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The diagnostic of ZFiMM's own clinics' management information systems, 
presented in this report, has been possible thanks to the generosity of
2EMFAM executives and perscnnel at the headuters offices in Rio de 
Janeiro, at the cxmmunity program ofiices in Recife, Natal and Chapeco,
and at the clinics in Olinda, Natal and Chapeco. They all were supportive
with their time, information, and gracious hospitality. We take this 
opportunity to express our deepest appreciation to all BEMM exectives,
and program and clinic personnel for the support they offered the FTMf 
consultants. 



Since the 1987 AID evaluation of the AID Brazilian population program,
AID/Washingto and AID/Brasilia have been rmnei'rb a strengthenin of 
the sustainability of the Brazilian private sector family planning 
programs and have been projecting a phase-down of AID population funds for 
Brazil. Brazilian institutions, including EMM, ard internat 
contracting agencies learned of this proposed phase-down at the December 
1987 meeting in Salvador, where the Brazilian institutions also learned 
that their programs and institutional future were at stake. AID also told 
them at that time, that technical assistance and training by FPMT and the 
Enterprise project would be provided to assist them in their move towards 
sustainability. 

BEMFAM, reflecting the wisdom and prudence of its first-class leadership
and management, was resolved to plan and inplement plans, strategies,

structures and systems to enhance its suta-inability. One step in that
 
direction was the attendance of a senior member of its management at the
 
FWI' Strategic Planning for Sustainability Workshop held in May 1988 at 
Nova Friburgo. Another was readiing agreement with FPMT on a long-term

and ccmprehensive four part program of management support in: technical
 
assistance in strategic planning, training and technical assistance in
 
managemerr: information systems (MIS), technical assistance in
 
organizational restructuring, and in institutional marketirg.
 

This report presents the diagnostic of the first area of work EEMFAM
 
reuested from FRP: assessment of the organization's clinic management

information systems. The goal of that assesmnt, undertaken in December
 
1988, was to improve clinic sustainability (defined as self-financing,
continuirq service to the needy, and iastitutional continuity). BE4FAM's 
own clinics are a significant provider of FP services, consume a
 
significant amount of BEZ F.'s self-generated funds, and produce

relatively few revenues. 
They also represent where the institution could
 
start to develop and expand technology on sustainability management. 

The FPr team is making two key recammendations: 

1. The design, development, installation and training for a micro-caiputer
based integrated financial management and health services system for 
clinic management. FP would worir with BMM throughout this 
instituticnal development process that EEMFM executivesso and staff 
acquire increased managerial perspective and skills to prmote BEMFAM's 
sustainability as well as a management information system to support
sustainability in the clinics.
 

2. That BxsqrAM watch this process in the development of a managerial

perspective, skills and system for clinic management with an eye to the 
future transferability of learnings on promting BmFAM sustainability to 
other areas of BE FAM's work 

These reccMMmedations support the leadership trends of decentralization of
 
clinic operations and reinforcent of central office strategic management
and control. More specific reccmerdations are:
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1. 	 Provide strong and focused MIS support to clinic .anagement. 

2. 	 Integrate financial and service statistics data to facilitate 
plaming. 

3. 	 Use market research techniques to e'lore options for expansion and 
diversification. 

4. 	 Integrate personmel and service data. 

5. 	 Strengthen and stardardize inventory management and integrate it into 
cot accounting.
 

6. 	 Develop full management acc.unting. 

7. 	 Develop managerial cost accounting. 

8. 	 Organize an integrated financial management/health statistics system. 

The FR proposed approach to this work is to work closely in TA and 
training with BEAMM management and staff, starting from the design work 
onward, throuh the stages of detailed design, testing, and 
izplementation, until the systems are in place and being used in the 
management of the sustainability of these clinics. 
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II. I1r nai 

This section presents the backgrond leading up to this work, and the 
aproaches taken in the field work and to this report's presentation. 

A. BACGOUND 

FPMT IN BRAZIL 

Since the 1987 AID evaluation of the AID Brazilian population program,
AID/ Washington and AID/Brasilia have been rremirniru a strergthenig of 
the sustainability of the Brazilian private sector family planning 
programs and have been projecting a phase-down of AID poplation funds for 
Brazil. The projected phase-don is based upon both AID's lcrqtim 
support of Brazilian population activities and by the reported high
Brazilian prevalex rate (63.5%). Brazilian institutions were notified 
by AID/W ard the Mission of the projected phase-down at an AID meeting
with the FP providers and contracting agencies in Salvador, Brazil in 
December 1987. Brazilian institutions were notified that they should 
begin planning and implementing ways to increase their financial 
self-sufficiency. They heard that, in light of a pase-down of donor 
funding, the sustainability of their institutions and programs was at 
stake. They were told by AID that tecnical assistance and training would 
be provided by FPMT and the Enterprise project to assist them in their 
move toward self-sufficiency. 

The Family Planning Management Training Project (FPMR) had begun work the 
previous year in Brazil. At the request of AID, in 1986 FPMT had 
undertaken and completed a management need assessmnt of the three most 
important private sector family planning institutions in Brazil: BaEjM,
AEPF and CPAIMC. That assessment recommended a series of sequenced
training ad technical assistance interventions to increase institutional 
and managerial effectiveness and efficiency. FPMT began that year with a 
training program to which staff fron the three institutions were invited. 
later, in-depth technical assistance was initiated; AID and FPMr agreed to 
sequence the TA for ABEPF, BEMIM and CPA=MC respectively. 

FPMT HISIORY W=~ BEMEFAM 

BEFAM was one of the three organizations assessed by FRmT in 1986 and for 
whom FIMH recommended a program of T gemint training and technical 
assistance. BE4M staff participated thereafter in the various training 
events which the project sponsored. 

In May 1988, BEMFAM's Administrative Coordinator participated in the 
Strategic Planning for Sustainability Workshop held by FPMT in Nova 
Friburgo, Brazil. At that time and in the months that followed, M4FAM 
requested indepth TA. BE4FAM, reflecting the wisdom an1 prudence of its 
first class leadership and management, was resolved to plan and implement
plans, strategies, structures and systems which would eihance its 
sustainability. In November 1988, with USAID crncrrence, a ERE team 
worked with BMFAM to identify management areas critical to BEM 
sustainability and areas appropriate for FPmT management training and 
technical assistance. 
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BEF7AM and FPAP agreed on a detailed training and technical assistance 
program to promote the sustainable development of BEMFAM. This program, 
to be carried out over the next year and a half, includes: 

1. tecmical assistance in strategic planning for sustainability. FPM is 
supporting a strategic planning retreat for the further development of 
BEMFAM's institutional. plans, is providing strategic planning and 
mwrketing consultants, and supporting their related international and 
local costs.
 

2. training and technical assistance in MIS for sustainability. FPMT 
agreed to provide international and Brazilian cnmLsultants to work with 
M9AM personnel in designing, developing, implementiM and training for a 

micro-cmputer based integrated finarial management and clinic statistic 
system to imrve the organization's own financial and clinic managmnt. 

3. technical assistance in organizational restructuring. FPI' will 
support Brazilian consultants to work with BME M personnel in evaluatirg 
and designing the new organizational structures and related human resource 
syst which are expected'to result E the strategic plan. 

4. technical assistance in institutional marketing. FRP will assist 
- BEFM to market itself more effectively nationally. 

At BEMFAM's regiaest, one of the first areas of work was an assesnt of 
the organization's clinic management information systems (MIS). This 
evaluation was undertaken so as to provide _rarimkdations on managing 
those clinics for increasing sustainability. Specifically, the work was 
to a,'entrate initially on the management information systems of BEMM's 
own 12 clinics which are spread out over Brazil. Although these clinics 
serve only a small percentage of the total number of persons to whom 
BEMFAM provides services each year, BE4FAM and FMrT agreed that the 
clinics are an appropriate and feasible entry point for BEMFAM to begin 
developing the institutional perspective, systems and skills which will 
enable increasing sustainability. This report addresses this work. 

MEHO=OOGY OF IS MIS ASSESSMEnT 

On December 8, 1988, four BEMFAM executives and the three F1M1U consultants 
met at B14FAM's headquarters in Rio de Janeiro to plan in detail the 
clinic systems diagnostic work to be done in the folloding days. EEMFM 
executives were: Jose Maria Arruda-Adjunct Executive Secretary, Carmen 
Guez-Planning and Programming Coordinator, Sergio Lins-Evaluation 
Coordinator, and Rita Baudiani-Adjunct Planning and Programming
Coordinator. The clinic management information systems FMT team was
 
cmposed of consultants Kip Eckroad of Management Sciences for Health
 
(Boston, U.S.A.) and Jorge Bedoya and Rolf Stern of Stern & Cnpafia
 
(Ecuador). 

At this time, BEMFAM executives briefed t1e FMU team, discussed criteria 
for selection, and the group jointly planned the headquartrs and clinic 
visits. 
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MTAM eW=taves stated that visiting the Olinda, Natal and Chapeco
clinics wuld provide an adequate and representative sample of the 
organizaticn's 12 own clinics. Two clinic visitirg teams were established,
composed each of BEMFA executives and FRU team members. The team 
comosition is described in Anex II. Also, the schedule for interviews 
at BEMFAM Rio de Janeiro headquarters was agreed on. The complete schedule 
of activities carried out by the FPR team is described in Annex II. 

