHS. They will malntaln spot-maps which are graphic
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portrayals of the households in the barangay to keep track

of what is going on in the barangay. Individual family health

folders will be kept and maintained which will contain records
- of illnesses, treatment received, and outcome of illness of the

household members.

~ (5) One important function of the BHWs will be to organize the
’ barangays and mobilize them into collective action to combat

existing barangay health problems. They will provide assistance
to the barangay in the identification of health projects, in
the formulation of project plans, and in securing external
assistance needed for project iuplementation. Group meetings
with barangay residents will he utilized also as avenues for
the dissemination of nutrition ~ud family planning information
and on the promotion of prope:i’ health habits and practices.
A BHW Handbook will be developed to guide the BHS in the
performance of his duties and responsibilities in the barangay.

Other activities funded by the Project include the construction of 280
functional drilled deep wells, 1200 shallow driven wells, improve 5400
open dug wells, and construct 40,000 water-sealed toilets. .

With its intention to make modern medical care more accessible to the
rural poor, the PUSH Project will provide assistance in the organizstion
of village drugstores which will enable project barangays to have a
more adequate supply of commonly used drugs at a price they can afford.
The village drugstores envisioned for PUSH will be owned, operated and
managed by the barangay itself. Under the leadership and initiative

of the BHW, the barangay will develop its owi accounting, pricing and
resupply system and arrangements for the custcdy of the drug supply. The
Rural Health Units will provide continuing technical supervision in the
process, especially on the nature of the drugs that the barangay needs
to stock. After showing evidence that the barangay has organized
itself, a $100 worth of drug supply will be provided by the project to
the barangay as a starting capital. Depending on the preferences of the
people, a small mark-up may be charged on the purchase cost of the drug
to cover operational expenses and to generate funds to finance other
community health projects. A total of 600 of these drugstores will be
organized under this project.

An estimated 100 Rural Kealth Units in the four provinces in Panay will be
supplied with vaccines in support of the DPT and BDG immunization drive
under this Project. Anti-Tb drugs will also be aupplied for the treatement
and control of tuberculosis in thez project areas.

Four Provincial Healtn Laboratories, one in each of the four Panay provinces
will be equipped to parfrom such project support services as water analysis
including bacteriological examination and sputum examination for the early
detection of tuberculous cases.
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Population Component:

The BHWs will provide information on the different forms of contraceptives
available in the locality, motivate potential contraceptive users, refer
acceptors to appropriate agencies, and resupply qn-going users with the
required commodities. If family planning programs do not exist in the
barangay the BHW will try to initiate one.

With the efforts of the BHWs and together with the National Family Planning
Outreach Program, this project will establish a total of 600 barangay the
BHW will try to initiate one.

Nutrition Component:

The BHW will periodically weigh and keep records of the weights of

children at most 6 years old, in order to prioritize the targets of the
barangay nutrition program. They will provide barangay residents with

basic information on nutrient requirements, common food sources of essential
nutrients, and proper infant feeding techniques. They will assist in the
barangay food production campaign in coordination with other agencies,

and in the food distribution program. The BHW will initiate and conduct
barangay feeding programs for the first and second degree malnourished
children, and refer to rehabilitation children with third degree malnutrition.

In every contact with villagers the BHS should attempt to motivate the
people to adopt proper nutrition practices. The BHW should not duplicate
but support the services of the barangay nutrition worker who may be
deployed by the Philippine Nutrition Program coordinated by the MNational
Nutrition Council. If a nutrition program has not been established, the
BHW should organize one.

With the BHWs in place and in coordination with the Philippine National
Nutrition Program, this project will establish a total of 600 barangay
nutrition outreach service points, which will be ‘expected to provide
nutrition services and commodities to an estimated 10,000 malnourished
children. '

Project Qutputs:

(1) 600 BHWs recruited, troined and deployed.

(2) 1,200 shallow driven wells and 280 drilled deep
wells constructed and functional; 5,400 existing
shallow dug wells improved.

(3) 40,000 water-sealed toilets constructed.
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(4) 100 Rural Health Units supplied with BCG and DPT
vaccines and drug for treatment of tuberculosis;
600 barangay drug stores organized, supplied and
functional.

(5) Family planning outreach services and supply
points established in 600 barangays.

(6) Nutrition outreach services established and
functional in 600 barangays, providing nutrition
services and commodities to 10,000 malnourished children.

(7) 4 Provincial laboratories provided with equipment
for water analysis, sputum and other examinations.

Project Inputs:

A total funding input of $9.7 million is required to achieve the desired
outputs in the S5-year implementation of the project. The funding requirement
will be derived from the following sources:

USAID Loan - $5.4 M (56%)
USAID Grant - .4 M ( 3%)
GO? Counterpart - 3.0mM (31%)
Beneficiary Counterpart - 1.0 M (10%)

Table I summarizes the allocation of the financial input for the different
components of the project. The Financial Section and the financial tables
in Annex B of the Project Paper provides a more detailed discussion on the
budgetary requirements of the project and the bases of the cost estimates.
An estimated $.509 million worth of PL 480 food commodities coming from
the National Nutrition Program, which will be used in this project, is
included as a non-additive component in the financial plan.

Host Country Activities:

The National Economic and Development Authority (NEDA) will represent
the Government of the Philippines (GOP) in the Project. The Regional
Development .Council (RDC) of Region VI and the Department of Health are
the major implementing agencies.

The RDC will receive funds from NEDA to initiate BHW training, construction
of sanitation facilities, and the operations of the Project Support Staff.
The provincial snd municipal governments will disperse the furids advanced
to them by the NEDA, and RDC.
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At the.regional level the RDC will formally organize the Project Manage-
ment Team (PMT) and operationalize the office of the Project Support
Staff (PSS) which will provide technical and administrative staff
support. The PSS will prepare a Training Task Force to develop the

BHW training curriculum and support system.

Qther Donor Activities:

No other donor agency is providing funds for this Project. AID is

also supporting a Philippine Nutrition Program and GOP Family

Planning Program. In both cases this Project will not duplicate or com-
pete with their program components. The BHW will function primarily

to enhance the attainment of the GOP goals in nutrition and family
planning set for Panay Island.

Issues:
Some important issues or assumpticns concerning the Project are:

(1) Qualified persons in sufficient numbers are available
in the regions to take part in the BHW training.

(2) The BHW is capable of devoting sufficient time to each
of the numerous tasks, he/she is supposed to perform.

(3) The local comrunity must be motivated to participate in
the Project.

(4) Administrative and financing capabilities must exist
at the regional and provincial levels for effective

mangement of the Project.

(5) Logistical, technical supervisory and financial support
must exist at all levels to backstop the efforts of the
BHWs. .

(6) cCareer mobility must exist for the BHWs to maintain
o their interest in rural health services delivery.

(7) The continued financial interests of AID and the GOP
' must be maintained to insure Project success.

18) Appropriate evaluation and technical followup should
occur to gage the Project's effectiveness. :
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TABLE I

Annual Cost Estimate Summary by Major Project Component (Inputs)

PUSH_Project - ($1000)
@ect Componeut Year | 2 3 4 5 TOTAL
vironmental Sanitation - 405 519 689 836 1075 3524
Drilled Deep Wells (361) (361) (361) (361) ( 361) (1805)
Driven Shallow Wells ( 10) ( 29) ( 47) ( 56) ( 82) ( 224)
Improved Dug Wells (12) ( 46) ( 97) (135) ( 315) ( 605)
.Water-sealed Toilets ( 22) ( 83) (184) (284) ( 317) ( 890)
Farangay Health Workers 58 116 203 298 384 1061
Training ( 44) ( 62) ( 82) (98) ( 106) ( 392)
Salaries ( t4) ( 54) (121) (200) ( 278) ( 669)
Equipment and Supplies | 478 478
Project Support Staff 66 60 66 - 66 06 | 331
Consultants ' 18 : ._'2,8:;_::  ‘ 28 ) 28 bb 168
ﬁarticipa.nt and Project o
anagement Training - 33 7300 las 75
UP Administration and L T ,
Xupervision 4 o 1320 01750 ‘225 231 238 1001
Rent and Utilities A4 g gy L4 69
Sub-Total 1204 948 1237 1473 1843 6707
Contingency 181 142 186 221 - 276 1006
Cost Escalation’ 128 158 320 526 830 1962
TOTAL . 1513 1248 1743 2220 2949 9675
[PL-480 Commodities) (19) °C68) (117 (151 ( 154)

( 509)

MOTE: Figures may not add to totals due to rounding. “See tables in Aniex B 'for

more detail‘ﬂz-‘. Pl'«-"_,«'.cTFche.t‘> _
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-PHILIPPINES

Project Name and Title: BICOL Integrated Health, Nutrition, and Population
. Project, 492-0319

Project Cost: $2.5 million loan (Total Project Cost--$2.5 million)

Project Life: FY19739-~-FY1981

Target Population/Area of Coverage

The target beneficiaries of this initial project will number about 400,000
or about 23% of the total population of the BICOL River Basin Development
Program Area (29% of its rural population) .

Project Purpose:

The purposes of the proposed project are:

~to create an effective rural social services delivery
system largely funded from and supported by local resources
and institutions; and

- to improve the sanitary environment and household water
supplies and rural barangays.,

This will require changes in perceptions and behavior on the part of rural
residence and their leaders for which the end of project status indicators
are only proxy measures.

The Problem:

The BICOL River Basin Development Program Area has a net per capita domestic
product averaging $172 in 1974, only 49% of the national average. 92% of
the families in this region reported incomes of the 1975 census below the
poverty threshold of $187 per family member. The BICOL region is an area
where parasitic infestation and water borne enteric diseases are endemic
with result in nutrient loss is greatly reducing the value of food consumed,
and therefore of income. It is also an area where 78% of pre-school
children suffer from malnutrition, parenthetically 5% third degree level,
and where morbidity and mortality, and especially infant mortality (73

per 1,000 births) rates are very high. Despite high mortality rates the
crude population growth rates is 3.3% annually.

Efforts to extend health, nutrition, and population information and services
in the rural area are not achieved as significantly positive impact among

the world poor. The basic constraints ure the sure magnitude of the

requisite task and total cost it would involve using traditional organizations.

134



Central Government itself cannot command either the administrative talent
or the revenue resources necessary to do the jobs successfully alone. The
problem is further complicated by distance, time, and financial inadequacies
which prevent most rural residence of using health services and facilities
in the urban centers. Cultural barriers and social differences between the
medical doctors and health related extension workers in the rural barangay
residence are also contributing factors.

Project Description

The strategy behind this project contains two major thrusts, the first
being institution building and the second, physical construction.
Institutionally the project will provide start-up funds organizing
training, staffing, supporting, and selling the integrated decentralized
approach to rural bealth care, nutrition, and family planning delivery.

Physically, the project will provide funds for the following:

i) to conduct an experimental sanitation survey of rural
barangays; ; C e o

2) to establish a revoiViﬁgﬂiéaﬁffﬁnd to help rutal'ba:angaYgﬂE?QYiQQ}Q}]
L councils and households, finance improved water supply
facilities and sanitary drainage systems; S
13) subsidize the conéﬁtﬁctidﬁibf individual houseﬁp;d’?é@;ﬁé?y.
toilets; ST ;

4) upgrade preavential labotatory facilities for waterxanélysis} 

:“35) expand and equip integrated municipal health units for the
care of malnutrition cases with disease complications.‘ff

' 6) construct and equip barangay development centers to serve project
= activities; :

;Jj)"rehébilitate'a few dilapadated municipal,health:gente:sgand;
-, construct some additional barangay health stations; and = |

?38)"‘equip municipal microscopy centers for‘ﬁhé idehtifiééﬁibn of TB
- cases and parasites ‘

- Locally hired and funded barangay health aides (BHA) will receive training

. and assist municipal based specialists “o perform basic functions (special-
izing in one or more priority areas at a time depending on conditions

in his or her own barangay). Activities to be performed by the aides

and specialists are listed below: )
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Health Component
(1) Promote and improve environmental sanitation in the rural areas,
(2) Organize construction, monitor, and advise the operations and
maintenance of barangay water supply, drainage systems with
assistance from the municipal sanitary engineer,
(3) Assist in immunization and the control of communicable diseases,

(4) Disseminate information on improved health practices,

) Help promote maternal and child health care,

,(GY: Institute case finding activities,

'(7Y: Referral and follow-up of patients)

'(B)Z‘Administer first aida

" Publicize first aid techniquess

Nutrition Component

Ii)f‘Hélp promote nutrition oriented food production programs such
as the ongoing back-yard livestock and garden projects, to
increase required nutrient availability.

(2) Identify malnourished cases for assistance under the nutrition
~ program, referral of pregnant women to prenatal care facilities,
and assist in educational efforts of municipal and voluntary
barangay nutrition workers, serving as the Barangay Nutrition
Scholars of the MNational Nutrition Council Program.

(3) Assist in Operation Tim-bang and distribution of PL 480 food
commodities.

(4) Upgrade malnutrition treatment centers local in provincial
hospitals. '

This nutrition component relates significantly to the Phiiippine Nutrition
Program of the National Nutrition Council to reduce malnutrition. The
component will strengthen the capacity of the region to achieve the

goal. of reaching virtually all severe third degree malnturition cases
with rehabilitation services and all second degree cases of malnturition
with rehabilitative or protective nutrition services.
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Population Component

The barangay health aides will make referrals to the municipal family
planning outreach workers in their area and may also serve as the barangay
contraceptive supply point. They will assist in information, education,
communication and motivation activities for family planning as requested
by POPCOM (Commission of Population) outreach workers.

Project OQutputs:

Une of the primary outputs of the project will be a cadre of trained
barangay health aides. During the five year life span of the initial
project 400 rural barangay councils are expected to recruit and appoint
at least one barangay health aide who will be trained, prepared and
equipped to assist municipal base specialists verform basic health
population and nutrition functions. To equip BHAs with first aid

and simple drug supplies, health and nutrition kits will be purchased
with projects funds. Next the kits are assembled and distributed to
each participating barangay council for the BHA's use. The BHA will
report to the municipal health center once a month to replenish
depleted stock and collect its monthly stipend. Other institutional
outputs of the project to be funded include:

1) Temporary funding for additional Diocesan nutritionists
and Food for Work coordinators to be integrated into the
project by the Catholic Relief Services and Social Action
Center in corporation with DSSAD.

2) An intensified information, education, communication, and
motivation campaign.

3) The organization of functional rural improvement clubs to
targeted barangays.

4) An inter-agency regional training team, an operational BHA
training center and program.

5) 400 salt liguidating village drug stores installed and operational.
6) An expanded immunization program in the 400 targeted barangays.

In addition to these institutional inputs, physical construction of
health and sanitation facilities will also be provided. The project
provides funds for the construction of nine or ten new barangay health
stations adding to those already constructed or financed by the Government
of the Philippines and a World Bank Project.

The renovation of seven municipal health centers, presently in dilapidated

condition is also called in the project. Eventual laboratory facilities
will be upgraded and a 705,000 revolving loan fund will be established
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which will enable 400 barangay councils to finance materials for the
construction of recommended domestic water supply and drainage

facilities. Finally, municipal health units will be upgraded to house
integrated health and nutrition population activities allowing for the
feeding and treatment of disease complications of severe malnutrition. This
will mean taking the primary focus for prevention and treatment of
malnutriticn to the home,

Project Inputs:

The 2.5 million dollar loan proposed in this Project Implementation
Document (PID) would finance 43% of the total incremental costs of $5.8
illion assiociated with this project. In addtion to the AID loan, it

is expected that about $1/2 million of local currency funds generated
by the PL 480 Program would be used to fund the construction and
equipment of municipalnutri-huts or mal-wards and the salaries of
additional voluntary agency personnel required the supervised

increased demands on existing food distribution and nutrition education
programs. This amounts to about 9% of the total project cost (see
Table A).

Host Country and Other Donor Activities

Host country contribution is expected to reach at least $2.8 million or

49% of total project requirements. The Government of the Philippines is
expected to contribute $1.6 million from central funds and local Government
revenues will provide 1/2 million during the five year period for a total
of 35% of project requirements. Finally, the host country beneficiaries
themselves are expected to contribute lahor to pay for part of the material
costs of toilets, and to start reimbursing the Government (for water fees)
for water facility construction for a total five year contribution worth
$.8 million or 14% of the project cost.

Project Issues

The most important issue in the RICOL integrated health services delivery
project is its comparison with the PANAY United Services for Health
(PUSH) project. The PUSH project is scheduled to begin in FY1978

"and the BICOL health project is similar in many respects, but the

provide clearly defined operational differences which need to be tested
to determine the most replicable model for widespread application in

the Phillipines. (See Appendix I for similarities between the two
projects.)

Source of Information

BICOL Integrated Health, Nutrition and Population Project Implementation
Document. BRI T R
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Table A ¢ Estimated Project Cost by Source of Funds (Financial Plan)
Bicol Integrated Pealth, Nutrition and Population Project
(1000 dollars)

i

Total - HOST COUNTRYZ/, PLASBO ~ UNITED STATES
Project Beneficlaries|Local Govt.|GOP Host Co.|Generations|PL480|Appropriated AID Loan
Project Component Costl/ 1C  Labor Lc _LC TOTAL > Comm, > FX TOTAL
Institutional Development 962 . 156 358., 514 | ! .__4uB 448
BIh Stipends 646 " TI56 4522/ 198 — = ""L48 448
Training 183 183 183 '
IECM Campaign | 132 . 132 132
Construction . 2020 316 216 ; 155 227 914 300 oo 806 806
Water Supply Facilities —T7615 " 115 T T - 7115 } R R 500 ~ 7500
Primary Drainage - 328 76 47 123 205 205
Secondary Drainage Y/ 8 ! 4 1 32 44
Water-sealed Toilets 483 200 80 | 101 382 | 101 101
7 Municipal Health Centers 19 . 19
9 Barangay Health Stations 48 - P 48
Provincial Lab Expansion 27 & ' 27 o
MHC Extension : 300 @ . : e 300 ™
Barangay Development Centers 156 52 ~
Equipment & Supplies . 668 %63;_;;;,'1 : o 545 545
BlIA Kits 45 S 45 45
Botica sa Barrio Drugs 53 8 N v 53 53
Vaccines 15 v i . 15 15
Chlorine 20 1 i R 20, , 20
MiHC Equipment 74 s sy 63 ¢ 11-° 11
Barangay Dev. Center Equjipment 140 360 60 S L aoﬁ/ 80
Munici pal Microscopy Equipment 33 P e .;f 33 33
Municipal Microscopy Supplies 22 T o 22 22
Provincial Lab Equipment 133 133 133
1IECH Equipment & Supplies: 45 45 45
Training Equipment & Supplies 11 11 11
PM) Equipment & Supplies 28 28 28

Vehicles & Parts 51 51 51



Table A (continued)

Total HOST COUNTRY'Z—/, , PLABO UNITED STATED
Projec7 Beneficiaries [Local Govt.:GOP Host Co. Generations Y1480 Appropriated AID loar
Project Component Costd/[TIC  Labor ic i 1ic _ToTAL |T Ic Comm. [ IC  FX TOTA
T — - - - [ ) - e

Project Management Office 443 ,416 416 ! 27 . o
Salaries/wages & Allowances 182 182 182
Diocesan Nutritiohists 16 : ! : ' : ; 16 - i
CRS-FFW Coordinators 11 .. : , 11 i
Environmental Sanitation Survey 56 . : ' . 56 56 f ,}zf
Project Monitoring & Evaluation 78 | i ... 178 178 - 1

H : i .

Sub-Total ) 4093 | 316 216 ' 311 1061 1904 390 1254 545 1799
157 Contingencies. 614 ;47 32 ! 47 159 285 59 i 188 82 270
7%/yr. Cost Escalation 132 119 69 128 _ 33 650 . 51 i.358 13 431

! ¢ \ ) [
TotALs Y ' 5839 ° 482 317 ; . 486 1554 2839 | 500 1 1800 700 2500
: ; : 49% | 9% 437,
(U.S. PL4G0 Title 31 Food ; ' : i ‘ : .
Commodities) . (1170); ; ! (1170) -

(inPID) . i ' ,
1/ See Tables A-Z and A-3jfor  details. Columns may not add to totals due to rounding. !
2/ Host country contribution consists of incremental costs only, project use of existing staff and buildings is
" hot included.
2/ Sixth year project-funded stipends, Stipends at P200 per month per BHA: 120 BHA's in year 1, an additional
280 BHA's in year two for a total of 400. In year 4 the local governments will start sharing 50% of the

stipends of the 120 BHA's appointed in year 1. By year 5, the local governments will be paying for half of the

stipends of all 400 BHA's, in year 6 they will pay the full amount of stipends of BHA's recruited in year

and after year 6 the local governments will shoulder all stipends of the BHA's. It is assumed that by that time,

real property tax revenues have sufficiently increased. As lead agency of the project, DOH will budget the
centrally funded portions of BHA stipends and other continuing costs of this project after the fifth year as
part of the longer-term GOP effort. :

4/ Clinical scales only.
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THAILAND

Project Title and Number: Lampang Province Project (DEILS Sub-Project),

Project Life:

Project Cost:

931-0971

FY1974~-FY198l1 (Project funding ends FY1978
for Phase III)

$1.78 million AID (APHA contract) grant
(Total project cost--$16.7 million) :

Target Population: 610,323 persons

Area Coverage: Regional (Lampang Province)

Project Purpose:

(1)

(2)

' A low cost health delivery system used by 2/3 of the

women of fertile age and children under 6 years of age

in Lampang Province. Key features of the system extensively
replicated throughout rural Thailand without external
agsistance.

The proposed integrated health system will include family
planning, maternal an! child health, nutrition and other
preventive and curative services.

Health Combonent:

The DEIDS project proposes four innovations:

(@

(2)
(3)

(4)

to organize and test a low cost health delivery system in

the villages which uses training, non-physician personnel,
in addition to lay health promoters and communicators such
as monks and village leaders.

to train non-physician curative and preventive health care
in the village.

to take inventory and analyze the existing health services,
costs, and the utilization of such resources.

To strengthen the health delivery infrastructure in

management and administrative practices at the provincial
and district levels.
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The proposed provincial low cost integrated health delivery system, with
sexvices for the majority of the fertile women and children under 6
~ years, is to be implemented through the development of four coordinated
divisions: (1) medical and health services; (2) personnel development;
(3) information-evaluation-research; and (4) administrative services.
The DEIDS Project proposes initially to use one district, Hang Chat, as
a demonstration area for the integrated health system. The entire
Lampang Province should be receiving all services initiated in Hang Chat
by 1978 according to the Project Paper.

The Provincial Hospital serves as the base for delivery health services

in the Province. The Rural Medical and Health Center (RMHC) operates

as an extension of the outpatient clinic of the Provincial Hospital. ‘
One RMHC is proposed for each district. The center for basic level health
care is the sub-center (SC) in each tombol. A referral system is

proposed for this regionalized network of health facilities.

Medical and Health Services Division

The Medical and Health Services Division of the Project envisions the
training of traditional midwives in maternal and child health (MOH).
Efforts to recruit and utilize village monks as health promoters are also
planned by the Division. The religious temples have been identified as
future MCH information centers. This Project also discusses the
establishment of a comnunity health section in the Provincial Hospital

to provide preventive and promotional services in MCH and communicable:
disease control. o

An immunization campaign against smallpox, diphtheria, pertussis, tetanus
and poliomyelitis is planned in the DEIDS Project. Special campaigns

for other diseases, such as tuberculosis, leprosy and malaria, will be
integrated into the general health services system according to the PP.
Additionally, laboratory services in the hospital and RMHCS are to

be improved in the DEIDS Project.

Communities particiy ating in the DEIDS Project are encouraged to contribute
financially as well as to provide manpower in establishing water supply
systems, sanitary privies, methods of refuse disposal, and household
drainage.

Personnel Development Division

Seven training programs for health personnel have been identified to
strengthen the heazlth delivery systems in Lampang Province. These Programs
are: trainer training; cross training for administrators, supervisors,

and service persocnnel; volunteer training for health post workers and



communicators; traditional midwife training; on-the-job-training; intern
training and MEDEX. The teaching staff for the DEIDS training programs
will be made available through local and foreign universities according
to the PP. These institutions also are involved in the evaluation and
assessment of the Project training activities. The Lampang Midwifery
School is proposed as the central training center for the Project.

According to the PP there are two innovations in the development of
health manpower for the DEIDS project. The first innovation is the
‘training of 85 Medex workers to provide basic health services in the
villages. The numbers of "health workers" amd "practical nurses" will
decrease in the Province, since these personnel will qualify for
further Medex training.

- The second innovation is the use of at least 5,950 training health
volunteers to function as health post workers and communicators.

The health post worker is capable of detecting persons with serious health
problems, providing non-prescriptive drugs, and recording births and
deaths. The communicator assists the patient in entering the health
services system. The communicator serves as liaison between government
officials and villagers. He/she also serves as a distributor of health
information.