The field work was carried out from Deemer 9 throh 16, 1988 and on the 
aftetmorn of December 16, the FMr team verbally presented to HBMFAM top 
management executives a brief summary of firdings and directions to 
consider for the future. The purposes of this report are to: 

* 	 Present in writing these findings and points to consider for 
consideration of BEaM executives. 

Serve as a basis for planning the FPM work to be undertaken to 
develop a clinic management information system (MIS) which will 
prcnmte ineasuir BEOAM sustainability. 

B. APPA({S To MS DIAGSTIC AND REPCM 

This 	section describes the approaces which the team used to perform the 
diagnostic work and to prepare and present this report. 

1. FPRT Approach to the Diagnostic 

The FPM approach was characterized by four elements: an analysis of 
systes frm the bottom up, a recognition of the decentralization process
tuderway and a view that the tenical installation of systems is only one 
part of the whole process of developing BEMFAM's ability to use 
information to heighten sustainability. Training and technical assistanoe 
throhout the process are essential component, to this proposed
institutional development. And lastly, but perhaps Lost importantly, our 
approach was to reqxyize that BE4FAM is a unique organization and to 
develop all design and implementation recommnd tions to meet the 
individual situation. 

TE VIEW FROM TIRE CLINIC 

With 	the goal of strengthening BEMFAM clinics' sustainability, the FPMT 
consultants approached this diagnostic trying to understand the view from 
the clinic managers perspective and by identifying the management
information systems needed to support managing these clinics towards 
sustainability. It is, after all, in the clinics that patients are seen 
and it is to enhance services to such patients that th-s entire work is 
undertaken. 
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The diagnxstic focused on identifying and unmierstardiz managerial
information needs for making strategic aid operating decisions. The FR 
consultants tried to see throtigh the eyes of the clinic managers as toso 
understand the challenges these execurtives face, the management
information they require znd that they receive from all directions: their 
headquarters, their patients and camunities, their clinic and cmmunity 
program organizations. 

NntALICN 

A second daracteristic of the diagnostic approach was to take into 
account the clinic management decentralization process whid has been 
initiated by BFIFAM's leadership. BE4FAM wishes to decentralize 
operations while at the same time strengthen strategic decision making at 
the central level. The FEMT team, in their rxmedations, tried to 
foresee what MIS needs might arise through a continuation of this process. 

S=EMNCING OF TRAfNING, TA AND MIS 

A third characteristic of our approach was to view the de-,elopmnt of 
these systems as a matter of carefully sequencing a number of caiponents
which together can enable the institutional development sught here. 
These cacmnents are: 

1. 	 A diagnostic of what exists aid what is needed. 

2. 	 A working with BEFAM at multiple levels to design
appropriate new systems and to train HEMWM, at the same 
time, in the management skills to use those systems. 

3. 	 Development and implementation of apropriate MIS software,
together with trainin in the use of that software. 

4. 	 Tamning of MW4FAM at multiple levels to use the information 
generated for more effective and efficient management.
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BEMFAM IS A UNIQE INSOTlUTICH 

As is clear to all, BEMFAM is a large and cumplex organization, requiring 
a flexible and multi-facetic understanding. It has four main activities 
of which service delivery is one. Within service delivery itself there is 
considerable diversity. For example, the team visited a clinic in southern 
Brazil, which as of November 1988 no lorner had a donor (Matching Grant)
suporting part or all of its operations, and where self-financing
consequently is a "do or close" situation. On the other hand, clinics 
visited in northern Brazil had significant dcnor (by Matching Grant and 
IPPF) and state support, thus requiring other considerations perhaps 
stror6er in programmatic acomplishment and with lesser self-financing
imperatives in the short term. 

Since BEMEAM has a well-established and successful reputation for managin
programmatic issues, whereas the self-financing imperative is relatively 
new, the focus of this work emphasized that area new to BEMF M, that of 
caibining and integrating information on service statistics and finance. 

2. Approach to the Report 

- Given the fact that this FPW technical assistance is interdled to serve as 
a starting point for establishing a clinic management information systems
(MIS) development and implementation program, the team thought it useful 
for the report to have several daracteristics:
 

* 	 ~The report is as explicit as possible about the assumptions made 
in the approach and conduct of the work, report preparation and 
recozndations presented. It may considered scmewhat 
descriptive. The purpose of this approach is to permit the widest 
consideration of all aspects that should be taken into account in 
the future work to be undertaken. If there is an error, it was 
deemed to be preferable to err on the side of providing too much 
information rather than too little. 

Although this report is organized in several sections, it has 
been prepared and structured to be considered as a whole. Partial 
reading of one section by itself will not necessarily adequately 
portray the views of the FPMT consultants, on the whole or its 
parts

* 	 In each section of the diagnostic per se, the report presents 
what was found and then, points which the team believes important 
for BE4FAM to consider. 

M&R± 	 information was gathered during the diagnostic, thanks to 
the generosity of BENFAM executives and personnel at 
headcqarters, in program and clinic offices. This report does 
not intend to caopile all the documentation gathered and only
refers to it. A full set of all documentation gathered is 
available in the FPMr files. 

-8



This section briefly discusses the relationship between systems and 
management, and the relationship of sustainability to these systems. 

A. RE ATICSHIP BETWE SYSTEM AND MANAGEMTE 

Management information systems (MIS) support the sucaessful 
accceplisbment of the manager's key task whida is to take the organization
in the direction and the place desired. They do so by placir
information at the manager's disposal, in a timely, consistent and 
accurate manner, with the frepency needed for the manager's cperating and 
strategic decision-.akin. 

Acxrdingly, the concept of n i systems is not an 
absolute but a relative concept: relative to the directicn and to the 
place the mangr wisbes to tak the organization, relative to the 
critical strategc and cperating elements an uhih the manager wishs to 
be infarme in order to mak deaisium, relative to the mangrial 

- ledership style. Mmagenat t systae are shaped to the 
priorities of the oganization; new MIS systems are shaped preferably to
the critical elemets the orgnization wishes to mnag in its strateic 
and operatin fute. 

If the critical elements to be managed in an organization are programmatic
in nature, then these are the specific object of the management 
information system (MIS). If the critical elements to be managed are 
financial in nature, then these are the focus of attention for systematic
recording and reporting. If the critical elements are both programmatic
and financial, then these systm need to a- :rimIate recordigx and
 
reporting adequately on each cne separately, and on both mixed. If the
 
strategic and operating direction and criteria of an organizational unit
 
are relatively clear, it is more likely that new MIS end up being useful
 
and effective in assisting the managers to manage that unit toards the
 
desired direction.
 

If the focoas of management is the clinic as a specific organizational
unit, then information on it needs to be garnered and provided to those 
charged with and responsible for producing its aprriate performance, be
they at the clinic, at the program office, at the central office, or a 
combination of these all. Thus, management information systems reporting 
on one organizational unit may provide information to many managerial
units, not all of which need or can use that information in the same 
reported form, although it may be based on the same set of original data. 

B. SLUAfl@BIL AND MIS 

In this report we are concerned with the sustainability of BE!FAM's own 
clinics for wham there are two parts: 
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* 	 Th network of clinics themselves. BBEM has direct management 
of these units and has a major stake in their prograim tic and 
financial success. 

* 	 central offices that direct, supervise and assist the operations 
of this clinic network 

Slstairbility is unrsto here, as e s~ume in the Family Plarmixq
M mit Trinirx Program, to mean the effective capacity of an 
orgmizatical unit to: 

* 	 be self-financing; 

* praride Caxtiminjg servie and impat to neey and ur~re 

* 	 have instituticnal continuity. 

These terms are further understood to be: 

In the context of this report, self-financinq means -the capacity of 
BEMFAM's own clinics, considered individually or as a network, to generate 
revenues sufficient to cover either of one of the following seven levels 
of experditures, presented in a progression from a minimal definition of 
self-financing to a maximum, most inclusive definition: 

a. 	 direct clinic operating costs: personnel, supplies and material-. 
for service delivery, food, rent, record keeping, water, gas and 
electri.city, transportation, and petty cash. 

b. 	 direct clinic operatir costs, AND
 
indirect clinic operating costs: maintenan , cleaning,
 
insurance, replacent of minor instnuents and other
 
inventories.
 

c. 	 direct and 
indirect clinic operatir costs, AND 
renewal of clinic physical assets and their replacement, such as 
furniture and furnishings, equipment and machinery, installations 
and buildings owned. 

d. 	 direct and 
indirect clinic operating costs, and 
renemal of clinic physical assets, AND 
contribution to covering a part of the total clinic network 
deficit. 

e. 	 direct and 
indirect clinic operating ccsts, and 
renewal of clinic physical assets, and 
contribution to covering a part of the total clinic network 
deficit, AND
 
contribution to covering a part of central office operations 
experritures. 
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f. 	 diret and 
indiret clinic operating costs, and 
renewal of clinic physical assets, and 
contribution to covering a part of the total clinic network 
deficit, and 
cotribution to covering a part of central office operations 
experditures, AND 
cotribution to cover central office renewal of physical assets 
and their replacement, sxi as furniture and furnishings, 
equipment and machnery, installaticns and buildings wed. 

g. 	 direct and 
irdirect clinic operating costs. and 
renewal of clinic physical assets, and 
cozztribution to covering a part of the total clinic network 
deficit, and 
ccnributin to covering a part of central office or ,rations 
expenditures, and 
contribution to cover central office renewal of physical assets 
and their replacement, such as furniture and furnishings, 
equipmet aid maddnery, installations and buildings owned, AND 
contribution to establishing institutional patrimnial reserves 
for such purposes as: bridging deficitary periods, increasing
availability of invesnt funds for: augmenting the clinic 
network, entering cxmqletely new areas of activities, funding
initial stages of no-service related revenue-producing ventures, 
and so forth. 

Revenues, considered here in their broadest sense, can be in-kird and in 
cash. In-kind revenues can include a wide range such as third-party 
payment for personnel, free supplies, forgiven cost such as rent, 
community building refurbishing, donations of equipment, furniture and 
furnishing, instruments and materials, qualified community volunteers 
donating their service time, and so forth. Cash revenues include 
fee-for-services, pre-payments for services, donations and funds raised 
from 	non-servioe activities 

The more important that clinic revenues are to the self-finanoing of the 
individual c.inic, to the clinic network and to overall BEMFAM, the more 
important it will be to plan and to manage clinics so as to cover costs at 
the highest level. 

Usually, not all clinics reach the same level of financing at the same 
time, rr do all services in one clinic or from one clinic to another have 
the same self-financing level at the same time. Each clinic usually is at 
a different stage of revenue-generation capacity and the same can be said 
for each service within each clinic. Some services and some clinics are 
knoingly, as a matter of policy, deficit-generators. Same services and 
some clinics may be deficit-generators for a time in order to later becme 
-surplusgenerators and net contributors; this then is a matter of 
management decision-making of investment today for financial results 
tomorrow. In all cases, there is a net! to know, with adequate 
information, the financial situation of clinics and services. 
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a INICS' am IvEL OF SELF-FflNcin 

In the period January through September 1988, BE'FAM's own clinics
generated revenues of C7$. 8.9 million and expenditures of Cz$ 40.7
million, with revenues covering 22% of these expeniitures. These revenes 
were comprised of receipts in cash from services provided. Significant 
revnes nt included here were dor fuding and state funding. 

The expenditures during those nine months were equivalent to 160%of the 
rvres. DIring the first nine mnths of 1988, the Olinda clinic had 
revenues cveaing about 13% of these experditures and the Chapeco clinic 
revenues covered about 11%of its expenditures. Expenditures included 
st of the direct and some of the indirect costs (personnel, office and 

cleaning supplies, cammunications, water, electricity and gas, travel
 
expenses, clinical and surgical materials, laboratory exams, IEC

materials, equipment maintenanc, food and clothing, and others).

Significant direct costs not counted in the above expenditures include the 
costs of supplies provided by BEMF7M, and the costs of personnel paid by
the state and other third parties, not on BEMFAM payroll. If these costs
had been included in the total expenditures, the level of self-financing 

- would be lower than that reported. 

2. Continui services to the ne ("carente") by family planning service
delivery organizations, while on the road to achieving self-financing, is 
a difficult task often questioning the balance desired and possible
between serving low inom persons who can afford to pay little or nothing
for services and recovering costs of those and other services. 

This interest/need of achieving a new balance quickly brings the service 
providers to not only consider differentiated financial strategies
(charging fees and not, costs reductions, new ventures) but also to
consider differentiated marketing strategies (ho to appropriately serve
 
non-paying and paying clients). Self-financing of services mainly to low
income persons may mean reconsidering the organization of clinic
operations, evaluating differently than in the past the opening a new

clinic or closing of an existing one. It may mean developing new
 
procedures for treating paying clients, re-training personnel, possibly

re-derating facilities and maybe establishing new ones, while
 
con dnuing to serve the needy. It means looking at the strategy and

operations of clinics with a programmatic view acccxpanied by an
 
entrepirmeurial one.
 

It may also mean developing new policies and processes including sliding
fee scales and service packets for different types of clientele. These
 
could be: the needy ("carente") who should not pay, the patients who can
 
and should pay a little, and the patients who should pay well.
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From the view of management information systems, continuing services to 
the needy also means recording and reporting on the quantity and quality
of services provided to the "carente" and the paying clientele, knowing
the dil fererce between the fees (if any) that they pay and th,_eir cost, to 
be able to determine the benefit they are bein provided by the 
organization. It also minans knowing the preferer&ial prices (if any) that 
they are charged by BEFFM in ccxmriscu to other service providers, and 
being able to determine easily the cmtir _icr. that paying patients are 
providing the nmn-paying. It also means that i general or specific
pricing policies are established on serving "carentes", there will be ways
to know how wel these policies have been carried cut. 

The Natal clinic used to charge patients by socio-ezonic categories
A,B,C and D, but is now, as of Decemer 1988, charging a unified fee for
all patients. The clinic in Olinda darges by several socio-ec=ic 
categories and also reports total patients served. Both clinics maintain 
internal records that differentiate volumes and inc of patients served 
at each socio-enmic lei. The Chapeco clinic has recently instituted 
a policy of serving gratis up to 10% of their roring and afternoon 
session patients; the other patients pay the sane fee. The clinic 
intenally records these separately and reports them unified. Coupariscns
between these clinic's prices and those of other service providers
(private clinics, the state health izits, hospitals and so forth) are done 
quite occasionally and are not reported. 

In s, contir.ung semvices to the "carente" means knirg, being able to 
show rgularly, and being able to provide infazmtin to decisicn-mkes 
on th prefeial servi being proiide to these clients, and having a

Ianim that supports the i='1e, tation of policy set for serving t1hm, 
at a clinic and at a nebxxrk level. 

3. Institutional continuity is understood to mean the continued and active 
presence and participation of the organization fulfilling its mission in 
society. For HE4M this includes recording and reporting the activities,
benefits and financial consquences of direct service provision and 
supporting service provision thrgh third-party managed units. 
Management information systems then would have the role of supporting and 
reporting of direct and indirect activities and integrating them into 
coparable and consistent information, so as to be able to provide a total 
institutional view. 
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IV. EFAM OWN CL CSA1WMNAs T n SESY 

This section presents the team's perception of the role of BEMF7M's awnclinics within its larger service delivery network, discusses the findings
of the FP11 diagzr-tic of the clinic management infonnatin systems (MIS)
and presents poin £ to consider for the future MIS development. 

A. THE IMPORINCE OF BEMFAM'S OWN CL=ICS
 
WITHI ITS SERVICE DEIVERY SYST4
 

During the first semester of 1988, BUFAM provided family planning
services through 822,804 family planning consultations in its service
delivery network of 1.) its own clinics, 2.) clinics in agreement, 3.)
c auity program. 187,354 (equivalent to 22.8%) of these consultations 
were provided in either BEMFAMs own clinics or in the clinics-in agreement

(referred to here as the tctal clinic network). HB M's own clinics
provided 63,607 consultations this period. That number is 34% of the total

clinic network family planning consultations and is 7.7% of the total
BEMFAM consultations in that period. These clinics, therefore, certainly
are significant in the BEMFAM service delivery network. 

In the first nine months of 1988, BEMFAM's own clinics irm of Cz$8.9
million represented about 4.6%of self-generated funds ("receita de rendapropia") and about 1.1%of total incone during that period. In 1988, these
clinics did not, therefore, produce significant income for the 
organization. 

In the first nine months of 1988 BEhFAM used Cz$ 40.7 million of its owngenerated funds to pay for expenditures at these clinics This amount wasabout one third of all expenditures paid with BE M's own funds and about
21% of all its own self-generated income. Total 1988 BEMFAM clinic
expenditures paid with BEFAM self-generated funds is about Cz$54 million,
a significant amount. On a total cost basis, these expenditures would
probably be larger if they were re-stated to reflect total costs,
including central office support, supplies and other costs. BE4F's own

clinics currently, therefore, represent a significant user of BENFAM
 
self-generated funds.
 

LESSCNS TO BE LEAINED 

More significantly, these cluics are the locations at which BMFAM
develop models 

can
for new fee-for-service options, can introduce and manage

directly, with fewer external limitations, their efforts in self-financing
while serving the poor, and develop new important expertise. Some of
lessons learned here may be applicable and replicable in the extended 
clinic network. 
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B. OVERALL VIUB OF CLINIC MUVMA U 

The Actual Situation 

As indicated previously, clinic management is only one of BEMFAM's several 
important activities to promote social welfare in ERAZI1. Within that
limited context, there are a great many levels and types of personnel
involved in and interested in clinic manag--nt. Clinic management and 
managers include the staff of the clinics and the staff of the program
management offices (the program coordinators, the ministrative and 
evaluation asistants). Also participants in clinic management are 
mmers of headquarters staff in areas such as services, finance,
adinistration, planning and progr ui-xi. Clinic management includes such
tasks as establishmV services' quality standards and personnel
stzucture, clinic plannir, setting information requirements. management
information is found in all these portions of the organization and a total
view of these clinics is obtained by assembling all this information. 

Management information systems now are manual at the clinic level, and
mixed (manual and using electronic data processing) at the BEMFM central
office. Same good manual graphics are used at the clinics and program
offices to track service statistics on a mnrthly and yearly basis. There 

- is an increasig generation of information using electronic data
processing at the central office, that is shared with the clinic and
 
program managers (for example-service statistics).
 