Information-Evaluation-Research Division

This Division is responsible for processing information to be used by

"the Projec®: in planning, assessing, and evaluating its goals and. .

. objectives;. Eight types of information will be gathered -according to o

- the PP: vital statistics, community surveys, clinical records, =~ -

' service records abstract, task analysis, cost analysis and admlnlstrative
analysis. This information is also used for making appropriate comparisons
between Hang Chat District and other districts in the Lampang Province.

Administrative Services Divis:ion

Tne develorment of support services is the major responsibility of this
Division. This includes all details of administration such as personnel
management, financing, correspondence, transportation, and supply
distribution.

Nutrition Component:

Each community with a health sub-center (SC) is encouraged to establish

a Child Nutrition Center (CNC) under the aegis of an already established
governing structure (such as the village council). The health post worker
assists in the feeding programs at the CNC and provides food supplements
to the district population. Private days care centers are also to be

144



upgraded to government standards in the target area. Nutrition education
is especially stressed for pregnant and lactating women in these facilities.
In addition, the community health section &t the Provincial Hospital
provides preventive and promotional nutrition services.

Texturized protein is to be introduced more extensively in the

feeding programs of the CNC's and schcol lunches ip cooperation with

all provincial education authorities. 1In addition, to combat malnutrition,
iodated salt, fortified fish sauce with iron, vitamins, and orthoposphate
are proposed for sale by all RMHCs, SCs, and Health Posts (HPs). The
Agricultural Promotion Officer will augment food production techniques

in the villages according to the Project Paper (PP).

A community nutrition survey is proposed for Hang Chat District.

Population Component:

Increased distribution of pills, IUD insertions, sterilizations and
condoms are proposed for the Provincial Hospital, RMHCs and SCs.
Hysteroscopic sterilization may be conducted by mobile teams from

the Provincial Fospital. Family planning promotion in the private and
" public sectors is stressed in the Project Paper (PP).

Project Outputs:

(1) significant milestones (coverage)

1976: PBang Chat District
1977: . Ko Kha, Mae Ta, Sob Prab, Tein Mae Prik
Districts and Serm Ngam Sub-District
1978: Munag Lampang, Tae Hom, Ngao and Vang Neua Districts.

" (2) Making Lampang low cost health delivery system workable
through:

(a) Trained Medex staff working in RMHCs and SCs

(b) Other medical auxiliaries trained and working
in Lampang.

(c) Information on the Lampang experience
available for revised training programs.

(d) Information available for Medical and Health

Services Division to revised services based on
Lampang experience.
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(e) Trained Medex staff working outside Lampang Province.

() Cost analysis of Lampang low cost health delivery
system thus assessing reasonableness of replication
elsewhere in Thailand.

(g) Officials from the other Thai Provinces supporting
replication of key features of Lampang Project =-
based on knowledge of actual Lampang experience
obtained at conferences, site visits, and written
reports.

(h) Lessons for other developing countries from Lampang
experience.

Project Inputs:

The DEIDS Project budget through FY1978 is summarized in Table a.

Host Country Activities:

The MOH (Ministry of Health) has appointed a Field Director to coordinate
the DEIDS Project in Lampang Province. The First Deputy Under-Secretary
of the MOH is the Director of the DEIDS Project.

The Executive Director receives technical assistance from the planning

and Evaluation Committee. The Policy and Directory Committee chaired

by the Project Director receives progress reports from the Planning

and Evaluation Committee. Each Division has a director who is supervised
by the Field Director. A District Medical Officer supervises the Provincial
Chief Medical Officer and both ars responsible to the Project Director.

In addition, two committees, the Field Coordination Committee and Consumer
Adjunct Committee, are planned to define the role of the RMHCs.

Othexr Donor Activities:

No other foreign donor is involved in the DEIDS Project.
Issues:
(1) The Thai Government has extensive recurring costs in DEIDS

Project. The Government's ability to substain this long-
term financial burden is questionable.
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(2) The capacity of the Government Civil Sexvice system to
o absorb the newly trained health workers is uncertain.

(3) Cooperation and coordination between AID and participating
agencies must exist throughout the Project.

(4) Qualified applicants for the training programs must exist
in each of the Districts to successful replicate the Hang
Chat experience.

Source of Information:

DEIDS Thailand Phrase III Project Paper.
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THAILAND

Project Title and Number Rural Primary Health Care Expansion,

493-0291
Project Life: FY1978-FY1981
Project Cost: $5.5 million loan (®otal project cost--$10.7
' million)
Target Population: Est. 11.5 million in 20 provinces

(27% of total rural population)

Area of Coverage: Regional

Project Purpose:

To improve and expand the rural primary health care delivery system of

the RTG/MOH (Royal Thai Government/Ministry of Health) through strengthened
and innovative training, management, evaluation, and research practices

in 20 provinces.

Health Component:

The Project proposes to strengthen the health manpower capability at
district hospitals, second class health centers, midwifery centers, and
remote; villages in these 20 provinces. Additionally, the supervisory and
management skills will be enhanced. This Project trains nurse practitioners,
auxiliary midwives, health assistants, supervisory personnel, health
communicators, and village volunteers. A variety of short-term training
activities will upgrade the skills of new and existing MOK staff and
volunteers in rural areas.

NURSE PRACTITIONERS

Experienced nurses staffing district hospitals will be trained to become
"nurse practitioners”. The nurse practitioners will provide substantial
medical care in provincial and district hospitals. They will also super-
vise the auxiliary staff in rural health centers and midwifery centers.
These nurse practitioners will be taught the skills needed to identify
health problems, make diagnosis, handle emergencies and minor surgical
procedures, treat minor illnesses, manage abnormal deliveries and perform
espsiotomics, participate in the administration of the health facility.

The nurse practitioner's training will vary from 10-28 weeks depending
on the trainee's experience in public health. Fourteen weeks of field
training is a requirement of the program. Each year of tle Project
except for FY 1981, 150 students will initiate training, '
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AUXILIARY MIDWIVES

The auxiliary midwives' responsibilities have been increased to include
minor surgical procedures, treatment of accidents, curative services

for common diseases; simple laboratory services (e.g. urinalyses to
detect albumin and glucose; stool examinations for parasite ova; and
hemoglobin tests for malaria parasites); identification of more serious
illnzsses to be referred to the physician; data collection; and
supervision training, and support of primary health care workers; village
health volunteers and communications.

A four month course in curative care has been developed for the auxiliary
midwives. Fourteen training institutions using the same MOH-designed
curriculum will train the 2,250 auxiliary midwives. A two month
curriculum for the training of the trainers of the auxiliary midwives

has been prepared. About 220 persons will take part in these courses.

In addition, 500 phy51c1ans, nurses, and nurse practitioners wlll be
oriented to the expanded role of the midwives.

HEALTH ASSISTANTS

To ease the burden of delivering clinical and community extension
services simultaneously, the Project will train 750 health assistants
to take over the routine tasks of the midwifery center's auxiliary mid-

- wife. This will free the midwife for more technical tasks and additional .=~

7nifield.respbnsibilities. Health assistants will work in the midwifery

centers until the centers are upgraded to health centers. Duties of
these health assistants focus on: (1) preparation of clinical equip=-
ment, vaccination kits, and medical supplies; (2). home visits to MCH
patients; (3) resupply of village health volunteers with drugs;

(4) provision of first aid services when midwife is absent; (5)

assist in record keeping; and (6) maintenance of midwifery. center.

The health assistants staffing the midwifery centers will receive 6 weeks
of training. Another 450 health assistants will be trained to staff
hospitals. Their curriculum will primarily rely on the teaching of MCH
(maternal and child health), and family planning techniques. Recruitment
of the midwifery center's health assistants will be from among unmarried
women, aged 18-25, with at least a lO0th grade education, and who would
otherwise be eligible for basic training as an auxiliary midwife or
practical nurse. The hospital's health assistant will be recruited

from among 20-40 year old women, who have at least a 1l0th grade
education, and have a prexisting interest in family planning.



Other elements in the Project focus on the training of sub-district

- (tamban) staff, village health volunteers (VHW) and communicators (HC).
The RTG proposes to trxain 7,900 wvillage health volunteers and 79,000
health communicators in the 20 Project provinces. This an average

of 1 VHW and 10 HC5. per village without health or midwivery centers
(about 9-10 villages per tambon indicates 8 VHVs and 80 HCs).

The HC's role will be primarily to promote community health events and
services such as MCH, sanitation, and disease control. The VHV serves
as a grassroot between the community and government officials. The
VHV provides minor health care, simple drug dispensing, community
health education, patient referrals, and assists in vector control.

Management training will ke financed by the Project for more than 700
provincial and district level staff. The objective of these courses is
to ensure that key senior and middle level health and hospital
administrators develop skills necessary to manage this and other projects.
Curriculum will include health planning and administration and hospital
:nanagement.

This Prcject will include monies to support the .associated planning, re-
search and evaluation activities. Equipment and supplies and technical
personnel will be financed for these purposes.

Population Component:

The nurse practitioner will be capable of carrying out MCH and family
planning services including IUD insertions. At a later point in the
Project the auxiliary nurses may be permitted to insert IUD's and provide
injectables.

About 450 trained health assistants will only have MCH/family planning
duties which include the: participation in the establishment of family
planning clinics; the issuance of contraceptives to "clients",
maintaining family planning records and visiting dropouts; and

carrying out IEC (information, education, and communication) activities
in clinics and maternity wards. The vast majority of these 450 health
agsistants will be assigned to district hospitals and provincial
hospitals. About 10% will be posted at MCH centers and provincial health
offices with family planning services.

In addition, the 750 health assistants trained soley for the midwifery
centers will be capable of home visits to family planning acceptors
as well as issuing contraceptives.

The auxiliary midwives in the Child Nutrition Centers provide family
planning education to the participating mothers.
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The village health volunteers will be trained to supply condoms and _
oral contraceptives to women who have been screened by other paramedicals
and provide family planning education. The HCs will informally advise

the community about family planning services at the health facilities.

Nutrition Component:

The Project will train 180 child nutrition attendants to staff the

Child Nutrition Centers. These Centers provide supplemental protein

foods for children as well as immunizations, physical examinations’and

the improvement of environmental factors influencing the children's health.
Mothers take turns attending the centers and preparing meals and
recreational activities. The auxiliary midwife is responsible for manage-
ment of the center, arranging cooking demonstrations, and education in
nutrition and home food production. The MOH provides a modest stipend

to the Center and makes available building materials. The parents

build the Center and pay low fees.

The village health volunteer will be providing nutrition education. The
HC will serve to promote and informally advise their neighbors about
nutrition services.

Project Qutputs:

(1) Field and institutional training for:

900 nurse practitioners
2,250 auxiliary midwives
750 health assistants at midwifery centers
450 health assistants at hospitals (only 181 will be assigned
to 20 provinces o

180 child nutrition attendants
7,900 village health volunteers,
79,000 health communicators, and
700 provincial and district level health
supervisory staff

(2) The Health Planning Division of MOH will concentrate on an
operational assessment of health facilities and manpower in
the 20 provinces; an evaluation of the training of the VHVs
and the HCs; and an evaluation of the training of trainers
for the VHvs and HCs.
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(3) Other studies to be completed include patient/household.
operational performance studies for all categories of
paramedical personnel, volunteeer-communicator motivational
study, project effectiveness studies, and utilization of
audio-visual materials study.

Project Inputs:

A summary of project inputs can be found in Table A. AID funds the field
and institutional training of the paramedical workers, including travel,
per diem, training materials and medical kits for the trainees. AID also
provides technical personnel in the areas of health care planning, survey
research, evaluation and health manpower planning.

Host Country Activities:

The RTG/MOH is responsible for impelementation of the Project. The MCH
will play a very important role in the training component. . The proposed
training techniques will be based on curriculum training manuals, and
audio-visual aids already designed by the MOH.

The MOH is in charge of integrating the activities of this Project into
the larger government rural Primary Health Care Program.

Qth~r Donar Activities

This Project will be developed in coordination with a larger joint RTG
and World Bank Accelerated Family Planning and Health Project (AFPH).
The AFPH project includes the construction and renovation of several
health service training facilities, expanded information, education and
communication programs, broad research and evaluation activities, long
term and short-term training for existing and new health workers.

The AID component of the RTG/AFPH project will concentrate on short-term
training and limited research and evaluation activities.

The RTG/AFPH project will be financed through a loan from the World Bank
and grants from other donors at a level of $42.4 million.

Issues:
Some important assumptions and/or issues to consider are:

(1) Continued AID and other financial and technical support are
important elements to the Project's success.

(2) The host government must remain committed to developmenﬁ'of a
regionalized health delivery system.

(3) Supervisory, logistical and technical support must exist
at all levels of the health delivery system to insure back-
stopping of local level workers.



Table

A

Summary Cost Estimate and Financial Plan

( US $ 000)
?ROJECT COMPONENT AID RTG OTHERS*

TOTAL

FX LC FX LC FX IC :

Technical Assistance 240 240
Training 4,266 5,230 9,496
Research/Evaluation 606 606
Other 15,470 | 42,381 57,851
Contingency 57 57
Inflation 350 350
TOTAL 5,519 20,700 | 42,381 68,600

rld Bank and Other Donors
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(4) The MOH and local communities must be able to "absorb"
' the large numbers of paramedical workers being trained
in the Project.

(5) Qualified and willing persons have to exist in the host
country in order to succeed in training the large quantity
of health workers proposed in the Project.

(6) Coordination and management of the proposed activities of

other donors within the MOH is important to the successful
completion of this Project.

Source of Information:

Thailand Rural ll2zalth Care Expansion Project Paper
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BOLIVIA

Project Title and Number: Rural Health Service Delivery, 511-0453

Project Cost: $250,000 AID grant (Total project cost--
$391,000)

Project Life: 'Yle76-rYi1978

Target Population and Area of Coverage:

An estimated 35,000 rural Bolivians, who will be pravided access to
rural health services in four rural communities and 33 satellite
commnunities in Santa Cruz Department, are the beneficiaries of the
Project.

Project Purpose:

To plan and successfully implement a pilot Rural Health Service Delivery
System (RHDS) in the Montero area of Santa Cruz Department.

‘. Background:

- Health statistics of the Montero region of Santa Cruz Department are
-below Bolivian national averages with infant mortality estimated to

~be 300/100C live births per year, pre-school mortality, 50% and pre-
school malnutrition 60%

- at present (1976) the National Bolivian Health System reaches only an -
~ estimated 15% of rural people. :

Health Component:

’The Pro:ect aims to create a RHDS capability within the MOH (Ministry
of Health) by revising their support system at the local and regional
levels and initiating training programs for rural personnel. The
Project plans to train and utilize several levels of auxiliary health
workers, such as 80 health promoters, 12 nursing auxiliaries and 8
supervisory nursing auxiliaries. The health promoters and auxiliary
nurses, once trained, will be providing basic curative and preventive
services, data collection, patient referral services, basic informational
detection and community organization.

Training (6 months) is proposed for the health worker in the areas of
environmental sanitation, communicable disease, and maternal and child
health. These workers will receive technical back-stopping and super-
vision from a District Outreach Team of public health professionals
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and technical auxiliary nurses assigned to sub-district hospitals. The
Outreach Team is composed of a public health doctor, public health
nurse, public health educator, nutritionist, sanitation technician,
laboratory analyst, administrative assistance, secretary and two drivers.

Continuing education programs are another aspect of the Project designed
to upgrade the promoter and auxiliary nurse's skills. Technical
auxilaries will receive short-term training from the Outreach Team,
periodically in addition to a 3-month supervisory course.

The Project also proposes to empliasize at the national level:
decentralization of programming for personnel and budget activities;
development of training goals with university training programs;
utilization of paramedic personnel; increased preventive health

programs; and improvement of logistical support, planning, administrative
and information systems. The logistical support system is proposed, in
order that rural health centers will maintain a continuous flow of drugs,
vaceines, and other materials. The basic information and evaluation systems
will be upgraded partially through basic data collection and analysis
techniques performed by the paramedical staff. A planning and budgeting
system facilitates the establishment of fiscal goals in the rural health
system.

Population Component:

Family planning activities are not defined.

Nutrition Component:

The auxiliary nurses and promoters are trained to provide nutrition.:
services, such as the detection of malnutrition. fThe Outreach Workers:
are capable of providing nutrition services.

More specific data is not provided.

Project Outputs:

(1) Persons at the national, departmental, and district levels
are trained to carry out their roles in Montero RHDS through:

-= on~the-job training at the local level;
— in-service training'at all levels;
-- formal training at the district 'and departmental’

- levels.



(2) ~Rural Outreach Workers trained and working in the RHDs
service activities at the sub-district and local levels.

(3) Draft manuals outlining each systems' operations to
- guide the Montero RHDs service and support activities
at all levels.

(4) Refined manuals based on the implementation experience
of each of the systems of the Montero RHDs and all levels
to guide further system development.

{5) Reports providing summaries and analyses of available )
data and recommending additional data gathering and information
synthesis excercises.

Project Inputs:

The Project inputs and financial plan are outlined in Table A.

‘Host Country Activities:

The MOH has the responsibility for Project implementation and administra-
tion. A three-member executive committee headed by the MOH planning
director is responsible for implementing all activities with the advice
of the interministerial committee. The Project provides short~term
technical assistance to the executive committee.

The GOB (Government of Bolivia) assumes responsibility for staff
salaries and support costs for personnel involved in the Project. The
Santa Cruz Committee of Public Works (OOPP) and the Methodist Church
also provide ir-kind contributions to the Project in the form of
personnel, construction and office equipment.

Other Donor Activities:

There is no other feoreign donor involvement in the Project, Ffood for
Peace food products are expected to be utilized in conjunction with the
Project.
Issues:

(1) Greater clarification of the activities in family planning
is necessary.

(2) Differentiation between the daily tasks roles of the lower
level community workers has not been included in the Project.
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TABLE A : PROJECT INPUTS AND COSTS ($000's)
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BOLIVIA

Project Title and Number: Rural Health Delivery Services (Health
Delivery Systems Loan), 511-9483. Project Paper
has not been submitted. :

Project Cost: $4.2 million AID loan and $1.7 million AID
grant (Total Project Cost == $17.3 million)

Project Life: FY1978-FyY1981

Area Covéragg: Regional (60% of departments of Santa Cruz,

Target Population: gggl:gggmb;eggnsch vquisaca)

Project Purpose:

(1) To strengthen the planning and administrative capacity of
the Ministry of Health (MOH) to enable it effectively to
plan and executive a rural health delivery service program;
and-

(2) To extend a low cost, comprehensive health delivery system
to the rural population, especially the young in the
Department of Cochabambu and Santa Cruz and the Northern
provinces of the Department of Chuquisaca.

Health Component:

The Project seeks: to decentralize MOH operations; to reorganize the
system of providing public health services by creating a graduated
referral system which is more specialized at wach higher level; to
augment the professional health staff with trained traditional
practitioners and health promoters; to emphasize education and preventive
measures; and to use community development techniques to reduce the costs
of constructing needed additional helath facilities.

FACILITIES

Facilities, necessary to provide preventive and curative medical
services, will be developed. Eleven health center hospitals (HCHs)
will be converted into district health center hospitals (DHCH) by
adding medical equipment and upgrading administrative services. Ten
HCHs will be constructed and equipped while 25 other HCHs will be
renovated. The HCHs provide services to populations ranging from
10-30,000 in the rural provincial centers. The HCHs are staffed by
2 physicians, 1 dentists, 2 graduate nurses, several auxiliary aurses,
1 administrator, 1 lab-technician, 1 pharmacist, several medical

and nursing students, and several ovtreach workers. In constrast,
the DHCHs service 100-250,000 people with a larger professional and
support staff than the HCis.
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Medical posts (MPs) in isolated areas will be staffed to service 1-3,000
- persons. 21 physician, 1 auxiliary nurse, 1 health promoter, 1 malaria
eradication worker and 4 outreach workers will staff the posts.

Sanitary posts (SPs) will also be located in rural villages and staffed
by a health promoter, a malaria eradication worker and several outreach
workers. The number and quality of the sanitary posts will be

increased under this Project. an auxiliary nurse will treat or

refer patients on a full-time basis, while a physician will make
periodic visits.

HEALTH WORKERS

An estimated 600 traditional practitioners will be trained in the Project.
These practitioners will receive training in basic medical care from the
DHCHs, HCHS and health posts. Health education materials, health kits
and transportation will be furnished.

Health promoters selected by the villages will be responsible for health
promotion, construction of MPs and SPs, potable water facilities;
community organization; and data gathering. Approximately 600 health
promoters will be trained for 2 months at the HCHs. The health
promoters and traditional practitioners will be paid workers, receiving
supervision from the HCH, MP or SP.

The malaria eradication workers would receive additional training in
preventive and curative medicine at the HCH in the Project. In
addition to eradication activities the malaria workers will assist in
vaccination campaigns, health information dissemination, 'drug ‘
distribution and sanitation activities.

MOBILE HEALTH UNITS

Mobile health units will service areas outside the impact area of

the previously described facilities. The units will be located at the
DHCH to facilitate their use in the district. These units, staffed by a
physician, nurse, and other personnel, will attend to minor health
needs and disseminate materials. The units provide technical
assistance and supervision and training for outreach workers.

MANAGEMENT

The Project aims to strengthen MOH maragement and administrative
capabilities at the regional and local levels. Short-term advisors and
MOH personnel would design in the Project new systems and procedures

in planning, evaluation and administrative support. In-service training
by these advisors will be funded to instruct the regional and district
level personnel in the implementation of the new systems. The district
level personnel would then train personel serving the rural communities.
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Nutrition Component:

The DHCHs:K@ will administer nutrition services. Additionally, the
mobile health units will also provide nutrition information and
services.

Community garden development will be financed under the Project. The
gardens, planted by the Mother s Ciub, will provide for the food needs
of the Clubs. The Clubs are designed to provide nutrition and other
types of information to rural mothers and children.

Population Component:

The trained traditional practitioners will provide family planning
services. Additionally, the malaria workers will disseminate family
planning information. Mobile health units in the Project will provide
family planning information and services.

AID will not purchase contraceptives or family planning education materials
for the Project. Other donors will supply these materials; however,

AID advisors will assist MOH personnel to design delivery and educational
programs.

Project Outputs

(1) Construction and maintenance of 180 SPs, 10 HCHS, and
renovation of 90 SPs, 10 MPs, 25 HCHs and 11 DHCHs;

(2) pProvision of medical equipment and supplies and training
materials for the health facilities and regional laboratories;

(3) Provision of 6 equipped mobile health units;
(4) Provision of office equipment and transportation vehicles;

(5) Training and technical assistaﬂce for district and regional
MOH personnel;

- {6) Provision of basic drugs for the MPy, SPs and HCHs and
vaccination campaigns; and

(7) provision of revolving funds for Moﬁhéi?s’clubs to’fingpcé*fﬁ:
cooperative activities. o ‘ TRTIEE

Project Inputs:

Table A outlines financial inputs 6£i§0§f}¢gverhmént,ofJSbii&iaY?and AID.
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TABLE A

Project's Financial Plan ($000)

AID BOLIVIA TOTAL
Grant* Loan** GCB Community

Constxuction - 1,525 45 1,290 2,860
Equipment and materials - 1,070 - 45 1,115
Mobile Health Units - 240 - - 240
Administrative Improvements 1,755 840 258 - 2,853
Operational Costs - 1,510 4,754 3,934 10,208

Total 1,755 5,185 5,067 5,269 17,276
* The implementation period of the Grant is 5 years.
**The disbursement period of the Loan is 3 years.
Host Country Activities:
The principal GOB financial contribution to the the Project is in the form

of on-going personnel costs of $4.7 million. This includes the salarie
Project support personnel in MOH, medical professionals and paraprofes-
sionals, and regional administrative personnel.

The MOH regional and local will be responsible for the implementating
the Project. Prior experience with other donor programs has enhanced
their capabilities in administration and planning.

Other Donor Activities:

Complementing AID's loan program are projects finmanced by PAHO (Pan
American Health Organizatior) and UNICEF (United Nations Children's
Fund) . PAHO is providing technical assistance at the national level
in sanitation, administration, malaria control, and education. UNICEF
supportithe expansion of regional development programs in Chuquisaca
and Tarya; thus facilitating the initiation of coordinated projects.

UNFPA (United Nations Fund for Population Activities), Pathfinder,
and IPPF (International Planned Parenthood Federation) will supply
family planning materials to the Project.

Issues:

(1) More information is needed concerning the specific tasks of
paramedical personnel in the health facilities and in the
communities. '

(2) The roles played by other government ministries infthé Project.
should be further defined. R
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(3) Possible resistence by traditional practitioners and community
members to the new health system has not been explored
sufficiently in the PRP.

Source of Information: Bolivia Rural Health Delivery Services Project
Review Paper.
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BRAZIL

Project Title and Number: Integrated Health Delivery Systems,

512-0089
Project Cost: $7.6 million AID Loan (Total Project Cost=--
$26.2 million)
Proiject Life: FY1974-FY1978
Target Population: Less than 3 million
Area Coverage: Regional (3 northeast states)

Project Purpose

To enable Brazil to determine, by field trials, effective multipurpose
low cost patterns, for the equitable distribution of sexrvices in the
health sector.