Points to 03nider: P fI= S]1M MIS SUPRT M1CLINIC Z WV 

While it is important to keep the EMF clinics in perspective, as an
important but not major part of BEMFAM's entire program, it is also
 
important to provide them with the management support so they can be

successful in meeting the needs of family planning users and so they can
contribute to the success of BEM whole.as a This stronger clinic
 
support could be provided by a management information system which
 
assv( les together all clinic management information and integrates

clie .cele, services and financial information, thereby assisting the
 
management of free, subsidized and surplus-generating services and
 
clinics.
 

Such an integrated financial manageent/health statistics system would
coplement the ongoing process of decentralization. The decentralization
of operations and centralization of policy and control will necessitate 
the generation of better and nore operational managerial information to be
used at the clinics and, at the same tim, which can be used to reinforce 
the strategic, policy and structural information requirements at central
office levels. The importance of generating management information to
satisfy both managerial levels will place greater importance on clear and
consistently applied standards of definition, recording, reporting and

interpretation of information, at both managerial levels.
 

As more management information is generated with electronic data support
at the central office, clinic managers can expect to receive better and

More information, prepared by the central office, to complement the
 
systems at the clinics. In the longer-term future, it may be feasible for
 
program offices to have electronic data processing facilities that could
 
facilitate their generation of management information.
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C. PLANNING AND BLDGETfl 

The Actual Situation 

The annual planning and poganminr for BEMFAM clinics is done at the
Department of Planning and Pr gXMing and the Department of Services.
These Departments manage the programmtic aspects, including decisions on
where/whenrhw to open new clinics, on evaluating trimestral real
perforne of clinics, on estimating the maximum capacity of each clinic, 
on setting targets for the next period, and so forth. These decisions aremade in consultation with clinic managers who provide ideas on clinic
capacity and utilization for the next period. Planning also relates to
configuration of needed clinic personnel, supplies and other data whid
enables the Financial Department to prepare an estimated budget of mnthly
expenditures per clinic, de ninated in current local curency. 

Clinic budgets, for one typical month and for a year, are prepared
principally for those which have revenues fr donors, usually
international ons. Clinics that are funded fron own funds usually do not
have yearly budgets. These bugets consider most of the direct and some
indirect expenditures. Costs of supplies are not included nor is
depreciation. Budgets are prepared on electronic -. The Cobol
compatible system included in the accounting package is not used. 

Cash budgets are prepared for a typical month, as a division of the annual
budget, and usually divided by clinic or progr perscnel, into four
weekly periods. Remittances have for some tim been on a monthly basis. 

Points to nsid: IMM E FlNNCIAL A=D SERVICE SiTWs CS M TO
 
F IT PIANNIM
 

The team recammends that a MIS be established which integrates financial
and clinic service data so as to facilitate planning as well as 
management. This would permit simultaneous planning of services (to the
needy and paying clients) and the increasing self-financing of the
clinics. It would also establish new parameters for monitoring and 
control. 

As BM4FAM develops marketing to multiple types of clients, it would
probably fird it very helpful to determine the unmet demand of family
planning services for several market segments in the cachement areas of
existing clinic locations. Additionally, as BHE4M considers varieties of
service expansion, BEffM may wish to estimate the probable increase in
family planning services coming from offering a wider range of health
services at the clinics. Both of these considerations, marketing to
several types of clients and a wider set of health services, would
necessitate the determination of new indicators for the mnitoring and 
control of clinic performance. 

Additionally, the team recamerxs that planning be carried cut, due to the 
current Brazilian economic situation, in a stable currency as well as the 
cruzado. 
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D. SERVICES 

The Actual Situation 

Within the BElFAM's clinics there is currently interest and plarz to 
significantly widen the 	range of services currently provided. The Natal 
clinic is cosiderirn acddig pediatrics; olirda is comiderirq pediatrics,
cardiology, electroencefalograns and laboratory; and the C2apeco clinic is 
cosiderin adding lapaocties. All three clinics are working oi 
capturing nw client segments: Natal: the middle class; Olinda: clients 
that can pay for specialized services, and Chapec: municipalities and 
large enterprises. 

These ideas for charges 	 in market and services are relatively new and have 
not been thoroxhly discuissed, apparently, with the central office staff. 
Haver, both program and clinic managerial personnel manife strong
interest in carrying out market segment studies for new clients and 
feasability pre-evaluations for newly-considered activities. 

As indicated in the previus section, clinic capacity of family services 
is estimated at the central office and discussed in limited fashion with 
clinic per n. Annual service targets, distinguishing between first 
and subsequent visits, are set and the supplies needed are estimated by
method (Programa COMunitarios e Clinicas-Estimativas 1988-Clientas Novas 
por Metodo). These are 	monitored every -=thly, every three, six and 
twelve mnths for that period and cumulatively (Relatorio Estadistico,
Relatorio Analitico-Clinicas Propias, Relatorio de Clinicas Propias).
Clinic persmiel mix and number is discussed with the clinic and any
changes of installed capacity (of personnel) must be approved at the 
central office for each 	clinic. 

Points to Consider: 	 LE MARKET RESEARM TMIQES TO E OPTIOCI
FMR EXANCH =N (T 

Planning and programming of clinic services would be significantly
strengthened by the use 	of market research techniques in the folling 
areas. They could be well used to explore options for expansion and 
diversification of client segments; for determining increases in volumes 
where md apropriate (of non-paying and paying clientele); to test 
patient acceptance of different service mix options; and answer the 
questions of policy makers on how to attain institutional goals in 
servic-' and self-financing at each clinic. Clinics' experience and 
siases with innovations could be monitored (e.g.: monthly) and 
evaluated to establish models and lessons learned, that may be helpful for 
other clinics to reach their goals. The service stardards (Manual de 
Atendimento-clinicas) could be exparded to cover new services not 
previusly provided. 
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Pogramming of family planning and other services would benefit by
identifying the goals set for each client segment at each clinic, in 
volume and financial terms and by having that data micro-aonputer based. 
Additionally, it is possible and it has been very useful in other health 
programs to develop and use micro-ccmputer based modeling simulations of 
clinic and financi-l data to identify possible service mixes and to select 
the apparent best mix of services, persomel and facilities. These can 
then, of course, be mcnitored and evaluated throh-cut the year for 
performance throgh the use of micro-ccepter based information flows. 

Such a micro-ccaputer based system can be used, to provide information for 
monitoring and control purposes, at the clinic, program and central office 
level for breaking cut the numbers and percentages of clients at various 
in~ce levels. It would be helpful to have this data presented numerically 
aid graphically, actual aid actual against targets. 

The team recomres the use of such electronic data processing to 
facilitate planning, management, control and evaluation of the clinics. 

E. P 

The Actual Situation 

BEMFAM's personnel function is located within EDM and is centralized in 
terms of employment and payroll. All hiring and firing decisions are made 
at the central level, and all employee wage payments are generated at the 
central level. This centralization has made possible a system that is 
well organized, with much of the information managed by a ccrputer program
written in Cobol. 

There exists an employee classification system for all BEFAM employees.
Each position in the organization is given a specific classification which 
is covered in the employee manual (Manual de Cargos). The manual contains 
the name of each position together with a short description. It also 
contains a more detailed description of activities and functions, as well 
as criteria for evaluation. Each employee is identified by unique foura 
digit number. They are also assigned an additional nine digit number 
which incorporates three pieces of information: 1) where the employee is 
assigned, 2) what is the source of funds for paying the employee, and 3)
the project number where the enloyee works. In addition, each employee
is classified by a two digit class and two digit level code. This 
determines their rank within the organization and their salary level. 

While the personnel system is well organized at the central level, there 
are same discrepancies in impleentation in the regions. This primarily 
occurs where two inctions, such as a regional program and a clinic, share 
the same location. For example, an employee working in Natal might be 
officially assigned to the regional program but might be working part or 
all of their time on activities related to the clinic. Similarly, an
auxiliary nurse may fill in for receptionist's position under certaii 
conditions. These ocarrexnos are not necessarily bad; in fact-,
efficiencies can be gained by having the flexibility to shift people
around based on the local situation. 
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Points to Cosi : mm cii OF RS EL AM sERICE M 
As is the case with inventory, a major consideration in the area of 
personnel has to do with cost allocation. As stated earlier, one of the 
objectives of the proosed information system is to develop a better 
understaxdirg of the relationships between BWZAM's various activities and 
services, and their costs. Since personnel represents a very significant 
part of BU4FAM's expenses, it would be very useful to have a better 
uderstadii of how these resour contribute to the different things 
that BKFM does.
 

How much time fPr'1 different positions (e.g. doctor, auxiliary nurse,
r~ptioist, etc.) is required per ne client receiving an ED? Haw much 
per foillw up visit? This type of info oationwould help BF7M establish 
unit costs for different kinds of services. It would also permit
comparisons of unit costs fra one aperatin unit to another. Ths will 
help to discover efficiencies and identify problem areas in need of 
special attention. Similar kinds of analyses wuld also be useful at the 
central level in terns of examininM administrative support for BEKFAM's 
work.
 

The main question is how to generate this detail of information. One 
possibility is to have employees keep close track of how their time is 

- spent. This, however could be a burden that results in staff spending too 
much time and energy just keeping track of what they do. Another 
possibility would to carry cut specialized time/motion studies to measure 
how much time is spent on different activities. Mhis, also, can take time 
and energy, and the interpretation of results can be difficult. 