Health Component:

The Project proposes to select trial research areas in three states to
test several hypotheses. In northern Minas, western Paraiba, and
Pernambuco States the following types of analyses are planned:

(1) Design of an administrative and technical health delivery
system which is capuble of reaching 70% of mothers and
children as compared to present access of 20%.

(2) Test the hypothesis that high population accessibility
can be achieved in two ways:

~= in the Northern Minas Gerais Region (centered around
Montes Ciaros) through low cost delivery systems which
rely on public sector employment and training of
auxiliary health personnel and the provision of simple
facilities.

== in Paraiba and Pernambuco (centered around Patos
and Caruaru) through low cost delivery systems which
do not rely on significant increases in public sector
employment or resources but on cooperation between
existing government sexvices and private sector
participation of indigenous midwives, practitioners,
and community volunteers.

(3) Measure the degrees of accessibility to selected vopulation

target groups. women of reproducticn age and children under
the age of 5 years.
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'(4) Evaluate performance of the health delivery system to
determine the desirability for continued support by
Brazil.

(5) Encourage replicability of suitable delivery system
patterns in other areas of Brazil.

A substantial portion of the project involves human resource develop-
ment. Loan funds support the training of: multi-purpose and maternal
and child health auxiliaries who operate from auxiliary units, clinical
attendants, midwives, and home visitors. A limited degree of
professional third country training is provided in the Project for

17 state and regional health officials. Curriculum development
activities are planned for the Northern Minas Medical School in

various health fields.

Loan financing of technical assistance is necessary for continued
project design, development, and implementation of the Northern Minas
Regional model. This model is based on a detailed study prepared by
Tulane University and suggests the development of 200 auxiliary units
in the Region. No construction activities are financed by the loan,
however, the participating counties will donate existing facilities
to be renovated. Brazilian financing in the Project will be used

to increase the service capacity of 44 clinics and existing hospitals
according to the Capital Assistance Paper (CaP).

Minimum health tasks to be provided by the 603 home visitors in the
Minas Model include health promotion, data collection, immunizations,
referral and follow-up, and diarrhea disease investigations. The 398
trained auxiliary workers perform family health evaluations; health
promotion, treatment and referral and follow-up for the family unit;
implementation of family treatment programs incorporating intestinal
parasite treatment, relief of common aches, tooth extraction,
immunizations, pre-natal and post natal care, first aid, and supervision
of home deliveries performed by midwives; laboratory tests; and
record-keeping. The 104 clinical attendants are trained (3 months)

to work as assistants in the local ambulatory clinics. The 603

health volunteers serve as community "vigilants" and nursing setters.
Volunteers receive 3 weeks of training and are supervised by the

. home visitors. Local midwives are selected from the traditional birth
attendants. The midwives work closely with the maternal and child
health (MCH( auxiliaries.

At the intermediate and regional levels in the Mindas Model general and
specialized professional health personnel provide outpatient care and
hospital services. This collection of activities includes supervision
of lower level personnel, outpatient and specialized medical care,
laboratory tests, patient referral, health education, and record keeping.
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The Project also propozses the development of the Central Regional
Executive Health Center to enhance the state health department's
regional administration and supervisory authority. The quality
and quanity of staff will be improved in order that they may
assume the routine administration of health services in the region.

In both Paraiba and Pernambuco the Project proposes to explore the
administrative feasibility of improving the effectiveness of existing
formal state health systems by linking traditional strategies for de-
veloping delivery systems which can reach 50% of the women and
children with minimum health services. Unlike Northern Minas,

a predetermined model is not to be implemented. The upgrading

of indigenous health worker skills and subsequent supervision are

the major foci of this project component. Technical assistance
necessary to assist state health personnel includes: (1) researching
alternative delivery systems; (2) training in limited fields of
maternal and child health; (3) regqular supervision of services
provided by non-formal personnel; (4) assessment of access of mothers
and young children through sample surveys; and (5) collection and
updating of basic statistical data on types of services provided.

The technical assistance component of the Project for Paraiba and
Pernambaco states is directed at both tardget regional activities
and broader aspects of planning, training, and evaluation. Basic
project implementation is the responsibility of interdisciplinary
teams of regional level health officials. Foreign and Brazilian
personnel provide the technical assistance throughout. the Project.

The training component of the Project for Paraiba and Pernambuco

is designed to upgrade existirg professional and paraprofessional
skills. According to the CAP.auxiliary training in the first year is
provided for 400 community auxiliaries, 40 nurse auxilaries, 220
health post attendants, 55 sanitary auxiliaries, 6 sanitary inspectors,
25 laboratory auxiliaries and technicians, 6 statistical auxilaries,
400 midwives, 10 administrative auxilaries, 12 administrative

and accounting assistants, 3 X-ray operators, and 20 retraining nurses.
Limited participant training in the first year is provided for health
planners, epeidemiologists, health administrators, administrative
personnel, and obstet:ricians.

Counterpart contributions to the Project are mainly derived from
basic health programs existing in the two states. As the Project is
implemented, the reginnal programs in management, medical assistance,
dental assistance, immunization, nutrition, sanitation, statistics and
rural integration are to be modified according to the Cap. .
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A Central Level Technical Administrative Group is proposed within

the Ministry of Health (MOH) to administer and coordinate the 3 pilot
projects. Technical assistance in the Piroiect partially focuses

‘on assisting the MOH ins (1) management and evaluation of 3 pilot projects;
(2) developing of a training plan for the upgrading of MOH and state
health personnel:;and (3) preparation of plans for replicating suitable
health delivery systems in areas where applicable.

Nutrition Component:

The home visitor in the Minas Model is capable of weighing and
measuring all children 0-5 years and promoting breast-feeding, child
care and nutrition. The auxiliary worker provides anemia and mal-
nutrition treatment, infant care promoting nutrition, and food
preparation and production demonstrations.

In the other two regions, 60 nutrition auxilaries provide services
in nutrition, such as identification of malnourished infants and
children, nutrition education, treatment of diseases associated
with malnutrition, and basic food preparation. :

Population Componen*:

Not defined.

Project Qutputs:

(1) Returned participants employed in Brazil in key
federal and state positions.

(2) A viable administrative mechanism organized for the
coordination, monitoring, and replication of health
care system pilot program. :

(3) In-country training courses, both long and short-texrm,
in health care delivery systems, developed and
operating.

(4) MOH evaluation of project process including comparative
evaluation of coverage, target population, behavioral
change, and outcome measurements, such as infant
mortality rate, crude death rate, etc.

(5} MOH supported in-country program to develop well qualified
health planners and administrators.

(6) MOH organized and coordinated annual conferences on health
' care delivery systems.
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Project Inputs:

Table A outlines project inputs,

Host Country Activities:

Management of the Project is the responsibility of the Central
Technical Administrative Groups (GTAC) newly created within the
MOH. This management groups specifically:

== manages a svcclal account into which local currency
funds will be deposited and dispersed;

-- allocates U.S. program funds to the states;

== monitors the technical, administrative and financial
aspects of the three pilot projects;

== prepares quarterly reports for MOH and AID; and
-- provides program coordination.

Other Donor Activities;

The main thrust of technical assistance for the Project is provided.
by PAHO (Pan American Health Organization) in the form of short-term
consultants and 2 full-time health systems specialists.

Issues:

(1) The family planning activities are not defined in this
CAP L) ’ ' '

(2) Coordination of‘tééhﬁi¢§i~a$sistance activities is
necessary at all levels of ‘the Project. '

Source of Information:

Brazil Integrated Health Delivery Systems Capital Assistance Paper.
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TABLE A

SUMMARY FINANCIAL PLAN
(in thousands U.S. dollars)

SOURCES OF FINANCING /
SUB-PROJECT COST ESTIMATES A.1.D. 6.0.B. Stagzhggca]
' ' TOTAL $ L/C v/c L/c
1) MINAS GFRAIS
Tech. Asst, 1,514 900 440 174
Training 927 170 725 32
Aux, Units 2,400 - .1,365 _ 1,035
Complementary , 6,183 AR 125 6,058
Health services o
Administracion 327 110 217
Community 295 265 an
Medicine A
Sub-Total 11,646 3,600 - | so0 7,546
2) PFRNAMBUCO L AR AR
Tech. Asst. 1,052 - S48 S04
Training 660 120 328 212
Complementary 4,812 : : - 288 4,524
Health Services o o o
Sub-Total 6,52 500 4,52
©3) PARAIBA’ 5
Tech. Asst. e
Training 27
Complementary Health 226 4,624 .
Services : i R
Sub-Total 6,624 1,500 500 | 4,624
4) CENTRAL
LEVEL :
Tech. Asst. '500 500 o
Training 600 500 J 100
Administra. 400 L00
Sub Total 1,500 1,000 500
, 1,000
. GRAND TOTAL 26,294 3,358 4,242 2,000 16,69
T 7,600 i
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COLOMBIA

Project Title and Number: Health Delivery System (PRIMOPS)

931-055
Project Cost- '$942,970 AID grant
Project Life: ‘ ¥Y1975-rY1978
Target Populaticn: " 90,000 persons
Area Coverage: Regional (5 barrios in cCali)

Project Purpose:

To establish a model of a low cost health delivery system in the Union
de Vivienda Popular area of Cali, emphasizing an integrated approach to
health (maternal and child health, nutrition and family planning) which
is replicable throughout Colombia.

Health Component:

The Ministry of Health (MOH) has supported a number of experimental
health models designed to -=2distribute health services in Colombia.

One of these experimental model programs is PRIMOPS (Research Program

in Health elivery Prototype Service). PRIMOPS is a research unit in

the Health Division of the Universidad del Valle. The unit was created
to develop. implement, and evaluate a health delivery system model

which provides wide coverage of health services. This experimental
methodology for service delivery designed by PRIMCPS, will be used by the
MOH to deliver healih services in other areas of the country.

PRIMOPS seeks to develop and test a model which is cost-effective,
efficient, and maintains quality of work performance. The proposed PRIMOPS
model contains such elements as: (1) training of nurse auxiliaries and
promotoras; (2) the practice of simplified preventive and curative medical
care; (3) community participation; and (4) linkage with traditional
practitioners.

The PRIMOPS model pians to corporate the concepts of the regionalization
system of the Ministxy of Health. As a rosult, several levels of health
care are available in the model differing in complexity of services
offered, size, and administrative and training capabilities. The following
discussion generaljzes the type or regionalization network within Colombia:

172



(1) In the home the delivery of a simple medical service is
planned for children 0-5 years of age. The auxiliary
nurses, promotoras, and indigenous midwives administer
these services acccrding to the Project Paper.

'(2) In the health post integrated services are provided to
barrio residents by promotoras and nurse auxiliaries.
Four new facilities are to be constructed.

(3) At the health center more complex services are provided
' by professional pexsonnel as well as nurse technicians
and auxiliaries.

(4) At the periphersal and regional (University) hospitals
secondary and tertiary medical services are available.

The PRIMOPS model incorporates the development of external and internal
program evaluation methodologias which are important to defining project
replicability. Six selected epidemiological and socio-anthropological
research sutdies are also proposed in the PRIMOPS mode. In collaboration
with Tulane University, PRIMOPS plans to develop the previously mentioned
evaluation methodologies and research studies.

The socio-epidemiological research proposed in the Project include:

{1) measurement of the degree of community acceptance of the
PRIMOPS program and identification of changes in time of
knowledge, attitudes, and practices regarding health,
disease, and utilization of health services.

(2) measurement of the degree of acceptance of field health
personnel, in the target area vis-a-vis type of services
offered, methodology, and interpersonal relationships
created by the problem.

(3) other relevant investigations as agreed to by the PRIMOPS :
B Directorate. , . _

“fﬁéfeéidemiological research studies proposed are:
- 'ﬂik}?: Analysis of the planned PRIMOPS evaluation scheme.
f{é}“»Identification of the most appropriate methodology able

‘to pinpoint a "comparison group" and a "control group"
in order to facilitate PRIMOPS program evaluation.

(3) Measurement of the effectiveness achieved by PRIMOPS
in terms of morbidity and mortality by level of health
care (i.e., type of health facility and services
provided).
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(4) Study of the effectiveness and efficacy of the health
activities delegated to the auxiliary nurse and urbar
health promoters compared to similar effects achieved
through traditional approaches.

(5) other relevant investigations as agreed to by the PRIMOPS
Directorate.

Counterpart training for 3 Colombian researchers is proposed through
a sub-contract between Tulane University and the University del Valle
in the area of evaluation methodology. Short~term training is alseo
planned for 15 PRIMOPS staff members in terms of field visits to
other Latin American low cost health delivery sytems.

Nutrition Component:

Epidemiological research is plarned to determine the effectiveness
and efficiency of the PRIMOPS model in terms o.) alleviating the
incidence and prevalence of malnutrition. No other information is
provided with regard to the types of nutrition services offered in
the barrio health facilities.

Population Component:

Epidemiological research is proposed to determine the effectiveness of
PRIMOPS in terms of fertility indicators by level of health care

(i.e. health facility and type of services provided). No other relevant
data is provided in the PP with regards to the type of population services
offered in the bharrio health facilities.

Project Outputs:

Project outputs and output indicators are presented in detail in
Annex A,

Project Inputs:

Table A defines project inputs.

Host Country Activities:

The PRIMOPS staff is trained to operate the Project without external
foreign assistance according to the PP. The MOH and University del Valle
provide counterypart staff to participate in the Project.
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TABLE A: PROJECT INPUTS AND COSTS

INPUY PHASE I PHASE II
FY 75-76 FY 76-77 FY 77-78
A, U.S. BUDGET vs 942,970 $359.902 $313,021 $270046
1. Personnel Resources 250,039 225,162 198,522
2, Other Direct Costs 68,005 44,830 34,760
3. Indirect Costs 51,370 43,029 36,764

B. Government of Colombia (Health Sector Loan)
" 1. Budget Service, Operations
and Personnel Support $210,666 - $210.666 $210,666
2. Direct Support to PRIMOPS for

program development,administra-
tion and evaluation $111,457 . $111.457 $111 .457

TOTAL U.S. AND GOVERNMENT OF COLOMBIA INPUTS = 343 man, year efforts or
U.S5.$1,906,240
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Other Donor Activities:

No other donor agency contributes to the Project.
Issues:
(1) A more definite description of the nutrition, health, and
population services to be delivered in the Project is needed

in the PP.

(2) A greater analysis of the task roles of the auxiliary workers
is also needed in the PP.

Source of Information:

Colombia Health Delivery Systems Project Paper (PROP).
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COLOMBIA

Project Title and Number: Health Sector Loan II, 514-2046

Project Cost: $17.3 million AID Loan
Project Life: FY1975-FY1978

Target Population: Not Defined

Area Coverage: Not Defined

Project Purpose:

To support a continuing expansion of GOC (Government of Columbia)
investment and new policy initiatives in the health sector including the
extension of public health coverage through improved and increased maternal/
child care (MCH); regionalized scheme of services which will permit unified
direction and coordination of all public health activities, preventive and
curative; greater delegation of function and more rationalized location

of facilities; expanded training for health; improved rural sanitation;
enlarged preventive campaigns of disease control and eradication; expanded
operational research; increased production of medical inputs; improved
sector planning and administration; and the import of needed commodities
for the sector such as vehicles, commmunication equipment, fixed hospital
equipment, well-drilling rigs and insecticides.

Health Component:

The Project to be supported by the AID loan consists of the entire central

government public health investment budget; thus complementing AID programs
in rural sanitation, MCH, nutrition, disease control, and health prevention
initiated in previous ycars. The lcan proposes:

~= broadening the coverage of services through regionalization
giving priority attention to maternal/child care and
increasing emphasis on preventive medicine;

-- expanding personnel training through xavised curricula,
for auxiliary personnel, thus increasing incentives and
oroviding greater delegation of functions.

-~ strengthening operational and applied hio-social research;

~- increasing mere rational investment in hospital construction
and equipment through a reinforced single mechanism for
channelling funds and planning priority projects;
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-- improved mechanisms of intra-and-intersectorial coordination
especially related to nutrition, maternal/child caxe, health
education, urban development, and rural sanitation.

‘There are three major activity areas in the Project -- maternal/child care,
training, and imporovement of planning and administration. Funds allocated
to MCH activites are to be used to: (1) expand this Project to operate
from all hospitals, health posts, and centers in Colombia, (2) to have
proper equipment, personnel and supplies available to carry out a
program which will pravide pre-natal care to 50% of the target population
and post-partum care: 93) to provide consultaticns to 70% of the children .
under 1 year and 35% of children l1-4 years annually; and (4) to utilize
malaria workers and health promotoras to extend the program.

The Project proposes to increase training for auxiliary, professional,

and administrative personnel. This includes training for auxiliaries in
nursing, dentistry, sanitation, statistics and administration; maintenance
training; hospital administrators; and expansion of the National School

of Public Health. 1In-service training seminars are planned for
professional and technical support personnel.

In the area of planning and administraticn the development of a new
administration system and supply system,in addition to equipment

and training for the new information system, are planned activities.

A communication system linking the various levels of sexvice is to be
installed and additional ambulances purchased.

Other activities proposed by the Proiject include SEM (Malaria Eradication
Service) immunization campaigns against smallpox, whooping cough, tetanus,
diptheria, polio, measles and tuberculosis as well as other disease
control programs. INPES (National Special Health Projects Institute)
receives AID Project funds to perform operational, biochemical, and bio-
gocial research. The Project proposes to expand INPES' program of
financing and improving construction of rural water and sewerage

projects. The production of biologicals is also included in the Project.

Nutrition Component:

Health promotoras (2,500) are assigned half-time to the Colombian Family
Welfare Institute's (ICBF) Nutrition Program.. Their role in the ICBF
program is not explained. '

- Supplemental feeding progra@s are also proposed.

d“Population Component:

Family planning services are’ planned for 6.6% of all women: of fertile

d ‘age. No specific data is’ provided with regard to the providers of these
- services.



Project OQutputs:

The specific outputs of the Project are not delineated; however, the
general improvements in the the health sector, as a result of the
expansion of the GOC's invesiment, are described below:

Health Prevention

Health prevention, an important and integral part of the sector program,
will receive a variety of assistance from several donors and ID as ‘
well as sizeable GOC resources. The following results from the expansion
of @0C support to the activity are expected:

(1) Maternal/Child program consultations will reach 50%
pre-partum women, 35% post-partum women, 70% children under
1l year, 35% children 1-4 years, and 15 children 5-14 years.

(2) At least 452,500 women (7.6% of women in fertile age) will
g - be contraceptive users in the MOH/MCH program.

;(3) An increase to 10,000 rural and urban slum part-time health
o pro omotoras in the MOH/MCH program; 2,500 of these premotoras
will also work half-time on the ICBF/Nutrition Program.

(4) MOH will develop with ICBF assistance a plan for old people's
' care.

(5) Improved facilities will be developed for treating drug
addiction.

'(6) Provide supplementary feeding with Colombian and donated
: foods to 295,200 pregnant and lactant mothers, 934,500 pre
school children, and 1,700,000 primary school children.

(7) Provide institutional care, substitute parents, and training -
g to abandoned children (20,000) annually. o

(8)  Provide 2,000 adoptions, 15,000 legal defenses for minors,
o 261,000 family legal consultations, and 53,000 civil actions g
for minors annually.’ /

Health Protection

(9) Control of malaria through 3,553,000 home visits yearly for
- ~spraying and for case identification and treatment.

.(10) Control and eradication of yaws with 151,568 home visits' yearly
X for case identification and treatment.
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(11) Control of yellow fever through spraying and vaccination.

(12). Achieve and retain an 80% of population vaccination level
T against smallpox, whooping cough, tetanus, diphtheria and
tuberculosis.

(13) Achieve and retain an 80% (of 2 mos. to 5 years old
population) vaccination level against polio and measles.

(14) 1Increase tests for venereal disease, increase health
standards required for entry into Colombia, develop
system for epidemiologic vigilance, and improve data on
accidents for prevention purposes.

Health Recuperation

iiS) Complete, remodel, and enlarge 239 hospitals which will
kS provide 11,537 new beds and 13,724 improved beds (Total
approximately 41,564 bedsl

(16) Complete 637 new health posts and centers for a total of
: 2,485,

Human Resources Training

(17) ’Professional training will be provided to 730 persons in
.7 . short-term courses and 1,340 person in long-term.

'(18) Auxiliary and technical training will be provided to 6,130
ST persons in short-term courses and 3,585 persons in long-term

courses.

;(19) In-service training seminars for professional and technical
s perscnnel will be held.

ifzd) The National Health Library will receive additional volumes.

- (21) Contracts will be signed to maintain 3 training centers for

8 the above short and long-term training at San Juan de Dios
Hospital, Bogota; School of Public Health, Medellin;

University of valle, Cali; and SENA Bogota Maintenanca Training
Center.

Research
-(22) A variety of research will be conducted, however, the

emphasis will continue to be on applied bio-social research.
Studies to be continued or completed include:

180



(23)

(24)

(25)

(26)

(27)

(28)

(29)

(30)

(31)

(32)

PRIMOPS - Program for low cost health delivery system.
Medical attention institutions.

- Health sector financing

National morbidity study

-~ Occupational risks in the textile industry.

Complementary Tnnuts
Additional equipment and laboratories to be provided for
tuberculosis detection, rabies contxol, pure food inspection,
and testing of water, fluoridation, and air contamination
so that all Sectional Health Services have this capability.

Provide home water filters for rural areas.

Purchase vehicles and establish communication system
for the health sector.

Improved Planning

Develop and install a new administration and supply system
for the sector.

Install equipment and training for the new information
system.

Complete construction and equipping for the MOH building.
Rural Sanitation

Complete 530 aqueducts covering 293,500 persons and 570
aqueducts covering 245,500 persons.

Complete 250 sewer projects covering 130,000 persons and 270
sewer projects covering 141,000 persons.

Provide 200 rural schools with latrines and water.

Purchase additional equipment and supplies for above projects.

Project Inputs:

The disbursement of projects funds is outlined in Table A.

Host Country Activities:

Implementation responsibility for the program regts with the MOH. The
National Planring Department is responsible for monitoring and evaluating
program implementation. SEM (Malaria Eradication Service), National Special
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TABLE A

DISTRIBUTION OF PROJECT FUNDS

(Millions of Current Pesou.)

1975 1974
l. Maternal Child Care 70.8 84,0
2. Training 102.0 141.7
3. Improvement of Fianniag &
Administration - 42.0 36.0
‘ .0
4, COthers 86 .".16.__0__
Total. 300.3 377.7
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Health Projects Institute, Colombian Family Welfare Institute (ICEF)
and FNH (National Hospital Fund) are sub-implementing agencies.

Othexr Donor Activities:

This Project was planned in close coordination with PAMO (Pan American
Health Organization) and UN (United Nations) technical assistance
programs; World Food Prograa, CARE, and CRS (Catholic Relief Services)
food donations; as wa2ll as proposed hospital equipment financing from
the British Government.

Issues:

(a) An identification of specific target oufputs is necessary
in the Project.

Source of Information:

Colombia Health Sector Loan Capital Assistance Paper.’
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DOMINICAN REPUBLIC

Project Mitle and Number: Health Sector Loang,517-0107
(Loan #517-2089)

Project Cost: $4.7 million AID loan (Total Project=-$11.6
million) T

Project Life: FY1976-F¥1979

Target Population: - 1.8 million

Area Coverage: Regional

Project Purpose:

There are three project purposes for the Dominican Republic health sector
loan. They are: '

1. To reduce infant and preschool child mortality rates
and crude birth rate in the geographic area subject to
program intervention.

2. To improve performance of SESPAS in managing public health
systems and fulfilling health policy and the planning role.

3. Develop a nutrition program which will provide the basis for
long-term improvement in the nutrition status of the sountry.

Project Background:

The Government of the Dominican Republic ‘(GODR) has the problem of reversing
a deteriorating living situation for poor people in the country.

Despite a high economic growth rate in recent years the gaps between

a new and properous middle class and the poor grows wider. Unemployment
is estimated by the International Labor Organization to be $40%. Infant
mortality in the Dominican Republic is 104 per 1,000 live births for
1978 and 1974--more than twice as high as Barbados, another Caribbean
Island. '

Health Component:

The Rural Basic Health Service (RBHS) is a system of rural-based health care
delivery planned by the National government. This system is to be
administered by the National Malaria Eradication Service (SNEM) of the
Secretariat of Public Health and Social Assistance. SNEM's adminigtrative
offices will ke increased to insure successful operation of RBHS. This

AID health locan proposes to assist the GODR in the devalopment of the RBH
system.
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This RBHS program contemplates the implementation of a system of basic
health care in those rural communities with fewer than 2,000 inhabitants.
One local female health promoter will be trained for every 400 inhabitants
in the villages. An auxiliary nurse will be trained as a supervisor,

and each ol these women will provide supervision for ten health promoters.
These auxiliary nurses will have their headquarters in a disupensary or
health center, where one is available. If none is available, she will work
from her home. An additiond nurse auxiliary will be used to provide
supervision and training for every twenty nurse auxiliaries. These

nurse auxiliaries, hired to supervise other nurse auxiliaries will be
experienced personnel given additional training by a supervising graduate
nurse. The program will be launched in one of five regions the first

year and expanded to two additional regions each subsequent year. ,
A physician trained in public health will be responsible for the supezvision
and management of the program as as a whole as well as for its periodic
evaluation. The physician will be recruited as Deputy Director

of SNEM and also serve as Medical Director to RBHS.

The following is a list of the basic functions of health promoters, o
auxiliary nurses, auxiliary nurse supervisors, graduate nurses and medical e
directors and the role the AID health loan plays in the basic health
service program.

Health Promoters

A Committee for the Improvement of Health (or like committee) will. be
formed .in each community included in this program. This committee will
select a woman from the community to be trained as a salaried health
promoter. The committee will have the authority tc recommend that she be
retained in her position or that she be removed. The only prerequisite for
a candidate to be considered as a promcter is that she be able to rzad

and write. It is expected that 4,000 health promoters will be trained

in the AID project to perform::

== demographic data collection, -

~=- prenatal care (promoter will be able to identify hlgh
- obstetrical risk women) :

. == immunizations (vaccznatzons againsf dzptheria, pertussi
tetanus, measles)

. == oral rehydration ofvéhiidﬁgngyithj@ia;:hga;agp§j

== treatment of respiratory infections.
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Auxiliary Nurses

- Approximately 400 auxiliary nurses are to be hired and trained during the
three-year course of the Loan program. Since there are presently five
schools in the Dominican Republic now graduating nurse auxiliaries,
there is now a surplus of these aides. The auxiliaries to ke hired under
the Loan program are to be paid slightly more than is usual for these
paraprofessionals, thus no problem is foreseen in obtaining the requisite
number of nurses. The auxiliary nurses upon completion of training

' will rely heavily on a Manual of Diagnosis and Treatment, which describes
the symptoms of the diseases most frequently encountered in rural areas
and the appropriate treatment for these conditions. Through the use

of this guide, the auxiliary nurse shoild be able to recognize and treat
minor illnesses, to provide first aid, and to refer to a physician or
hospital those cases which require more intensive care.

- The auxiliary nurse will supervise health promoters and request the
materials and equipment needed by the health promoters to implement
the basic health service program.

Auxiliary Nurse Supervisor

Twenty-two experienced auxiliary nurses will also be employed to supervise
the auxiliary nurses just described. It is felt that doing so will serve
as an incentive to the auxiliary nurses at the more basic level since the
latter can aspire to hecoming supervisors on the basis of outstanding
performance. The primary function of these paraprofessionals will be to
provide supervision for the auxiliary nurses. They will be involved in the
continued training programs of both nurse auxiliaries and the promoters.
These supervisors will have their headquarters in an area health center.

Graduate Nurses

A graduate nurse will be appointed to each of the five health regions

in the country as the rcgional director of the program of basic health
services in rural areas. Her primary functions will be that of supervising
the auxiliary nurse supervisor and being responsible for carrying out the
continuing training program for the promoters and supervisors. She will

be directly involved in health education at the comnmunity level.

Medical Director

A public health physician will be the Director of the National Program of
Basic Health Services for Rural Area. He or she will be responsible for
the implementation evaluation and supervision of the health program.
Administrative reform of the Secre~ariat for Health (SOH) is deemed urgent
by the Project Paper. an AID-financed contract is proposed with a U.S.
private agency to provide assistance to SOH. Reform is planned in such
areas as human regsource development and personnel administration, planning
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and evaiuation systems, information systems, logistical systems, and
hospital administration. To provide a monitoring mechanism, a
techn’cal Office for Administrative Reform is planned with SOH.

Nutrit-on Component:

The health promoter is responsible for encouraging and promoting breast
feeding. The promoter will provide instruction in weanirg practices and
refer malnourished children to health centers for treatment. The
promoter, during one week of her-three week training period, will

work in a nutrition recuperation center to acquire a background in
appropriate child feeding practices.

Other nutrition activities of the loan are particularly interesting
because they are administered by the Secretariat of Agriculture. The
Secretariat will develop an organization with a nutritional focus,

called the Office of Nutrition Coordination (ONC). It will serve as the
implementing sub-agency for the nutrition'component of this health sector
loan. The ONC will be charged with center policy formulation and
coordination to improve nutrition and execution of some project activities
It will work closely with the Secretariat of Health on health projects
and activities and the Secretariat of Education on educational aspects.
One of the proposed functions of the ONC is more research on the
determinant of malnutrition and the cost effectiveness of current and
future nutrition programs. 3 food relief/behavior pattern study pattern
is proposed to idertify more precisely the variety of prejudicial
traditional beliefs and taboos which ewist in the DR (Rominican Republic).

Another activity of the ONC would be to develop a national nutrition
education and awareness program. This activity encompasses a series
of projects designed: (a) to reach the target group better through -
educational programs and better nutritional practices; (b) to provide
training to upgrade the capabilities of professionals in the field of
nutrition; and (c) to create a national awareness and understanding of
the problem of malnutrition among GODR officials, public and private
leaders and the public media. This education and awareness program
involves media education and promotion campaign, high-level training
for professionals in the Ministries of Health and Agriculture, and a
series of nutrition seminars to engender widespread public interest in
nutrition.

In conjunction with the organizational arrangements and educational
functions, a rural nutrition recuperation program will be undertaken
within the scope of the loan. Sufficient resources are not available
to undertake treatment on a nationwide scale of all of the malnourishad:
children in the DR. The Government has agreed, however, ‘:o initiate
five government sponsored nutrition recuperation centers for demonstra-
tion and training purposes.

187



The other area of nutrition intervention within the scope of the health
sector loan will be the development of a good supplement program aimed
specifically at children zero to two years of age and pregnant and
nursing women. The Government has proposed to develop, with loan
assistance, commercially marketable food supplements specifically
designed for consumption by this target group. These products, one
for small children and the other for mothers, will be a low cost
highly nutritive food,which will probably be made available through
normal commercial food distribution channels. In uvrder to ensure the
success of this aspect of the program, comprehensive and thorough
planning and product formulation and testing must take place before
the supplement is made available ccmmercially. To achieve this end,

a food supplement feasibility study will be undertaken in order to
provide the Government with a satisfactory plan governing the
technical administrative, financial, social, and economic aspects

of a food supplementation program.

Population Component:

The health promoter is also capable of providing family planning services.
The promoter will work with the existing village midwives in this area.

Project Outputs:

Three specific areas of outputs will be noted at the end of the project.
They are: Fhimr ' Lo
1. Establishment bf'a low-cost health delivery
system for the 1.8 million rural and urban corps
not served by the existing public health system.

2. Nutrition

Establish;éﬁ"bffiégjéf Nutrition Coordination.:

Carry out a mass media education and promotion
© Program. TR e T ST e PR K5

Undertake feseéréhfx ;

Develop a food supplement program.

3. Carry out managesment reform in SESPAS (Secretariat of Health)

Chart 1 of the Logical Framework Matrix in the Project Paper indicates
the end of project status and ouput indicators to be achieved by the
end of the Project. These ouput indicators also demonstrate the
specific types of activities to be underaken during the course of the
project.
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Project Inputs:

Table A outlines financial estimates for the Project.

Host Country Activities:

The Secretariat of Health (SOH) has been designated as the agency
responsible for program implementation. A Loan Coordinator receives
policy guidance from a Central coordinating Committee appointed by the
SOH. The Coordinator will rely extensively on the designated
representative of each implementing agency for support.

Other Donor Activities:

No other dcnor agency is involved in this Project's activities.
Issues:

While the GODR loan is probably one of the best written in terms of
specific activities identified and elaborated, specific skills and
functions performed by the various health workers are as yet not
adequately defined. It is interesting to note that three level of
integration are seen in this particular project. They are:

- organizational integration (i.e., Secretariat
of Agriculture and Secretariat of Health)

- funding integraiton (i.e., GODR and AID contributions), aixd
- manpower integration (.e., levels of health workers).

Source of Information: Dominican Republic Health Sector Lecan Project
Paper.
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'TABLE'A

FINANCIAL ESTIMATES AND PLAN

~IN U,S. $000

Program Element ~ GODR ALD Total USS$
" Pesos us$ Pesos Equivalentl/

1. Low-Cost Health Delivery System 4,743 1,125 521 6,389

(Basic lealth Service prougram :

that includes rural and urban

systems) o ‘
2. Nutrition Program 4623411,[ 3435 j$j~32l}'_ 1,429
3. Insritutiqnal‘heVelopnent of 1;503 | ;:1{791 - 532' 3,840

the Sezretariat of Health ' ' ’

Total 6,919 3,351 1,3742/ 11,644

1/ Peso amounts given throughout this document are on
the basis of RD$1l Dominican peso equals US$1.00.
s

2/ Total budgeted AID contribution $4,725,000.

190



'DOMINICAN REPU3L1¢ j

Project Title and Number: Health Szctor Loan II, 517-0120 (PID"Mtage)

Project Cost: $7 million loan‘(Total Project cOst—-$l4 ,;;
million)

Project Life:  FY1979-FY1983

Target Population: ‘"175,000

Area Coverage: “ ﬁégional

Project Purpose:

(1) Provide potable water for 25% of the communitieh Sy
Basic Health Services program.

(2) Expand the Hea..th Services program and provide additional
training to health promoters. :

Health Component:

This two part program plans to develop low cost mechanisms to provide
potable watrr and health services to rural communities. The Project
is designed to issue potable water to residents in 625 communities
which are also served by low cost health delivery systems initiated
in another AID loan. 3everal approaches to the delivery of potatable
water will be examined in the Project. The use of windmiils has been
identified as a likely choice.

The other Project component will increase the scope of the low cost
health care delivery system by providing training for those health
promoters curr=antly working in the rural health care systenm. Equipment
(such as scales, sterilizers, and examining tables) will also be
furnished to rural health clinics. The health promoters upcn completion
of training should be capable of diagnosing pre-eclampsi and diabetes

in pregnancy and cf referring such patients to rural clinics. Other
tasks to be perforied by the promoters will result from training
initiated in another AID fundeded low cost health delivery system project.

It is known that the health promoters trained by the other AID health
delivery system loan provide immunization, minimal prenatal care,
treatment of respiratory infections, and oral rehydration of infants
and young children with diarrhea.

Health educational materials will be distributed in all homes served
by the Basic Health Services.
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Nutrition Component:

The health promoters are capable of providing nutrition educatlon
services as a result of training funded in AID project.

Population Component.:

The health promoters are capable of distributing condoms, - contraceptive
pills and family planning educational materials.

Project Outputs:

(1) Provision of potable water for 175,000 inhabitants in
25% of the 2,500 communities served by the low cost
+ health delivery system.

(2) 4,000 health promoters capable of diagnosing pre-eclampsi
: and diabetes in pregnancy and of referring such patients to
rural clinics for appropriate care.

(3)' 618 additional health promoters to serve in 206
communities with rural health clinics and capable
of providing various types of health services.

(4) Rural clinics capable of providing appropriate care to
patients. referred to them by promoters.

(5) The provision of health and family planning educational
' materials in all homes served by the Basic Health '
Services Program. :

5 Pfoject Inputs:
Project inputs include the following:

~ institutional capability for construction of potable
water systems,

= tanks, pipes, faucets, pumps and windmills,

~ sphygomomanometers and stethoscope,

kits for analyzing the presence of sugar and albumin
in the urine

health and family planning education pamphlets,

equipment for rural clinics

- medical supplies



Estimates of the budget costs are:

Training of Promoters $500,000
Salary of Promoters 2,000,000
Vaccines 800,000
Materials and equipment 2,700,000
Potable Water 8,000,000

$14,000,000

AID will provide a $7 million loan and finance about one-half of
the above costs. The GODR and the affected communities will provide
the other half.

Host Country Activities:

GODR (Government of Dominican Republic) is currently participating in
other health programs which diractly affect this project. However,
specific host government activities for this Project were not defined.

The GODR is implementing a program for the provision of rural potable
water with funds from the Inter-American Development Bank (IDB). 1In
addition, some rural clinics will be constructed and equlpped with
World Bank funding.

The GODR, with funds from AID loan 517-0028, is currently implementing

a low cost health care delivery system project utilizing village health
workers. Both of these AID projects will complement each other primarily
because the same village health promoters are being trained in the two
programs. The proposed loan project outlined in this PID (Project
Implementation Document) builds on the training initiated in the first
AID loan.

Other Donor Activities:

No other donor involvement is indicated in the project.
Issgues:

(1) The supervisory mechanisms are not defined in the PID
and require further analysis.

(2) GODR interest in maintenance of the water systems and
support of the health promoters are essential to the
program's success, once AID funding is withdrawn.

(3) GODR financial commitment to the project are substantial

however, the PID does not outline recurrent and fixed
costs and their impact on the GODR.
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(4) the continuation of this Project depends in part on the
-+ effectiveness of training health promoters funded
- in another AID health loan. :

'155 A more detalled analysis of the proposed water system: toi
" be tested is required in the PID.

(6) An outline of all tasks to be performed by the health

promoters is necessary to understand where these new ‘
tasks will fit into the promoters existing work routine.

‘S?&f&é*of Information: . Dominican Republic Health Sector Loan II‘

Project Implementation Document
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EL SALVADOR

/519-0179 (PRe Stage)

Project Title and Number: 'Rural Health Services Delivery

Project Life: éﬁﬁﬂe'1978 = December 1980
Project Cost:’ ; i$652,000 AID Grant '

(Total Project--$1.59 million)c_
Target Population: '210,000 . A
Area Coverage: Regional

Project Purpose:

The Pxoject is designed to provide technical assistance and support to
the Government of ELl Salvador (GOES) Ministry of Healih in the further
development and institutionalization of its Rural Health Aide (RHA)
training activity.

In the Project Review Paper (PRP) the project purpose is stated in terms
of designing and testing a pilot rural delivery system using selected
local communities and rural health workers. It was not clear whether

the PRP proposed prototype, research to test various interventions,
training programs, demonstration projects, or other tvpes of projects.
Discussion, subsequent to the preparation of the BRP, indicate that the
AID/Mission was interested in establishing a Rural Health Delivery System
that can be replicated nationally. The final project purpose depends on
the GOES and Mission analyses and discussions.

Health Component:

Initial AID assistance in support of the RHA activity was administered
under the AID/Mission's on-going Population and Family Planning Project.
Once the feasibility of the RHA activity has been demonstrated on a
limited scale, it became essential to establish a broader project,
separate from that of population and family planning activities.

The RHA is the primary component of the GOES Rural Penetration Program’
developed in 1976 to improve rural health care through the training and
support of nurse practitioners, indigenous midwives, and outreach workers
workers. The initial phase of the HRA activity, which will be further
developed under this Project, has succeeded in demonstrating the
acceptability to the community of a paraprofessional health worker trained
(10 weeks) to provide and promote primary health, nutrition, community
development and family planning services.

195


http:Project--$1.59

The RHA will provide a variety of tasks including medical care motivation,
health education, basic primary care and preventive care. Upon identifica=-
tion of persons in need of health treatment the RHA will either provide
services or refer the persons to a health facility. Communities
participate in the selection of RHAs who must: live in village where their
work will be done; have minimum of 6th grade education; be accepted by
community members; have expressed an interest in health work through

their participation in health related activities; and be in good health.

In support of both the community based ambulatory workers and the fixed'
facility organization, additional support in tlie form of supplies,
maintenance, in-service training and recruitment. '

This Project will train 410 RHAs in addition to the 200 RHA's trained
in the population funded project. A MOH management/information system
will also be financed in this Project grant to gather information on
the impact of the HRA on the target population and health system. The
new system will furnish data which can be used to reorientate the
existing health, family planning, and nutrition services.

Nutrition Component:

The RHA will be capable of health/nutrition monitqring.,

Population Component:

The RHA will be capable of family planning referral and distril
contraceptive supplies. oot inan

Project Outputs:

(1) 410 RHAs trained and in the field by 1980.

- (2) A management/information system establisﬁééiﬁiéhiﬁzﬁﬁff*
MOH which: R

(a) measures the quantitative and qualita;£§é2§§£8££§iﬁf
of the work of the HRAs; and B T D

(b) provides feedback necessary for,effééki§é¥§}6$;
management. R

!3)"15 supervisors trained and functi§§iﬁjiﬁifﬁi&fi:;,{w:
~ . . communities as HRAs. AR
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Project Inputs:

The total project activity will cost an estimated $2.9 million of which
AID will contribute 22%. The MOH will absorb project costs on an
incremental basis until January 1980 when the MOH will assume full
funding responsibility (see Table A). It is anticipated that the GOES
will probably seek loan assistance to support the RHA program through
1982.

Funding to be provided under the proposed project includes training
costs, salaries, technical assistance, and supplies. An estimated

45% of the project budget covers subsistence costs for the 410 RHAs and
their 41 supervisors during the training period.

Host Coumtry Activities:

The MOH, according to preliminary indications in the proposed FY 1979
grant project, will manage the development and institutionalization of
the RHA activity. The MOH will be responsible for training, deploying,
and supporting the RHAS.

Specific details of MOH involvement were not outlined in the report.

Other Donor Activities:

Other donor interest in rural health delivery services, especially

in the HRA activity, has been minimal except for UNFPA (United Nations
Fund for Population Activities) assistance in partial funuing

salaries for mobile health team medical staff. Great Britian is
expected to approve a request by the MOH to provide support for the
construction and staffing of four regional health training centers.

Issues:
(1) The MOH must be able to absorb the newly trained RHAs.
(2) cContinued financial support and interest of the GOES and AID
in the RHA concept is very significant. The MOH will absorb
the expensive recurring costs, but there is a need for

external funding to achieve long=-term program objectives.

(3) Supervisory logistical and technical support must be
available to the HRAs at all levels of the referral system.

(4) Community support of the HRAs' activities must be maintained
throughout and subsequent to the Project.
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RURAL HEALTH SVCS
519-0179° -

Salary Costs
RHA's ®
Supervisors, . -

Technical Asslstancﬁf

Mgt./Adm. (ln-klna)i;
Equipment o
Mat'l ¢ Suppllies

Training Costs
Subsistance:

RHA's

Refresher courses:

Supervisors
Teaching

Hiscellaneous

Data Processing
Travel: ;

infiatlon

~ TOTAL -

* Rural Health Afdes.

TABLE A -

PROJECT INPUTS.
EL SALVADOR -

>Januafy ’éfDeé:iS]

’5;”,

~ Dec. 1980

TOTAL

January .
'.'512_/ ‘°Kﬁ,‘GOET(§q.f‘ GOES AlO GOES_ PROJECT TOTAL
924,352 293,356 1,140,100 1,433,456
829,192 288,208 996,268 1,284,476
95,160 5,148 143,832 148,980
- 30,000 - 30,000
100,000 - 250,000 250,000
33,200 19,200 38,500 57,600
267,600 133,800 339,200 473,000 —
2
90,360 119,934 97,560 217,494
75,600 103,320 75,600 178,920
7,200 5,652 14,400 20,052
7,560 10,962 7,560 18,522
18,600 - 115,020 115,020
" 25,000 25,000
‘- 5,000 A 5,000
254,750 25,710  _ 288,864 292,204
o ,:.: l,718,862 .~ 652,000 :ﬂh‘_ii M



ﬁ(sf;jThé potentially important role of the traditional providers
3‘:j; in the new health system should be analyzed.

EkG) ‘An on-going evaluation mech:inism must be included within
' the dusign of the Project.

,Séﬁfbé“of Information: (a) Interim Report of the El Salvador Rural
S Aides Project

(b) Rural Health Delivery System Project
Review Paper




GUATEMALA

Project Name and Title: Rural Health Services Evaluation

520-0230
Project Cost: $1.262 million (AID grant--$.93 million)
Proiject Life: FY1976-FY1981
Target Population: Not Defined
Area of Coverage: Rural Areas Nationwide

Project Purpose:

1) Carry out an in-depth evaluation of the Government of Guatemala
(GOG) rural health sexvices system; and

2) Institutionalize an evaluation capability within the Ministry
of Health (MOH) which will have the capacity to develop
information and feed-back on sector activities on a continuing
basis which can be used by sector managers for planning,
monitoring, and controlling Ministry programs and projects.

The Problem:

Rural ill-health in Guatemala rises from the presence of a dispersed
largely illiterate, indigenous population, many of whom do not speak
Spanish. As in most developing countries the health deficits have their .
roots in poor sanitation, poverty and ignorance, and have been compounded
in the past by the limited outreach and effectiveness of a health systenm
based on hospital curative services. Materials and manpower are also in
short supply with such resources being improperly distributed and utilized
Life expectancy at birth is 4% years for Indians and 61 for Ladinos.
Mortality rates are 89 per 1,000 live births for children undexr one year
of age, 30 per 1,000 for those aged one to four and 16.4 per 1,000 for
all ages. The major cause of death by far is enteritis and diarrheal
diseases. Eighty percent of all children under five have protein enerxgy
malnutrition.

The problems of health care delivery lie in three disparities:

1) The disparities of expenditure and needs (curative versus
preventive).

2) The disparity between resource distribution and population
distribution.
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3) The disparity between growth of the population and the
rate of which sexvices can be extended.

Health Component:

Since the primary purpose of this project is evaluation of ongoing
sector projects in Guatemala there are no new health, nutrition, or
population components.

The evaluation aspect of the Project focuses on health services provided
by rural health technicians, health promoters, nursing auxiliaries and
indigenous midwives at the rural posts.

As an integral part of the evaluation is the development of an
information system including data on the rural communities dissemination
and use of health data hy the rural health system, support systems and
economic analysis.

Information gathered by the project includes:

- Existing information on rural health and health services;

~ Type, time, location and purpose of the activities of rural
health workers;

Studies of the rural communities served;

Analysis of the gathering and use of information by the
Rural Healti System;

Studies of the functionirg of the Rural Health System and
its support systems;

Economic analyses.

Population Component:

Family planning activities are not defined.

Nutrition Component:

Nutrition activities are not defined.

Prodect Qutputs:
Four categories of outputs are listed in the logical framework for
this evaluation project. k
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a) Organizational structure and personnel for evaluation;
b) Components studies reports;

c) Integration sub-system;

d) Final project analysis, interpretation and reporting.

By means of interviews, observition visits, and reviews of project
records, it will be possible to establish the necessary organizational
units properly staffed to conduct the evaluation. Reports will then
be developed as component studies incorporating:

1) a review and integration of existing MOH information;
2) activities analysis;
3) community studies;

4) studies of the rural health system (including support and
information aspects); and

5) economic analyses.

The third ouput of the proje~t will be the development and implementa=-
tion of a system for gathzring, analysing, intaerpreting, disseminating
and using informaticn for making decisions, at all levels of the rural
‘health system. The information sub-system will both contribute to the
achievement of the first purpose (evaluation) and constitute a major
factor in the improvement of the Ministry's capacity to plan, monitor,
evaluate and control its own programs which is the second project
purpose. The final output of the project will be a final report

that summarizes project findings and presents the results and
interpretatiuns of the various project analyes.

Five inputs will be necessary for the completion of the evaluation
project. Input #1 requires 50 man months of international technical
assistance aimed at:

a) rural health system planning;

b) information system design and management; and

¢) health logistics and support systems.
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The second project input will be the use of local consultants necessary
to provide the needed assistance to other project personnel. Particular
expertise by the local consultants will he required in:

a) data processing assistance analysis;
b) social sciences; and
¢) training design.

In addition to international and local. consultants, vehicles will be
necessary to provide a base for field operations, a storage place for
field equipment and supplies, and possibly also temporary sleeping
quarters for one or more field personnel.

The fourth input required will be a training and orientation workshop

for the project to be organized during the first month of the implementation
phase and taking place during the following three months. Other project
training and orientation workshops will be necessary during the course of
the project. The fifth input is logistical supolies such as office supplies,
medical supplies, computer services, and per diem for in-country ftravel

of project personnel. (See Table A for detailed udget)

Host Countrv Activities:

The project is to be organized and carried out by the Academy of Sciences
of Guatemala in association with the Ministry of Health and Naticnal
Economic Planning Council. The Academy is a professional association
whose membership includes experts from INCAP and other health institutions.

In this project AID will provide the spécialized technical assistance
as needed by the Academy.

Other Donor Activities:

No other foreign donor organization will participate in the Project.
Issues:

While extensive information is available in the project with regard to
project inputs the axact methodology utilized in the evaluation is unclear
and needs to be followed-up. Personal contact has been initiated with

Dr. Eugenc Boostrum in Guatemala City to detexmine those factors that have
influenced the dezign of the projects since its inception.

Source of Information: Guatemzla Rural Health Care Services Evaluation
Project Paper
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GUYANA

Project Title and Number: Rural Health Systems, 504-0066 (PID Stage)

Project Cost: Proposed funding includes a $200,000
grant and a $2.6 million loan.