We sugest a different approach: that of using data that is already being
collected, as remmended above, on . regular basis. Regression analysis 
or data envelopment analysis could be used to cmpare the mix of personmel 
to the mix of services that exist in different clinics and regions. his 
would provide an estimate of the contr-ibution of each type of position to 
each type of activity. To carry out this last approach would require that 
the information on personnel and the information on service statistics are 
oampatible with each other and can be easily cambined. 

F. SUPPLIES AND INVTRIE 

The Actual Situation 

At the central level the inventory and supply situation is well organized
with mxst of the process being computerized. There is a coding structure 
which covers all of the regular material which passes thrcuh the system.
Each individual type of supply has a unique code, but in addition the
 
system groups the supplies into major categories. There are a total of
 
seven of these major categories: 1) ED-Educational Materials (Cartazes

Educativos), 2) ES-Office Supplies (Material de Escritorio), 3)

FC-C=tius Forms (Fornularios Continuo), 4) IM-Printed Material
 
(fLqressos), 5) MA-Contraceptive Supplies (Metodos Anticonceptivos), 6)

ML-Cleaning Suppli8es (Material de Linpieza), and 7) MM-Medical Supplies
 
(Material Medico).
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A ccqpteied program (written in Cobol) keeps track of all material at 
the central level. The system is able to summarize movement by type of
supply as well as by separate cona=tion for each administrative sector 
(adiistrative department, regional program and Individual clinic). 

The team thinks it would useful to consider d between two
broader classifications of supplies: general admi"nistrative supplies used 
at the central level and specific operational supplies which are 
associated specifically with delivery of services. Cperational supplies
would generally consist of the ED, MA and M4 categories which are usually
sent to and consumed at the regional program or clinic levels. 
Administrative supplies w~ild consist of the other four categories and 
would generally be csume at the central level. Regional program and 
clinics also use ministrative supplies, but they are nornmlly purchased
locally aid do xt pass through the cental inventory. locally purchased
supplies are recorded in a ptogram's or clinic's general accunting system
but there is no effort to classify or summarize consumption by the coding 
system used at the central level. 

There are same special characteristics which are worthwhile to consider 
about the operational supplies. One is that the valuation is often 
difficult and so the value is not carried on the books beyond the initial 
acquisition. Contraceptive sipplies make up a very larie portion of the
total supply system, yet most of this, with the exception of the pills, is 
received directly as donation. Its value tends to be represented as the 
cost for shipping and insurance. Likewise, educational materials often do 
not have precise methods for valuation. MLKx of the materials are 
developed within BDIFM and the actual development costs are not accounted 
for. In addition it appears that even the production costs are often not 
carried on the books. 

Another characteristic is that the distribution system for the operational
supplies is often considerably more ccmplex than the administrative, or 
centrally consumed, supplies. When supplies are required centrally, a
department makes a request, the material is delivered and the transaction 
is recorded in the computerized system. Significant quantities of 
supplies are not held within the departments. Distribution to the 
regions, on the other hand, involve creating and managing significant
stocks at a second, third and perhaps forth level. This mlti-level 
distribution system, of course, is not computerized and the stock 
management methods are not standardized. 

Distribution for the contraceptive supplies has some additional special
characteristics. Distribution of these supplies represents one of, if not 
the most important service of BEMFAM. In addition, the international 
supply is not always secure and shortages are not uncommn. These 
characteristics lead to a distribution based on setting priorities and
estimating requirements for resource which are sometimes scarce. Since 
the commodities are usually free, order and stock decisions are not made 
on an economic basis, but rather on a basis of availability. In general
the norm is to maintain six months of supply in the central warehouse and 
in the regional warehouses. Clearly, these stocks are higher than would 
be the case if the supplies represented significant investment and were 
not scarce. 
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The con'tr tive allocation and distribution system involves a number of
different rdevarbients within BEM . The Department of Evaluation (DEV)
in collaboration with the Department of Family Planning Services (DSPF) is
responsible for the initial programng which sets the goals and estimates 
the levels of supplies required by each of the regional programs and
clinics. It is then up. to the Departmnt of Administration (DEAM) to 
arrange for the necessary supplies. As arranrie.nts are made DEAM

circulates lists of availabilities projected over a three or six month
 
basis which can lead to DEAV making adjustments in priorities. As

supplies actually become available DEAM informs DSPF which makes decisions 
as to where and when those supplies are to be distributed. In addition

the prograinng adjustments and distribution decisions are necessarily

based in part on information from the regions and clinics on actual
 
services rendered and current levels of stocks.
 

A large 	part of BEMFAM's decision processes on t,±s coplex management and 
distribution of contraceptive supplies is based upon the manual
 
transmission of information through informal networks.
 

While inventory and supplies are well organized and managed at the central
level, the situation changes somewhat once the supplies are sent out to
the regions. The principal characteristic outside of the central offices
is variation. BEEFAM's activities and methods of operation vary

considerably fron one region to the next. There is the situation in

Pernambuco where the regional office and the Olinda Clinic 
are in separate
locations. Most supplies for the clinic go first to the regional office
warehouse, but same are sent directly to the clinic. In Rio arde do 
Norte, on the other hand, the regional office and the clinic are both in
the same location, sharing the same warehouse. Yet in Rio Grainde do Norte 
a considerable portion of the supplies are sent on to SUAGE, the supply
unit for the Secretary of Health. 

All of the regions send monthly reports which record information for each 
type of 	contraceptive on quantities at the begin and end of the month, 

asas well shipments received and quantities distributed during the

month. The way this information is gathered, however, is different from
 
oi region 
or clinic to another. Sometimes the quantities distributed are
defcea from beginning and end stocks rather than actually monitoring
distribution. Among the three sites visited there did not appear to be a
 
standard set of procedures for recordir stock Movements.
 

Points to Cmider: COST AIXX1RflI AND MRE SMMn1XMu AND
SZhRflE7ATI2 

An important aspect of this analysis of sustainability has to do with cost
accounting. That is, the allocation of costs to the various activities
and functions within BMFM will help determine the importance of their 
roles and form the basis for identifying inefficiencies and potential cost
savings. Clearly, the area of inventories and supplies, particularly with 
respect 	to contraceptives, represent a very important function within 
BEMM. As such, systems need to be developed which will better onitor 
the costs associated with the acquisition and distribution of 
contraceptive supplies. 
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There are two aspects to gaining better control over these costs. One is 
to assign an imputed cost or estimated value to those contraceptive
supplies which arrive as donations and, hence, don't have an actual cost. 
It is important to recognize that these supplies have a value even though
B does not currently pay cash for them. BEF7AM should want to know 
what would be the impact if they were suddenly required to buy these 
supplies on the open market. Similar azrgunts can be made for imputing
costs for the educational material which BEMFAM develops and distributes. 

The secrd aspect of inventory and supplies cost acounting is the 
development of a better system for tracking the storage and distribution 
costs. If B4FAM were to want to increase the amount of cotraceptives
distribuzted by fifty percent, what would be the increases in 
transportation and warehouse charges? Are the current distribution and
 
storage systems efficient? The accountir syst needs to be able to

track storage and transportation costs in a way that will answer these
 
questions.
 

Another consideration is that BE4FAM currently has two completely separate 
sources of information on the quantities of contraceptives distributed, 
yet no attempt is made to compare the information. Very good records are 
available fron DMM on the contraceptives acquired at and distriited from
the central offices. DEAV collects and processes regular reports on 
service statisticz which include information on contraceptives
distributed. There appears to be no attempt, hoever, to comare these 
two sources of what should be the same or similar information. If the tw 
departments had information systems which were flexible and compatible,
this ccaiarism would be a simple yet useful task. 

There are two main benefits fram comparing these two independent sources
of informaticn. First, the programnin of supplies is often carried cut 
to a level below the regional program level, but the inventory system only
monitors, on a regular basis, down to the regional level. Service 
statistics data could help determine how supplies are being distributed 
beyond the r gional warehouses. Second, the servii.e statistic data could 
serve as a control on the actual physical distribution records. If over a 
year period ten million cycles of pills are sent to a particular region
then that region should be reporting approximately that many cycles
distributed. This is a good example of where improved management
information could result frum better integration of information systems in 
two differ departmnts. 
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In general there needs to be much more efficient and effective methods for 
this kind of information to be shared among EMM, DAV, IPF and DEPP. 
These important funt ,ons of planning, imlementation and evaluation as 
related to the distr, tion of contraceptives could benefit r ndously
fram an integrated L': .ormacion system which facilitates the camunication 
and data sharing am:'q these departments. 

A final area of concern is the need to provide more structure and 
standardization on the way inventories and distribution are handled once 
the supplies have left the central level. Flow diagrams should be 
developed to describe all of the different paths and end points that the 
distribution can take. This should be anied by the developaent and 
implementation of standardized norms and forms for tracking and accunting
for the movement along the different paths. 

G. AC0NING 

This section refers to general and cost accounting. 

1. General Accou.nting 

- The Actual Situation 

The BEMIM accounting systems at the central office maintain consolidated 
accounting records for the revenues of the programs and the clinics (own
and associated) and maintains individualized records of clinics, program,
and combined. Detailed reportirg of revenues by clinics are prepared
separately framu the accounting and based on the cash receipts reportin of 
deposits made by the clinics in the central office account at Barco 
BRADESCO. 