Project Life: Proposed for FY1979- FY1981

Target Population: est. 312,000 (39% of total country
population)
Area Coverage: Regional

Project Purpose:

To design a low cost health delivery system for Guyana's interior
regions and assist in the training of at least 240 Community Health
Workers (CHW).

Health, Nutrition and Population Cemponents:

This Project will concentrate on the establishment of an in-country
cadre of sub-professional personnel, such as medical extenders (MEDEX)
personnel and community health workers to assume rural medical and
public health responsibility with physician supervision. The integrated
system will link supervision, support, and referral services betwaen

the most basic health entity in a three-tier system, i.e., a health post
to the more technically advanced district hospital.

In 1976 Canada's International Development Research Center, awarded

a three year grant to the GOG (Government of Guyana) for the

initiation of a MEDEX program with the University of Hawaii providing
advisory assistance. Graduates (23) of the first one-year program
initiated in March, 1977 will staf® rural clinics and cottage hospitals.
The Canadian funding of the MEDEX wrogram will end in 1979. AaID pro-
poses to fund the MEDEX program beginning in FY 1979. It is known

that the MEDEX workers is trained to perform tasks in the areas of health
population and nutrition, however, these tasks were not identified in

the PID (Project Implementation Document) .

The extension of health care to the most remote areas is the responsibity
of the ChW. The CHW is a village resident and in most cases a woman.

The MEDEX workers will train the CHW, who will possess basic first aid
and preventive medical skills. The CHW will have a capacity to detect
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nutritional deficiences, and advise mothers of nutritional standards.
‘The PID does not define the population tasks to be performed by the
CHW. The Project should include assistance to the MOH (Ministry of
Health) in expanding the CHW program throughout the country and
selecting CHW candidates.

This Project will finance the design and implementation of a CHW Program
as a further extension of the MEDEX Program. However specific tasks
of the CHW and MEDEX worker are not fully outlined.

The Project furnishes logistical support equipment, e.g., radios, boats
and visual aids to facilitate the delivery of services.

(1) 234 trained CHWs.
(2) 154 trainnd MEDEX workers
(3) 3 health manuals developed and issued.

(4) CHWs should have access to 134,000 persons at health post
locations.

Project Inputs:

The Project will provide about 18 person months of technical advisory
services, as well as commodities consisting of audio-visual training
aids, four-wheel drive vehicles, boats, radics, medical supplies. The
funding of the Project will purchase long and short-term technical
consultants and local and foreign training.

The GOC is expected to contribute $2 million to the Project. AID
proposes a $2.6 million grant and a $300,000 locan.

Host Country Activities:

GOG's administrative and technical support activities were not detailed.

Other Donor Activities

The International Development Bank (IDB) is considering a $16 million
loan and a $1.4 million grant for the expansion and improvement of

GOG health facilities and equipment. This would include the construction
of 10 district hospitals, 13 health posts, and 7 health stations.
Technical assistance, training of administrative and support staff is
considered part of the IDB Project.

As previous discussed, Canada funds a grant to development MEDEX
personnel with the University of Hawaii providing technical assistance.
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Isgues:

(1) Technical and logistical support systems for CHWs must
exist at all levels of the referral system.

(2) The GOG's ability to finance the expensive recurring costs
is questionable.

(3) An analysis of the relationships.of the MEDEX and CHW
workers to the traditional practioners and physicians is
necessary to identify potential areas of conflict.

(4) Continuous AID and GOG financial interest in and support
of the rural health development is an essential element.

(5) A task analysis of the proposed activities to be performed
by the CHW would further clarify and define the specific
health, population and nutrition tasks.

(6 Coordination of GOG, AID and other donor project activities
must exist at all times.

(7) The willingnessof health personnel to work in the under-
served rural areas and community acceptance are important
elements in the Project.

”fSéﬁtce of Information: (a) Guyana Rural Health Systems
e, Project Implementation Document (PID)

(b) AID “Subadission te.tiwe Conmgfoss:
FY1979, Latin America Programs.
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HAITI

Project Title and Number: Rural Health Delivery System, 521-0091,
Project Paper is in final stages of development.

Proiect Cost: $1.7 million AID grant and $4 million AID loan
(Total Project cost == $9.1 million)

Project Life: FY1978-F71982 |

Target Population: Estimated 3 million (56% of total population)

Area Coverage: National (Rural areas nationwide)

Project Purpose:

To implement an integrated and affordable regional health system to
deliver basic preventive and curative health services to 70% of the
rural population of Haiti.

To carry out malaria control activities nationwide which will reduce the
prevalence and transmission of malaria sufficient to allow adequate
malaria control activities to be accomplished (in selected project areas)
by non-SNEM (National Malaria Eradication Agency) and MOH (Ministry of
Health) workers in the RHDS.

Health Component:

The AID strategy will be to develop a replicable integrated rural health
delivery system (RHDS) in Haiti. This major activity requires within the

MOH (Ministry of Health) planning and administrative capabilities to

design, implement, and evaluate the RHDS. The RHDS Project revolves around
the completion of four major ccmponents: (1) strengthening the adminis-
rative capability of the MOH in planning, budgeting, programming, implementing,
and evaluating a national system at the national, regional, and administrative
levels; (2) training technical and administrative personnel to operate in
coordination with PAHO (Pan American Health Organization) and IDB (Inter-
American Development Bank) programs; (3) providing on a national basis the
clinical referral system to support the demand created by the RHDS service
outreach activities in three zones not covered by the IDB; and (4)

designing a process whereby existing non-governmental activities are
integrated into the RHDS.

The AID strategy involves three phases:
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Phase I: This phase (FY1975-76) focused on the improvement of the health
planning and administrative capakility of the MOH.

Phase II: Phase II (FY 1977) involved davelopment and implementation of
a S-year plan of operations for malaria control.

Phase III: This Project Review Paper (PRP) proposes funding for Phase III
of the RHDS program. In Phase III paraprofessional personnel and the
Planning Bureau of the MOH support the development of the RHDS. Grant
funding will be used to finance technical assistance to put these support
systems into operation and manage them for about 2 years.

The PRP indicates that introduction of the RHDS should begin in those

areas where malaria incidence has been reduced to acceptable low levels.
Workers from SNEM (National Malaria Esadica:ion Agency) would then be
available to be retrained for broader health delivery services under

the auspices of the MOH. Thus, integrating SNEM into the MOH at the health
district level.

Elements of the project include (1) stremghtening of the central ministry's
planning and administrative capability to run a RHDS; (2) training and
retraining of health personnel; (3) refurhishing of outreach facilities

(4) commodities; and (5) adequate transportation, communications, and
medical supply support systems.

A planning group involving AID and GOJ (Government of Jamaica) personnel
will begin the design and implementation process for Phase III by defining
service population; defining type of health nutrition, and family planning
gservices to be integrated; defining alternative systems or methodologies for
providing sexvices; performing health task analysis; determining needs and
costs of the RHDS; and defining a fee-for-service system.

Nutrition Component:

Not defined. It is stated in the PRP that nutrition interventions will be
developed within the MOH or within the Department of Agriculture.

Population Component:

Not defined.

Project Outputs:

(1) Personnel to plan, administer and operate the RHDS and’ its
support. systems.. (ifcluding central regional and peripheral
level personnel). : : :
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(2) A functioning training system to provide initial and
continuing training to RHDS personnel.

(3) Basic documents for RHDS development:

-- improved personnel system design (including salary adjustment)
— improved information system

-~ task assignments ]

== initial plans for recommendations for logistical improvement.
-—- communications network plans

-- transportation network plans

. == faeility, vehicle and equipment maintenance plans.

Project Inouts:

Project inputs and financial plan are described in Table A.

Host Country Activities:

Not defined.

Qther Donor Activities:

No other donor funds are proposed for this Project. However, PAHO

(Pan American Health Organization) and numerous other multilateral,
bilateral,and private agencies provide major material and technical
contributions to the Haitian health system.

Issues:

(1) The specific health, nutrition and family planning activities
are not described in the PRP.

(2) The ability of the GOJ to absorb the recurring costs has not
been discussed sufficiently in view of the GOJ's weak health
care financing mechanisms.

(3) The projects danned by the numerous foreign donor agencies
in Haiti should be coordinated to avoid duplication of
Program activities.

(4) The role of the GOJ has not been defined in the PRP; host
country involvement is a major element in project acceptability
and implementation within any country.

Source of Information:

Haiti Ruval Health Delivery System Project Review Paper.
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TABLE A

Projected Project Costs (000's)

Fiscal Years

Project Element 78/79 79/80 80/81 g8l1/82 . 82/83 Total

AID GRANT:

Manpower Development

Training System
Trainer Service
Training Sites
Equipment

Tecnnical Assistance

for Support System

-
.7gistics Supply
Juemmunications
“ransportation

Training

AZD_LOAN:

Commodities
Sugport Systems
Transportation

Communication
Logistics

350

(100)
(50)
(150)

(50)
200 -

(100) "
(50)
(50)

100

(150)
(100)
(400)

50

(50)

1200

U (100)

(50)

(50)

100

400

ISOO

(150)
(150)
(200)

50

(50)

50

(50)

,{296 liwL,mJ

1 {1§0}}
- (50);

500

(150)

(150)
(200)

1,700

s0

(25)
(10)
as)

50

4,00¢

 ,4007

(25)
(25)
(50)

AID SUBTOTAL

GCOH :
Commodities,

Personnel

1,700

250
300

1,250

250
350

1,200

600 . 5,7

GOH SUBTOTAL

TOTAL PROJECT

550
2,250 -

600

1,650
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HONDURAS

Project Title and Number: Integrated Rural Heaitbzgéﬁiiiffiﬁﬁﬂithséfﬁiéég;fE

522-0120
Exoject cost: AID $3.0 million grant (Fotal Profoct=$6.9.
million) T A e T A
Project Life: FY1976-FY1980
_ Target Population: 1:3 million. (41% of ;total population)
Area Coverage: Not definéd’t: 

Project Purpose:

To increase the Honduran institutional capacity to provide effective means
of fertility control, and maternal and child health (MCH) and other basic -
health services expecially in rural areas. R

Health Component:

ALID support of the MOH's (Ministry of Health) Rural Penetration Program
will provide the MOH with: (1) institutional capabilities to train the large
numbers of paramedical perscnnel required to staff 500 health centers?

and (2) the principal contraceptive supplies required by the family
Planning element of the Program.

The rural health centers will be staff by one salaried MOH auxiliary
nurse, one volunteer community health worker, and one volunteer empirical
midwife. The number of medical personnel at any location may be larger
depending on the size of service demand. The auxiliary midwife will be
capable of providing basic first aid, pre-and post-natal.care, data
collection, general MGH, enteric and veneral disease treatment, and
imnunizations. The community health worker will promote environmental
sanitation and preventive health care. The empirical midwife will be
invoived in visiting expectant mothers on a prenatal and postpartum basis
in addition to providing childbirth assistance. Cases requiring
treatment beyond these capabilities will be referred to the nearest health
center with a physician or to the nearest Emergency Hospital center.

The main thrust of AID project financing is tc support the establishment
within the MCH of an institutional capacity to train the required paramedical
personnel. Thirty graduate nurses who will function as paramedical
instructors are to receive training in MCH/family planning in the U.S.

for 14 weeks. Course content is focused” on women's health and family
planning. Seventy nurse auxiliaries will be trained for 9 months in all
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the areas previously described. One hundred and thirty-four community
health workers will receive 2 months of instruction at each of the training
centers. Medical professicnals, such as doctors, and MOH staff, will receive
short~term training so that they can provide better support services.

This Project will finance new health facilities for the MOH Rural Hezlth
Program by either construction, rehabilitation or expansicn of existing
services. Each facility will operate 12 months per year and will

include five classrooms *o train 175 students. The MOH will provide
specialists in environmental sanitation, community development and

other fields to train the paramedical workers. Graduate nurses, however,
will train a large number of students in basic curriculum.

In addition to the direct AID funding for the MOH in this Project,
intermediary assistance to the Honduran Family Planning Association

(HFPA) will continue to expand a pilot program. The pilot program

focuses on the distribution of non-medical oral contraceptives in two

large urban cities. This system is testing contraceptive distribution by
utilizing present acceptors, who receive a salary for vending, as opposed to
other acceptors, who sell contraceptives on a conmission hasis.

ATD/W through centrally funded contracts will provide assistance for
activities related to this Project. For example, the Association for
Voluntary Sterilization in New York will provide financial assistance

to the Honduran Association for Voluntary Sterilization to expand to provide
male and female surgical contraceptive services.

Nutrition Component:

The auxiliary nurse, midwife and community health workers will

demonstrate food handling and preparation techniques. These workers

will be capable of providing nutrition education for pregnant women and other
nutrition services. Only the midwife receives training in breast feeding
instruction.

Population Compcnent:

The auxiliary midwife will be capable of providing family planning and
MCH services. The community health worker will counsel rural males in
family planning. The empirical midwife also counsels women: in family
planning and child-spacing and conducts follow-up visits to women in the
family planning program.

Depending upon results from an expexziment in urban areas being conducted
by the Honduran Family Planning Association (HFPA), the community health
workers and empirical midwives will sell contraceptives and receive

a sale commission.
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Project Qutputs:

-~ 6 physical facilities suitable for training paramedical, MOH
and supervisory personnel; ‘

— 30 instructors trained and assigned to teaching positions in
paramedical training facilities;

== 12 key MOH officials receive training on the feasibility of
of using paramedics as MCH/family planning service providers;

== 1,120 auxiliary nurses, 2,144 community health workers and «
2,144 midwives trained and placed in 500 rural health centers
and related situations;

== 150 physicians and 100 supervisors trained in family planning
technology and assigned to posts;

== 6 centers being supplied with adequate supplies of contraceptives;
~- Data reflecting services provided in MOH and related family
Planning programs to allow effective monitoring of service

delivery.

Project Inputs:

Table A outlines the summary costs for this Project. AID appropriated
$3.0 million to establish training centers, local training and evaluation/
advisory services plus centrally procured centraceptives. In addition,
$200,000 of the AID funds provided for participant training and consultant
services from Development Associates, Inc., Communicable Disease Center

of HEW, and the Bureau of Census.

Support from MOH is estimated at $3.2 million to finance salaries of

MOH personnel in the program, rural penetration prcgram staff,and para- -
medical trainer staff; (2) purchase medicines including contraceptives;
(3) construction of 500 rural health centers; and (4) inekind donations
of land for training centers and health facilities.

Other intermediary organizations such as Pathfinder Fund, Association

for Voluntary Sterilization, International Planned Parenthood Federation,
Pan American Health Organization, and the Inter-American Development Bank
fund technical assistance for local activities.

Other Donor Activities;

The Inter-American Development Bank approved a $14 million loan to
the MOH to construct 242 rural health centers and 8 hospltalization
centers and the expansion of two regional hospitals. ZIndirectly, this loan
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will facilitate the delivery of rural health care services funded
through AID's. grant by providing the health facilities from which the
paramedicals can deliver services. :

The IPPF (International Planned Parenthood Federation) will provide a
$500,000 grart for technical assistance to training programs to improve
management an: administration in MOH.

PAHO (Pan American Health Organization) will provide $20,000 for equipment
for the Tegucigalpa training center and make permanent assignments of
advisors in nurses education and supply management.

Issues:

(1) Coordination of AID, MOH and other donor activities in the
Project appears to be necessary at the national and regional levels.
The possibilities of duplicating program activities seems to exist
largely due to the lack of a central coordinating office.

Source of Information: Honduras Integrate Rural Health/Family Planning
Services Project Paper.
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JAMAICA

Project Title and Number: Health Improvement of Young, 532-0040

Project Cost: $375,000 AID Grant (Total Project==$2.97 million)
Project Life: FY 1976 to FY 1y78

Target Population: 250,000 people in Cornwall County

Area Coverage: Regional

Project Purpose:

The purpose of the project is to improve the Cornwall County primary
health delivery systems by: (1) facilitating and evaluating the expansion
of clinic base services currently provided with the comprehensive out-
reach service and the entire country; and (2) improving the administration
of the health system in Cornwall County by developing a decentralized
administrative capability.

Nutritional Problem:

The 1970 nutrition survey showed that 49.8% of children under 5 have
nutritional deficiencies (39% grade 1, 19.4% grade 2, and l.4% grade 3).
Protein -~ calorie malnutrition has been identified as a major cause

of mortality and morbidity among young children in Jamaica. Nutritional
deficiencies and anemia among pregnant mothers has keen the major cause
of morbidity. The percentage coverage of pregnant women attending preratal
clinics was estimated to be about 55% and the average humber of visits
during pregnancy was less than 2, which is far below the desirable

for adequate health protecticn. It is also estimated that 25% of the
deliveries over 50% take place in hospitals and only 20-25% conducted
at home by midwives. There is a tremendous need for greater outreach
services to reach the urban and rural underserved.

General Project Description:

This project has two distinct focuses: (1) the improvement cof management
and institutional capability within the Jamaican Ministry of Health (MOH); (2)
and the improvement of training and outreach services primarily through

the community hezlth aides and supervisory levels of health care delivery.
This grant finances technical assistance for the development of a
decentralized management system to implement the MOH's integrated health
program. The grant also funds the reorientation of training programs of
health staff towards curative and preventive services in rural area.
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The manpower training activities of the Project focus on the community
health teams (CHTs) comprised of medical officers, public health nurses,
district midwives, public health inspectors, auxiliary nurses, and
comnunity health aides (CHAs). The Project proposes to establish in the
Cornwell County Health Office a training unit to design, coordinate, and
initiate in-service training for the CHAs. These activities are carried
out in conjunction with other training agencies in the region and
nationally. The in-service training is initiated to up-grade existing
skills in several areas. Prior to the implementation of the training
activities a functional analysis of the roles of CHTs is planned.

The Project plans to strengthen the skills of community health aides (CHas)
and DMs (district midwives) in maternal and child health and First aid.

It is suggested that the DM's role would be more effective if immuniza-
tions injections, childhood grewth and development and nutrition were
skills taught in the new midwifery school of Cornwall County. Public
health nurses will receive training in management and supervision to

be more effective in the Project. District midwives and public health
inspectors will also receive training in supervision of CHAs.

A significant portion of in-service training is directed toward data
collection, communications and referral. CHAs will complete census
gathering and analysis training to assist in these efforts.
Administrative and support staff are to be trained for county and parish
positions. To coincide with this training, the Cornwall County health
care system faces decentralization including the management, supervisory
and support services.

Project components specifically include:

== 46 man months of U.S. technical assistance in various fields
of health care;

== 36 man months of support for Cornwall County Project Director;

== 27 man months of in-country technical assistance to assist in
surveys and as interim supervisors;

== 2 persons to receive long-term training in health administration
and statistics; . ‘ ’

== 4 man weeks for evaluation;

—— sufficient commodities and equipment to help equip training
rooms and related equipment;
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- salaries for project staif;

-- administrative costs;

-~ training facilities and personnel; and
== logisi-ical support.

Nutrition Component:

The CHAs and DMS accor&ing the Project Paper will be trained to provide
nutrition education and advice services.

Population Component:

The CHAs and CMS are trained to provide family planning services.

Project Qutputs:

1. ZImplementation of outreach services with capacity to contact
90% of households quarterly.

2. Implementation of the centralized management, supervisory and
support services of the Cornwall County health care system.

3. A functional analyses of the roles of the community health
team members and further elaboration of the responsibilities
of paramedical and administrative personnel responsible for
community health care services.

4. A training unit established and functioning in the Cornwall
County Health Office, developing and coordinating initial
and in-service training of the community health team members,
i.e., Medical Officers, Public Health Nurses, District
Midwives, Community Health Aides, Auxiliary Nurses, Public
Health Inspectors and Nurse Practitioners.

5. Trained personnel for key administrative and support staff
posts in county and parishes in position and functioning
(990 individuals).

6. Initial design for an improved information system encompassing
client, personnel, service and cost records intended to facilitate
use of program information in decision making at each level of
supervision and health care.

7. CHA census completed annual in project area and results tabulated

and available within three months of completion of annual census
data collectcion.
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Project Inputs:

Table A and B outline  the Project's financial plan and proposed inputs.

Host Countrv Activities:

The project is centrally administered by the Project Director who is the
permanent Secretary of the MOH. At the country level tl.e Senior Medical
Officer for Cornwall County implements the Project, having additional
responsibility for the associated IBRD (Internaiional Bank and Reconstruction
and Development) loan activities. Technical skills in health planning

and training is provided.by AID. Counterpart professional

personnel recelve one year participant training in the U.S. in
information systems and management systems.

Other Donor Activities:

IBRD will refurbish existing health centers and construct 57 new health
Centers in Cornwall County. The loan also finances new medical equipment
and supplies plus limited technical assistance.

The IBRD lcan assists the GOJ (Government of Jamaica) develop, implement,
and evaluate a decentralized supply system in Cornwall County. This

loan will supply 60 vehicles for use of the personnel in the AID Cornwall
County grant project.

Issues:

(1) Coordination of GOJ, AID and other donor activities must be
- maintained for Project continuity.

(2) A clear delineation of the various tasks now performed and
proposed for the CHT members is not available in the Project’
Paper.

Source of Information:

Jamaica Health Improvement of Young Project Paper
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TABLE A

FINANCIAL PLAN

(U.S. $ 000)

Use AID (FX) : GOJ (LC) TOTAL
Technical Assistance
Long Term 98 ’ : 98
Short Term 197 , 197
Participant Training 16 . _ _ 16
Commodi ties 5 L | s
Evaluation 15 . - 15
Contingency 44 - L : 44
Salaries ] 2300 % 2300
.Operating Expense o S ‘f _ 200 200
Drugs & Medical ) . 100 100

Total 75 2600 2975

% The GOJ is planning the approximate 3105,000 as showm in Scheduls I
(attached) for direct management and training salaries, while the
remaining 2.9 million is for salaries for the members of the Corn-
wall County Community Heath Team,

' # The IBRD Health Loan is for $6.8 million of which 80% or $5.4
million is for Cornwall County.
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TABLE B
PROJECT INPUTS

Training Unit Cornwall
Countvy Health Office

18 M/M Curriculum/training
Specialist (Primary
Care)
20 MM PLHUN. tutor
~ (CHT Curriculum)
30 M/M P.H.N. Training
Caordinator

Functional Analvsis

6 M/M Functional Analysis
Consultant
4 Round trips
180 days per diem @ 4Q.C0O
12 M/M Field Supervisor
48 M/M 4 Interviewers
12 M/M Research Assistant
Forms and computer costs

Information Svstems

10 M/M Information Systems
Specialist .
4 Round trips
300 days per diem 2 4Q.0Q

Management Svstems

12 M/M Management Systems Specialist
4 Round trips
365 days per diem 2 40.00

36 M/M Cornwall County Project
Director (Dr. D'Souza)

Long Term Training

1 Yr. Management Systems
1 Yr, Information Systems

Interim Suvervisors

27 M/M 3 Medical Students
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NICARAGUA

Project Title and Number: Rural Community Health Services, 524-0110

Project Cost: Total project cost--$731,000 (AID grant--
$385,000)

Project Life: FY1975-FY1978

Target Population: Less than 61,500 persons

Area Coverage: Régional (45 villages)

Project Purpose:

(1) To involve the rural population in the leadership of health
programs through the use of village health committees.

(2) To provide health education services and simplified medicine
to rural, isolated areas.

(3) To develop an effective, low cost cadre of community level
health workers emphasizing the use of rural health promoters.

(4) Integrate health-related GON (Government of Nicaragua)
and PVO (Private Voluntary Organization) activities at the village
level.

Health Component:

This project proposes the establishment of an integrated rural health
delivery system. The components of the system are:

-~ development of rural health promoters for the delivery of
basic preventive and curative health services in rural
areas;

== establishment of a community health committee in each
target for the support of community health activities.

-~ Nicro-analysis of the community health problems and
recourses;

== implementation of selected health projects by the

community in the areas of potable water supply and waste
disposal;

223



-- personal and community oriented preventive health education
activities which feature a radiophonic school with scheduled
broadcasts;

-- redesign curriculum for health educators and strengthen
curriculum for rural health promoters;

== improve administrative support system for rural health
programs to include improved coordination between GON
agencies responsible for improved living conditions for the
poor.

The health promoters are selected L the local village health committee
to attend a two-month course in basic medicine and community organization.
The promoter assists the committee in detecting its health problems

and initiating collective solutions, coordinating actions of health
agencies, and health services delivery.

The major activities of the community health committee are the community
action projects (wells, latrines, health posts gardens, vaccination
campaigns, etc.) which enlist the participation of a large number of
citizens. Technical and administrative support will be provided to the
committees.

The basic cocxdirating elements for the MOH are the rural health educators
who are *rained in the Project to activate and supervise the health
committee§ promoters, and community projects. The health educators

also contribute to the initial formulation of the village health committees
and the collective establishment of a community health plan. The educator
also serves as a liaison to bring economic and technical resources to the
health committee and provides health education instruction through mass
medica raido programs.