Accoantir of expenditures does not include a number of items, such as 
depreciation of fixed assets, value of inventories of supplies sent to 
clinics and in place at them, cost of supplies included in the services 
provided. Additionally, neither revenues in-kind nor the expenditures of 
personnel paid by third-parties (e.g.: the state organization) are 
recorded in or out of accounting records. 

Clinics have auxiliary records (extra-acciting and extra-official),
co-ordinated by the program office (at Olinda) and prepared by the clinic, 
or prepared by the program office (for Natal and Chapeco). These irformal 
records show the grati- and fee-for-service transactions of paying clients 
by type of service and number of patients. Clinic accounting is a report 
on revenues and expenditures, produced m -nthly. Where program offices are 
close to clinics, program personnel prepare these reports. Revenues are 
reistered daily ("Controle Diario de Atendimento e Recebimento de 
Doacoes, Controle Diario de Aterdimento e Recebimento de Consultas"). 

Revenues are considered donations aid recorded monthly ("Doacoes
Diversas"). Other revenues (in cash) are recorded at the program offices,
received from municipalities ("Doacoes Prefeituras"), frcn ccmpanies
("Doacoes Empresas") and other ("Doacoes Diversas'). A weekly deposit of 
these is made into the central office managed bank account at BRADSCf 
bank, which has a Brazil-wide network of branches. 
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Expenditures are done through a rotating fund in a bank account for minor 
operating expenditures and for major purchases aproved by the central 
office, managed at the program offices, in accordance with monthly
remittance made by the central office following the amounts indicated in 
the mo thly budget ("Orcamento Mensual") submitted by the program office. 

Personnel payment come prepared from central office in the form of a full 
payroll. Monthly reporting on actual expenditures is presented by the 
Administrator of the program office, classified in a pre-coded form 
('Telatcrio Financeiro e Classificao Cantabil"), that follows the code of 
ac.cnt . 

The accounting systems have been prepared in Cobol and processing is dcne 
in batches. The accounting code structure present separate code leveles 
for groups (e.g.: assets), sub grcps (e.g.: current assets), principal
accounts (e.g.: available assets), principal ledger accounts (e.g.: cash),
subsidiary and auxiliary accounts. Reports issued includen revenues 
verification, daily journal, financial statements ("Balancete, Balanco").
Balance sheets are produce nnthly aid an income statement (revenues,
expenditures and superavit) is produced annually. 
Budget comparison for expenditures ("Quadro analitico") is produced 
outside of the aconting syste; non is for revenues. 

Points to Consider: FOIL M A=iUINrfi 

The team recommnds that full management accounting per clinic b)a
established, based on formalizing records for revenues on services 
provided to needy and paying clients, establishing standardized recording
and reporting. Full management accounting could shw BE4FAM management
the canplete financial profile of each clinic, and consolidated profile
for the clinic network, on a frequent (e.g.: monthly) basis. Similarly,
full expenditure and costing accounting for management could be
established to reflect all the expenditures of a clinic and the network. 
The items of expenditure noted in the previous section could serve as 
initial elements. 

This mnthly accounting should be kept in a constant currency, as well as 
cruzados, in order to take out -che effect of inflation and permit a 
comarison on similar monetary term. is could allow carparison for
real financial performance versus budgeted, establish and permit variance 
analysis.
 

The cash recording and reporting systems could be merged into the general
accouintig stream of transaction recording aryt r- portuq for emphasized
consistenc. Cost accounting (see next section) should be balanced with 
general accounting on a regular basis for consistency and full recognition 
of costs.
 

All this information could be ccmbineu with financial indices for each 
clinic and provided to clinic and program managers, as well as central
office otaff participating in and responsible for clinic sustainability. 
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2. Cost Acccunting 

The Actual Situation
 

To date, there has been little need for cost accounting of services and 
clinics. However, as indicated in the previous pages, there is now a need 

for building costing systems from the ground up. They will require
developing methodologies and collecting service information, discussed 
below. 

Points to consiier: mAmwEIAL CosT AoooaN= 

The FPMT team recommends that managerial cost accounting be adopted, at
service, clinic, program and central office levels, on an integral basis, 
parallel to the general accounting to be used for services and

fee-for-services planning, review and evaluation. Personnel time and 
volume data, frequency of usage, fixed and variable costs, and other need
 
to be determined in a consistent methodology for BE4FAM's own clinics to
establish a ccmprehensive and uniform cost accounting system. 

An initial basic system could be established at the clinic level for 
approximate calculations that can initially serve the clinics for koing
their costs, comparing them to proposed prices and calculate supluses (or
deficits) per service and per clinic, given a mix. The methodologies need 
to consider the effect of program office personnel providing support and
participating in clinic activities, the cost of supplies (at least a 
referez- pricing that could consider market or susbtitution cost),
depreciation of fixed assets, and the other categories described in 
anteceding sections. 

H. SYSTEMS 

This section seeks to tie together mxd of what has been presented in the
previous sections in that it deals with how information frcm the different 
functional areas is processed and used to improve the management of the
overall organization. It deals with the timely topic of computerization
but more importartly discusses how information needs to be organized to 
better support the objectives and work of BEMFAM. 

1he Actual Situation 

Within BNM there are a number of individual information systems, some 
of which are mechanized. Examples of ccupiterized information systems
are: 1) the personnel and payroll system within DEAM, 2) the inventory and
supply system within DEAM, 3) the service statistics system within DEAV,
4) the accounting system within DEFIN, etc. Many of these are customized 
programs written in cobol by a programmer who is no longer with BEMFAM. 
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The personnel system is written in cobol but was developed and is 
supported by an outside firm. While adequate at the time they were 
developed, there now exists sme discussion that these programs are not 
satisfying all of the current needs. Since they are practically
impossible to modify, consideration is being give to replacing at least 
s4=9 of them. In addition to these cobol programs, there are a ntmber of 
special applications using electronic s or other microcipater 
software. 

There are also a number of non campiterized information systems. For 
example, DSPF is currently managing service statistics frm DEAV and 
inventory and availability from D1AM in order to establish delivery
priorities for the regions. This is done without the help of computers,
often working with primary documentation rather than wait for the carputer
outputs fttm the other departments. A lot of BEFAMI's managerial use of 
information consists of manually pulling together data from ,rarious 
segments of the organization. 

Until recently, the data processing function in the organization was 
carried cut centrally in the Data Processing Center. BBMFAM is now in the 
process of decentralizing this function. Ccirmter processing is now being
performed on micr=rpiters which are located in the individual 

- departments, and there are plans to acquire more computers and additional 
hardware and software. 

Much of the propoc-d decentralization of BE2FAM's information processing
is presented in a report by a IPPF consultant, Xavier Gonzales Alonso. In 
addition to promoting this decentralization, that report also recomends 
hardware and software requirements which are directed toward 
standardization of BEMFA's computerized information systems. Although
the team presenting this report is in agreement with some of the 
reccumendations made in that IPPF report, we do not agree with the 
remnmendation that BEMFAM embark on a path of buying a number of 
cmuiercial packages which are not integrated and which do not enable 
decision-making on the basis of integrated financial and service 
statistics. 

Points to Consider: AN OATD FINANCIAL MI/HEAIgH 
S ThrICS S 

This team is recommending that the Family Planning Management Training

Project work with BEdFAM to design, develop, implement and train for a
 

AM micro-cpter based integrated financial management and health
 
services system. Discussion on this point follows.
 

A major issue for BEFAM in building and improving its management

information system is the question of decentralization. It is very

important for BEMFAM to distinguish between what is decentralized
 
processing, and what is decentralized design and decentralized (non
integrated) use. Autonomy for the individual users and departments is an 
attractive consideration, but recognition of the organization's complex,
interrelated activities is perhaps more important. 
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If BEM is to develop a ranagement information system iv.hich is
supportive of the objective of becmdcig self financin, that system mst
iprcve and facilitate cxmmunication among the various d~partmnts and
activities within the organization. Specifically, it mItt allow for
analysis and comparison of information mixing firancial and aconting
data, resource (e.g. personnel and supplies) utilization data, and service 
statistics data.
 

It is possible to have a management information system which is based on a
centralized and integrated design, but in which the processing of the
informtion is carried out on a decentralized basis. This approach should
be considered for BEMFAM since it can provide some level of autonomy for 
users in individual dartents, but would superimpose a structure to 
assure that the overall information needs of the organization were being
met. We feel that the best way to acomplish this is with an "open
database" apgoach to developing a management information system. This
approach can be contrasted with closed systems such as the CUStanized
 
cobol programs that exist now and commercial packages such as TecApro

which was recoined in the report cited above.
 

The approach which L2 being stested is based on the use of a relational
database package (e.g. dBase III+) datafor most of the data entry,
processing and report generation. Using dBase or a similar package it is
possible to build systems which would replicate the functions currentlybeing performed by the cobol programs. In addition, the syst could be
added to with other processing and reports on an as-needed basis. There 
are same information functions such as budget modeling, statistical
analysis or graphical presentation which a database package may not do

well, but file import/export would allow transfer to other packages.
 

There are perhaps two main citicisms to providing information processing
needs through development of custmized database systems. These are the

time requized to develop such systems, and the possibility of creating

deperkencies on the persons who develope the systems. Both of these
criticisms are based on the assumption that large, integrated, menu-driven 
programs must be developed before the systems can be implemented. This is 
not the case, however, with an on database approach. 