Nutrition Component

Organization of family vegetable gardens, school vegetable gardens and
Club de Madres for instruction in food handling and preparation. Breast
feeding will be stressed by the health promoters.

Population Component

Family planning services to include identification of fertile age and
pregnant wamen for prenatal, delivery, and puerperal assistance and
education.

Project Qutputs:

(1) Approximately 20 trained health educators'with special
abilities in developing integrated community level health programs.
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(a) Development of an ongoing curriculum which stresses
analysis, motivation, organization, implementation of self-help projects
and evaluation of health projects.

(b) Development of a continuing education program for health
educators in rural health system skills.

(c) Program standardization in the form of "cookbook"
procedures for the basic steps in the development of community health
projects undertaken during the project period.

(d) Quarterly/annual evaluation meetings of the health
educators, promoters, health committee, and MOH direct administrative
support for continuous evaluation of ongoing projects.

(2) Approzimately 45 locally trained health promoters with
basic skills in community health analysis, first aid, basic primary-
preventive care, -and basic community health organization.

(a) Refinement and modification of the basic curriculum
and instructional material now being utilized by voluntary groups
within the country.

(b) Refinement and modification of the promoter "community
kit" with supplies of basic medicine, medical-dental eguipment, self-
instruction medical education materials, and audio-visual equipment
for community health education.

(c) Development of a continuing-education program for
rural heal :h promoters.

(d) Quarterly/annual evaluation meetings of health ‘
educatcrs, promoters, health committee and MOH direct support administrative
personael.

(3) Diagnostic and analytic methodology being utilzed for
determining community health problems and health resources.

(a) Continuous micro-epidemiological studv for the o
establishment of major morbidity-mortality indicators to include infant
death rate; maternal death rate: birth rate; death rate; infant
weights.

(b) Basic micro-sociocultural economic study undertaken
each year to determine major sociocultural influences on major disease
problems, patterned after present health sector analysis survey.
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(c) Basic micro-health resource evaluation of institutional,
human resource, and program capacity undertaken each year to determine
the svatus of community health programs, and the relationship of the »
community with the nearest referral hospital, clinic, or health organization/ .
facility. R

(d) Quarterly community level analysis are conducted to
ascertain status of health problems and community health programs, and : '
to modify community health programs to better utilize community resqurces. -

‘ (e) Yearly MOH report on the health status and problems
of the communities.

(4) Community health education program (motivation, organization
and training) to energize community participation in the health system.

(a) Personal level (person to person) health education
program through promoter and GON health related personnel (sanitary
engineers; malaria sprayers, health center and PUMAR doctors, nursas
auxiliaries, etc.) that emphasizes improvement. of - personnel or family
health habits, e.g. specific health education with the service being
received.

(b) Community health education programs directed at

community health committees and health leaders through the health
educators and specific.

(c) GON officials and consulténtéiassiSting and inﬁétuéting
a community in a health project. C : Lo '

. (d) Combined personal and comunity health education program
through the utilization of radiophonic schools which emphasize the format

of Radio Sutatenza (radio script which follows a predistributed picture
book format).

(5) Specific community action projects which are organized
through the community health committees and which address the most im-
portant community and personal health problems determined by the health
survey and analysis. The program will focus, but will not limit itself
on the following:
(a) Environmental Sanitation
~= Latrinification
== Wells and small aquaducts

flffLVEchr‘exterminatioh 1,g  
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(b) Nutrition (assistance from PRODESAR, PMA, and Caritas)
~=~ Organization of family vegetable gardens
== Organization of school vegetable gardens

== Club de Madres, preparation and handling
of foods.

(c) Maternal and child Health
== Immunization programs

== Combined program against enteritisg
(education, latrinification, potabla
water, etc.)

-~ Family planning sexvices to include
identification of fertile age and
pregnant women for prenatal, delivery
and puerperal assistance and educational;
stressing of breast feeding; and well
baby visits.

5(6)’ Improved intra and interagency administration and coordination.

T (a) Biweekly meetings of the Ccmmittee for Coordinated
fgsupervjsion within the MOH to identify and resclve program problems.

(b) Monthly meetings of interministerial-interagency committee
for program coordination to include as s wminimum the PRODESAR. component
of MOH, Ministry of Agricultural and Ministry of Education personnel
to identify and resolve program problems.

Project Inpuks:

AID proposes to fund 3$385,000 in inputs in the form of travel and
maintenance costs for participant training, continuing education
activities, technical assistance, and costs related to the radiophonic
" school. (See Annex A for an outline of inputs).

GON inputs ($268,000) include salaries, office equipment, latrine and
gasoline transportation. The individual communities inputs are in
the form of medical supplies and medicines for the promoters, basic
construction materials and labor.

Host Country Activities:

The Health Education of the Ministry of Health (MOH) is the implementing
agent ror the project. Central and regional coordinators are assigned
to monitor the Project by the MOH.
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CEPAD, a PVO associate with the World Church Service, will train
paramedics to evaluate the progress of community health promoters.

Other Donor Activities

No other foreign donors are providing funds to this project.

Issues:

(1)

(2)

(3)

(4)

(5)

An assessment of the communities' attitudes toward the
Project must be made to insure that community membersz
are extremely motivated to participate in the community
health committees.

The ability of the MOH to manage, evaluate and replicate
this Project at the national levels has not been discussed
and is an unknown aspect of the Project.

Technical and administrative cooperation must exist
at all levels of the health system in this regional
project to insure inter-agency coordination of activities.

A better understanding or delineation of tasks to be
performed by the health promoters is essential to
project implementation.

The existence of qualified human resources in the

communities which can be recruited for the Project
has not been fully discussed.
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ANNEX A

PROJECT INPUTS

A. IC Dl
1976
TECHNICAL ASSTSTANCE
Health Educator =~ $ 20,000
(12 mm x 1,5000/m)
(10% increase 3 rd year)
Health Administrator 5,000
in Coordinated Super-
vision
4 mm.

Rural Health Paramedical
Training Team (16 mm) CEPAD 8, OOO

Epidemiologistl . 5,000
(4 mm)
Sub-Total : $ 38,000

FOREIGN TRAVEL

Radiophonic School 1,400
Bogotd, Colombia

($359 round trip x 3 persons)

+ (5 days x 40/per day x 3

people)

Agriculture Radio School 1,000
and Quirigua School, Guate-

mala ($130/roudd trip x 3)

+ (3 people x 5 x 40)

Commaunity Health Committees 1,100
Panamd

($150/round trip x 3) +
(3 x5 x4))

Sub~Total $ 3,500
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1977 1978 Total
20,000 22,000 62,000
7,500 7,500 20,000
8,800 9,600 26,400
7,500 7,500 20,000
43,800 46,600 128,400
1,540 1,700 4,640
1,100 1,250 3,350
1,250 1,400 3,750
3,890 4,350 11,740
\



ANNEX A (Continued)

1976 1977 1978 Total

LOCAL TRAVEL AND

ERDEM

Consultants $ 1,000 1,000 2,500 4,500
Program Coordinators 2,000 1,500 1,000 4,500
Technical Assistance/Local 3,000 3,000 3,000 9,000
(21 mm x $140/mm) - — —
Sub=Total $ 6,000 5,500 6,500 18,000
Miscellanrous $ 2,000 2,000 3,000 7,000

$ 49,500 55,190 60,450 165,140

EDUCATION COURSES

Promoters - Basic.Course $ 4,260 4,620 5,000,ﬁ: 13,820
(15 promoters x 56 days x
$5/day)
Health Educators = Fasic Course 5,720 : , 5,720
(5 x 176 days x 6.50/day) e
Promoters - Continuing Education '450 | 900 1,400 2,750
$5/day x 6 days (15 promoters) (30) - (45)
Health Educators - Continuing 1,860 2,700 2,700 7,260
Education
$6.50/day x 12 days x (2 x yr.) (12 health (17) (17)

educators)

Lecturers ($15/hr for special
classes not given by regular

lecturers) : 1,800 750 750 3,300
14,030 8,970 9,850 32,850
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ANNEX A (Continued)

1976

231

1977 1978 Total
RADTOPHONIC SCHOOL
Broadcast Time 8,000 8,800 9,600 26,400
Tape Preparation 1,200 1,300 1,440 3,960
Radiophonic Texts 5,700 11,400 17,100 34,200
50 families x 10 subjects X
15 promoters X $.75/text (30
promoters in gsecond year and
45 in third)
Total ' 14,900 21,520 28,140 64,560
EVALUATION REPORT
Data Collection 800
Analysis 560
Publication/Binding of Report 800
S
Total 2,160 2,160
28,930 30,490 40,150 99,570
EVALUATION SEMINARS
Community Health Committees
and Promoters
(Semi-annual)
Community Per Diem 3,200 6,400 12,800 22,400
(7 people/village x $5 day x (15 vil- (30 vile (45 vil=
3 days) lages) lages) lages)
Lecturers 600 800 1,000 2,400
Material Costs 600 800 1,000 2,400
(Publications, special dis-
plays) —
Total | 4,400 8,000 14,800 27,200



ANNEY A (Continued)

Health Education
(Semi-annual)

Educator Per Diem
(15 Educators x $7 x
3 days)

Lecturers

Materials
(as above)

Total

Inter-Intra Ministerial
(Semi-annual)

Lecturers (INCAE)

(5 days x 138/day x 2

lecturers)

Lodging
(525 x 15 x 3 days)

Materials
(as above).

Total

1978

1976 1977
630 700 800
600 700 800
150 200 250
1,380 1,600 1,850
1,400 1,500
2,250 *2,400
200 250
3,850 4,150
5,780 13,450 120,800
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Total

2,130

2,100

600

4,830

2,900

4,650
450

8’000

- 40,030



ANNEX A (Continued)

1976
COMMODITIES

AM Radios, portable, 400
4" C" Batteries (16)
$25/radio
Batteries "g" 250
$.40 each x 4/radio x
10/year
Multigraph 580
Projectors, 16 mm, . 880
Sound portable, (2 ea)
60 cycles €$420. each
Screens, 60" x 60", steel 120
cagse, Tripod ($50/ea) (2 ea)
Power Plant, portable, 600
gasoline, 13455 vatts, (2 ea)
115 Vv, 60 cycles $250 ea
Extension Cords, 14 gauge, 120
13 amp, 100 ft. length (4 ea)
Vehicles
Audio-visual, 4 vheel, 9,000.
4 - 6 passenger/ea (1 ea)

Typevwriter, large carriage, 1,000
electric

Teaching Materials

Health Educator Texts 700
Promoter Texts 600
Community Tleaching Aids 1,500

(Texts, Visual Aides, Films,
Blackboards, Writing Ma=
terials)
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1977

440
(16)

550

480
(1 ea)

70
(1 ea)
330
(1 ea)

.70
(2 ea)

18,000
(2 ea)

" ‘559?f¥§f:,

3,000

1978

440
(16)

850

520
(1 ea)

80
(1 ea)
- 360
(1 ca)

80
(2 ea)

220
1,200

4,500

Total
1,280
1,650

580
1,880 -

270
1,290
270
27,200
1,000
1,120

2,700

9,000



ANNEX'A (Continued)

1976
Wa;ér Pumps, hand 1,200
(350/ea) : (3 ea)
Design Improvement (design 375

assistance, drilling, cement (3 ea)
pipes, tanks, etc.) ($125/

each)
Total 17,325
TOTAL 101,535
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1977 1978
11,850 11,645
(28) (25)
3,540 3,610
(28) (25)
19,430 23,505

138,560 144,905

Total

24,695

7,825

80,260

385,000



ANNEX A (Céiitinued)

1976 1977 1978 Total
PERSONNEL
Salaries

Health Educators . 17,742 17,742 17,742 53,226
(10)

Central Coordinator ' 4,286 4,286 4,286 12,858
(1) _

Regional Coordinator 4,286 4,286 4,286 12,858
(1)

Departmental Supervisor 4,286 4,286 8,572 17,147
(2) | '

Drivers 8,000 8,000 '8,000 24,000
(4)

Sanitary Inspectors 7,715 7,715 7,715 23,145
(3)

Nurse Auxiliaries 7,715 7,715 7,715 23,145
(3 ' '

Artists 1,715 1,715 1,715 5,145.

(1) - ' m— —

Total 55,745 55,745 . 60,031 171,521

TECHNICAL ASSISTANCE
(MSP, MOA, MO, Radio
Nacional)

2500/mn Material (Child o
Health (2 um/year) 715 715 715 2,145

2500/um Nutritionist
(1 mm/year) 360 360 360 1,080

2500/mm Agriculture Exten-
sion Agent (1 mm/year) 360 360 360 1,080
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ANNEX A (Continued)

1976

3000/mm Health Statis-

tician (1 mm/year)

4000/mm Epidemiologist 1,142

Statistician (2 mm/year)

5000/tm Sanitary Engineer 714

(1 mm/year)

7000/mm Civil Engineer 500

(5 mm/year)

6000/mm Malarialogist 642

(.75 mm/year)

3000/mm Radio Programmer 860

(2 mm/year)

3500/um Social Workers 360

(1 mm/year)

5000/mm Physician - Tropical 600

Diseases (.5 mm/year)

5000/mm Physician ~ General 715

Practice (1 mm/year)

Total 6,968
MATERTALS AND SUPPLIES

Cement Latrines 3,150

5 latrines/month x (15 promo-

$7/1latrine ters x 6

months)

Office Equipment and 5,715

Materials

Typewriter 580

Office Paper 5,000

Total 11,295
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1977

1,142
714
500
642
860
360
600
715

6,968

9,450

(15 x 12
months)
(15x 6
months)

5,715

3,930

9,645

1978

1,142

714

500

642

860

360

600

715

64968

9,450

(15 x 12

months)

(15 x 6
wmonths)

5,715

-3;930

9,645

Total

3,426
2,142
1,500
1,926
2,580
1,080
1,800

2,145

20,904

22,050

17,145

580

12,860

30,585



ANNEX A (Continued)

TRANS PORTATION

Gasoline and Vehicle
Maintenance

AUDIO VISUAL MAINTENANCE

Total

1976 1977
6,000 8,000
200

83,158 90,008
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1978 Total
9,000 23,000
200 400
95,294 268,460



ANNEX A (Continued )

1976 1977 - 1978 Total
COMMUNTTY: 1EALTT COMMITTELS
Promoter Basic 525 550 575 1,575
Medical Kit (15) (15) (15)
835
Restack Kit 1,100 1,150 2,250
PROJECTS
Well 1,290 12,040 10,700 24,030
Construction and (3) (25) (25) (5€)
Installation 430 ea
Latrine 8,400 21,000 21,000 50,400
Construction and ‘
Installation 7 latrines (1200) (3000) (3000) (7200)
Total Community Contribution 10,215 34,690 33,425 78,255
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NICARAGUA

Project Title and Number: (a) Rural Health Institutional Development,
524-0014
(b) Rural Health Services Loan, 524-0032

The Rural Health Services lLoan finances a grant (Rural Health Insitutional
Development) and three component sub-loans (1) Rural Community Action; (2)
Rural Human Resourxces; and (3) Referral System Development. Bereafter,
these sub-loans will be referred to as cemponents 1, 2, and .3, and the
Grant Component as outlined above. The individual componentswill be
discussed separately.

Project Lifé: FY1976 - FY1981
Project Cost: Estimated total project cost $10.9 million

(Estimated AID apprcoriatedfunds $5 miliion)

Target Population and Area Coverage:

Component 1 proposes to extend health coverage to approximately 163,000
Nicaraguans living in rural communities having populations from
approximately 200 to 900. Component 2 provides facilities for training
of paramedical and rural health personnel in the rural town Jinotepe,
Carzao, with a teaching health center in the northern rural town of
Matagalpa. Ccmponent 3 is aimed at rural departmental hospitals nation-
wide. The Grant Component does not define its target zopulation.

Project Purmoses:

The purpose of the Rural Health Services Loan is to extend, improve, and
integrate rural health coverage in the target areas, thereby leading to
the sector goal of increasing the well being of Nicaragua's rural poor.

More specifically, the various component project purpcses are:

(1) Grant Component - strengthen the institutional capacity of
health and the JNAPS (National Hospital System) in planning,
management, evaluation and selected technical skills;

(2) Loan Component 1 - develop community and MOH capacity to
initiate and support community health activities that will
reduce basic health problems especially those immunable
to reduction by preventive measures;

(3) Loan Component 2 - improve and expand the human resource
capacity of the health sector with emphasis on community
health workers, primary and secondary care and rural health
centers and health education; and
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(4) Loan Component 3 - improve the rural health referral system
bas=d upon more operational and coordinate referral patterns
between health facilities and upon strengthened diagnostic,
therapeutic, and supporting health services provided by the
rural department hospitals. .

The Program:

A detailed analysis of the health problems of Nicaragua and the goals

to be achieved during the course of the health sector program are contained
in the Nicaraguan Health Sector Assessment conducted in part by the
HEW/Office of International Health in conjunction with the Agency for
International Development. ' '

The following however is a summary of the key findings of the health
sector assessment. The average Nicaraguan life expectancy for the period
of 1970-74 was estimated at 51.23 years for males and 54.47 years for
females. Life expectancies were shown to be substantially low where among
the rural poor than the national average. While Nicaraguan health
statistics estimate the overall infant mortality rate at 45 per 1,000

it has been estimated as high as 146 per 1,000 by PAHO when underreport-
ing from rural areas was taken into account. Infants as well as children
from one to five years suffer a significantly disproportionate share of
mortality rates from Nicaragua. Nicaragua's overall birth rate per 1,000
ie estimated at approximately 49 and is slightly higher in rural areas
where the average family size is 6.2 persons compared to 6.1 persons

in urban area. Statistics presented in the Ministry of Health Five Year
plan indicate that less than 20% of the Nicaraguan rural population

have access to an adequate complement of health services. Extremely
limited health coverages in Nicaragua contributes to and perpetuates

the above indicators, namely low life expectancies, high infant mortality
rate and a high birth rate, as well as high rates of morbidity and
mortality among rural dwellers in general.

Health Component:

The main efforts of the Grant Component are directed at mid-level persons
and include: e st

- development of human resource and management Skiiléfﬁﬁd}?)
continuing educational opportunities; g

- development of an information system and program planning;
- development of technical skills in emergency health care ;
(nurse trainers):radiology; and maternal and child health

(MCH) for nurses and nurse auxiliaries;

- development of administrative capacity, in GON.
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About 45 middle level personnel will receive this training during a
. one year period. Training curriculum emphasizes practical and theoretical
- skills. :

Component 1 is comprised of two phases. Phase one invelves the Gevelop-
ment of community participation mechanisms such as village collaborators
and community health committees (CHCs) through the use of community
organizations and health education techniques. Phase two involves
asgistance to communities in carrying out specific health improvement
projects such as potable water, latrines, community gardens, and
immunization for 297 rural communities in Regions 2 and 5.

Component 2 aims to provide the resources necessary to train primary
support personnel for the rural health system by instituting a National
Health Delivery School (NHDS). The focal points of Component 2 are
refinement of NHDS curriculum and development of NHDS physical facilities
to provide quality service to the rural areas. The curriculum includes
training for nurse practitioners, nurse auxiliaries, radiology
technicians, health educators, midwives, and community collaborators.
Practical and theoretical training aspects will be equally stressed

in the curriculum. Thz Project also envisions the use of local outpatient
health facilities and health posts as teaching forums. The NHDS will
produce the follwing graduates per year:

== 80 nursz2s for service in the regional and national
hospitals;

== 30 nurse specialists for service in health centers;

== 10 health educators to develop community action health
. activities; .

== 120 health collaborators/promoters to assist in community{_
. action health activities; L )

‘== 15 n. :rse auxiliaries with MOCH skills to work in health
centers and posts; S

== 30 parteras empiricas to improve indigenous delivery, Rt
pre/post natal care and assist in family planning effortshﬁ

‘E~‘20 malaria workers to maintain control efforts; and

}ééyQ continuing education tracts to improve the skills
.. of MOH and related agency personnel.
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Components 3 focusses on the operational weaknesses of rural hospitals
and proposes to strengthen their ability to delivery curative medical
services. Component 3 is directed at upgrading diagnostic and therapeutic

sexrvices, establishment of a maintenance referral center and trainin :
center, development of maintenance personnel and equipment, and hospital

facilities improvement.

Nutrition Component:

In the Grant Component nutrition improvement during pregnancy and nutri-
tion improvement of the sma2ll children are curriculum areas to be
included in the training programs of the nurse auxiliaries.

Component 1 proposes the development of community gardens as one nutrition
project supported by the rural CHC.

Population Component:

The nurse auxiliaries in the Grant Component will receive’ training
in family planning (FP) and MCH to upgrade their skills to the level of
MCH-FP specialists. ;

The parteras empiricas in Component 2 will be trained at NHDS to assist
in family planning efforts.

" Project.Outputs:

Major expected outputs of the components are listed below. -Annex A
_outlines specific program outputs..

Componznt 1

97 »table water systems 1nstalled and operating, ‘sexrving
twn”goals, o

” :d family latrines installed and in use-

65 OOO ‘full vaccination series administered £0 0-4-aqge
7 and

”i:e279icﬂcsu°perati“9-

Component 2

,f;éfStrehgthened nursing curriculum;

efNew curricula for the continuing; education of" in-service
’ personnel and

[ New and expanded training facilities such asg the NHDS
and its subsidiary teaching sub-center.
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Component 3
. == Operation of a National Maintenance Center; and

-~ Staffing of trained maintenance personnel in ten rural
hospitals

Grant Component

-- Strengthen the capabilities of MOH and JNAP (National
Board for Sociali Assistance and Welfare) in the area
of planning, management, evaluation and selected
technical skills.

Project Inputs:

Table A outlines the financial plan for the previously described
project components. Annex B also provides a .aore detailed
accounting of component's inputs by AID and JON.

Host Country Activities:

The MOX directs the execution of all Project Components. Component
Managers for each of the three loan compcnents manage all technical
assistance activities. Various specialized agencies within the MOH
" 'Wwill conduct component activities. For example the Immunization

* Division will conduct the vaccination activities proposed in
".Component 1.

The Nicaraguin policy directive for the Project will emanate from
the National Health Council. This is an informal unit comprised
of the Director of JMAP (National Board for Social Assistance and
Welfare); Ministers of Ariculture, Health and Labor; and Directors
of INSS (National Social Security Hospital System), Central Bank,
and JLAS (Managua Hospital System). The National Health Council
will provide ongoing policy gquidance and coordination.

Other Donor Activities:

Currently the International Development Bank (IDB) is assisting

the GON's national water and sewer agency with a large scale potable
water and sewerage program in Nicaragua's secondary cities and larger
communities. The AID environmental sanitation activities in
Component 1, which directly affect rural villages of 500 or less
persons, will complement the IDB project. IDB is additionally
financing improvements in the National Univexrsity's madical school.

By improving the educational facilities available to medical students,
the project enhances the training resources available to rural

health training programs for paramedical personnel.
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PAHO (Pan American Health Organization) currently provides technical
advisors in sanitary engineering, nursing, nurse supervision, znd
maintenance operations. PAHO has also provided technical advice

on the design of all components of this Project, particularly in the
design of the rural community action component where PAHO's sanitary
engineer has ~ssisted MOH personnel to extend its outreach program
to the rural areas. In cooperation with PAHO the United Nations
Development Program is also financing technical assistance with the
MOH in environmental sanitation.

Peace Corps is actively working in various areas of health and nutrition
education in Nicaragua. The agency anticipates the assignment of
volunteers to assist the MOH with the community development aspects

of the GON rural health program. The volunteers will be capable of
assisting the CHCs with their community improvement health projects.

A number of PVOs have active health programs in the rural areas of
Nicaragua. This AID Rural Health Services Loan is designed to
extend in some degree, the successful technical practices from pilot
PVO rural programs. '

Issues:
Additional information on the roles the health personnel will play in
the health facilities is ncessary to evaluate project activities.

,ﬂ[Elements such as supervisory patterns, upward mobility, possibilities,
logistical support are not sufficiently reviewed in the Project Paper.

Source of Information:

Nicaragua Rural Health Services,?:oject Paper.
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PROJECT FINANCIAL PLAN

ANNEX A ----
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ANNEX B (Continued?)

1

2. TRAVHTINC

L.

i. Vchl‘.llnleCuthl‘l

J SR TERS

Other = (':ox'linqm.cu )

PU\NQAR Lqmpment S
vehicies - 4 Wne(.l l)rw
Vehicles = J ']on Siike u‘ud’
Moworcycles -
Gilice & Ru_m eru.g l‘qmpru,nt
Suivey ):quip..-cnt &t lxppll :
Dewiitaring Pm“n ‘ '

._2

'3anuqu.ua

S Maturial;; ~
“Installetion

Best Available Decu

XTI
‘f& [Ot:-
2 L

&z

]
el do k19

uar Uuit Coslt TOUCLL.
166, 000

;,000 48,000
11,000 22,006

300 24,000

12,000 24, 000
1,500 3,000

L5

q
250

GO0 , o

000

,

150, 000
250, 000

2,000

4,004
253,000

oo

56,

SO5 RIS
35,000 3,004

100, 2464, L

sy

YPAYL, Commadities & Selvinc‘ =

e
L
......