An open database approach is based on three key characteristics: 1) a
strong emphasis on the design of file structures which reflect the nature

of the organizations activities, 2) a highly modularized system where

processing functions are broken down 
 into small, free standing units, and
3) more direct interaction between the user and the database package
rather than through closed menu driven programs. There are several
imporcant results from this approach. The first is that the centralized
design of the file structures assures that information can be easily
combined and processed regardless of the "wnership" of the information.
Ephasis on the structures also helps assure that systems can be easily
modified over time. Next, because the system is to be highly modularized,
it lends itself to a flexible, increnental design. That is, some modules 
can be implemented before all modules are ccuplete. Finally, because the 
users have more familiarity with the database enviroYent, they have more
control over what they can get Out without having cependrecies on systems
developers. current microcampzter database packages have improved user
interfaces which make them easier to use by non prcqranmers. 
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What this means is that the organization pz-ivides the overall structure,
guidance and training, but the iniividual departm ts has the authority
and capability to design and implement the processing appropriate to their 
activities. 

DESIGN AND DEVE-O24MEW WI'IH BEFAM 

It is a system which is tailored to the uniqueness of each organization. 

The first step in developing an open database system is to undertake a
thorough system analysis which takes a look at: 1) the objectives of the
organization, 2) the activities and decisions being undertaken (or needed)
to achieve those objectives, and 3) the information necessary to improve
the activities and decisions. One purpose for this is to identify inter
dependencies of activities and information among the departments and 
users. This will then lead to the establishment of norms which will

identify where individual users have flexibility and where they must
 
conform to the needs of the larger system.
 

The next step is to design those file structures which will be defined and
c=rolled by the overall system. Tis will consist of identifying

natural entities and their corresp rx attributes. For example, each

operatirg unit (such as Department of Evaluation or Regional Program in
Pernambuco) would be an entity, and attributes would include a unique
code, the unit's name, type of operation, etc. It is important that the
 
same cxing system be used to identify operating units in all of the

databases in the larger system. This is what makes it possible, for
example, to copare service statistics in Pernambuco with inputs to that
region such as personnel employed and contraceptives shipped. That is,
the service statistics system, the payroll system vd the inventory system
all must have the same code for the Pernambuco region. 

Once these system wide design steps are taken the next phase involves

working with the individual departments and users to begin to help them

develop their own applications. This phase will also consist of system

analyses and file structure definitions, but they will be limited to the
particular departments or functions. It will also consist of identifying
and developing data processirx modules to meet specific objectives. 

TPAINING 

Te main activity in this phase, however, will focus on training and
technical assistance. 
The purpose here is that each department will
develope a basic capability for designin, using and modifyir their on
information systems within the constraints of the larger system. 

Clearly an important caqxoneft of this open database approach is the
training of a number of people within BEMFAM in the use of computers and adatabase package. Certainly BEFAM does not want to be in a position
where all of the knowledge about their management information system
resides in one or two persons who might leave the organization. In
dLucssing the trainig needs it is convenient to think about three 
different levels of users: 
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1) 	 one or two highly trained persons who are responsible for 
defining and applying the norms for the whole organization and 
are responsible for providing technical assistance ard training 
to the rest of the organization,

2) one or two persons in each deparwent who wuld receive
intermedate training and wculd be responsible for developing andt the system in their dearbtmnt, and

3) the persons in each departmnt who would have occasion to use the 
system, whether for data entry or special managerial queries. 

The training for these three levels of users shuld be a ccbination of in
huse workshops and individual instmrction in the actual situations and 
problems that face them in their work. That is, the training will be 
carried out in conjunction with the development of the individual _ystems. 
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IMIV. SaMMARY OF RTE 7-P 

In the work which is presented in these pages, FPMr has been working under
certain a ons which we believe we share with B Em and with USAID
who has funded this work and who has and is fundin Em . We wish to
spell out those assumptions very clearly because they are the basis upon
which we are ring the path set forth blow. 

ASER1CNS 

1. 	 Over the next five years AID funding will be phased-down for Brazilian 
puplation programs. Miile the extent of this pase-down and timir 
are 	unknown, we think it is wise to assume that in 1995 AID will not
be directi the sae level of fJnancial resources to Brazil as it has 
in the past. 

2. 	 The role BMWM is playing to promote social welfare in Brazil is
critical to the well being of individuals and families and to social
development in Brazil. A sustainable institutional capacity to carry
out that role, under the direction of its Brazilian Board of
Directors, is of absolute importance to BEMFAM and to those who 
support it, including AID. 

3. 	 It is wise and prudent for HM4FM to position itself so as not to be
deperdent on one main source of revenue, that of AID, given a
long-term future with lower or no AID furding.It is important to
diversify sources of revenue 	 major sourcesand 	to find ne of revenue,
as well as to cut costs so as to be as efficient as possible with the 
revenue received.
 

4. 	 Increasing the sustainability of BmMS is of primary impcrtance. That 
is, increasing BEF's institutional capacity to: 

1.) 	 Continue to fulfill its institutional mission, carrying out 
activities which the Board of Directors and BEMFAM executives
decide will pracmte social welfare and create long-term impact
anM the Brazilian population; 

2.) Be increasingly self-financing with a secure flow of financial 

revenues; 

3.) 	 To survive as a sovereign institution. 

In light of the above assumptions and in light of BEMam's request thatattention in this process be focused first on clinic management, FPM 
recommends to HY7,&TM the following. 

1. The design, develpment, installation and trainir for a micro-cputer
based integrated financial management and health services system for
clinic management. FPMI would work with BFAM throughout this
institutional development process so that BEMFAM executives and staff
acquire increased managerial perspective and skills to promote BU4EM's
sustainability as well as a management information system to support
sustainability in the clinics. 
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2. 7hat HBmFAM watch this process in the develop nt of a managerial
perspective, skills and system for clinic management with an eye to the 
future transferability of learnings on promoting EMM sustainability to 
other areas of BEXFAM's work. 

PE03 E, FOR BEFAM CLINIC GEMU 

FRM reocmexis that to increase the sustainability of BEIFAM's own
 
wholly-owned clinics, BEMAM should:
 

A. 	 ESTABLIS A DEIRED =MINAB= FR EACH CLINIC and for the network 
of BEFM's own clinics as a whole. That is, clearly establish targets
for: 1.) volume of services to the poor; 2.) the level of 
self-finacing and 3.) plans for institutional continuity. Revenue 
generation targets can range fomn no revenue generation to generation
of revenue sufficient to cover all clinic costs (direct, hidire± and 
fixed assets renewal), covering central office cperating expenses,
renewal of their fixed assets, and establishing patrimonial reserves
for bridging deficitary periods and for entering into new ventures. 

B. 	 FOWcS THE MANAGEAEr INFUMMIM SY Sr M PROVIE STRNG MIS SUPPMr 
MO 	 CLINIC MANAGEMERr. Provide support for planning and performance
nitoring which will cover critical aspects of clinic sustainability 
suc as: strategies, market segments, volumes and prices (for needy
and paying patients); service standards and mix, services delivery
capacity, financial reporting and costing, and other key management 
aspects. This focus should include generating better and more
operational managerial information to be used at clinic level, and at 
the same time, reinforce the strategic, policy and structural decision 
making ability at central office levels. 

C. 	 IRIEATE FINANCIAL AND SERVIC S7TXCSTEC MM M FACI'TAT 
PLANNING. Use integrated data to plan and manage services, nowing the 
unmet demand for exaid services to needy and paying clients,
service delivery per market and the level of self-financing. We 
re id this data be kept in a constant currency as well as in 
cruzados. 

D. 	 USE MRKET RESEARCH TECHNIqUES TO EXIDRE OPTCNS FOR EXPANSIM AND 
DIVERSIFICTICN. These tedhiques can be used for widening the number 
and types of clients served at the clinics (needy and paying),
exploraig the feasability and establishment of new services to current 
and new clientele, and for assisting the organization of 
diffp nrntiated service-delivery packages. Research can determine the 
link between a wider gamut of services offered and stimulation of 
family planning demand. Standards should be expanded to cover new 
services. Clinic operational and micocm xter-based financial 
simulation may help to select and manage the 	be-st mix of services,
perscrul and facilities, and then monitor and evaluate them 
throuqh-out the year for performance. Micro-caqxter systems for 
monitoring and control purposes at the clinic, program and central 
office level would be helpful as would be grapic and statistical 
analysis. 
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E. 	 RI=M M AND SEVICE MM to understand the relationship

between E(FAM's various activities, services and their costs.
 
Information needs to be generated 
to keep tack of how employee time
is spent in service delivery aid administration at clinic and program
office levels, and relate them to costing methodologies. 

F. 	 ESTABLISH RE UCTURE AND STANDARDIMICK FCR SUPPLIES AND
 
WE,RIES, AND INEWAT 
 THEN 	IN= COST A JNIf for more caiplete

allocatin of important components into cots. This will reqire
assigning an imputed cost or estimated value to donated supplies to 
represent the costs which EFM would have to bear if the supplies
ceased to be donated. A better tracking system for storage and
distribution through to the user would be helpful to assist better
planning, implementation and evaluation of clinic perfone. The 
system should integrate data from the central office and clinic level. 

G. 	 ESTABLISH FUlL A M1IENG PER CLINIC. This would include 
formalizing rerds for revenue-ie on services to needy and paying
clients, and establishing staxrardized rewrdiM and reporting
inechanisan. The cash recording~ aid reporting cou~ld be merged into the
general accounting stream for emphasized cnsistency. This could show
BE7FAM management, on a frequent basis, the complete financial profile
of each individual clinic and that of the nyl "Aork as a whole. We think 
it should be presented in cruzads and a corntant currency and with 
financial iiricators for clinic, program and central office 
sustainabiity. 

H. 	 WRGANE AND APPLY MUMGNMAL COST ACJ1IM, at service, clinic, 
progr and central office levels. It would be used on an integrated
basis, parallel to the general accounting system, for fee-for-services 
plannirg, review and evaluation. It would also permit identifyinq
inefficencies and areas for potential savings. Personnel time and 
volume data, frequency of usage, fixed and variable costs and other
need to be determined in a consi-tent methodology. An initial basic 
system could be established at the clinic level for approximate
calculations to estimate surpluses. The ccaprehensive cost systems
will include all direct and indirect inputs for the service delivery,
such as reference pricing for supplies, depreciation of fixed assets,
overhead at clinic and central office levels, aid other. 

I. 	 DEVEIOP AND APPIY AN INTATED FINANCIAL MGNEM /HEAL/ H STATISICS 
SYSTm. The team believes this system should be tailored to BEMFAM,
centralized and of open database in design, with decentralized (user
controlled) processing and use. This approach would allow easily
cambined and processed information, modification of the systems over
time, a flexible and modular approach, and wuld overcoe the 
limitations ot closed custonized database systems (time and 
dependencies on persons who develop them). These systems would be
developed with BEWM personnel who would participate and recei.ve 
tra-inig in the 	design of these systems; FP would provide technical 
assistance and training through out the process of achieving the 
regular use of the systems. Trainir would be provided at different
levels: for BEMFAM executives managing the whole organization, for 
persons in each department who would develop their department's
particular needs, and for users in each department who would use and 
query the system. 
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ANNEX I - IS
LIST OF PECt J11]E1ED 

BE*-AM HMDRMIS 

Avenida Gra(;a Aranha, 333 
Rio de Janeiro, Brazil 

Marcio Schiavo - Ex ztive Secretary 

Jose Maria Arruda - Adjunct Exemtive secretary 

Caren Gomes - Planing and Programing Coordinator 

Katalina Czer - Family Planning Services Coordinator 

Sergio Lins - Evaluation Coordinator 

Jose Milare - Administrative Coordinator 

Evardro Gcmes - Financial Coordinator 

Rita Baudiani - Adjunct Coordinator of Planning and Programming 

Idis tcpes - Adjunct Adinistrative Coordinator 

Mantel Mescouto - Accounting Division Chief 

PERNAMEJM CCH24IT PK)GAM OFFICE
 
Rua D. Virginia Heraclio IPESEP - IBCRA
 
Recife
 
Pernambuco
 

Denise Zelaquete - Program Coordinator 

Joao de Andrade - Program Adminisrator 

OL CLINIC 
AV. Govern dor Carlos de Lima Calvarxanti, 1475 
Casa Caio da Olinda 
Pernambuo 

Carlos Careriro - Doctor 

Norma de Andrade - Doctor 

Marta de Oliveira - Auxiliary Nurse 

Nazidir Da Silva - Auxiliary Nurse 

Geraldina de Gouvebi - Adinistrative Assistant 
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RIO GRANCE CO Nom axNI= PRoAm OFFICE 

Maria Jose de Sabino - Program Administrator 

Euridice Da Silva - Evaluation Assistan. 

NATAL CLINIC 
Avenida Deodaro, 766 
Cldade Alta 
Natal 
Rio Grande Do Norte 

Dr. Araken Pinto - Medical Advisor
 

Maria de Fatima Dantas - Warehouse Assistant 

Marlene Barbosa - Attendant 

SANA CATARINA PROGRAM OFFICE 
Rua Guapord, 140-ECapec6 

Tnezita de Camargo - Program Coordinator 

Freerico Iten - Evaluation Coordinator 

CHAPEXC CLINIC 

Dr. Celso Marques Meneses - Doctor 

Dr. Paulo Scottini - Doctor 

Fatima Baldissera - Nurse 

Gecemira Knrarto - Auxiliary Nurse 

Marta Helena Lajus - Administrative Assistant. 
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ANNEX II 

SCHMTE OF ACIVIT CARRIED OUT 

BY THE FMH CMULT71G TEAM 

Demer 7 	 Arrival of Kip Eckoad to Rio de Janeiro fron Boston, U.S.A. 

D ykr 8 Arrival of Jorge Bedoya and Rolf Stern from Quito, Ecuador. 

FRE team meeting 

Team meeting with BEHFAM executives: Jose Maria Arruja-
Adjunct Ewcutive Secretary, Carmen Gamez-Planning and 
Programming Coordinator, Rita Badiani-Adjunct Planning and 
Programming Coordinator, and Sergio Lin-Evaluation 
Coordinator. BEMFAM executives briefed the FTW team,
discussed criteria for selection, and the group jointly
planned the he rrs and clinic visits. Two clinic 
visiting teams were establishd, copcoed each of BEFAM 
executives and FP team members. The schedule for 
interviews at BEMFAM Rio de Janeiro headquarters was agreed 
on. 

Deeber 9 	 Meeting with Sergio Lins, Evaluation Coordinator, to 
understand evaluation activities and systems. 

Meeting with Evandro Gamez, Financial Coordinator, and 
Manel Mesccuto, Accoting Division Chief, to understand 
financial and accounting systems. 

December 10 	 FEMT consulting team meeting at the hotel for review of 
information gathered and detailed planning of clinic visits. 

Team A 	 Ccuposed of Sergio Lins, Evaluation Coordinator and FPMT 
consultants Kip Ec1road and Jorge Bedoya, traveled to the 
Olinda clinic and Recife Program Office in the state of 
Recife, and the Natal clinic and Program Office in the state 
of Rio Grarde Do Norte. Following is their schedule of 
activities. 

December 11 	 Trip from Rio de Janeiro to Olinda in the state of Recife. 
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December 12 	 Visit to Olinda Clinic. 

Meetings with clinic and program personnel and general
acquaintano of the clinic: Denise Zelaquer-Program
Coordimtor, Norma de Arrade-Doctor, Geraldina de 
Gaveia-Acbnistrative Assistant, Martha de 
Oliveira-Auxiliary Nurse, Nazidir Da Silva Lima-Auxwliary
Nurse. Learned of services delivery, accunting, medical 
services, and adminitrative systems. 

Visit to Program Office in Pacife and meeting with Jodo 
Rigis de Andrade-Program Administradar. 

December 13 	 Departure for Natal in the state of Rio GazJne Do Norte 

Clinic visit with: Maria Jose de Sabirno-Program
Auinistrator, Maria de Fatima F Daria-Warehouse Assistant,
Marlene Barbosa F Lima-Atterdant. Observation of clinic 
systems at reception, clinic services, education, 
inventories and accunting 

December 14 	 Visit at the Natal clinic and cbservation of eva.Laation,
administration and inventories, with: Dr. Araken 
Pinto-mical Advisor, Maria Jose de Sabino-program 
Aministzator, Euridice Da Silva-Evaluation Assistant. 

Trip to Rio de Janeiro 

Team B 	 C oS 1 of Jose Milare-Administrative Coordinator and FPM' 
consultant Rolf Stern traveled to Chapec6 clinic and Program
Office in the state of Santa Catarina. Following is their 
schedule of activities. 

December 11 	 Trip from Rio de Janeiro to Chapeco in the state of Santa 
Catarina 

December 12 	 Visit to Santa Catarina Program Office and Chapeco clinic. 
Meetings with Inezita de Camargo-Program Coordinator, Dr. 
Celso Marques Menezes-Doctor. 

Acquaintac with the clinic medical services process and 
inventory administration. Meetings with Dr. Paulo Henrique
Scottinni-Doctor, Fatima Baldissera-Nurse, Gecemira 
Kronharto-Auxiliary Nurse and Maria Helena 
Taj us-Administrative Assistant. 

December 13 	 Learning of evaluation, administration and acunting 
systems. Meetings with Maria Helena Lajus-Administrative
Assistant, Federico Iten-Evaluation Assistant and Inezita de 
Camargo-Program Coordinator. 
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December 14 	 Information gatherirq on service statistics with Federico 
Iten-Evaluaticn Assistant and Inezita de Camargo-ProgramC rdntr 

Trip from Ompec6 to Rio de Janeiro 

December 15 	 Team meeting exchanging information and preparing for 
presentation.

Visit to Deparmnt of Finance to collect accotntig systewr
information with Mael Accunti Chief 

Teameeting on presentation to BEWM exec.uives. 

December 16 	 Individual consultants' and team work on 5E4FAM 
presentation. 

FRU team verbal presentation to E4FAM executives of 
prv-liminary trip servations and points to consider 
regarding clinic managment information system, and 
agreement of tentative date for next step and schedule of 
report presentation and discussion. 

FRP team meeting for review and on future activities. 

Deemer 16 	 Kip Eckroad trip home 

December 17 	 Jorge Bedoya and Rolf Stern trip home. 
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