2,842,000

1,875,000

3(1“ llL~u

sy, 0450

~
(S )

TECHRICE I.nﬂﬂ~b?h1"?h_

Community Education amd Wit
Supply Technicians o

125,000

125,000

. Tglnear & Rdueates 'u';o'i:ni'iia_;“f R 204,000 203, G0
- ‘:‘-'_1');"_ ‘,:'_:‘;;:.iluliq < T‘"3!li.§f:§i’.;{3’§5i.‘i';j;$.i; 333,000 125 , 000 zuy, ’]( n . o

3. OFHIN . - | -

L. PLARGAR Saladies ) {834,000 y3e, o

L. PLANSLOUCpuieting .2':‘)'-J|...c:: 131,000 12y, 0606,

C. Inmunizaticn Adritaisiraiion - 33,000 33,08

TOTAL__Othey ' 1,003,000 1,003, 0 _

4. TOTAL RLSOURCE it s 4,214,000 1,009,006. 309, .t



ANNEX B (Continued)

COMPOMENT TWO

b wa O s Y e ) R
Riscurcas Davelopmnizal lncur Srecliouis

P T

F

ely

GC'J?‘«' ‘v'fl budget c:pF;rO"':”m!
:' the t\u.r'

CJ
(l‘ —

USERT

CCshe 'c...mc» isr st

C. Scluries ond | e
for iNiiD3 Grecduates Emzlo

w

Crerering soots
MCH Toiel $ 5,385,090
" Salery casts are beicd on My , MNurse Aux |l|c:?-., and Healrh Echcaiors, net
incloded in PLANSAL vporations, greducied fram [MiRDS seginning in 197 e
MCH prosciad sslery ruous. Opzreding costs are saczd on MAC!H estimalzs of
cdc Honal medicine sugsiies, meveri s, sve. for thuse graduaras o efficiearly
coiry out Rl dUties. ' SR

Best Available Document 24s

2,C00

1,440,000

225,000




ANNEX B (Continued)

C. J(lxDl shise, Azproximaiely $150,000 will bz used for

si‘u‘d&;.r:. to be ireined in aorsing
and othzr heeite srcfassion: ef the NHBS ana i
. )

: WCoareian '.'L:;tih‘\i:t;l .u:usio
euerizehan duotisnnnes and inchucter freining

£ 41 .
Y ‘:o.i':’i‘u P

- r H . -, ’- 4 - o
Cernunlly Covsiotineni Dupen
LI y. -0 Cel ¥ - (AR ”
&unassvrdor 2years L ‘SC,CC‘u

“
-
<
[
p -
g.
a
[ o
(s B
e
=)
=
E

O

. Cemincnity Muisieg Cxpart
T aee Lo % . * LBy
dngyfyeior L oyears 29,0v

v, Pediciric Murie with anphasi

Tbrci,,,;C:Srnr. r.'.::j.‘r Two 5 4,085 ,GI3.

249

Best Availabls Documerit



ANNEX B. (Continued)

2. A.0.D. inpuis

! go teviard zoneimuction of
) end an affiliated wi-

C\.n'l‘. vct! c... Apareim lv 5839,G30 w

fre Miorienal Health De hv s Seheai INHD

(0"—

i, Censtruciizn of i
Szheai et

-
s

. Comsrrusticn of irc!mq)
-\.\ [

Raioguine = 1,400 M°

e ’-s rp"“

s -\.‘v/

PULSENAN N K

B C‘d,'

.

"= 2 Microtuses, c:pc ll‘){ ..0 sarsens . SRR
*'fn.-;_.,'-;:sia,fo,::o adeh L 25,000

23, cceasiiv 60 rer:or..

%23, o ,
at 323,090 2ach e -f-.',C:
- 4 d-wiael di’ e JC’F: . g' - ; Sy R
¢ 87,000 w2 0 o B .l,".O
ive Audiov el sau’inent end materials '«C, CTS e

. Librenr and desha

5. E wcu

A

Cost of consim.clion par square me et uncl"dc' A
aiiowence for contingarcics. : o

250

i
Best Rvuﬂﬁbla Document .


http:ccpv:.iy

Bes: ~

ANNEX B (Continued)

JinaP s Fc..-"rhﬂ ot tior &

3. JNAPS hes re iy crectad a position of .

—ge oo

!/ reesancisle for the

cdminicration of les funcs. This pasition is budgated
Lt 302,500 mee annn for o four peaps seviod,

12,200 2 _ £5
Sotal, Ji‘i.’.r’S [T T+ SRS 252,000

2. J' \4 Irla.a-

l ')..'.'S flUnn uotu T-..'\ Psu "
.19:5:3):"*"&!" $850,0C0 ana will be ue:

-tizisering local nos,..;tai coards (JLAS) will totel
110 finanez the following:

titwme

¢ pgtiruricnal fcciii’ri a€ iﬂpro-.fem:mt cetivities,
e i-ring '

€A

sicf, Pad slude af eech hospital © T
e ticnsl medical Moinrerancs C'.?rnrver'&rdine;d,';!fi.“i'.f";du’c"isff -
,Dimc y Suparvisore - S
o | ”!‘.—.Crc.:.:.l aaziitary Parronnsl, as résuived.
z. S1.D. scasored inputs to Companznt Threa will L...;-‘I'Ga‘(iu'lﬁ!f'!l he. ?al owmg

~. Contranrici,

.——.o-.—— - ame aom—n -

Ecrimaiaa consirvction cosiz-fur maint e r...
% support r'.-_}.cnan an :.’ degertmerrel hosnitals in Reicns i, ’V on..‘
e :

218 -,
p ’:. 3y 4!’-.."'\ o

Py

c.;,'.-r.,mrr,.:t_'e 2103,

s

ARt Document



ANNEX B (Continued)

-~ o~ . - L . - . .- . - - . v
- Lhesyonar Malnrenencs sebceniers o 313,800 waern ool QU
L N T LT . myen gy s -~ -
- O Corpartrmonial Mainterance subeenters cf
- e EYATh i . -
$10, 000 easch &0, CCC
- D Do waz 5 ac ' o
2 Dasaremanial )ncm.c....r-... susszater of 35,000 euch 1¢, 000
e

3. (::.:::'.7':-... s \pc.-oxxr'.m 2ly 5200, C00 on A, fuad: il by
used 1o ,_r-"'.‘.-'l;n Gy vr..:_.v.mlunc.. hiadizel Mcintenanza Cenrer and oree sub-
Docaied o fliowsr - ‘

‘

P '......-rm o gauinmant

4..uc.x.<:l Medice! /M...mh.ncnc" (....n er ot 530,600
- 1\) .<~..1|onc.!, D&: artmantal Subceniars of  $3C, CFCH

0
‘ 3 035,320
3.0 Weiales Assigned ie Mericnel pedicel
Maaisrenance Canarer

- 1 Truck et 517,300

= 2 Uriliry Venicles (Suburben Venvee) ar 519,509
. . . . —-————.‘:’. ;-.‘7 C{\ﬂ'
QTAL....... g T L2
c - 1 . ¥ LY, w

C. Chiang and Teconicel Assistonce.

frained ir mairraaance o *l" Cr.-nre. <3 wel ciher ;ricri ycz ivii‘i 35,
G Fealiie lasesvemzant - g

appresinarely §7€0,300 will be usad fe equip selecrec rurel hesoii Lo
A ritarive and illusirative liut of creas wittin sach of the ten re ecionel /i sarimanial
hoszirals wiihin Rugions 1, IV, aadV *o recoive A.1LD. fundad aquisinens is thon!
I P ~.' \
[ 0V‘lt.:4’|n" [ S0 RN

>

Best Available Document

=252~



PANAMA

Project Name and Title: Rural Health Delivery Systems,

528-0181
Project Cost: $9.5 million grant (Total Project Cost--$18.2 million)
Project Life: FY¥1976~FY1981
Target Population: 150,000 (in 225 rural communities)
Area of Coveracge: Regional

Project Purpose:

To institutionalize an improved integrated low=-cost public health
delivery system providing preventive and curative health care services
and adequate environmental sanitation conditions to the marginal rural
populations.

Health Component:

Primary health care services within the framework of a systematic
referral system will be developed for rural communities. Health assistants
and nurse auxiliaries (500) will be trained to function at this rural
level in health posts to provide health services and refer patients to
the health centers and subcenters of the health care system. The health
care system will be strengthened by the development of the following
facilities: four rural health centers, 14 health subcenters, 225 rural
health posts,

Training (4 months) for the health assistants will consist of
instruction in primary and community health care, i.e. the basics of
vaccination, first aid, childbirth, MCH care, environmental sanitation,
community organization, and referral techniques. The assistants will be
responsible for providing instruction to local Health Committees and other
inhabitants personal hygiene and sanitation (the health assistants will
be selected and training at the provincial level by medical personnel
with knowledv: of their assigned tasks). The Project will also fund
educational materials training programs for the instructors, trainees'
per diem, transportation, and curriculum development. To insure adequate
mobility, the health assistants will be provided with transportation such
as horses, boats, etc. The health assistants will be visited periodically
by agronomists, nutritionists, physicians and nurses operating out of the
nearest health center or hospital.
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Environmentai sanitation condifions will be improved through the:
a) construction of 300 rural aqueducts;

b} installation of 400 hand-pumped wells; and

c) construction of 13,800 latrines.

Some 20 sanitary technicians will also be trained under the Project to
assist the MOH (Ministry of Health) in supervising these and other activities.

Technical personnel and training programs will be financed under the
loan to address the administrative constraints posed by the integration
of the financing and administrative funciions of the MOH and the Social
Security agencies. Additionally, to insure adequate managerial capacity
for administering provincial health care systems, 10-15 provincial medical
directors and cther key administrative pe.rsonnel will receive graduate
public health training in the U.S.

Population Component:

The community health assistants will be trained to provide family
planning and childbirth services. ; ' B ‘

Nutrition Component:

The community health assistants will be trained to provide nutrition
services. Additionally, this instruction by the assistants includes
information on nutrition during pregnancy and for young children.

A secondary element of the Project is the development of community
gardens and small animal projects to improve the nutritional intake of
the rural population. The health assistants will also support these
elements of the Project.

Project Qutputs:

a) Development of 48 additional community gardens, averaging
five hectores each, established and functioning for a
total of 200 functional gardens.

b) Development of 75 small animal projects.

¢} Strengthen and enlarge the capacity of the public health
sector for training and utilization of 500 indigenous health
assistants and nurse auxiliaries capable of providing basic
health services, environmental health sexrvices, nutrition
education, MCH care, family planning services, and promotion
of agricultural technology.
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a Integration of the organizational and administrative capabilities
- of the MOH and CSS (Social Security) health systems at the
national and provincial levels,

e) Construction, staffing, and equipping of four rural health
centers, 14 health subcenters, and 225 rural health posts.

Proiject Inputs:

See Table A for detailed outline of the project inputs.

Host Country Activities:

The various construction activities funded in this Project will be
carried out mainly by the MOH (included are the construction of the
latrines, aqueducts and well pumps].

In the small animal farm component, the MOH provides limited poultry
animal feed, vaccinations, feeders, and personnel to train the cormmunity
farmers in the use of the equipment and financial accounting. A MOH
agronomist, working with the rural communities, will participate in the
community garden program by delivery farm equipment, supplies, and
instruction in farming technologies.

The MOH, in an attempt to improve field communications between the
agronomist and farming community, will establish a radio communications
network.

The MOH will fund the training of auxiljary health workers to be
stationed in the health subcenters and posts. This auxiliary health worker
project will compliment other attempts to increse community health manpower.

The MOH has also instituted activities which foster the development
- of criteria for the:

l) selection of communities to participate in the community
" garden and poultry programs; -

'2) selection of the sites for constructi¢n of the proposed
health facilities; ‘

3) recruitment of health assistants; and

5;4) selection of sites for the deéelopment of the;aquedudt;yi
" water, and sanitation systems.

255



Ve

vi.

vil,
vili,

X,
Xl

1IN
'
Y.

TABLE A

Total
Total wo. Unit Cuntelngtlons Total 1/ Conrridytlung
" Co-canenty of Unlts Costs PR .0, Comunities Cost A.1.0. G.C.P.
PCALTH POSTS 125 39,83 YA 2,589 ¢l 29 1,565,000 $750,000 557,500r
Jnvest ent
Land 5C0 $90
Construction . L6820 4,00 620
Plans ¢ Supervision Ls0 Lo
"Caulp=ent * 2,000 2,000
OPERATIONS
Persorag) 1,209 1,260
naterlals/Supplles 1,200 800 Loo
SLBCENTERS . N 14 27,040 16,929 9, 00 _2,129 495,440 236,600 207,080r
fnvesteunt
Lanc 500 509
Constructlon 12,930 12,920
Plans ¢ Superylsion 1,290 1.250
Eeuip=ant 4,000 4,000
QPERATICONS
Personnel 1,060 3,C80
nateriais/Supplles 5,750 3.690 1,600
RURAL HEALTH CENTER ) 165,282 85,420 &h, 662 24,029 941,128 266,480 458, ghlr
investrent s
Land 4,000 4,000
Conseruction 4s,620 46,620
Plans & Supervision b, 882 L, 662
Esulp=ent 20,000 20,000
OPERATIONS . .
farsonnel 35,000 35,000
Heterials/Supplies 45,000 25,000 20,000
ANUEDULTS 150 25,500 13,350 5.8%0 5,309 3,825,000 2,002,500 817,500
Quipeent 15,000 13,350 1,640
inscallatlon 10,500 4,200 €,300
HANO 2UMP VELLS Loo 1,270 510 540 200 500,000 212,600 216,000
Equiprant 390 5Jo 460
Inscallation 230 30 200
LATRINES o 10,000 168 £0 68 Lo 1,860,002 §00,0C0 680,C09
Equiprent 60 €0
.Inscallatlon 108 ] Lo
COMMUNITY GARDENS : La_ 19,790 15,000 4 000 912,000 720,600
SMALL ANIMAL PROJECTS 75 5,12 4,000 1,120 38,000 300,000
AONINISTRATION 4oo, 000 Loo, 000 400,000
TRAINING 260,000 616,912 260,00 356,202
EUIPMENT 252,620 252,L20 152,020
TOTAL COSTS 11,839,979 €,£09,009 3.193.£20
HEALTH #05TS 00 - 9.0, $8,000 52,460 - $1,500 .. . 1,236,000 509,000 e, 000*
REMODELING €X)STING S e ' BRI '
SUB=CENTERS ¢ CENTERS : . ) o 348,500 369,509
AUEDUE TS 1150 25,500 . 13,350 S o.825,000 2,002,500 877,500
TARINING S ’ oL 87,392 320,000 251,392
LATAINGS 3,800 168 "0 .68 hao 28,000 2%% .0

TOTAL €O5TS

« Represents oprrating costs for two years

(avaraon (or I1tre dl_projcil).

1/ 0ue to the asterlsy, numher Units X Unit Cose will mye enusl Tatel case,
wrwr.ITwt .
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Qther Donor Activities:

PAHO (Pan American Health Organization) sponsored technical assistance,
training programs, and provided funds for the MOH and IDAAN (National Water
and Sewerage Institute] personnel working in the area of environmental
sanitation. PAHO also supplied funds for the Project's capital investments
in potable water systems and latrine construction. UNICEF (United Nations
International Children's Educational Fund} has provided 230 hand diesel
tractors for- the MOH community garden program. The MOH has made 29
tractors availatle for the gardens proposed in this Project. Additional
tractors required for the Project will be obtained with counterpart
funding.

IDB (Inter-American Development Bank) negotiated with IDAAN funds for
rural aqueducts and sewerage systems.

Issues

Major issues facing the Project's development anu implementation were
not specifically identified; however, some problem areas may be:

a) GOP and AID's continuing financial and philosophical support
of the Project;

b) existence of a developed pharmaceutical resupply storage, and
transporation infrastructure;

c) financial mechanisms exist to compensate the auxiliary health
workers;

d) recruits for the auxiliary worker training programs will be
availzole;

e) rural communities will follow-up with appropriate activities
upon Project Completion;

f) prevalence of supervision and technical backstopping at all
levels within the health delivery system;

g) manaterial/administrative capabilities exist at the rural level
to manage the Projecti;

h) the MOH and CSS integration of health systems will bring about
coordination in the management and delivery of health services.

Source of Information:

Panama Rural Health Development Delivery System Project Paper.
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AFGHANISTAN

Project Title and Number: Basic Health Services, Project #306-0144

Project Cost: E $6.42 million (AID grant--$4.2 million)

Project Life: FY 1976 - FY 1979

Target Population:

The number of beneficiaries for the Phase I Project is 830,000. Females,
children, and adults will receive nhealth services in proportions correspond=-
ing to their numbers in the target population.

Area Coverage:

Fifty Minor Civil Divisions within four of Afghanistan's six health regions.

Project Purpose:

(1) To provide basic health services with emphasis on services
for women and children to 830,000 persons living in 50
Minor Civil Divisions ("county") within four of Afghanistan's
six regions.

(2) To provide two or more Alternative Health Delivery Systems
(AHDS) which when widely replicated will provide minimal
health service for those persons who will not have reasonable
access to a basic health center.

The Problem:

Afghanistan is, by most all international measures, among 25 of the least
developed nations. Not unexpectedly, it shares the problems of these
less developed countries.

Recent large scale national surveys by the Government of Afghanistan (GOa),
and specifically targeted studies under the Ministry of Health (MOH, indicated
birth rates as high as 50/1000, and death rates of over 30/1000 (with

rural deaths occurring at about twice the urban level), with particularly
punishing effects on women and children.

Maternal mortality has been variously estimated from 64 to as high as 300
per thousand with even the lower and perhaps more accurate estimates, 100
times the level encountered in the United States and Sweden. ~he mortality
approximating 200 per thousand live births, and deaths between the first
and fifth year similarly elevated.
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While data is scarce on the major causes of death and disability, and while
there is some variance in rank order; in the first year of life and the years
1-5, all studies confirm that diarrheal disease, other infections and
respiratory diseases, measles, and nutritional deficiency are the major
contributing factors in childhood deaths, which is, in turn, the predominant
category of mortality in the Afghans seen today.

Women approaching completed fertility, that is, ages 35-44, have an average
of 7.1 live births, approximately 30% of whom died. The overall mortality
rate for the same population in the previous year was 20.1 per thousand,
68% of which were children under five years of age.

Health, Population and Nutrition Components:

Within the Project two specific types of programs are being implemented:

Basic Health Services (BHC) and Alternative Health Delivery Systems. a
prerequisite to the achievement of the BHC Project goals is the.training to
auxiliary Nurse Midwives (ANMS) and the assignment of BHC (Basic Health Centers)
to their home regions. The ANWs would be available to provide medical services
primarily to women and children. This Project would funa training programs

for the ANWs as well as the following: (1) establishment and coordination

of the management systems (including personnel assignment, logistics

and supply clinic infommation systems); (2) trained personnel to perform other
paramedical, medical and administrative tasks; and (3) recent and

constructed facilities necessary to provide health services to the

rural population.

The Project will activate 50 BHCs in Kunduz, Kandahar, Balkh and Ghazni
regions. The health regions of Afghanistan are comprised of Rank I, II, and
III BHCs. The Rank I BHC includes a polyclinic of ten rooms, a training
center, administrative offices, and living quarters for personnel. The
Rank II BHC consists of a polyclinic and living quarters for personnel.
The Rank III BHC consists of a six room polyclinic and living quarters
for BHC personnel. Proposed staffing in the larger (Rank I) BHCs includes
a physician or senior nurse, and auxiliary nurse midwife, and two other
paramedical personnel f{e.g., sanitarian, compounder or male nurse).
Smaller BHCs have a proposed staff of senior nurse or physician and an
ANW. In-service occupational and team training is planned using BHC
manuals and materials already developed.

Each BHC provides the following services: (1) diagnosis; (2) effective
treatment for 80% of the dis:ases present; (3) referrals to provincial
hospitals; (4) family planning! (5) midwifery and maternal and child
health+(6) health education for nutrition and sanitations and (7)
vaccination services by the assistant nurse, midwife and vaccinator. A
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referral system for more complex cases is a part of the BHC delivery system
(specialty hospitals and general hospitals provide services for the BHC's).
Unfortunately, no attempt is made in the Project Paper (PP) to discuss task
delineation or supervisorial roles of the BHC workers.

Higher level training is planned in health planning, program administration
(supply and transportation management), and ANW trainer training. Another
element to the Project is the establishment of outreach programs for health,
nutrition, and family planning (more specific data on these activities is
not given). The PP also proposes the development of family planning/
medicament kits composed of antidiarrheal medication, antibacteria ointment,
aspirin and condoms to b: aistributed by the ANWs to the villages.

Resupply systems for the distributed kits will also be implemented.

The Project Paper (PP) implies that the BHDS component may be based on two
health delivery system models: the volunteer Village Health Worker (VHW) Model
and the Community Entrepreneur Model. In an area including a number

of scettlements, but no commerce, the volunteer Village Health Worker

Model appears to be suitable according to the PP. In larger villages

or settlement clusters, in which there is commerce used by all, a storekeeper
might be the most appropriate dispenser of health education and services

(a "Community Entrepreneur Model"). 1In addition, in those areas where
transportavion is sufficiently developed, the BHCs can be expected to

play a direct role in training and supervision of the workers in all AHD
rodels.

In Model I the VAW would provide advice on childhood malnutrition detection
and prevention, weaning, practices, hygiene as it relates to diarrhea,
first aid, food storage and preparation, family planning and contraceptive
services. In all AHDS models the workers would be capable of performing
simple diagnosis and treatment (or referral) of gastro-enteritis and
children's diarrhea, conjunctivitis and trachoma, "aches and pains",

skin infections, worms, and bronchitis and pneumonia.

In the VHW ibdel, the rural worker would be trained in her village or the
Regional Training Center and supervised from BHCS. The worker must be
accepted by both villagers and the village leaders. It was not determined
in the PP how many families could be served by a VHW, whether it is
desirable to have two VHW3 working as a team, and what would be the
appropriate supervisory mechanisms.

The community entrepreneur in Model II would be chosen based on his/her
interest and ability in handling basic medicines. His/her selection would
be approved by the villagers and their leaders.

Project Outputs:

The project outputs for the Basic Health Services Project in Afghanistan
are divided into BHC outputs and AHDS outputs. Four outputs for BHS are
identified. They irnclude:
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(1) four operational regional offices supporting BHC and AHDS
experiments;

(2) tifty operational BHC's;

(3) ANM school operating at an optimal level (an estimated 140 ANW
will complete training by the end of the Project);

(4) ﬁHC personnel trained and assigned;
(5) BHC supply systems expanded; and
(6) client record system operating.
Within the AHDS, only two specific outputs are menticned. They are:
(1) two or more AHDS designed and approved fcr testing and

(2) elements of one or more AHDS demonstrated effective and financally
and administratively feasible.

Project Inputs:

Nine categories.of inputs have been identified within the project.
Thesguanclude inputs from USAID, GOA (Government of Afghanistan) and other
donors,as UNICEF. Table I indicates the various types of inputs and the
specific indicators over the three-year period.

Host Country Activities:

According to the PP the MOH (Ministry of Health) haz demonstrated the
administrative flexibility necessary to implement the Project. The MCH

is responsible for making the necessary administrative changes. The
Presidency of Coordination and Planning, Presidency of the Basic Health
Services, and the Presidency of Administration are three government agencies
which are intricately involved in design and implementation of the Project.
New personnel positions will be created in these agencies to facilitate

the decentralization of health activities nationwide. Counterparts from
these agencies will work closely with AID personnel in the development of
th2 training programs; logistical, management and information systems; and the
AHDs.

Other Donor Activities:

UNICEF (United Nations Children's Fund) contributions will finance drug
supplies, as well as some BHC equipment, vehicles and potable wc:-er
supplies (see the section on project inputs). In addition UNICEF furnishes

technical assistance in the maintenance of the vehicles.
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TABLE ONE: PROJECT OUTPUTS AND COSTS

Inputs ..
Year 1 Year 2 Year 3 TOTAL
1. Construclioh $ 302, 260 S 584, 760 31,711, 130 S 2,598,150
- Bulldings 127,500 387,500 1,630, 000 2, 145,000
- GOA (89, 250) (96, 875) { 407, 500) {593,623)
-~ USAID {38, 250) (290,6 25) (1,222, 500) (1,551, 375)
- Water 32,500 55,000 22, 500 110, 000
- GOA (6, 500) (11,000) (4, 500) (22,000)
- UNICEF (26, 000) (44, 000) (18, 000) (88, 000)
- Land (GOA) 25,000 25,000 - 50,000
- Tech Support (GO4) 117,260 117,260 58,630 293,150
2. Equipment . 140, 000 90,000 15,000 245,000
- GOA 15,000 45,000 15,000 75,000
- USAID - 20,000 - 20,000
- UNICEF 125,000 25,000 - 150, 000
3. Rent 1,880 13,440 4,680 20,000
- GOA 470 3,360 1,170 5,000
- USAID 1,410 10,080 3,570 15,000
4. Outreach Projects (USAID) - 40,000 21,000 61,000
§. Supplies, Repairs 19, 700 79,050 159, 000 257,750
- GOA 5,700 31,800 71, 500 109,000
- USAID 12, 800 43,200 80,000 136, 000
- UNICEF 1,200 4,050 7,500 12,750
6. Personnel 607, 800 732, 800 610, 900 1,951,500
- GOA 47,200 158,300 301, 000 506, 500
- USAID §583, 200 553,200 296,600 1,383,000
- UNICEF 7,400 21,300 33,300 62,000
7. Participants (USAID) 220, 000 170, 000 35,000 425,000
8. Sub-Total 1‘ 291l 640 li 710‘ 050 2,556:710 5‘ 558,400
9. Contingency 24,040 66,395 247,875 338,310
- GOA 14,400 16,200 61,800 92,400
- USAID 5,740 43, 595 183,375 232,710
- UNICEF 3,900 6,600 2,700 13,200
10. Infation Allowance - 35,275 173, 900 209,175
- GOA - 19,500 70,100 89,600
- USAID - 12,000 99,000 111,000
- UNICEF - 3,775 4,800 8,575 »
U. GRAND TOTALS 81,315,680 1,811,720 $2.978,485  $6,105.885
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WHO (World Health Organization) provides indirect technical assistance in
drug procurement. FAO (Food and Agriculture Organization) provides food
for distribution by BHCs as part of a MCH (Maternal and child health)
program of the MOH (the MCH prograr is not a component of this Project).
The World Food Program/FAO finances focd imports which are distributed
through several channels including the Sasic Health Services of the MOH.
Food distribution activities in the BHC may disrupt other health
activities performed by the paramedical personnel. However, the Program
also encourages villagers to come to the BHC's where they are encouraged
to use the services.

The UNFPA (United Nations Fund for Population Activities) is financing
national data collection and registration activities. UNFPA also has a
Family Planning Services Project. These UNFPA activities may serve as
future points of interaction with this AID Project.

Issues:
Some areas of discussion are:

(1) Continued GOA, AID, and other donor financial support and
management interests are always essential to Project
completion and future follow-up activities.

(2) A task analysis for the BHC workers is necessary to better
define the areas of responsibility and supervision.

(3) The GOA is deeply involved with other donor financed
projects, such as the IBRD irrigation project. The GOA
has pledged priority one status for this AID project,
however, there is the possibility of conflict between
these other projects and the AID Project. GOA staff
assignments and logistical support is limited which restricts
their availability.

(4) There is a shortage of drugs within the BHCs as a result
of inefficient MOH drug distribution system. All MOH health
sexrvices and supplies are free thus complicating the drug
shortage situation. The possibility of substituting
Some payment mechanism should be carefully considered
by the MOH (as suggested in the PP).

(5) The possibility of interacting with other donor financed

projects should be studied carefully particularly the
proposed UNFPA family planning projects.
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Additional Information Required:

As with most of the other project papers we have reviewed, additional
information is required detailing the specific activitles of the various -
levels of health workers.

Source of Information:

Afghanistan Basic Health Services Project Paper.
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EGYPT

Project Title and Number: Improveument of Rural Health,

0263-0015
Project Cost: $11,570,000 (AID Grant--$8.5 million)
Project Life: FY1977-FY1981
Target Population: Not Defined
Area Coverage: Regional

(The project will assist the Egyptian Ministry of Health (MOH) to conduct
a number of field tests in eight districts.)

Project Purpose:

The purpose of this project is to identify and validate, through field
testing, replicable methods to reduce or eliminate some of the major
identified constraints to the system. These constraints are in the areas
of communication, management, supervision, motivation, and incentives.

A further project purpose is to mobilize greater support and commitment
of resources to the rural health program within the MOH.

The Problem:

The current health status of the Egyptian rural population is a crucial
national proklem, and under present circumstances, it represents a
significant barrier to economic progress. Poor health, physical
impairment and premature death debilitate the Egyptian work force and,
although an unskilled surplus will exist for sometime in the fuviare,
there are recent estimates of increasing deficits in all levels of
skilled manpower to emerge in the near future.

While the GOARE (Government of Arab Republic of Egypt) has made an
impressive attempt to cope with the rural health problems by constructing
and maintaining a fairly large government-operated health delivery system
it is clear that it still faces formidable and complex impediments to
improving the health status of its poor majority and that its infra-
gtructure suffers deficiencies in several areas. These deficiences
correspond to those burdening genosral social and economic development,
imparing effective deployment and utilization of the skills and resources
that the health system already possesses.
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Health Component:

This Project proposes to assist the MOH conduct a number of field tests
in 8 selected districtr. These tesis are designed to identify the
principal constraints limiting productivity and outreach of the rural
health system. Through a series of structured field tests, the Project
intends to measure the impact of: (1) improved transportation and
communication on health services delivery and outreach; (2) various
patterns of rewards and incentives on job performance; and (3) better
supervision and training on the range, quality, and quantity of services
being delivered under the system.

Emphasis in project design is to be placed on testing the utilization
of rural health facilities and the efficiency of the services provided.
Project activities will be conducted in 207 health centers and units.
Some tests are proposed for all 8 districts, while other tests are
applicable to selected pairs of districts {(Universal Tests versus
Particular Tests).

The following list contains illustrative examples of Universal Tests in-
communications as a means of spurring incentives (motivation) and manage-i,
ment (supervision): :

(1) Involvement of all health unit and center personnel in
delivering family planning, maternal and child health (MCH),
environmental sanitation, and nutrition education to vlllage

(2) Development of most effective education techniques in family
planning, MCH, sanitation, nutrition, etc., R TN
by rural health system staff.

(3) variation in the types of educational techniqneg,fméthods
of service delivery, frequency of service delivery,” service
delivery roles of personnel relationship to health education,
etc.

Particular Tests in the Project may include the followihg aspects-

© (1) Health education at hea'*h facility is linked to routinev.
’ infant nutrition checks, mobilization attempts of- mothers,
and family planning, immunization and other nutrition N
services. BRSSO T

(2) variations in health center nurse/midwife aupervision,
' emphasis may be placed on the delivery of MCH, family '
planning and nutrition servicas. ‘ S -
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.(3) .Research on environmental sanitation, schistosomiasis
and malaria control with emphasis on health education.

~ In addition to the field tests several departments of the MOH will be
strengthened to provide logistical, design and analytical support,

to the Project. It also proposes to expand and equip staff in the
areas of statistics, program evaluation and design, manpower planning,
survey research, nursing services (to provide greater supervisory
support), communicable disease, and MCH.

Population Component:

Special emphasis is to be placed on testing several educational, motiva-
- tional and technological approaches to family planning that will be
acceptable to the rural villagexrs. The health component section outlines
examples of possible family planning tests.

The Project proposes to train MOH staff in supervisory techniques involving
elements of MCH, health, nutrition, and other functions of the health centers
and mnits to facilitate the delivery of family planning education and

" services.

Nutrition Comvonent:

"Resealcn studies, training of nutrition staff, and provision of equipment
and supplies are elements of the Project which are proposed to better
assist the activities of Egypt's Nutritior Institu.e.j' '

- The health component section outlines illustrative examples of possibler
nutrition tests.

Project Outputs

"~ The project paper identifies fourteen specific measurable outputs: to
be achieved by the end of the project They are as follows.“,

‘l. Identification of significan{ motivational factors that
. affect Egyptian rural health delivery system performance.

2. 2Analysis and training established within the MOH concerning
job descriptions, job assessments, setting of work norms,
design of related supervisory tasks as these all concern
universal and particular tests.

3. 2Analysis and training established within the MOH concerning
statistiics gathering, assessment, collation and summarization
for policy makers.
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11.

12.

13.

Zvaluation systems design analysis and operaticns
establishecd within MOH.

Training established within the MCH cor. Terning analysis
of family health records, maintenance of the same, and use
of same for strengthening rural health care outreach.

At least two different point-to-point moces of communicaticn
between all levels tested, costed and rchecked for management
efficiency, as well as use of maintenance. :

Training and equipment in the analysis and delivery of
effective message centent with reference to MCH, family
planning, nutrition, and environmental sanitation as
villagers; means of combined and separate delivery by
health unit and center staff developed; and communication
modes of supervision developed. '

Low cost communicable and endemic disease control service
packages for units and centers designed, tested, equipped,
and stalf trained in their application.

Development of Universal test designs for use of varying
types/capacities of American and foreign transport in
the rural healtn system; i.e., jeeps, carryalls, half-
ton heavy duty land rovers.

Installation of motor vehicle inputs per test district

and at other crucial points in the system under appropriate
norms and conditions, with careful reference to managem«nt/
contrc?! maintenance and analysis of their effects upon
operation of the rural health delivery systems.

A central add-on equipment installations for health units,
centers, districts, goveraments and supporting elements
of Minilstry designed and in use by trained personnel.

Health economics, health status, health service delivery
profiles and studies designed, executed and evaluated.

Participunt training in third country observation designed
and operational so as to provide incentives, correct training

 and methods, and widened perspectives to all project elements.

4.

Villags councils, and other ministry programs effectively

" engaged in supporting health services delivery tests under
guidance of the Ministry of Health.
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Project Inputs:

Project inputs are concentrated in two primary areas, technical
assistance and equipment. The total funds allocated for the project
are $11,570,000 of which $.1 million are GOARE funds allocated for
vehicle operation and maintenance, miscellaneous supplies, and project
staff. AID will fund $8.5 million for the 5-year Project. About

$1.5 million is allocated for technical assistance while $4.53 million
has been allocated for equipment. In addition, resources will be
utilized for training, vehicle operation and maintenance, miszellaneou:
supplies, project staff and other contingencies. Of the technical
assistance funds $300,000 will be used for a contract resident for
five years. The other $1.2 million in technical assiciance funds will
be utilized by contract tunsultants.

The equipment to be purchased include $2.2 million in vehicles, spare
parts, and maintenance facilities; $400,000 in communications equipment;
$.25 million dollars for immunization and cold chain equipment; $650,000
in nutrition and family planning equipment; $400,000 for educational and
construction materials and equipment; $330,000 for office equipment;

and $300,000 for environmental sanitation testing equipment.

Host Country Activitiesu:

The MOH is providing in=-country training, equipment, supplies and
staff tu, the Project. Table A outlines the MOH project inputs by MOH
depaxcment level.

The MOH serves as the implementing agent for the Project at the national
level. During the field test project operations the 4 Governments (each
containing 2 of the 8 districts) will manage the associated activities.
These Governments are staffed by MOH personnel and will assume .ocal
level project management.

Other Donor Activities:

This Project is not financed by other foreign donors. UNICEF (United
Nations Children's Fund), Project HOPE, and WHO will continue to fund
projects in health-related areas in Egypt. However, their activities
are not directly associated with this Project.

HEW initiated in 1976 a health project designed to assess patient flow
patterns to determine the levels of health care provided by the rural
health system. The results of this research can be of great value to
this Project.




Issues:

(1) Field tests can readily isolate the variables associated with
effective health service delivery.

(2) Field tests can identify replicable techniques related to
better management, communications, and manpower motivation.

(3) AID and MOH funding and technical support must continue.

(4) Periodic evaluation must exist throughout to monitor
project performance.

(5) The technical feasibility of the Project may be que:tionable
as a result of the complexity of field tests and limited

AID contract personnel involved.

(6) In-country coordination and philosophical support at all
times are essential elements to Project success.

- (7) The Project Paper is particularly negligent in defining
the various field tests to be performed. Data on this
subject located only in the Project Review Paper.

FPurther Information Required:

While the project does not address itself specifically to health,
population and nutrition activities, it is unclear from the project
papexr exactly the course to be undertaken during the course of the
project. From the broader perspective of our review of nutrition,
interventions into low cost health delivery systems, it would be
tremendously useful to be able to utilize and evaluate mechanisms
developed during the course of this project. From the broader
perspective of our review of nutrition, interventions into low cost
health delivery systems, it would be tremendously useful to be

able to utilize the evaluative mechanisms developed during the course
of this project. The issues of replicability, sociological feasibility,
and impact have been glossed over during the course of the project
paper.

Source of Information

Egypt Improvement of Rural Health Projéct Paper.
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TUNISIA

Project Title and Number: Rural Community Health, 664-0296

Project Cost : $5.4 million (AID Grant and Loan--$4.0 million)

Project Life FY 1977 - FY 1980

Target Population : Sidi Bou Zid and Siliana Prxovinces have
roughly 200,000 persons for a total target
population 400,000.

Area Coverage Regional

Project Purpose:

This project is designed to enhance the quality and coverage of health
services in two rural provices through the following:

(a) A restructured health ﬁanpo&er system for non-physician
t'ersonnel;

(b) The integration of preventive and curative primary health
services (including family planning); :

- (c) An expansion in the outreach components of the primary care
system; o

(d) Expansion and improvement of the facilities and equiéﬁeﬂtﬂ
for primary care. : :

f The Problem:

Over the past twenty years in Tunisia, much has been done to redress a
very poor health system. A nationwide network of clinics and hospitals
had been established providing some access to minimal basic curative
services in all provinces. These services are provided at no cost

to the populaticn.

Over the period of this reorxganization of the health services, malaria
and typhus have been eliminated, infant mortality has dropped from
more than 200 to a little more than 100, and general life expectancy
has increased by ten years to about 55. ‘ R

Health, Population and Nutrition Components:

The specific curative and preventive services to be integrated in the
" Project are not identified. However, general categoriées of these services
~are listed helow: , AR
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(1)

(2)
(3)

()
(5)
(6)
(7)
(8)

(9

(10)

(11)

Adult routine basic clinical car2 for minor illnesses,
chronic illnesses, wminor trauma and emergency first aid,
stabilization of major trauma;

Prenatal labor and delivery, post-natal, gynecology;

Pediatric routine basic clinical care is indicated in
Item 1 above;

Family planning;

Nutrition and Hygiane education;
Immunization/vaccinations;

Environmental education;

Malaria screening;

Water supply testiné

Inspection of public and commercial places; andv

Dog control

Appendix A indicates the outreach health services available in the
community to be provided under the rubric of the project. »

Project Qutputs:

The planned outputs of this project are:

(1)

.2
Yy

(5)

Jurriculum for training non-physician health workers:
in new duties;

250 re-trained workers, supervisors, and local offiéials;lﬂ

renovation and construction of 40 new primary care facilities,

an operating field training program in rural health forff
interns; and '

an improved patient record and management systans;‘

Project Inputs:

Project inputs take on two forms, technical assistance and capital

assistance.

Under technical assistance, AID will fund:
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(1) Jjob restructurin§ and the retraining of front line
health workers;

(2) the detailed conceptualization and design of both assistance
management and the patient record system to support newly-
integrated preventive and curative services for rural areas;

(3) the training and orientation of rural delivery system
supervisors and managers as well as the orientation
of community leaders:;

(4) support for improved clinical experience in medicine and
public health for interns assigned to Siliana and $idi Bou
z2id.

The capital assistance activities include the design, renovation,
construction and equipping of 40 facilities which will provide integrated
primary health services at the delegation, regroupment, and village levels. -

The U.S. inputs for the project will provide $2.675 million as reimburse—
ment to the GOT (Government of Tunisia) for construction and renovation
costs, $325,000 for equipment and $1 million for technical assistance.
This technical assistance will consist of a three-person team and some
participant training.

Host Country Activities:

The GOT will share in the project cost by at least 25% through a direct
cash and in-kind contribuvtion to the construction costs. ‘

Other Donor Activities:

Other donor activities are not relevant to thigs Project,

Project Issues:

At the time that PRP was reviewed and approved, the following were
identified as areas where more analysis was needed before the project
paper was completed:

(a) The development of functional programs for each type of
health facility to be assisted;

(b) Fuller agreement with the GOT on the scope and content on
. the training programs;

 (c) Facility designs that were compatible with the functions to be

carried out as primary health centers; reasonable estimates
of construction costs; and
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-{d) Confirmation of tﬁe capacity of the government to replicate
the Siliana-Sidi Bou Zid system in other parts of the
country.

The following are the criteria assumptions ﬁpon which the successful
completion of the project depends:

(a) Continued sustained interest by the MOPH in broadening the
functions of non-physician personnel; .

(b) The availability of adequate GOT support of an expanding
rural health program (people to train; funding to support
them) ;

(c) The availability of qualified U.S. technical assistance
team resident in the two provinces;

(d) The acceptability of expanded services delivered by
non-physicians to consumers. :

Further Information Needed:

In the Tunisia Project, as in the other projects we have reviewed, there
is inadequate data on the exact activities required of the various levels
of health workers, Details on how these activities will be provided is
also lacking. The paper also does not state adeguate indicators of

the current health status of the Tunisian population.

Source of Information:

Tunisia Rural Community Health Project Paper.
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APPENDIX A
In connection wich designing this project, A.I.D.

consultants have participated in the development of planning
aseumptions, retraining needs and facilities design. Their
detailed observations on this process are.contained'in their
consultant reports‘l

Under the integration of services policy, salles de soin,
" MCH centers, maternity centers and the smaller circonscription
hospitals will be redesignated as 'Basic Health Centers" Type
A, B, or C and zll new facilities constructed and put into operat:
in the delegations and below will follow the new program prin-

ciples.

In. summary the program principles provisionally agreed to

are as follows.

Qutreach Healt]: Servicas in the Community

l. Community Services

The outreach services described below "il‘_be PtOVdeQ by

rworkers in Types A B and C centers as appropriate

vg"Community"
. Home

Environmental education including~burnwand?poissonin/Vore-

.‘Vention'zwaste disposal and5Protectio,/%&rifichtio

ﬁ!drinking water nutritionﬂandgfamily planning education;

1 Design Study II; Family Health Care, July 28, 1977
Tunisia: Siliana & Sidi Bou Zid Prov1nces - Integrated

Health Services
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Appendix A (Continued)

identification and treatment of conjunctivities and
ringworm; matermal education re: dietary regimens appro-f

priate for the home management of'mild diarrhea-‘proVLSion

of family planning supplies: (condomS'and pills), immuniza-;

‘tions (not routinely), identification, education'and°referralf

of pPregnant women, particularly high risk"othem

screening as needed; management and monitoring of'chronic con;

ditions as tuberculosis, arthritis/rheumatism diabetcs,;'

Commercial and Public Areas (1)

~* Sampling for analysis drinking“naterisuppliesféfjpipedﬁ5

and well

* Treatment of wells by the method‘of thevjar

Q*¢Field testing forgresidual Chlorine

Inspection and control of slaughtering points
Inspection and control of Tetail establishments, particularly
re. stores selling perishable foods, aud hocels

é* Advising on the protection and improvement of:ex;s;ingngceggg

sources

f* Advzsing on the transport and storage of wate.}from the source

f to the poznt of consumption,:'vl"

f"Schoolsiﬂ?fﬁ

fNutrition education' case finding of pregnant women through the;
ffchildren in school, environmental education akin to that offered

‘in the home; identification and treatment or referral of condi-

¢9) All Lisced services are provided by a technician sanitaire
Services indicated by an asterisk may also be provided by
centres de sante de base workers on an out reach basis.
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Appendix A (Continued)

tions common in schoolchildren; immunizations management of

c ronic conditions such as tuberculosis and diabetes. W

;é?fflype C.Centers
ﬁ(lhe Type C center provides integrated (curative and

'fﬁ%éventive)'ambulatory services and is intended to serve =z

;fpopulation of from 2,000 to 5,000 people. Minimm staff con-

“jsist 9ofuonevfront line worker.‘

TheitYPe'C center is Proposed in two szzes. A smaller“iflyl
‘Usiae is fully suitable for intermittant phySician Visits but
planned to initially operatc without physician services or
midwife Services This first level of facility is staffed by
‘an entry level integrated preventive and curative worker

‘(e g..,recycled malaria worker or aide SOignant recycled or

In.an: area whichyi‘:reasonably approximate to ‘an-existing

;some ‘mix ofxwells rain water”co lec

iacceSSible by road or track[most;‘ gthe[yoa:wforjpurpo églof

“SHP&!VlSlon and resupply, and
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6.

Appendix A (Continued)

. In areas serving a populatidn;qfﬁz,SOO.

Services provided from the Typefbibéhﬁé:;includef

1.

2,
“30
4

School health

Home health'

Commercial and publié area

Provision of-routine and conqinuing care as prescribed bf

a,physician--distribuﬁion'of oral medications, injections

" and dressings

. Definitive treatment of minoffﬁ:aumaiv.

Stabilization and referral of major trauma (trauma should

. be read to iﬁclude burns)

. Identification and initialtréatmentidffbommdn skin disorders

iagdjmin°rfillnesses; ” ~«~~*

§i&éntification,;teﬁﬁdgiiingktreatment, consultation or referra]

. as appropriate,’dffééfiéﬁs illnesses (acute pulmonary infection

‘g;Vith high‘fever,'fgféfﬁéﬁd,stiff neck, moderate and severe

~diarrhea)

.fQProvision<q£¢§éié¢ted pteéﬁa;éifsefviceé (list to be expanded

7”;Qﬂi§ﬁ;hei¢a5e,cfffemale-pr6§idér5f Services suggested do not

- 10.

11

i Tequire physical contact/exam of the Pregnant woman beyond

. and condoms) with referral IUDs, sterilizations~andf56Ciél'

abortions.

Laboratory services are limiteq to hemoglobin determination, "
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Appendix A {(Continued)
-.33.. Type B Center

' The type B center is intended for larger regroupments |
’Aend areas where populatien'eensity warrants, and is generally loﬁ
j*ceted on all-weather roads. The center is fundamentally an ex-
;pansion of-the Type C center described above (an integrated
ambulatory care facility) supplemented by up to 10 maternity beds
and a very minimum laboratory capacity. Minimum stafr includes
one midwife and one integrated front line worker and the centex
is to be visited by a physician at least one-half day per week

;The population served is between 5 000 and 10,000 people,

,1QfﬁBaszc Health Center (Centre de sante de base):

‘erncludes all Type C services and, in addition, a full
range of pre-natal, normal delivery, post-natal, and
famiiy planning services that fall within the capacity
of the sage-femme. Laboratory services llmited to non-
microscopic urinalysis of protein and sugar and determin-
ation of hemoglobin by method as in Iype C centers. 1In-

E cludes 5 to 10 maternlty beds."

4zﬁﬁTYpefA~Center '

The Type A center is sztuated in;a_d*legation seat and

referral services--maternity services and ln-patlent infl*mary-

type services in the areas of pediatrics and med1c1ne Such a



Appendix 2 (Continued) , . e :
provides basic laboratory services, excludlng,bacte“lology The

bed compliment will not exceed 15, of which up ‘t 10“ ed f;rgffgr
maternlty, 5 for pediatrics and adult medzczne,;and: e
as "swing" beds for maternity, pediatric, or adultmﬁRQfofﬂ:p
needed. o
"Basic Health Center (Centre de santé?éé?ﬁégéir
}All Type B services pius 5 to 10 generél me&iéél/pedia-
tric beds for the definitive treatment of non-surgical,
acute illnesses requiring short-term in-patient care;
casting of simple fractures; minor surgery that can be
.accomplished on an out~patienp basis under local anaes-
thesia. Lab services include complete urinalysis including
.picroscopic, white blood count and differential, blood
urea and nitroéeﬁ,'blood glucose, hematocrit, hemoglobip,

erthrocyte sedimentation rate, collection of sputum

specimens for acid fast staining and culcure. Ic'is

recommended that space be provided no& fof later expansion

of latoratory functions and eventual installation of

radiography or radioscopy." |

5. Equipment, Service Capacity, and Staffing Patterns

| 1. The equipment lists for Types A, B, and C centers Tespec-
tively are shown in Appendix I. Inlt’al (minimal) and
future (more desirable) staffing patterns for each type
of center follow in Table 2.

2. The projected annual ambuiatory capacity of retrainedr
front-line workers, midwives, and physicians is shown in

Table 3.
287



APPENDIX A (Continued)

Table 4 shows the projected annual visit capacity of

centres de sacte de base Iypes A, B, and C, as well as

the derivation of the prOJected caoac;: 3-ﬁ

The locatlon of existing facllcles. proposed new .con=

struction and renovation, and the final system by |

of facility and capacity are summarized in Tables 5 and:

6 of the Project Daper (See also Maps--Annex G in the :
PrOJecf Paper

The projected initial ambulatory capacity of the restruc-

tured delivery system is shown in Table 7. of Project Paper

The geographié-distribution"of centers and their esci-

mated relation to populatlon is shown in Appendix 2 of the

consultant report 1n Annex I of the Project Paper.



